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Foreword

In October 1998, 1 was invited to attend a meeting in Reggio Emilia. As a first-
time visitor to this region of Italy, I was initially introduced to the world famous
parmigiano, prosciutto di parma, and to the aceto balsamico di Modena. How-
ever, these palatal delights were only the seasoning to a conference with a highly
intriguing theme: “Special Children and Parents: From the desired to the real
child”. At this weekend in Reggio Emilia I learnt about the keen interest of the
conference president — Dr. La Sala — in a holistic approach towards patients
undergoing infertility treatment.

Since that meeting, my ways with Dr. La Sala crossed numerous times, in
scientific meetings as well as in research collaborations. In addition, during this
period, I became acquainted with La Sala’s group and their close teamwork with
humanistic disciplines in Reggio and Bologna.

It was thus only natural to learn about the Modena congress — “Coming into
the world: a dialogue between medical and human sciences” — which is, to the
best of my knowledge — the first scientific attempt to encompass the myriad
humanistic aspects of the complexities of reproduction. I was honored to accept
the invitation extended by the Editors — La Sala, Fagandini, lori, and Monti — to
be responsible for the English version of a book that will be cover the main top-
ics of the Modena congress in September 2006.

The production of this book had several difficulties that had to be resolved.
First, it was the duty of the Editors to select the topics for this book from the
presentations of the congress — not a simple mission at all given the high quality
of the speakers as well as importance of all subjects. I am indebted to the Editors
for their outstanding work.

Second, we had to translate multilingual contributions into English. This mis-
sion was skillfully done, supervised, and coordinated by Gillian Mansfield (As-
sociate Professor of English Language, University of Parma), and by the Parma
team including Niamh Boland, M.A, Michela Canepari, Ph.D, Alex Gillan,
B.A., Natasha Huff, B.A. and Joan Rundo. I am deeply thankful for their efforts
to make my editorial work much easier. The reader should however note that
differences in style were inevitable, owing to differences in citations used by
medical as compared to humanistic disciplines.

Third, the Editors are happy to illustrate this book with drawings from Reggio
Children (Diana Municipal Preschool of Reggio Emilia) compiled by Anna-
maria Mucchi. These paintings best illustrate the authentic voice of childhood,
in line with the theme of this book.

Finally, special thanks should be given to the Publishing house — Walter de
Gruyter GmbH & Co, Berlin, and especially to Dr. Stephanie Dawson — Editor
of Medicine & Sciences, for the invaluable help in all production steps.

Isaac Blickstein, MD






1. Preface: The “normal” complexities
of coming into the world

Giovanni Battista La Sala; Department of Obstetrics and
Gynecology, S. Maria Nuova Hospital, Reggio Emilia, Italy

The sound of the first cry of a newborn is a joyful event, yet full of conscious
and unconscious mysteries of the past and the future. It is the symbol of the
“normal” and, one might add, “mysterious” complexity of coming into and be-
ing in the world.

During life, birth is an intermediate stage of a long journey which “is born”
from a desire-project of the parents, it is made materially possible by means of
pregnancy and childbirth, and it is given concrete realization in extra-uterine
life. Birth is a link between the past and the future, it is an important and
complex piece within an even more important and complex totality, such as is
human life.

The author of this text is an example of a gynecologist-obstetrician who has
been trained and exercises his profession in a contemporary western society. My
institutional role is that of supervising as best as I can the biology and anatomy
of pregnancy and childbirth. In that respect, society has not only taught me how
to do so, it requires me to do so. On the other hand, as far as I know, my institu-
tional role symbolizes the division of medicine, which, as a model exerts its
power not only in Italy but in all Western civilization.

During my thirty years of professional career, I gradually became aware of
the objective and subjective limitations, at times very frustrating, of my “techni-
cal” role in pregnancy and childbirth. Indeed, I began to feel the need to go be-
yond the institutional “ghetto” in order to seek “help” from other sciences, such
as the humanistic ones, in order to perform better my role as a “technician” and
to learn more about what occurs before and after pregnancy and childbirth.
I attempted to discuss my frustrations and my desire to try and modify the
present state of affairs and re-build the existing bridge between medical and
human sciences with Pinuccia Fagandini and Fiorella Monti, psychologists, and
with Vanna lori, family pedagogist. I was truly and pleasantly surprised to rea-
lize that we share the same wavelength and that we would be able to work
together.

This is how the idea of this International Congress in Modena was conceived.
This was then followed by the idea of publishing the proceedings of the Con-
gress in Modena not only in Italian but also in English, as if to leave a message
in a bottle that makes its way round the world.
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The Modena Congress and this publication have been made possible thanks to
the work of so many people to whom I give my sincere thanks. Particular thanks
go to Serono S.p.A., who following a generous tradition known to obstetricians
and gynecologists has provided an important financial contribution for the reali-
zation of this Congress and the publication of this volume.



2. Let children speak

Sandra Piccinini; Nursery and Pre-School Institution,
Reggio Emilia, Italy

“What am I doing here? Tell me”.

You may wonder why a quotation from Alice in Wonderland should be used
at the opening of an International Congress such as this by the President of a
Children’s Institution.

It is correct to let children speak, as if we were borrowing from learning. In
times such as these, children are great help to us in extending our knowledge, in
times when — as Loris Malaguzzi claimed — “it is necessary to reunite disci-
plines, since each on its own is helpless, each one needs to find some sort of
trans-cultural solidarity”. This interaction between disciplines and between dif-
ferent forms of learning becomes necessary if our thoughts are to be more con-
nected than up to now.

This, I think, is also the aim of this congress: to compare various points of
view on coming into this world.

The collaboration between the pre-schools of Reggio Emilia (in particular
Diana — recognized internationally as a high level pedagogical project that is
both qualitative and innovative) and Prof. La Sala did not begin today: “Mamma
Onda” was the first of a series of collaborations in which we were able to find a
common research approach. Research and exchanging knowledge will be the
common denominator of this Congress, which we hope will achieve further
competence in the daily work of all of us.

With this, let children speak:

The sea is born from mother wave.

The weather is born from the storm.

The wind is born from the air and takes shape by flapping

Time is born from years.






3. Modern reproductive medicine
and the definition of parenthood:
Praeter Naturam

Isaac Blickstein, MD; Department of Obstetrics and Gynecology,
Kaplan Medical Center, Rehovot, and the Hadassah-Hebrew
University School of Medicine, Jerusalem, Israel

Introduction

God blessed them. God said to them, “Be fruitful, multiply, fill the earth, and
subdue it ...” Genesis 1: 28.

Reproduction is an intrinsic component of life. Without reproduction, life
does not seem to be complete and, therefore, reproduction is an existential drive.
As the passage from Genesis clearly states, reproduction is also a divine com-
mand. From a biological perspective, reproduction is quite simple and entails the
mixture of DNA from male and female gametes to form a zygote. This zygote
is then protected by a specialized organ of the female to allow differentiation
and growth of the embryo-fetus. Finally, the products of conception are expelled
in a timely fashion to allow the delivery of an offspring that is capable to sur-
vive.

This pattern of reproduction is followed, as a rule, in the entire animal king-
dom and reproduction is considered impaired if one of these components is de-
fective. Species-specific differences in this pattern are believed to represent
clever ways that nature selected to circumvent specific obstacles to a successful
outcome. In the human, the formation of the zygote in the oviduct by the post-
coital unification of a single spermatozoon and a single oocyte, is followed by
implantation, pregnancy, and birth. However, as far as we know, there are no
natural solutions to overcome reproductive obstacles, and hence, the inability to
reproduce is essentially unresolved unless some form of man-made intervention
is implemented.

The probably oldest intervention in reproduction is cesarean section, aimed to
help women who are unable to conclude the reproductive sequence. At the same
time, no other advances have been made for centuries to overcome other repro-
ductive obstacles. A distinct change in this construct occurred when effective
infertility therapy became available and about three decades ago when the first
in vitro fertilization (IVF) baby was born. These novel methods created puzzling
deviations in the classical definition of parenthood, and re-shuffled all that we
consider as natural reproduction.
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This chapter discusses several examples of current reproductive medicine that
significantly depart from the natural course. As Aristotle (300 BC) described
similar circumstances, the argument will be that such deviations are beyond the
nature’s common course — praeter naturam.

Fatherhood

Data from more than twenty years suggest that the male factor is at least partly
responsible in about 50% of infertile couples (approximately 30% of man only,
and in 20% both man and woman are abnormal). The deviation from the natural
course of reproduction begins in these cases with artificial insemination, where-
by sperm is injected rather then ejaculated into the lower female genital tract and
circumvents the natural way of conception. In even a more sophisticated way,
sperm is directly injected, in vitro, into the female gamete, in a method called
intracytoplasmic sperm injection (ICSI). One step further was the observation
that sperm is actually not needed for fertilization. This led to sampling primor-
dial spermatic forms from the testicles or ejaculatory tract (epididimis) by meth-
ods like TESA (testicular sperm extraction) or MESA (microsurgical epididymal
sperm aspiration) followed by ICSI.

Whatever autologous method is used, it is expected that in a monogamic rela-
tionship, the male partner is the father of the child born to a given woman. How-
ever, using donor sperm for artificial insemination or for ICSI, the offspring is
obviously not a biological product of the couple. Fatherhood should therefore be
considered according to other levels of parent-child relationship.

Motherhood

A popular adage implies that one cannot be sure who was his father, but can be
certain who his mother is. This somewhat chauvinistic cliché is no longer valid
in the era of modern treatment of infertile women. First and foremost was the
acceptance that, in practice, women need their uterus but do not need their ova-
ries in order to conceive. Since the 1990s, pregnancies with donor oocytes have
become commonplace in many countries. This finding, namely that fertility is
dependent on ovarian-age but not on uterine age, was the basis for pushing ma-
ternal age to upper limits which were never encountered before. For example,
the BBC announced on January 23, 2005, that a 66-year-old Romanian woman,
Adriana Iliescu, become the world’s oldest mother. Dr Bogdan Marinescu, who
carried out the fertility treatment, justified the procedure by saying she was in an
appropriate condition to give birth and needless to say that the mother encoun-
tered immense joy when her baby was born, five weeks early, after undergoing
nine years of fertility treatment. The case has prompted criticism from health
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professionals concerned about the medical risks and the impact on the child,
since it is not clear how long the child will enjoy his mother.

Having said this, one should realize that there are pros and cons for preg-
nancy beyond reproductive age. Oocyte donation to postmenopausal women can
be defended by societal practices, gender equality, and reproductive freedom.
For societal practice, one may argue that there is no reason to assume that soci-
ety, at large, will be harmed by allowing older women to conceive and that the
parents have no physical and psychological resources for raising children at
older age. Moreover, older parents are likely to be economically stable, more
responsible, and have a more mature family unit. Regarding gender equality, one
may argue that since older men are qualified to have children, denying women
from this privilege is prejudicial and discriminative, albeit the offspring is not
genetically her own child (as is the case with older fathers). Finally, if our soci-
ety respects the rights of patients with life-limiting disease to procreate, the life
expectancy of older mothers should not be a factor in reproductive choices.

The main argument against oocyte donation to women beyond reproductive
age is that they exceeded a “natural” limit of reproductive capability, and com-
pared this situation to oocyte donation to prepubertal girls. Thus the fact that
teenager can sometimes be successful mothers is not an argument favoring tee-
nage pregnancies. Conversely, the fact that grandparents can sometimes success-
fully raise children does not imply that older parents have emotional and physi-
cal energy to raise children. Finally, the increased risk of many pregnancy com-
plications at older maternal age, for both mother and child, is also a strong ar-
gument against pregnancy beyond reproductive age.

The main ethical issue, raised by the American Society of Reproductive
Medicine (http://www.asrm.org/Media/Ethics/postmemo.html), is whether the
ultimate bearing and rearing of a child contribute to mutual well being of both
parties — the women as well as the children — are served by assisted reproductive
technology (ART) using donor oocytes. It could well be that societal and cultu-
ral pressures might push women beyond reproductive age to become mothers
and it could be that children would eventually resent having mothers as old as
grandmothers of their peers, and thus be adversely affected psychologically and
socially by having older parents. In any case, postmenopausal pregnancy should
always be discussed with both maternal and child interests considered together.

Going back to the cliché cited above, with modern infertility treatment, one
may also be unsure whether the pregnant woman is the biological mother of the
fetus. Surrogacy means that the surrogate mother, who has no genetic contribu-
tion to the offspring, is hired to substitute the biological mother and carry a baby
that is given to those who employed her to do that job. It goes without saying
that surrogate motherhood, albeit performed worldwide, is still controversial.
Those in favor assume that surrogacy is beneficial to all parties involved: the
infertile couple will have a biological child and the surrogate mother will receive
a fair financial compensation. This view does not consider commercial surroga-
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cy (i.e., not performed by a family member, friend, or driven by altruism) as
potentially unethical. Those who are against surrogacy maintain that the risks
outweigh the potential benefits, and that motherly emotions and antepartum
bonding with the fetus that arise during pregnancy do not permit a genuinely
informed consent by the surrogate mother to relinquish the baby postpartum.

Surrogacy is not restricted just to the uterus using a biologically distinct embryo
produced by ART. One form of surrogacy is, in fact, carrying a ‘semi’-autologous
embryo, namely one that was conceived using the sperm of the male partner for
intrauterine insemination. In such circumstance, the reproductive sequence just
circumvents the coital act and the surrogate mother is also the genetic mother.
Irrespective of how much the biological relationship between the surrogate mother
and the unborn child is altered by the type of surrogacy, no doubt exists that all
combinations form, in one way or another, profound medical, ethical, legal, and
undoubtedly — also psychological — consequences. Consider, for example, the case
of a British woman pregnant with twins that sued a California couple, alleging that
couple who hired her surrogacy service backed out of the contract after she re-
fused to perform a two to one reduction of the twins. (CNN, August 14, 2001;
http://archives.cnn.com/2001/LAW/08/13/surrogate.dispute/index.html) The sur-
rogate mother wants to carry the twins to term and find adoptive parents for
them because she holds that the biological parents — wanting to perform an unse-
lected reduction — are unfit to become parents of these children. In simple terms,
a circumstance involving intimacy, love, parenthood, joy, and pleasure became a
rent-a-womb situation, whereby the surrogate mother was interested in carrying
the pregnancy in exchange for a fee whereas the biological parents were looking
to rent space for the pregnancy period. This situation is certainly a challenge to
the definition of parenthood.

Parenthood

Infertility and the derived bizarre situations are not restricted to the question of
the ‘real’ mother in surrogacy. Consider the “five-person pregnancy” or “An-
gela” case which is a curious and controversial example of the consequences of
ART, and casts serious doubts on the definition of parenthood. In March 1997,
Reuter Information Service reported that a 37-year-old Italian mother of two,
identified only as “Angela,” had been implanted with two embryos created from
the sperm and eggs of two different couples, after she agreed to act as a surro-
gate mother simultaneously for two infertile couples. The surrogate mother, a
Roman Catholic herself, disagreed with the Church’s opposition to both IVF and
surrogate motherhood, and considered her altruistic effort to help others as un-
deserving of condemnation. It was then reported (Lancet, 1997) that Angela
gave birth to a healthy boy and girl at 36 weeks’ gestation but parenthood (i.e.,
which baby belongs to which couple) was only established by postpartum DNA
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fingerprinting. This is probably the first example of twins who share no parents,
share no genetic relationship with the surrogate mother, and share no genetic
relationship with each other.

Another example was reported in May 2003 (http://www.smh.com.au) whe-
reby the Supreme Court of New South Wales had to decide if frozen embryos
implanted and born after their grandmother’s death are entitled to inherit her.
The will left her estate, equally divided, to the child or children of her son and
daughter and about $1 million was left in trust to grandchildren “who shall sur-
vive me and attain the age of 25 years”. The Court was asked to determine
whether two frozen embryos, and their live siblings, should share in their grand-
mother’s estate. The court concluded that while it was highly unlikely that the
grandmother did not wish to benefit grandchildren born after her death, he
would take the traditional definition of “survive” — that one had to be alive at the
time of the grandmother's death. That excluded all the embryos, including the
two children who have since been born.

This example suggests that frozen embryos, sperm, and more recently also
frozen oocytes, may eventually lead to birth of a child, sometime long after the
death of family member and thus could delay the distribution of the heritage. As
the example given above suggests, such strange cases do occur. Whereas in the
past, blood or legal marital ties seemed sufficient to document important rela-
tionships, currently, the existence of a pre-conception life is fully recognized, at
least by legal terms.

Epilogue

This chapter discusses several examples of how ART-related circumstances
changed the concept of fatherhood, motherhood, and parenthood. Some of these
cases are obviously unique and by all means do not represent the vast majority
of ART pregnancies and parentage. Nonetheless, these cases have a message.
For example, several chapters in this book suggest that the baby is considered as
part of the ‘self” of the pregnant woman. How is this related to pregnancies fol-
lowing egg donation? How does the surrogate mother consider that ‘self” when
the embryo was created from heterologous gametes? How do these factors in-
fluence the decision about the mode of delivery? How does the male partner
react to the entire pregnancy created by donor sperm and to the ‘coming into the
world’ process, i.e., birth?

These cases, to a certain extent, point to the need for change in the traditional
way of thinking and calls for open-mindedness to the unnatural way and new
definition of parenthood: Praeter Naturam.






(Luca, 4 yrs. 3 mos.)
A baby grows in the mother’s tummy because the mother eats and the baby eats
the crumbs.
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4. Self and dyadic expansion
of consciousness, meaning-making,
open systems, and the experience
of pleasure

Ed Tronick; Departments of Pediatrics and Psychology,
Harvard Medical School Cambridge, Massachusetts, USA;
School of Psychology, Fielding Graduate University,

Santa Barbara, California, USA

There is a connection between experience, including the experience of pleasure,
creativity and development, which has to do with individuals making new mean-
ings as well as their experience when making them. This perspective is based on
the first principles of dynamic systems governing the operation of open biologi-
cal systems, of which we, humans, are but one example (Tronick, 2005). These
first principles assert that as an open complex system individuals seek energy in
the service of maximizing their organizational complexity, including its coher-
ence, integration and flexibility. Bridging between the principles of system the-
ory and experience requires finding concepts that relate the principles governing
the operations of any kind of biological system to the operation of Aumans as
complex open systems. For me, such a concept is provided by Bruner’s (1990)
beguiling simple assertion that humans are meaning makers, a concept easily
linked to dynamic systems’ principles (Stengers, Prigogine, 1997). Humans,
when thought of as meaning-making open systems, utilize energy to create com-
plexly organized, coherent, integrated and flexible states of consciousness.
States of consciousness are psychobiological states that contain the private
meanings an individual gives to their place in the world. In the language of sys-
tems theory, states of consciousness are attractor states.

These states are organized moment-by-moment by the individual and function
to organize and anticipate the future based on the immediate present and updated
past; that is, to organize the whole individual’s movement into the world. An
individual’s states of consciousness generate intentions and actions. Meanings,
the elements assembled into states of consciousness may be in, or more likely
out of awareness. In fact, meaning may only come into awareness when it is
violated. Few of us walk around with an awareness of our belief in the existence
of things until we confront a magician who makes things disappear. Indeed,
though typically out of awareness, a state of consciousness has always an impel-
ling certitude that the world is this way. An 8 month-old in one moment is abso-
lutely certain that a hidden object is gone and in the next moment when the
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object is brought into view the infant is absolutely certain that it exists. The two
certitudes do not fit together but they are impelling in each moment.

States of consciousness are generated by self- and social- meaning-making
processes of an embodied mind as individuals engage their own private mean-
ings and the world of things and people. One of the most robust ways of expand-
ing the complexity of an individual’s state of consciousness is to create what I
call a dyadic state of consciousness. Like Vygotsky’s zone of proximal devel-
opment, these states are a joint creation of two embodied minds bringing to-
gether elements from each of their own states into a shared dyadic state. As
participants in this dyadic state, individuals appropriate new elements into their
own state of consciousness and, as a consequence, the complexity of each indi-
vidual’s state of consciousness grows. Paradoxically, though systems principles
suggest that the organism strives to maximize the coherence of their sense of the
world, and even though these states have an impelling certitude, the states pro-
duced are always unpredictable and messy, and may be contradictory and inco-
herent.

The messiness is inherent to the process of meaning-making because of the
large number of different kinds of meaning that must be integrated, limitations
in the capacity of meaning-making systems, and the different kinds of a large
number of meaning-making processes including affective, cognitive, memorial,
linguistic, and bodily processes and psychodynamic meaning-making processes
such as a dynamic unconscious, projective identification and transference.
Nonetheless, the messiness of meanings is the stuff from which new meanings
are created. Were states of consciousness are fixed, nothing new could be cre-
ated and complexity could not be increased. An implication is that humans are
more attracted to making meaning with others, as contrasted to objects, because
messiness is always greater for the meanings made with people than with things
or events in the world. Dyadic states of consciousness are joint creations and as
such bring together the messy, unpredictable and inchoate features of each indi-
vidual’s state of consciousness. By contrast, most events in the inanimate world
are predictable and simple by comparison, such that while new meanings may
be created, the process is one of diminishing returns. Thus making meaning with
others presents a greater possibility of the emergence of new meanings.

Returning to the principles of open systems, systems that successfully gain
energy and become more complex and integrated. By contrast, when sufficient
energy is not obtained, systems lose complexity and coherence, dissipate and
move toward chaos and death. Thus organisms, human or otherwise as open
biologic systems, are always engaged in a struggle against chaos.

But the term energy is too generic for humans. All systems struggle to gain
particular forms of energy that they can utilize to increase their complexity; that
is, not any form of energy for any given species will do. The food prey eat to
provide energy for growth is not in an appropriate form for predators, though
once it is formed in the body of the prey it can now be utilized by predators for
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growth. Humans, too, are always engaged in this struggle against chaos, and the
struggle is for energy in many forms but its most critical form is in the form of
meaning.

When meaning is made — humans grow, and when it is not made — humans
dissipate, even if other energetic needs are fulfilled. This assertion is exactly the
opposite of reductionism often seen in the neurosciences and psychology. Fol-
lowing Freeman (2000) it as an assertion of downward causality with the highest
level of the hierarchical system (e.g., states of consciousness) affecting pro-
cesses lower down in the system (e.g., metabolism).

The effects of a failure to make meaning on the utilization of other forms of
energy is seen in the chronic “deprivation” of infants in orphanages described by
Spitz (Spitz, Cobliner, 1965). These infants were in an extremely pathological
state in which there was a reduction of their attempts to act on and make sense
of the world. Such a failure is to fail to fulfill the basic system principle. The
resemblance of these deprived infants to the infant monkeys raised by surrogates
has often been noted. It is easy to think how compromising the food intake
would lead to “malnourished” behavior, body, and brain. But in many cases we
know that the nutrition and other ‘necessities’ were adequate. The general con-
sensus is that the absent “necessity” was social stimulation. But stimulation is a
too dispassionate and too general a term.

For me, these children were deprived of meaning-making, that is, they were
unable to form dyadic states of consciousness with others. The Spitzian infants
were open human systems that, deprived of meaning-making, could neither
increase the complexity of their states of consciousness nor could they even
maintain their complexity. They were failed open systems. When these “Spitzian
systems” are viewed as the little experiencing humans they in fact were, we can
see that they had lost their capacity to engage with others or even the world of
things to make meaning. Their self-organizing and dyadic capacities were so
stunted and compromised that they could not make coherent sense of their place
in the world. Perhaps more accurately, and even more insidiously, their impel-
ling certitude was that they had no place in the world.

To further explore meaning-making I have created an experiment to disrupt
meaning-making in infants, children and adults: the Face-to-Face Still-face Para-
digm. The Still-face creates a situation in which there is a failure to create a dyadic
state of consciousness which leads to dissipation of the complexity of the individ-
ual’s state of consciousness. (Adamson, Frick, 2000; Tronick et al., 1978). With
young infants we ask the mother to ‘freeze’ while en face with her infant — to hold
a Still-face and refrain from talking or gesturing. The (in)-action of the Still-faced
mother precludes the formation of a dyadic state of consciousness because there is
no exchange of meaningful affect and action with the infant, no creation of mean-
ing. The infants are forced to make meaning with their own self-organizing abili-
ties, and though they can do it for a while, their self-organizing abilities are limited
and quickly fail. Initially in response to the Still-face, infants act to re-instate their
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exchange of meaning by smiling at and gesturing to their mothers. But with the
mother’s continued lack of response the infants disengage, look away, become sad
and engage in self-organized regulatory behaviors such as thumb sucking to main-
tain their coherence and complexity, to avoid the dissipation of their already
achieved complexity level of their state of consciousness.

Figure 1 shows an infant during the Still-face who literally loses postural
control, turns away, has a sad facial expression, and is self-comforting with his
hands in his mouth. Indeed, what we are seeing is a failed attempt to make
meaning and a collapse of a whole set of systems including motor and attention
systems and the deployment of self-regulatory maintenance systems. Though we
cannot truly know the age-possible impelling certitude of the infant’s state of
consciousness in the face of the still-faced mother, it must be something like,
“[this is] threatening,” or perhaps “I no longer exist.” As the Still-face continues,
the infant’s state of consciousness is likely to change to something like, “I must
try to hold myself together.” If one doubts these or similar interpretations, sim-
ply consider that the infant could apprehend the Still-face mother in other ways

03:05 Q-

Figure 1. An infant losing postural control and turning to self-comforting behaviors
in response to the mother being still-faced.
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— as boring, playful, or novel — all of which would result in different forms of
organized infant behaviors, behaviors which are not seen during the Still-face.
Thus for the infant in the still-face there is meaning and certitude made by and
expressed in his or her posture, actions and affects but the meaning is one that
precludes gaining complexity.

More recent work on the Still-face with young children and adults makes it
even clearer how the Still-face is a failure to co-create meanings and form dy-
adic states of consciousness. In my laboratory we have developed a procedure
for using the Still-face with children 18 to 54 months of age (Weinberg et al.,
2002; Tronick 2005). In the first episode of this procedure the child and the
adult are seated on the floor and play with toys. This episode is followed by a
Still-face episode in which the mother ‘freezes” and does not respond to the
infant. In the third episode the mother resumes her normal play. The findings are
as striking as our original Still-face findings with infants. Young children re-
spond to the maternal Still-face with heightened negative affect and expressions
of confusion and demands for change. Toddlers ask, “Why don’t you talk to
me?” or command, “Talk to me!”, while simultaneously soliciting the mother’s
interactive behavior (e.g., pointing at her eyes, tapping or almost hitting the
mother, making repeated louder and louder demands). In the end they may dis-
tance themselves from her and even appear to be in an internally focused enga-
gement with their own internal thoughts about what to make of what is going on.

Importantly and in keeping with their greater meaning-making capacities
compared to infants, toddlers attribute states of mind to the mother (e.g., “Are
you sleeping? Wake up!” or “Don’t be afraid of the [toy] alligator!”). There is
meaning in their words, in their affect and actions that reflects their capacities
for pretend play, cognition, language, mentalization (Fonagy, Target, 1998), and
complex affects, capacities not available to infants. Their impelling certitude is
one of fearfulness and confusion at the break in connection. But the need for
making sense of the world is so great that when play is resumed, some of the
toddlers ask questions that attempt to make coherent sense of what happened
with the mother (e.g., “Why didn’t you talk to me?”’) even though it brings back
the painfulness of the experience.

In further extension of the Still-face to adults, one of my research assistants,
Lisa Bohne (unpublished) interviewed college students after they participated in
an experimental role-play of an adult version of the Still-face. In this procedure,
one student role-played an unresponsive mother and the other simulated being
“in the mind of an infant.” The “infant-persons” reported feeling anxious and
vulnerable, angry, frustrated, sad, afraid, confused, even “panicky.” The Still-
faced, “mother-person” reported feeling guilty, distressed, anxious, depressed,
shamed, vulnerable, and confused. One reported, “It felt terrible to be so closed
off from the infant. It made me feel depressed and I’m sure the “infant” did too
after our interaction.” Preventing an exchange meaning and the formation of a
dyadic state of consciousness disorganized each adult’s own state of conscious-
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ness and generated a fearful, confused and less coherent sense of the world.
Importantly, these adults did not try to step away from their negative experience,
but in more sophisticated ways than the toddlers, continued to try to make co-
herent sense of what they had experienced after the procedure was terminated.
They talked with each other about their experience and some of them actually
apologized for what they had done.

The still-face experiments serve as a contrast to what happens during normal
social engagement when making meaning is successful. The contrast is needed
because meaning-making is like the fish not noticing the water because mean-
ing-making like the water is an ongoing and continuous process of the self- or
co-creation of new meaning. Self-organized meaning-making can be observed in
the smile of the infant when she grabs hold of an object that had been out of
reach or the exuberance of the newly walking toddler as he moves upright into
the world, or the announcement by the 5 year-old that “I did it” when they put
the last puzzle piece in place. There are also the “I did its” that continue
throughout life when finally the sense of something is made of what up to that
moment had been insensible. The co-creation of meaning is seen in the mutual
smiling and cooing of mother and infant in face-to-face interactions. Their ex-
change is an example of a dyadic state of consciousness in which there is a mu-
tual creation of new meanings of what they can do together. So too is the pre-
tend play of the toddler with another person and the all night conversations of
adolescents. Social referencing (i.e., looking at other’s reactions to an event to
understand one’s own reaction) by infants, children and adults is a way to gain
meaning that leads to a new impelling certitude about an event’s meaning
(Campos, Lucariello, 2000).

By co-creating a dyadic state of consciousness, individuals experience a
growth in the coherence and complexity of their state of consciousness. As
should be clear from the work on the Still-face and on normal interactions,
meaning does not only exist in words and narrative. Meanings are age-possible,
an idea that harks back to Bruner’s idea that children of any age could learn
anything in their own way. The concept of “age-possible” states of conscious-
ness is needed to take into account the developmentally possible sense of their
place in the world that individuals are capable of making, given their meaning-
making processes. Young infants’ states of consciousness are moment-by-
moment assemblages of affect and actions. The meaning is in what their body
and brain do. It is of and in the moment, though the moment soon integrates
personal experience and lengthens with development.

The toddler and young child have qualitatively different states of conscious-
ness from those of the infant. Their meaning-making tools include language and
symbols, and complex body skills (e.g., fine finger movements to running) and
body micro-practices (e.g., false coyness). In pretend play toddlers assemble
fantasy, reality, and their age-possible memories into new states of conscious-
ness. They hardly are only in the moment, but their meanings are disjunctive
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assemblages of illogical narratives. That is, their states of consciousness of tod-
dlers have an “and ___, and ,and ___,...” form of organization of apprehen-
sion that places no demand for the possible or the logical. Think only of a tod-
dler’s impelling certitude when he loudly demands to have the identical berries
that fell from a branch back on the tree exactly the way they were and his utter
distress when he says a different branch is bad and he does not want it... ever!
(A. Bergman, personal communication). Children’s states of consciousness have
concrete meanings and here and now language. Adolescents have impossibly
abstract states of consciousness with annoying impelling certitude.

There is little need to further elaborate the idea that states of consciousness
are age-possible and qualitatively different for older children, adolescents and
adults. Nonetheless it is worth noting, because developmental and neuro-
scientists tend not to attend to it, that at some point in development, states of
consciousness assemble meanings from psychodynamic processes including a
psycho-dynamic unconscious and transference. These dynamic processes are not
equivalent to the passionless non-conscious or implicit processes invoked by
developmental psychologists, cognitive neuroscientists or even some psychoana-
lytic writers. I believe that unconscious dynamic processes are inherent to the
states of consciousness of children and adults. While I would not, Kleinians
would assert they are present in infants. Dynamic unconscious processes make
one person’s knowing what is in another person’s state of consciousness cryptic
and as problematic as knowing the state of consciousness of the infant, even
though children and adults use language. Thus, only explicitly knowing the
other’s sense of the world is not sufficient for truly knowing another person’s
state of consciousness. It is barely the tip of the iceberg of their sense of their
place in the world. Further, the concept of age-possible makes explicit that the
dyadic states of consciousness made between an infant and adult versus a child
and adult are qualitatively different. Thus states of consciousness are not of one
kind but are dynamically changing with development.

What, then, is the link between the open systems theory, meaning-making and
experience, in particular the experience of pleasure? After all, other species
make meaning in the world and are also governed by first principles of systems
theory. But what do humans exclusively do, or at least do more of compared to
other species that makes pleasure a consequence of their meaning-making as
open systems. Humans, like other biologic systems, strive to utilize energy to
expand the complexity of their states of consciousness. However, I believe that
humans always implicitly and sometimes explicitly have an experience of the
extent to which their meaning-making fulfills systems principles. Thus, when
humans are seen as experiencing meaning-making systems, the systems phe-
nomenon of the dissipation or of the increase of complexity of their systems
have powerful experiential consequences.

Dissipation, the losing of complexity, occurs in all open systems. In humans
dissipation occurs when there is a failure to make meaning. There is a loss of
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complexity of the individual’s state of consciousness and the loss has experien-
tial consequences. When it occurs, the individual experiences shrinkage, anxi-
ety, a loss of self and a fear of annihilation. One’s self in the world begins to
come apart. Spitz’s infants were chronically deprived of the possibility of mak-
ing meaning and every level of their system literally failed to grow and expand,
and their experience was one of apathy, fearfulness and sadness. This experien-
tial state further amplified their failure to make meaning. Infants, children, and
adults, when confronted with a non-meaning-making partner in the Still-face,
initially experience disappointment and confusion but eventually experience
anger, sadness and withdrawal. They also feel helpless and panicky in the face
of the threat they experience to their on-going self-organization. I think it is
noteworthy that in the adult Still-face study these experiential effects occurred in
role playing adults who knew that the situation was set-up and unreal. Nonethe-
less, the effects were powerful because the experiment taps into a basic primor-
dial experience of failing to make a connection and experiencing a dissipation of
self-organization. In these situations pleasure is not possible.

The increase of the complexity of a system also occurs in systems and in
humans it too has experiential consequences. When new meanings are self-
created or co-created, the individual experiences an expansion of her own state
of consciousness, a feeling of being bigger and a connectedness to the action,
idea or person on which or with whom the new meaning was made. In contrast
to a blockage of meaning-making, individuals — infants, children, adults — when
creating new meanings, grow in every possible way and experience joy, interest,
curiosity, and exuberance. Ultimately I believe there is a primordial embodied
experience of fulfilling a basic life governing principle: the success of making
sense of one’s place in the world and becoming more complexly organized.
Often this feeling of wholeness, completeness, safety and exuberance is out of
awareness. Occasionally it is in awareness, and when it is, it is special indeed.
But whether in or out of awareness, it is the experience of pleasure, a deep abid-
ing pleasure.

Humans as meaning makers have no option but to strive to increase the com-
plexity of our states of consciousness. Were we to stop we would perish, dissi-
pate and experience the terror of annihilation. Successfully striving to create
new meanings increases our complexity and brings pleasure. However, it is not
as simple as either strive or fail, because striving to create something new re-
quires taking apart some of the old. But when taking apart the old organization
to create something new, complexity is actually reduced and the reduction is
experienced as anxiety, and the anxiety is further increased because there is no
guarantee of success of the creative effort. An apparent way to prevent the anxi-
ety is to remain fixed and not change, but of course such fixedness precludes the
pleasure of expanding and the fulfillment of systems principles. Thus the di-
lemma of striving to be a system that grows in complexity and simultaneously
risks dissolution is to experience pleasure tinged with terror or to not strive to
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grow and never experience pleasure. Healthy humans choose pleasure and ter-
ror. For example, in Carol Gilligan’s recounting of the myth of Psyche and Cu-
pid, Psyche has all the pleasure one could imagine, yet chooses to look at Cupid
because she must strive for the deep pleasure of expanding her knowing of him
and her relation to him, even at the risk of dissolution of the complexity she has
already achieved. It is something she must do to be human, and she is, indeed,
human. Her greatest pleasure comes when the old dissolves and she expands her
state of consciousness. Thus the myth captures the momentous and the everyday
nature of meaning-making, the experience of pleasure and, yes, even systems
principles: to create the new is to risk the old for the possibility of a greater
pleasure, but to not create the new is surely to perish.
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(Maddalena, 3 yrs. 8 mos.)
I was all wet, | was in water inside a balloon... | didn’t ask them if | had a bathing
suit on.
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and human science
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The ‘naturalness’ and the complexity of birth

Being born is the most natural and, at the same time, the most complex event. It
is natural because it is a biologically defined event which belongs to human
nature and, with its continuation, guarantees the very prolongation of life and
human history. It is thus natural if we understand it as a biological and sponta-
neous event (and it is not by chance that this very word should indicate a deliv-
ery where no ‘artificial’ intervention is required); it is natural, because it is nor-
mal, that is to say, ordinary, usual, common; and because it can be identified
with the ‘beginning’, the original event which marks the beginning of life.

To these natural aspects, however, there correspond equal assumptions of
complexity.

First of all, birth is not simply the ‘normal’ beginning of our presence in the
world; it is the very origin to which we go back every time we look for our be-
ginning: it represents the insuppressible need to grasp the roots of personal and
relational identity, to discover the meaning of our existential condition, to plan
the time of life. This return to the place of personal origin is characterized by
the never-allayed fears and uncertainties related to the very origins of humanity,
a powerful archetype which has found an expression in every society through
various myths of origin.

Secondly, the experience of being born (and of giving birth) is lived, every
time, as an extraordinary, exceptional, unique, and unrepeatable event which
storms into ordinary, everyday life and forever modifies people’s relationships
and their personal biographies.

Even when birth is anticipated, prepared, and even planned, it always as-
sumes unforeseen characteristics. Life is marked by a ‘before’ and an ‘after’,
and entrance into parenthood represents an irreversible turning point. Birth is
therefore an event (a ‘happy event’, as the saying goes), which, while being
seemingly characterized by naturalness, coincides nonetheless with the very core
of a great complexity. The couple is invested with new roles and duties which
are connected to the ‘creation of a space’ for the newcomer, not only on a physi-
cal level (within the mother’s womb), but, more fundamentally, on an emotional
one, and this will change life as the couple knows it forever.

Consequently, even the spontaneity of the biological dimension becomes
increasingly complex because of the very presence of the ‘delivery scene’, the



26

Vanna lori

various ways this is conceived (which express the different cultures in which
this natural event inscribes itself), and the different ways in which it is inter-
preted and supported. In ancient times, for instance, childbirth used to take place
at home, and the only protagonists of the event were women. In contrast, hospi-
talization has progressively assigned a prominent role to doctors and health ser-
vices (Pizzini, 1985). Therefore, the rates of maternal, perinatal and infant mor-
tality have decreased, but there has been a loss of meaning — that meaning which
was once expressed in the rituals and symbolic gestures which used to accom-
pany the female protagonists during the lived experienced of giving birth. Fur-
thermore, the development of biomedical science intersects today with ambiva-
lent feelings towards motherhood and fatherhood: the refusal of procreation and,
at the same time, the opposite desire for maternity at all cost. In this context, the
heated bioethical debate concerning the different techniques of medically as-
sisted procreation confirms the complexity of the relationship with the body.

Furthermore, we should also bear in mind another complexity, which is linked
to the many cultures we inhabit: during a period characterized by inter-culturality,
what is conceived as ‘natural’ is becoming more and more heterogeneous and
polysemic, because we interpret and experience procreation differently.

We can therefore conclude that ‘childbirth’ is simultaneously an intense and
complex experience, dominated by violent and contrasting passions: hope and
fear, love and aggressiveness, happiness and pain. Although these passions are
part of every birth, their intensity depends on many variables (Finzi, 1992). The
ambivalent contraposition nature-culture (here referred to childbirth), recalls
other dichotomies: mind-body, masculine-feminine, identity-difference, accep-
tance-rejection, desire-impossibility, technique-arts, imaginary-real, condition-
ing-projection, private-public, care-carelessness, life-death and other multiple
cultural factors which assign a character of ‘complexity’ even to the normal
spaces and times of childbirth.

These antonyms assume very important symbolic values and express cultural
stratifications.

Medical and human science

In order to separate the existing conceptions of birth from the socio-cultural
repressions which have conditioned the possibility of achieving a systematized
knowledge founded on a dialogue between different disciplines, we should in-
vestigate many aspects.

Hence the innovative connotation of this conference, which focuses on those
meeting-points where technical-scientific competence meets that ‘existential
knowledge’ which, within the context of the health system, is not actually taken
into consideration, in spite of the fact that it is acknowledged from a theoretical
point of view.
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The need for a significant scientific dialogue between the various fields of
knowledge which focus on childbirth from a variety of perspectives should be
by now common knowledge. However, this is not so, and the reasons for this
lack of dialogue can be traced to the history of the various scientific fields and
their epistemological guidelines.

No single phenomenon (and even less so childbirth) can be legitimately con-
nected to a particular and exclusive field. Indeed, only the mutual recognition of
various competences can respect the complexity of this event. The inherently
human experience of childbirth therefore appears less and less circumscribable
to the sole area of medical science. Indeed, it appears increasingly necessary to
retrieve the strong bond with human science.

The boundaries between humanistic and medical-scientific fields that were
very neatly drawn during the nineteenth century (which was characterized by a
positivist attitude), are now less marked: with the crisis of classical positivism,
the meaning of ‘scientific’ has become increasingly problematic and articulated,
raising issues of rigor and complexity in the articulation of any problem.

The drawing of neat boundaries has become increasingly difficult because of
the complex network of cross-references. When talking about childbirth, the
divide between medical and human science becomes untenable, and we cannot
disregard its existential aspect as far as the meaning of birth is concerned.

The progressive medicalization of birth has led to a decreased interest in the
experiences which accompany it. Focusing on the delivery and the way it is
conducted from a technical and an instrumental perspective has often suggested
that no thought is given to the fact that childbirth is much more than a simple
delivery. “In any society, childbirth is a revelatory event which highlights, first
of all, the ‘place” women occupy in that society; it is as if the delivery scene
represented the relationship between men and women [...] thereby achieving the
personification of nature and culture, whose boundary coincides with social
order, that is to say, the Jocus where human beings can express their humanity”
(Pizzini, 1985).

The many views provided by various disciplines cannot offer a complete
explanation of the feeling of ‘becoming hollow’ which procreation entails, or of
the physical transformations and intense emotions which follow the separation
of childbirth, feelings which can find a verbal expression only with some diffi-
culty. Indeed, if the astonishment felt by the mother when she realizes that she is
the guardian of life, can take her breath away, and can certainly ‘freeze’ her
words. Withdrawing from the anxiety and the desire to communicate in words
what cannot, in fact, be expressed verbally, means to grant oneself the liberty to
live the experience at a different level, through the intelligence of the heart
(Musi, 2005).

Hence, a new qualification of the culture and the practices connected to child-
birth requires, first of all, the retrieval of the fundamental relationship between
medical and human science. The former maintains of course its distinct identity,
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but cannot be separated from a reflection on the prerequisites of gnoseology and
the input of philosophy, psychology, pedagogy, sociology, cultural anthropol-
ogy, ethics, history, as well as other fields, from politics to architecture.

Legitimacy related to the separation between human and medical science
naturally raises an epistemological issue. Our reply basically coincides with a
critique of the attempted objectification of the richness typical of childbirth and
its constraint within the narrow limits of technical procedures. The epistemo-
logical issue refers to a network of conceptual cross-references whose bounda-
ries (by definition rather tortuous), intersect and then separate, but, most of the
time, do not meet. Although in this context it is not possible to analyze all the
themes concerning the epistemology of birth, it might be nonetheless useful to
indicate some basic epistemological aspects, putting them in relation to a phe-
nomenological matrix which can enable the creation of a bridge between medi-
cal and human science.

For an epistemology of birth

An epistemology of birth appears particularly necessary because current medi-
cine runs the risk of pursuing a scientific model which is mainly concerned with
sophisticated techniques (which are of course necessary), rather than investigat-
ing various other issues. I am not simply referring here to the issues raised by
bioethics, but to the more general ones relating to the fundamentals and the sig-
nificance of any medical procedure.

Various techniques, which effectively make life easier, can sometimes super-
sede the stimulus to reflect and think about that episteme which derives from the
verb epi-histanai, literally, ‘to stay’ on things, think about them. Sergio Nordico,
an expert in medical pedagogy, says that when you ask final-year and graduate
students in medicine what they mean by epistemology, very often they answer
that they do not know what it is and that they consider it a superfluous philoso-
phy of science. “Everybody says that you have to be scientific in the medical
science, but many do not feel the need to discuss the notion of science and the
scientific aspect of medicine” (Nordico, 1994).

In the attempt to obtain a greater scientific status, medical science has un-
doubtedly developed a great deal. However, it has very often confined itself to
the models derived from positivism, which tend (often in a programmatic way)
to assume anti-philosophical positions. On the contrary, the re-qualification of
scientific rigor should always posit itself within the context of a critical resump-
tion of the relationship between ‘philosophy’ and ‘science’. In particular, any
discussion of childbirth requires praxis based on both philosophy and science.

It is important to remember that Hippocrates’s ancient maxim “iatros philoso-
phos isotheos” (the doctor who becomes a philosopher becomes a sort of god)
suggests that the doctor, by becoming a philosopher, can achieve a different
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awareness of the common existential condition and of his own actions. Karl
Jaspers, a doctor who later became a professor of philosophy at Heidelberg,
remembers this view well and, in fact, affirms that “the doctor’s practice is a
practical philosophy”. By so doing, he suggests the epistemological necessity for
a dialogue between philosophy and science. “The kind of philosophy which does
not have, as its momentum, the spirit of science, today becomes, in its entirety,
untrue. Despite the accuracy of specific data, science without philosophy be-
comes globally uncritical.” But, Jaspers immediately underlines, “philosophy
does not mean abstraction [...]. It becomes the vital breath of existence (Exis-
tenz). This is the only way existence can talk of a meaningful origin” (Jaspers,
1991). Even when they exhibit a great medical-scientific knowledge, many doc-
tors do not confront these existential components, mainly because university and
professional education is strongly influenced by a positivist vision, and conse-
quently focuses on the body-as-organism rather than the body-as-person.

The irreversible turning point can be placed in the seventeenth century, with
Descartes Discourse on Method: it is in fact in this work that the body-as-thing
(res extensa) is born as separate from the mind (res cogitans) which can con-
ceive it, “a body as it is thought of by the intellect, and not as it is experienced
by and during life, the idea of a body, not a body in flesh and blood, a body
which has a disease, not a body that feels pain, an anatomic body and not a sub-
ject of life [...] This way, modern medicine is born, a medicine which would
have never been possible without the reduction of the ‘body’ to an ‘organism’”
(Galimberti, 2002).

The body-mind antithesis is already present in Greek mythology (where
Athena is born out of Zeus’s head), and is recalled by the connection of the
terms ‘conception’ and ‘to conceive’, ‘concept’ and ‘conceiving’ (Winnicott,
1990). The mind and the body belong to the same substance, in the same way
that emotion and feeling are part of the same process. This is what neuroscientist
Antonio Damasio (1995) claims, when he identifies “Descartes mistake” with
the separation of body and mind.

On the basis of what Pascal maintained, Descartes’ rationalist procedure
(ésprit de géométrie) does not lead to a certain knowledge but to an illusionary
and superficial knowledge of reality; a sort of knowledge which lacks both es-
sence and foundation. In order to overcome Descartes’ cognitive modules, Pas-
cal confronts the central core of human condition; through [’ésprit de finesse,
‘intelligent intuition” becomes possible, and enables us to go beyond the mere
analysis of data, in order to achieve the perception of fundamental truths. Yet,
Nordico wonders “how much esprit de finesse can we detect nowadays in a
medical world that is pervaded by a quantitative and calculating mental attitude,
a world that converges on empirical data and that can be described as techno-
logical and technocratic?”

Medical science is increasingly characterized by this objectifying, quantita-
tive and ‘mathematizing’ attitude, which focuses on empirical data and whose
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predominance runs the risk of turning medicine (which is both art and science),
into mere technique.

According to Karl Jaspers, the modern scientist/doctor has lost his humanity.
In spite of the incredible conquests achieved by technical and scientific progress,
an individual can really become a doctor only when he takes on the philosophi-
cal implications of this praxis. His actions, in fact, should “rest on two pillars:
on the one hand his scientific knowledge and technical ability, on the other, his
humanitarian ethos.” The path is of course difficult, and today very few doctors
embark on it. While the first pillar has seen enormous advances in the acquisi-
tion of new competences, the second has not been cultivated. Modern medicine
has privileged more and more the objectivity of clinical data which can be in-
ferred thanks to the equipment at hand. As such, however, the clinical view has
lost all understanding of the human element. This ethos “cannot be simply re-
duced to the mere ‘respect’ for the patient, but should assume a larger meaning,
leading to a ‘patient-oriented’ attitude. It is like this that ethos becomes mean-
ingful, in that it qualifies not only clinical actions, but also [the doctor’s] empa-
thy, his listening ability and his affective resonance” (Parma, 1994).

It therefore clear that it is impossible to reduce the existential relevance of
childbirth to a purely biological reality. This principle is also emphasized in the
field of medical science. Yet, in this context, it does not automatically lead to
the recognition of the fact that it is necessary to go beyond that objectivism
which is often considered a prerequisite of science.

A new episteme: subjectivity and objectivity

The predominance of objectivity has concealed the demand for meaning put
forth by life itself, which implies a sort of epistemological Copernican revolu-
tion. In fact, the questioning of the dominance of the objectivity of knowledge
over its subjectivity, reverses the paradigms on which scientific knowledge (in-
cluding the medical one), has until now relied.

Our scientific culture is dominated by the idea that science should coincide
with neutrality and the interposition of some distance between the subject and
the object of study. Even in ordinary language, we define an affirmation as ‘ob-
jective” when we think it is irrefutable, ascertained and shared by everybody;
while everything that is defined as ‘subjective’ is devaluated, because it repre-
sents an uncertain, debatable, and unsubstantiated point (lori, 1988).

This contraposition between what is subjective (therefore unscientific), and
objective (thus scientific), has led to the exclusion of any knowledge which is
not based on the object itself. Galileo, with his mathematization of the natural
world, has deleted subjectivity. Because of the Cartesian division and the cont-
raposition between the subject and the world of things, scientific knowledge has
focused on the object. Because this dominance accorded to objectivity, external
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reality and factual data, scientific culture has separated completely from huma-
nistic culture.

But Descartes’ paradigm has influenced Western thought to such an extent
that it is considered the measure for science even when it comes to the subject,
to whom procedures and methods inferred by the ‘exact sciences’ are now ap-
plied. This heuristic attitude has even produced an ‘objectifying knowledge’ of
what pertains to the human sphere. Positivism, in fact, has led even human sci-
ence (whose object is the study of the subject him/herself), to appropriate natu-
ralistic and objectifying methodologies: the subject is thus de-humanized and
stripped of properly human traits.

Science which focuses on the human being (thus also medical science) needs
a rigor and a scientific capability of avoiding the reduction of the subject to a
‘thing’. As Heidegger (1976) states, “the person is not a thing, not a substance,
and not even an object. This is what Husserl himself means when he says that
the unity of the person needs an essentially different constitution from that of
natural things.”

This phenomenological science pursues a type of knowledge which, by inves-
tigating meaning, retrieves the intentional relationship between the subject and
his/her world, rather than investigating the object in itself, merely as ‘data’. By
so doing, it opens up a new and unexplored space of experience, that of inten-
tional consciousness, which allows a link between experience and meaning
(Husserl, 1987). Phenomenology does not conceive itself as the refusal of the
empirical-objectifying method or as a critique of certain possibilities offered by
mathematical, physical, and biological science; rather, it pushes into problematic
status their pretension to absoluteness and exhaustiveness.

To retrieve the scientific dignity of subjectivity means to identify rigor and
objectivity as the essential requirements of any kind of science. However, it also
means emphasizing that the physical-mathematical model cannot be extended to
the study of all aspects of human life, in so far as not every aspect can be ex-
plained on the basis of that paradigm. In the pursuit of a new episteme, the effort
made to bring back “science to its subject” (in Husserl’s sense of the expres-
sion), is assumed as fundamental. Even though this might appear paradoxical,
this new episteme should posit itself simultaneously as both subjective and ob-
jective. Taking into account the double need of both rigor and signification, the
phenomenological method (and the development it underwent during Existen-
tialism), opens new paths to a new form of science which, rather than explain
childbirth from a causal point of view, tries to understand its meaning, con-
necting it to the existential and historical situation, thereby guarding its com-
plexity.

The distinction between erkidren (that is, explaining causally from the exte-
rior, using logical-rational tools) and verstehen (that is, understanding through a
meaningful and significant knowledge) dates back to Wilhelm Dilthey (1985),
who tries to free the cognitive task from the kind of thinking which divides,
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categorizes, and analyses. This Diltheyanian concept opened a path which was
later to become fundamental for Husserl and Jaspers, and their search for a sci-
ence which knows how to extend the boundaries of naturalistic empiricism.
Thus, Erlebnis (the lived experience) can be considered a particularly helpful
category for a science which does not want to reduce human beings to a mass of
objectified elements, thus enabling us to understand them from within, that is to
say, from the lived experience itself (erlebr).

However, subjective elements such as lived experience and intuition do not
simply coincide with a form of subjectivism that cannot be expressed, but they
are made comprehensible and expressible amongst subjects through different
kinds of explanations. The view of understanding is fundamental, as it allows to
ask and to be asked questions of meaning during one of the most intense experi-
ences of life, namely at a time when doctors and obstetricians are required not to
render the process of coming into the world unnatural by taking away its sym-
bolic and existential value.

To be born to life

The objectification of childbirth often leads to a defensive attitude, meant to
protect doctors from the emotions which the event of procreation entails, and
hiding, behind the operations carried out in an aseptic hospital room, the possi-
bility to express the way we experience the unknown which procreation always
represents. This “readiness to face the unknown” (Arcidiacono, 1985) coincides
with the acceptance of the mysterious nature of an uncontrollable and astonish-
ing process in front of which the word ‘to explain’ seems utterly inadequate.

Childbirth, in a similar way to death, expresses a separation. The Italian term
for ‘to give birth’, namely partorire, derives, in fact, from the Latin perere,
which shares the same Indo-European root of parens (that is, parent) but is in
the past participle (partus), and recalls the same root of pars and partiri, mean-
ing ‘to separate’ and ‘divide’ from one another. Delivery (in Italian, ‘parto’) is
therefore conceived, first of all, as a separation and a loss which, for the female
body, coincides with the loss of a part of itself.

In spite of the inauthentic attitude which tends to conceal these questions by
hiding them behind the use of impersonal forms (the Italian Si, the German Man,
the French On etc.), birth, in a similar way to death, raises important issues of
meaning. The statements ‘one’ is born’ or ‘one’ dies, do not offer answers to the
questions raised by birth and death, because the focus moves somewhere: deliv-
ery and death itself, namely, moments which can be described as the functional
mechanisms of a body-machine. But separation leaves in the dark a sort of exis-
tential anxiety. The retrieval of human subjectivity legitimates the expression of
those inexplicable aspects of this event: “being the subject of childbirth means to
be the protagonist of the process, also in its dark part” (Arcidiacono, 1985).
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From the beginning of humanity, the highest number of myths and rituals relat-
ing to human experience has been dedicated to birth and death: both are, in fact,
enveloped in the very mystery which envelops the presence of human beings in
our world. Mythical thought, with its wisdom, tried to pursue a type of knowledge
which does not ask the immediate reason of these events or their cause (aitia), but,
rather, questions their original meaning and their foundation (arke).

Being born to life is an event which does not question solely the immediate
causes of fecundation, the various stages of pregnancy, breast-feeding and puer-
perium: these are always etiologies which belong to the aitia logic. In contrast,
‘being born to life’ attentively investigates the meaning of being thrown into life.
(Heidegger, 1976) This natural and, at the same time extraordinary event, con-
cerns the meaning of human existence itself.

‘Being born’ is the vital foundation of existence; it is an event which can be
connected to the moment of delivery, but it is an act, not a fact. If we understand
‘being born’ in terms of ‘fact’, then the lived experiences which accompany it
(the expectations, the projects, the anxieties, the pain and the joy it provokes)
cannot render it comprehensible, in so far as in this instance, it remains outside
personal and social history, positing itself within an extra-temporal ‘fixity’.
Understood as an ‘act’, on the other hand, ‘being born’ is conceived as a dy-
namic event which posits itself within temporality and is founded on a project.

According to Martin Heidegger (1976), the human subject, understood as a
being-there (Dasein), is in the world because it has been ‘thrown into life’. The
condition of Geworfenheit (translated as ‘dejection’ or ‘thrown-ness’), is there-
fore a constitutive aspect of human nature, which appears in all its distressing
and fascinating ‘effectivity’ at the moment of birth.

If we consider various etymological correspondences, we can detect, in the
concept of project, the past participle proiectum, from the Latin proicere (to
throw, to hurl), and the past participle geworfen of the German werfen (to throw,
to hurl): these obvious consonances reveal how the condition of being ‘thrown’
and the condition of ‘project’ are indissoluble. Thus, ‘being thrown into life’ can
always be understood as a project. From the very moment we are born, every
‘existential history’ gives support to a project, in so far as human beings are
enabled to ex-sistere, that is to say, go beyond and transcend the ‘factuality’ of
the situation they are ‘thrown into’.

Birth, therefore, coincides with the actual beginning of the subject’s biogra-
phy: the initial project which others have conceived in relation to the future
child, thus meets the project which every newborn begins to pursue in relation to
him/herself from the very moment s/he is born.

If we circumscribe childbirth to its immediate causes, then we deprive this
process of its projectuality, and, therefore, of all the emotions which are face-to-
face with a new life can trigger. If they want to let themselves be affected by this
Jjoyful anxiety, doctors must in the first instance achieve an ‘existential compe-
tence’.
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The meeting between medical and human science becomes significant when
it allows us to investigate the meaning of being born to life. It is precisely this
question that medical science must constantly ask, being brave enough to query
its own epistemological paradigms and accepting the consequences of this ques-
tion completely, thereby discovering the fragility of all the certainties pro-
pounded by natural science.

From the body-as-thing to the body-as-existence

Issues of meaning are potentially disruptive for the health system and the medi-
cal practice, as they refer to “Husserl’s distinction between the objectified body
of science, which offers itself to the anatomic-physiologic examination (Kor-
per), and the individual’s body as it is actually experienced in life (Leib)”
(Galimberti, 1983). When medical science refers to the reality of the body in a
merely naturalistic sense, it considers it an organism or a machine, a body-as-
thing, deprived of all humanity.

The difference between homo natura and homo existentia elaborated on by
Ludwig Binswanger (1989), derives from the distinction Husserl views (1989)
in the fifth of his Cartesian Meditations, which reads: “I then find my body in its
unique peculiarity, that is to say, as a body which is not merely a physical entity
(Korper), but a living body (Leib).” Phenomenology has thus enabled us to free
the body from its objectification (and reification), in order to retrieve its radi-
cally human foundation (Borgna, 2001).

In a perspective according to which “medical view does not meet the patient
but his/her illness, and in his/her body does not read a biography but a pathol-
ogy, where subjectivity disappears behind the objectivity of symptoms” (Galim-
berti, 1985), even the woman who is giving birth disappears as a subject which
is generating life; her world-of-life (Lebenswelt) with its relations and its mean-
ings, breaks in order to be replaced by a case history, which is felt to be more
adequate to the hospital environment.

Childbirth cannot be a mere physiological event because the body is not sim-
ply a body-machine but a body-Leib. Within an indissoluble psychosomatic and
existential entirety, we do not save a body, but we are a body. Before any other
intuition might be formed, every subject perceives his/herself as a corporeal
entity. As Merleau-Ponty (1980) emphasizes, “I am not in front of my body, I
am inside my body, better still, I am my body”.

The notion of having a body is very different from being a body; this differ-
ence entails a drastic reversal of the way subjectivity is understood in terms of a
lived corporeity. Gabriel Marcel (1974) stated that “the category of saving is not
suitable to the notion of corporeity”. By emphasizing that we do not have a
body, but that we are a body, a body-as-existence, conceived beyond any natu-
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ralistic reduction, we preserve the awareness of, and the responsibility for, the
body that lives and ‘speaks’ in our relationships.

Being a body represents the first ‘effectiveness’ of our existence, the first
rooting which characterizes ‘being thrown’ into human existence. Simultane-
ously, however, it coincides with the first place where the common ‘world-of-
life’ (Lebenswelf) can be expressed, thus allowing the existential communication
of life; “we communicate with our body: a living and lived body; and we com-
municate through our body in an unexplored vortex of meanings.” (Borgna,
1992)

Being-there (in the world) is also, always, being-with: in this situation of
‘being thrown’ we are not alone; indeed, in order to accomplish our journey, we
need others, and from this relationship, we can achieve an understanding of birth
from the standpoint of intersubjectivity. Every experience, in fact, posits itself in
the world of us all, the world of co-existence. (Husserl, 1986) Eugenio Borgna
(1992) states: “what makes life ‘emotional’, that is, affectivity, the essential
prerequisite for any cure, is the fact that life always consists of relationships, and
as such it allows the construction, albeit fragile and fragmentary, of a form of
dialogue, made of silences and contacts: of intersubjectivity.”

The maternal body

Human life as a whole is born from a body: a woman’s body. It is therefore easy
to conceive this origin of ‘birth’ as the fundamental element in the relationship
between human and medical science, an element which is most significant from
both a symbolic and a cultural point of view.

The hospitalization of childbirth has led to the objectification of the female
body and the depreciation of both ‘feeling’ and that kind of knowledge which is
connoted in terms of gender. This knowledge is actually characterized by its
matrilineal transmission, and by the fact that it did not sever the lived experience
(Erlebnis) from the accompanying practices of the expectant mother.

Before the medicalization of childbirth, up to the eighteenth century (and, in
many cultures, until a few decades ago), birth and early infancy was considered
part of a woman’s knowledge. From this perspective, women were considered
the depositary of life, both from a corporeal and a symbolic point of view. As
such, “women felt they were adding a link in the chain of different generations,
thereby safeguarding the future of their family and their lineage, ensuring the
perpetuation of the species” (Gelis, 1985).

Recent transformations have also led to a progressively decreasing number of
midwives and the constant presence of doctors and obstetricians: the knowledge
which used to be transmitted in the form of an oral heritage belonging to a femi-
nine culture (with all its superstitions and inadequacies, but also with its sym-
bolic rituals, which did nothing to destroy the central role played by women in
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childbirth), has been supplanted by institutionalized practices and scientific
procedures. These, while reducing the mortality rate and granting better health
to both the mother and the child, have also disrupted the relationship which the
common experience of giving birth used to create among women, marginalizing
the lived experience of the female body and emphasizing what can be seen (‘ex-
amined”) by the doctors’ view. (Pizzini, 1999)

The subjectivity of the interior experience becomes irrelevant to the objectiv-
ity of scientific knowledge: the female body is assigned to biology. The set goal,
namely the well-being of mother and child, determines the way women are as-
sisted during childbirth, leading to a detachment from their ‘body-as-person’ and
to a misuse of their ‘body-as-thing’. Women introject the untrustworthiness of
their lived and corporeal experience, “immediately assigning the interpretation
of their symptoms to technicians” (Regalia, 1997): it is the woman herself who
now asks the doctor what she can no longer ask her own body.

The paradoxical ‘extraneousness’ of women to their body (on which others
intervene and make decisions), turns the mother from an active subject into a
passive object. Childbirth becomes an event which is always monitored from the
exterior and can therefore be induced, augmented, and regulated. By relying on
mere technique, the woman (understood here both as a body and as a person),
loses the continuity between ‘before’ and ‘afterwards’, interior and exterior, her
home as the locus of affections and significant relationships, and the hospital, a
neutral and alien place. This fracture leads to fragmentation of the self, in rela-
tion to both the already difficult constitution of a maternal identity and the rela-
tionship the woman establishes with her child.

The mother-to-be who is taken care of within a technical-specialist apparatus,
according to external standard procedures, progressively loses her role as the
authoritative referent for the transformations occurring during pregnancy and the
lived experience of her own corporeity. Having lost the possibility to interpret
childbirth in terms of the postures and movements they freely wanted to assume
and make, women in labor have been increasingly obliged to submit to the tools
of science: at first, the tool kits of obstetricians, whose formation was the result
of a specific school and whose scientific role was publicly acknowledged; after-
wards, the structures of the delivery room.

The meeting of medical and human science should encourage us to recognize
that in order to ‘assist’ well, we should also try to create the conditions for an
emotive participation in the event, thus avoiding its reduction to a mere me-
chanical fact which has been purged of all emotional value.

From early ultrasound scans, the modes typical of /listening are suppressed
and replaced by the modes of seeing. The woman’s biography, the subjective
and unique history which determines the way every woman lives maternity and
childbirth, are not listened to; it is the woman who, often in awe, listens to the
doctor; but “what the woman brings the doctor is not a body that wants to be
examined and palpated, but a whole history which has become flesh.” (Duden,
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1994) The anamnesis process must therefore be based more on listening, so that
doctors can welcome and accompany the birth as a biography, rather than sim-
ply assigning it to monitors and examinations.

The ethics of care

Finally, I would like to emphasize the necessity for the doctors and other staff
present in the delivery room, not to reject the emotional dimension. Stop trying
to disperse it by relying solely on technical instruments, but be open to the rela-
tionship with (and the emotions of) both the woman herself and the couple. Is
the exclusion of emotions from the relationship established during care, legiti-
mate, especially when we are dealing with apical moments of human existence
such as life and death? The habit, typical of medical culture, of ignoring or hid-
ing its emotional dimension, precludes an involvement which is seen as a
‘threat’ to scientific and professional behavior. Defense from emotionality
which could burst in, finds an expression in the detachment of doctors who, in
order to protect themselves, reject any relationship with the woman and the cou-
ple (Regalia, 1997).

Doctors’ (apparent) imperturbability, prevents them from establishing an
authentic relationship during care, rejects “‘understanding’ (verstehen), in favor
of ‘explaining’ (erkldren) and ‘offering a service’, without actually listening to
‘feeling’. This attitude entails a reduced attention to care, at the very moment
when care for life should be at its highest. Even those performances which, from
a medical and technical perspective, can be considered perfect, become merely
‘secure’ (that is, sine cura), while what is necessary is precisely the attention for
the life being born. Taking care thus becomes essential, which implies the will-
ingness and the ability to go beyond the role identified by the white coat, the
uniform which ‘divides’ those who withhold scientific power/knowledge from
those who are in their hands.

Jaspers wonders whether “it is this apparent imperturbability that doctors,
who are mostly exposed to emotions, actually need.” (Jaspers, 1991) Why
shouldn’t doctors feel free to be moved by birth? Why shouldn’t they accept
emotions, listen to them, let them be? Emotion, during ‘care’, does not represent
a threat for professionalism. On the contrary, it coincides with one of its compo-
nents, and not even a secondary one. The ‘taking care’, however, is not an ‘in-
nate’ dimension and cannot be improvised; quite the opposite, it requires a long
apprenticeship which, according to Hippocrates’s maxim quoted above, should
be based on philosophical wisdom as well.

The sharing of emotions requires a preparation that should be able to teach
doctors how to ‘be there’ and ‘be close’, reaching a proximity created not simply
by diagnostic tools but also by words, looks and the ability to listen,. “A genu-
inely original understanding [...] depends on the willingness to take notice of
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what this new knowledge un-veils which, once we free ourselves from prejudice,
appears as if it were seen and heard for the first time”. (Jaspers, 1991) The art of
taking care requires us to be ready to ‘feel’, without being frightened, and to
find, in every different situation, that ‘correct distance’ which can prevent us
from running away when confronted with emotions and, at the same time, from
being submerged by feelings. In the particular context of childbirth, we can say
that “what helps us find the right measure from the point of view of self-
presence in the relationship of ‘care’ is the quality of the feelings that occupy
our thoughts” (Mortari, 2003).

In health institutions, the difference between ‘fo care or care about’ someone,
and ‘fo cure or care for’ someone, emphasizes the divide between daily life,
with its lived experiences, and the approach of the institutions, where the ‘cure’
often takes place without any ‘care’ for the person. The health institution appro-
priates the body-as-thing and ‘cares’ for it, without ‘caring’ about the body-as-
person, with its concerns, its hopes, its habits, its memories, namely, its history,
which is not only ‘anamnesis’ but also a way to be in the world.

Caring for without caring about is the paradox to which the separation of
science and the subject has led, thereby rendering the institutions themselves
more and more anonymous and making them follow often incomprehensible
rules which are imposed onto, and are endured by, the patients. These rules
break the rhythms of life, to make them conform to the institution, and rather
than favor family relationships, they render them emotionally difficult.

Entrance into the trail of medical science and its techniques pretends to be
impersonal in order to ‘keep a distance’ and allow doctors not to put themselves
at stake. In addition, because doctors have only few occasions to grow emotion-
ally, they run the risk of being unprepared when faced with issues of meaning
and the ethics of ‘caring about’. Although the attempt not to acknowledge one’s
feelings might give the impression that one is actually keeping the feelings un-
der control, it certainly leads to their manifestation in forms which might not
always be correct or compatible with doctors’ professional function and, above
all, with their emotional resources (Iori).

When the ethics of ‘care’ governs childbirth and help is provided in the pro-
cess, ‘thoughts’ and ‘feelings’ cannot be separated. Indeed, this is the only way
we can elude total ignorance of the language which can only be expressed by
tears of joy or suffering, especially in an environment where it appears abso-
lutely necessary to get rid of all masks.

A psychological and human character capable of relating to another person at
the moment when she is becoming a mother will not damage medical compe-
tence but, quite the contrary, will enrich it. Recent medical history has assumed
a very defensive position: human science can help it come out of its fortress and
open up to the experience of inter-human encounters.
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Becoming a parent

My final remarks on childbirth concern the support and the assistance provided
during the assumption of the parental roles.

Birth is the fundamental human experience of renovation and, simultane-
ously, of continuity, of projected hope and irreversibility (Iori, 2001). The pa-
rental relationship represents the assumption of a responsibility which never
ends, even if the couple should break up. The relational complexity of any gen-
erative encounter expresses the close connection of the lived experiences which
intersect in this event: a body that changes in order to make space for a new life
and the months spent in a woman’s womb: an experience which leaves a mark
for the rest of our lives (Rich, 1996). Gender differences render this experience
shared but different for mothers and fathers. Although procreation is a dual
process, childbirth only concerns the woman’s body. Consequently, the modali-
ties and developments of maternity and paternity are necessarily different.

Women receive biological signs and educational orientations which have
always indicated maternity as a possibility/predestination (whether it is later
accepted or rejected). In contrast, for men the idea of virility is constructed out-
side the notion of paternity. Furthermore, whereas women set up a dialogue with
their child during pregnancy, fathers assume a paternal role much later. When
the woman-mother tells her partner that she is pregnant, the father-to-be begins a
slow process towards the assumption of his parental role, even though this is
generally experienced in terms of extraneousness. Despite the fact that they
might participate, men actually become fathers only when they hold the baby in
their arms, and sometimes not even then. In addition, for a long time the elabo-
ration of paternity remains a rational, rather than emotional, fact. To the partici-
pation in the delivery room there does not always correspond an educational
involvement, especially when it does not express gender differences, with their
respective specificities and partialities.

The traditional educational ‘absence’ of fathers is slowly turning into an in-
creasing awareness of their formative role, which is all the more important in
those situations where fathers manage to remain ‘loyal’ to their gender in the
encounter with the Other/child: “Good and heroic men are generations in forma-
tion: cuddled in the hearts and cradled in the arms of fathers who were in their
turn cuddled in the hearts and initiated in the arms of their own fathers” (Keen,
1993).

The birth of the first child represents a critical and extremely complex mo-
ment which involves a relational reorganization and a redefinition of one’s iden-
tity. The real history of the family begins with the transition to the procreative
phase, a crucial event which marks the boundary between youth and adulthood.
This existential turning point is lived as a divide from a past, during which
the couple communicated on the basis of paradigms which now appear inade-
quate.
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If the relationship of the couple is fragile and immature, these changes can
bring to the surface either new or latent relational instabilities. Nowadays, fa-
thers and mothers express the experience of becoming parents in rather different
ways from the past. Very often, young couples feel unprepared and need some
support in order to face this moment, which entails the assumption of a perma-
nent responsibility. If this is so, it is also because the models represented by
earlier generations are considered inadequate for the reality of the new families.

Parenthood can assume a transformational characteristic of growth in the life
of a couple that knows how to welcome a child as an enrichment of their previ-
ous relationship. But mutuality is not always exempt from ambiguous symbiotic
connections or unconscious refusals. Furthermore, the ego-alter rivalry which
characterizes father-child and mother-child relationships, has never been un-
problematic: suffice to think of all the parricides, infanticides and exoricides
already present in Greek mythology and in the tragedies of Orestes, Oedipus and
Medea.

The first requirement of parenthood is the ability to see the Other — who with
his/her new life enters a whole network of consolidated relationships — as the
‘you’ of a new personal encounter, rather than, as it often happens, perceiving
him/her as another Self, an instrumental presence or, not so rarely, an ‘intruder’.

Every family, when a child is born, becomes in fact a relational system, but it
is not a system in itself, as it constantly interacts with its context. In addition,
this system is constantly changing, and in fact during a single generation the
structure of the family unit has drastically changed and new typologies of family
types have formed. As a consequence, even the cycle of family life, female and
male roles, parental duties, and educational styles have become increasingly
complex.

Procreation places itself within this complex system, which is in constant
connection with other social systems (beginning with the health system which
materially hosts childbirth). This complexity organizes on the basis of the rela-
tionship between the subjects that compose the family and their relationship
with the external world. Every birth thus activates a system of systems, a struc-
ture of material and imaginary elements which depend on each other. As a con-
sequence, by modifying one element, we modify the entire system (Von Berta-
lanffy, 1976).

By connecting multiple factors concerning reproduction, this complexity
enables us to know, understand and, somehow contextualize them, thereby re-
trieving the social, symbolic and cultural dimension of birth. In particular, moth-
ers represent a solid link between different generations, a medium of communi-
cation and care. It is up to them to create life and knowledge, thus assuming a
much greater function than the biological one: to reproduce humanity, i.e., to
bring the world into the world (Cavarero, 1989), to reproduce human beings
and, as Edith Stein states, “to protect, guard and help develop real humanity”
(Stein, 1987).
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Acknowledging the value of this culture of care means to reactivate critically
the history, the knowledge, and the relationships amongst subjects and to be-
come aware both of those feminine connotations which have been reduced to
invisibility and of the often subversive (Gilligan, 1987) character of the knowl-
edge involved in care.

Reproduction can thus be understood as a biological and symbolic process
that embodies and defends the larger notion of the ethics of care. Caring for
childbirth therefore forms a new solidarity, in that it potentially founds and
nourishes a social culture based on the diffusion of responsibility and on the idea
of caring about.

The meeting between medical and human science thus posits itself as an oc-

casion to re-evaluate the efficiency we assign to techniques, in order to favor a
perspective based on an increasing humanization of the ‘coming into the world’
process, in order to find, from the very beginning, those relationships between
newborns and their families that the procedures of progressive medicalization
seem to have disrupted.
The health of the newborn baby should of course be protected, but at the same
time, s/he should also be welcomed. Childbirth can retrieve its humanity only if
we acknowledge the value of the human relationships entailed by the ‘normal
complexity’ of coming into the world, and if we establish our practice on this
knowledge.

References

Arcidiacono C: Oltre il tabu del dolore: la fatica e il piacere di esistere e far nascere. In: Oak-
ley A, P Romito et al.: Le culture del parto. Feltrinelli, Milano 1985

Bateson G: Verso un’ecologia della mente. Adelphi, Milano 1976

Binswanger L: Per un’antropologia fenomenologia. Feltrinelli, Milano 1989

Borgna E: I conflitti del conoscere. Feltrinelli, Milano 1992

Borgna E: L’arcipelago delle emozioni. Feltrinelli, Milano 2001

Cavarero A: Dire la nascita. In: Diotima. Mettere al mondo il mondo. La Tartaruga, Milano
1989

Dilthey W: Idee per una psicologia descrittiva e analitica. In: Dilthey W: Per la fondazione
delle scienze dello spirito. Angeli, Milano 1985

Duden B: 11 corpo della donna come luogo pubblico. Bollati Boringhieri, Milano 1994

Finzi SV: Il romanzo della famiglia. Mondatori, Milano 1992

Galimberti U: II corpo. Feltrinelli, Milano 1983

Galimberti U: Psiche e techne: I’uomo nell’eta della tecnica. Feltrinelli, Milano 2002

Gélis J: 1l parto e 1’evoluzione della coscienza del corpo nell’epoca moderna (XVI-XIX
sec.). In: Oakley A, P Romito et al.: Le culture del parto. Feltrinelli, Milano 1985

Gilligan C: Con voce di donna. Feltrinelli, Milano 1987

Heidegger M: Essere e tempo. Longanesi, Milano 1976

Husserl E: Idee per una fenomenologia pura e una filosofia fenomenologia, vol II. Einaudi,
Torino 1986



42

Vanna lori

Husserl E: La crisi delle scienze europee e la fenomenologia trascendentale. 11 Saggiatore,
Milano 1987

Husserl E: Meditazioni cartesiane. Bompiani, Milano 1989

Tori V: Essere per l'educazione. La Nuova Italia, Firenze 1988

Tori V: Il sapere dei sentimenti. In: ID, (a cura di), Emozioni e sentimenti nel lavoro educativo
e sociale. Guerini, Milano 2003

Iori V: Fondamenti pedagogici e trasformazioni familiari. La Scuola, Brescia 2001

Jaspers K: Il medico nell’eta della tecnica. Raffaello Cortina, Milano 1991

Keen S: Nel ventre dell’eroe (trad. dall’inglese). Frassinelli, Como 1993

Marcel G: Etre et avoir. In: Giornale Metafisico. Abete, Roma 1974

Merleau-Ponty M: Fenomenologia della percezione, 1945. 11 Saggiatore, Milano 1980

Mortari L: Per un’etica della cura a partire dalla relazione materna. In: Musi E, M Toscani:
Theuth e Thamus. Unicopli, Milano 2003

Musi, E: Per una pedagogia della nascita. In: La Famiglia (2005) 230

Nordio S: Epistemologia della e nel’educazione medica. In: Bertolini G: (a cura di) Diventare
medici. Guerini, Milano 1994

Parma E: La medicina generale: un ponte tra la medicina come scienza della natura e come
scienza umana. In: Bertolini G: (a cura di) Diventare medici. Guerini, Milano 1994

Pizzini F: (a cura di) Sulla scena del parto: luoghi, figure, pratiche. Angeli, Milano 1985

Pizzini F: Corpo medico e corpo femminile. Parto, riproduzione artificiale e menopausa.
Angeli, Milano 1999

Regalia A: La medicalizzazione della nascita. In: Binda W: (a cura di) Diventare famiglia. La
nascita del primo figlio. Angeli, Milano 1997

Rich A: Nato di donna. Milano, Garzanti 1996

Stein E: La donna. Citta Nuova, Roma 1987

Von Bertalanffy L: Teoria generale dei sistemi. ILI, Milano 1971

Winnicott DW: Dal luogo delle origini. Raffello Cortina, Milano 1990
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| had the right shape for coming out, so | was born.
A fish is born in the sea, a dinosaur from an egg, and | was born all curled up.







6. Intentional attunement:
Mirror neurons, inter-subjectivity,
and autism
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Introduction

The relationship between social complexity and cognition is well established in
primates. Humphrey (1976) originally suggested that the intelligence of primates
primarily evolved to solve social problems and this view is supported by empiri-
cal data. Several studies revealed the unique capacity of non-human primates to
understand the quality of the relationships within their social group, not only in
terms of kin, but also in terms of coalitions, friendship and alliances. The capac-
ity to understand co-specific behaviors as goal-related provides considerable
benefits to individuals, as they can predict actions of others. The advantage of
such a cognitive skill would allow individuals also to influence and manipulate
behavior (see the Machiavellian Intelligence hypothesis (Whiten, Byrne (1997)),
or to achieve better social cooperation within a group.

As pointed-out by Tomasello and Call (1997), primates can categorize and
understand third-party social relationships. The evolution of this cognitive trait
seems to be related to the necessity to deal with social complexities that arose
when group-living individuals had to compete for scarce and patchily distributed
resources. Dunbar (1992) suggested a relationship between primates’ group size
and the degree of expansion of the neo-cortex. The increase of social group
complexity exerted a powerful pressure for the development of more sophisti-
cated cognitive skills.

The problem of intentionality in primates was almost simultaneously and
independently raised by Humphrey (1978, 1980) and Premack and Woodruff
(1978). The traditional view in the cognitive sciences holds that human beings
are able to understand the behavior of others in terms of their mental states by
exploiting what is commonly designated as “Folk Psychology”. The capacity for
attributing mental states — intentions, beliefs and desires — to others has been
defined as the theory of mind (ToM; Premack, Woodruff 1978). The attributes
of “Folk Psychology” have been thus basically identified with the view of The-
ory of Mind (Carruthers, Smith 1996). A common trend on this issue has been to
emphasize that non-human primates, apes included, do not rely on mentally
based accounts for others’ behavior (Hayes, 1998; Povinelli et al., 2000). Ac-
cording to this perspective, social cognition becomes almost synonymous of
mind reading abilities.
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The dichotomous account of primate social cognition based on a sharp evolu-
tionary discontinuity between species of behavior readers (non-human primates)
and one species of mind readers (humans) appears, however, over-simplistic.

As recently pointed out by Barrett and Henzi (2005), this traditional approach
is “...heavily oriented toward a particular model of cognition that focuses solely
on internal mental representations, whereas recent work in cognitive science and
neurobiology argues for a more distributed and embodied approach”.

In the present paper I propose a different approach. I submit that social cogni-
tion is not only “social meta-cognition”, that is, explicitly thinking about the
contents of someone else’s mind by means of abstract representations. There is
also an experiential dimension of interpersonal relationships, which enables a
direct grasping of the sense of the actions performed by others, and of the emo-
tions and sensations they experience. This dimension of social cognition is em-
bodied in such a way that it mediates between the multimodal experimental
knowledge we hold of our living body, and the experience we make of others.

I proposed that our capacity to share experiences with others rests on the
constitution of a shared meaningful interpersonal space. This “shared manifold”
(Gallese, 2001, 2003, 2005) can be characterized at the functional level as em-
bodied simulation (Gallese, 2005), a specific mechanism by which our
brain/body system models its interactions with the world (for a similar account
of the mechanisms at the basis of empathy, see Preston and De Waal, 2002). I
submit that embodied simulation constitutes a crucial functional mechanism in
social cognition.

The self/other distinction in my opinion is not the most difficult problem in
social cognition, neither from a theoretical, nor from an empirical point of view.
The “hard problem” in social cognition is to understand how the epistemic gulf
separating single individuals can be overcome. The solipsistic attitude inspired
by Folk Psychology and purported by the approach of classic cognitive science,
leaves this difficult problem unsolved. Recent neuro-scientific evidence suggests
alternative answers. Here I discuss this evidence and provide a theoretical
framework for its interpretation. Before doing so, I want to briefly discuss the
problem of social cognition from an ontogenetic point of view.

The ontogenesis of social cognition

The idea of “social cognition” sounds almost as a pleonasm, since from an onto-
genetic point of view the relationship between cognition and the social dimen-
sion is intrinsically tight.

At the very onset of our life, interpersonal relations are established when a
full-blown self-conscious subject of experience is not yet constituted. However,
the absence of a subject does not preclude the presence of a primitive “we-centric
space”. The infant shares this space with others. At a few hours after birth, neo



Intentional attunement

47

nates display facial imitation (Meltzoff, Brooks, 2001). Furthermore, empirical
research has shown that mothers and infants systematically engage in mutually
coordinated activities during which their movements, facial expressions, and voice
intonation synchronize in time (Reddy et al., 1997). From 4 months of age on-
wards, infants and mothers show proto-dialogic behaviors in which they time their
behavior in a bi-directional coordinated way (Trevarthen, 1979). Approximately at
the same age, infants become sensitive to social contingencies (Striano et al.,
2005). According to Daniel Stern (1985/2000), this evidence suggests that such
proto-dialogic behaviors enable mother and infant to establish an affective attun-
ing by means of which inner feeling states can be shared.

According to my hypothesis, the shared we-centric space enables the social
bootstrapping of cognitive and affective development because it provides a
powerful tool to detect and incorporate coherence, regularity, and predictability
in the course of the interactions of the individual with the environment. The we-
centric space is likely paralleled by the development of perspective spaces de-
fined by the establishment of the capacity to distinguish self from other, as long
as self-control develops. Within each of these newly acquired perspective
spaces, information can be better segregated in discrete channels (visual,
somato-sensory, etc.) making the perception of the world more finely grained.
The concurrent development of language possibly contributes to further segre-
gate single characters or modalities of experience from the original multimodal
perceptive world. Yet, the more mature capacity to segregate the modes of inter-
action, together with the capacity to carve out the subject and the object of the
interaction, do not obliterate the shared we-centric space.

In fact, the establishment of a self-centered perspective is paralleled by the
creation of an epistemic gap between self and others. The gulf separating self
from non-self poses a challenge to any account of inter-subjectivity and social
cognition. I suggest that the inter-subjective we-centric space may provide the
individual with a powerful tool to help overcome such epistemic gap. If my
hypothesis is correct, social identity, the “selfness” we readily attribute to others,
the inner feeling of “being-like-you” triggered by our encounter with others, are
the result of a preserved shared we-centric space.

The proposition that self-other physical and epistemic interactions are shaped
and conditioned by the same type of body and environmental constraints sounds
almost like a truism. Less trivial, in my opinion, is the fact that this common
relational character of inter-subjectivity is underpinned, at the level of the brain,
by shared neural networks, the mirror neuron systems, compressing the “who-
done-it”, “who-is-it” specifications into a narrower content state. This content
specifies what kinds of interaction or state are at stake. A concise overview of
the evidence supporting the existence of such shared neural mechanisms will be
the focus of the next sections.
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The mirror neuron system for actions in monkeys and humans:
empirical evidence

About ten years ago, a new class of premotor neurons was discovered in the
ventral premotor cortex of the macaque monkey brain. These neurons discharge
not only when the monkey executes goal-related hand actions like grasping ob-
jects, but also when observing other individuals (monkeys or humans) executing
similar actions. They were called “mirror neurons” (Gallese et al., 1996; Rizzo-
latti et al., 1996). Neurons with similar properties were later discovered in a
sector of the posterior parietal cortex reciprocally connected with area F5
(Gallese et al., 2002; Rizzolatti, Craighero, 2004; Fogassi et al., 2005).

Action observation causes in the observer the automatic activation of the
same neural mechanism triggered by action execution. It has been proposed that
this mechanism could be at the basis of a direct form of action understanding
(Gallese et al., 1996; Rizzolatti, Craighero, 2004; Rizzolatti et al., 2001).

Further studies carried out by our research group at the Department of Neuro-
science of the University of Parma corroborated and extended the original hy-
pothesis. In a paper by Umilta et al. (2001) it was shown that F5 mirror neurons
are also activated when the final critical part of the observed action, that is, the
hand-object interaction, is hidden. In a second study, Kohler et al. (2002)
showed that a particular class of F5 mirror neurons, “audio-visual mitror neu-
rons”, could be driven not only by action execution and observation, but also by
the sound produced by the same action.

More recently, the most lateral part of area F5 was explored where a popula-
tion of mirror neurons related to the execution/observation of mouth actions was
described (Ferrari et al., 2003). The majority of these neurons discharge when
the monkey executes and observes transitive, object-related ingestion actions,
such as grasping objects with the mouth, biting, or licking. However, a small
percentage of mouth-related mirror neurons discharge during the observation of
intransitive, communicative facial actions performed by the experimenter in
front of the monkey (‘“communicative mirror neurons” (Ferrari et al., 2003)).
Thus, mirror neurons seem also to underpin aspects of the monkeys’ social fa-
cial communication.

Several studies using different experimental methods and techniques have
demonstrated also in the human brain the existence of a mirror neuron system
matching action perception and execution. During action observation there is a
strong activation of premotor and parietal areas, the likely human homologue of
the areas in which mirror neurons were originally described in the monkey (Riz-
zolatti, Craighero, 2004; Rizzolatti et al., 2001; Gallese et al., 2004). Further-
more, the mirror neuron matching system for actions in humans is coarsely or-
ganized in a somatotopic fashion, with distinct cortical regions within the pre-
motor and posterior parietal cortices being activated by the observation/execu-
tion of mouth, hand, and foot related actions (Buccino et al., 2001).
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The involvement of the motor system during observation of communicative
mouth actions in humans is shown by the results of recent fMRI and TMS stud-
ies (Buccino et al., 2004; Watkins et al., 2003). The observation of communica-
tive, or speech-related mouth actions, facilitate the excitability of the motor
system involved in the production of the same actions.

A recent study carried out by Buxbaum et al. (2005) on posterior parietal
patients with ideomotor apraxia has shown that they were not only dispropor-
tionately impaired in the imitation of transitive as compared to intransitive ges-
tures, but they also showed a strong correlation between imitation deficits and
the incapacity to recognize observed goal-related meaningful hand actions. As
argued by the authors of this study, these results further corroborate the view
that the same action representations support both action production and action
understanding. In the next section I will introduce new empirical results suggest-
ing that embodied simulation may play a role even in more complex social cog-
nitive abilities.

Mirror neurons and the understanding of intentions

Monkeys may utilize the mirror neuron system to optimize their social interac-
tions. As we have seen in the previous section, audio-visual mirror neurons can
be driven not only by action execution and observation, but also by the sound
produced by the same action (Kohler, 2002). This mirroring mechanism can
support social facilitation in monkeys. It has been recently shown that the obser-
vation and hearing of noisy eating actions facilitates eating behavior in the pig-
tailed macaque monkeys (Macaca nemestrina) (Ferrari et al., 2005).

Another recently study showed that pigtailed macaque monkeys recognize
when they are imitated by a human experimenter (Paukner et al., 2005). Pig-
tailed macaques preferentially look at an experimenter imitating the monkeys’
object-directed actions compared with an experimenter manipulating an identi-
cal object but not imitating their actions. Since both experimenters acted in syn-
chrony with the monkeys, the monkeys based this preference not on temporal
contingency, but took into account the structural components of the experiment-
ers’ actions.

It may well be the case, as repeatedly argued, that macaque monkeys are not
capable of motor imitation — though recent evidence shows that they are capable
of cognitive imitation (Subiaul et al., 2004). The study by Paukner et al. (2005)
nevertheless shows that macaque monkeys do have the capacity to discriminate
between very similar observed goal-related actions on the basis of their degree
of similarity with the goal-related actions the monkeys themselves have just
carried out. This capacity seems to be cognitively quite sophisticated, in that it
implies a certain degree of meta-cognition relative to the domain of goal-related
action.
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I suggest that macaque monkeys might have a rudimentary form of “teleo-
logical stance”, a likely precursor to a full-blown intentional stance. This hy-
pothesis extends to the phylogenetic domain as the ontogenetic scenario pro-
posed for human infants (Gergely, Csibra, 2003). New experiments are being
designed in my laboratory to test this hypothesis. Monkeys certainly do not have
a full-blown explicit mentalization. Thus, what makes humans different? Lan-
guage certainly plays a key role. Though, at present, we can only make hypothe-
ses about the relevant neural mechanisms underpinning the mentalizing abilities
of humans, still poorly understood from a functional point of view. In particular,
we do not have a clear neuro-scientific model of how humans can understand
the intentions promoting the actions of others they observe.

When an individual starts a movement in order to attain a goal, such as pick-
ing up a pen, she/he has clear in mind what he/she is going to do, for example,
write a note on a piece of paper. In this simple sequence of motor acts, the final
goal of the whole action is present in mind and is somehow reflected in each
motor act of the sequence. The action intention, therefore, is set before the be-
ginning of the movements. This also means that when we are going to execute a
given action we can also predict its consequences. But a given action can origi-
nate from very different intentions. Suppose one sees someone else grasping a
cup. Mirror neurons for grasping will most likely be activated in the observer’s
brain. The direct matching between the observed action and its motor represen-
tation in the observer’s brain, however, can only tell us what the action is (grasp-
ing) and not why the action occurred. This has led to arguing against the rele-
vance of mirror neurons for social cognition, and in particular, for determining
the intentions of others (Jacob, Jeannerod, 2005).

But what is an action intention? Determining why action A (grasping the cup)
was executed means determining its intention and can be equivalent to detecting
the goal of the still unexecuted and impending subsequent action (say, drinking
from the cup). In a recently published fMRI study (Iacoboni et al., 2005), we
tried to address these issues experimentally. Subjects watched three kinds of
stimuli: grasping hand actions without a context, context only (a scene contain-
ing objects), and grasping hand actions embedded in contexts. In the latter con-
dition the context suggested the intention associated with the grasping action
(either drinking or cleaning up). Actions embedded in contexts, compared with
the other two conditions, yielded a significant signal increase in the posterior
part of the inferior frontal gyrus and the adjacent sector of the ventral premotor
cortex where hand actions are represented. Thus, premotor mirror areas — areas
active during the execution and the observation of an action — previously
thought to be involved only in action recognition — are actually also involved in
understanding the “why” of action, that is, the intention that promotes it.

Another interesting result of this study is that being or not being explicitly
instructed to determine the intention of the observed actions of others makes no
difference in terms of the activation of the premotor mirror areas. This means
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that — at least for simple actions as those employed in this study — the attribution
of intentions occurs by default and is supported by the mandatory activation of
an embodied simulation mechanism.

The neuro-physiological mechanism at the basis of the relationship between
intention detection and action prediction was recently unveiled. Fogassi et al.
(2005) described a class of parietal mirror neurons whose discharge during the
observation of an act (e.g., grasping an object), is conditioned by the type of a
subsequent act (e.g., bringing the object to the mouth) specifying the overall
action intention. This study shows that the inferior parietal lobe of the monkey
contains mirror neurons discharging in association with monkey motor acts
(grasping) only when they are embedded in a specific action aimed at different
goals. For example, a neuron discharges when the monkey grasps an object only
if the aim of grasping is to bring the object into the mouth and not aimed to
place it in a cup. It appears therefore that these neurons code the same motor act
differently depending on the distal, overarching action goal. Single motor acts
are dependent on each other as they participate in the overarching distal goal of
an action, thus forming pre-wired intentional chains, in which each next motor
act is facilitated by the previously executed one.

The visual response of many of these parietal mirror neurons is similar to
their motor response. In fact, they discharge differentially depending on whether
the observed grasping is followed by bringing the grasped object to the mouth or
by placing it in a cup. It must be emphasized that the neurons discharge before
the monkey observes the experimenter starting the second motor act (bringing
the object to the mouth or placing it into the cup). This new property of parietal
mirror neurons suggests that in addition to recognizing the goal of the observed
motor act, they distinguish identical motor acts according to the action in which
these acts are embedded. Thus, these neurons not only code the observed motor
act but also seem to allow the observing monkey to predict the agent’s next
action, henceforth his/her overall intention. It is possible to interpret this mecha-
nism as the neural correlate of the beginning of the sophisticated mentalizing
abilities characterizing our species.

The mechanism of intention understanding just described appears to be rather
simple: depending on which motor chain is activated, the observer is going to
activate the motor scheme of what, most likely, the agent is going to do. How
can such a mechanism be formed? At present we can only make speculations. It
can be hypothesized that the statistical detection of what actions most frequently
follow other actions, as they are habitually performed or observed in the social
environment, can restrict preferential paths chaining together different motor
schemes. At the neural level, this can be accomplished by the chaining of differ-
ent populations of mirror neurons coding not only the observed motor act, but
also those that in a given context would normally follow.

Ascribing simple intentions would therefore consist in predicting a forthcom-
ing new goal. According to this perspective, action prediction and the ascription
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of intentions are related phenomena, suggested by the same functional mecha-
nism — embodied simulation. In contrast with what mainstream cognitive sci-
ence would maintain, action prediction and the attribution of intentions — at least
of simple intentions — do not appear to belong to different cognitive realms, but
both pertain to embodied simulation mechanisms suggested by the activation of
chains of logically related mirror neurons (Fogassi et al., 2005; Iacoboni et al.,
2005).

If this is true, it follows that one important difference between humans and
monkeys could be the higher level of recursion attained by the mirror neuron
system for actions in our species. A similar proposal has been recently put for-
ward in relation to the faculty of language by contrasting our species, capable of
mastering hierarchically complex “phrase structure grammars”, with other non-
human primate species, confined to the use of much simpler “finite state gram-
mars” (Hauser et al., 2002; Hauser, Fitch, 2004). A quantitative difference in
computational power and degree of recursion could produce a qualitative leap in
social cognition.

Mirroring emotions and sensations

As already suggested by Charles Darwin (1872) the coordinated activity of sen-
sory-motor and affective neural systems results in the simplification and auto-
matization of the behavioral responses that living organisms are supposed to
produce in order to survive. Emotions constitute one of the earliest ways avail-
able to the individual of acquiring knowledge about its situation, thus enabling a
reorganization of this knowledge on the basis of the outcome of the relations
shared with others. The integrity of the sensory-motor system indeed appears to
be critical for the recognition of emotions displayed by others (Adolphs, 2003),
because the sensory-motor system appears to support the reconstruction of what
it would feel like to be in a particular emotion, by means of simulation of the
related body state. The implication of this process for empathy should be obvi-
ous.

In a recently published fMRI study we showed that experiencing disgust and
witnessing the same emotion expressed by the facial mimicry of someone else,
both activate the same neural structure — the anterior insula — at the same over-
lapping location (Wicker et al., 2003). When we see the facial expression of
someone else, and this perception leads us to experience a particular affective
state, the other’s emotion is constituted, experienced and therefore directly un-
derstood by means of an embodied simulation producing a shared body state. It
is the activation of a neural mechanism shared by the observer and the observed
that enables direct experiential understanding. A similar simulation-based
mechanism has been proposed by Goldman and Sripada (2005) as “unmediated
resonance”.
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Let us now examine somatic sensations as the target of our social perception.
As repeatedly emphasized by phenomenology, touch has a privileged status in
making possible the social attribution of lived personhood to others. “Let’s keep
in touch” is a common phrase in everyday language, which metaphorically de-
scribes the wish of being related, being in contact with someone else. Such ex-
amples show how the tactile dimension can be intimately related to the interper-
sonal dimension.

As predicted by the shared manifold hypothesis (Gallese, 2001, 2003, 2005),
empirical evidence suggests that the first-person experience of being touched on
one’s body activates the same neural networks activated by observing the body
of someone else being touched (Keysers et al., 2004; Blakemore et al., 2005).
This double pattern of activation of the same somato-sensory-related brain re-
gions suggests that our capacity to experience and directly understand the tactile
experience of others could be mediated by embodied simulation, that is, by the
externally triggered activation of some of the same neural networks underpin-
ning our own tactile sensations. The study by Blakemore et al. (2005) actually
shows that the degree of activation of the same somato-sensory areas activated
during both the subjective tactile experience and its observation in others could
be an important mechanism enabling the subject to sort out who is being
touched. In fact, what this paper shows is that the difference between empathiz-
ing with someone else tactile sensation, and actually feeling the same sensation
on one’s body (as in the case of synesthesia) is only a matter of degrees of acti-
vation of the same shared brain areas. These data support the concept that differ-
entiating who is who (patient vs. observer) does not pose a problem to my hy-
pothesis.

I suggest that a similar embodied simulation mechanism underlies our experi-
ence of the painful sensations of others. Single neuron recording experiments
carried out in neurosurgical patients who are awake (Hutchison et al., 1999), and
fMRI (Morrison et al., 2004; Singer et al., 2004; Botvinick et al., 2005; Jackson
et al., 2005), Empathy, and TMS experiments (Avenanti et al., 2005) carried out
in healthy subjects, all show that the same neural structures are activated both
during the subjective experience of pain and the direct observation, or symboli-
cally mediated knowledge that someone else is probably experiencing the same
painful sensation.

It should be noted that the results of the fMRI (Morrison et al., 2004; Singer
et al., 2004; Botvinick et al., 2005; Jackson et al., 2005) and TMS (Avenanti
et al., 2005) studies show that the overlap of activation in the self/other experi-
ence conditions can be modulated in terms of the brain areas involved by the
cognitive demands imposed by the type of tasks. When subjects are required to
simply watch the painful stimulation experienced by some stranger’s body part
(Avenanti et al., 2005), the observer extracts the basic sensory qualities of the
pain experienced by others mapping it somatotopically onto his/her own sen-
sory-motor system. However, when subjects are required to imagine the pain
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suffered by their partner out of their sight (Singer et al., 2004), only brain areas
mediating the affective quality of pain (the anterior cingulate cortex and the
anterior insula) are activated. In particular, the anterior cingulate cortex (ACC)
appears to mediate the affective dimension of pain processing and the motiva-
tional aspects of response selection. Thus, in the context of the perception of
pain, the ACC could play a role in linking events with outcomes, allowing the
prediction and avoidance of noxious stimuli (Singer et al., 2004). As it has been
convincingly argued (Singer, Frith, 2005), one can conclude that the particular
mental attitude of individuals could be the key variable determining the degree
and quality of the activation of shared neural circuits when experiencing the
sensations of others, as in the case of pain.

Intentional attunement, embodied simulation, and empathy

Some functional mechanism must mediate between the multimodal experimental
knowledge we hold of our living body, and the experience we make of others.
Such body-related experiential knowledge enables a direct grasping of the sense
of the actions performed by others, and of the emotions and sensations they
experience.

When confronting the intentional behavior of others, we experience a specific
phenomenal state of “intentional attunement”. This phenomenal state generates a
peculiar quality of familiarity with other individuals, produced by the collapse of
the intentions of others into the observer’s ones. This seems to be one important
component of what being empathic is about (Preston, De Waal, 2002). Of
course, self-other identity is not all there is in empathy. Empathy, with respect to
emotional contagion, entails the capacity to experience what others do experi-
ence, while being able to attribute these shared experiences to others and not to
the self. The quality of our lived experience of the external world and its content
are constrained by the presence of other subjects that are intelligible, while pre-
serving their altered character. This altered character is in fact also evident at the
sub-personal level, instantiated by the different neural networks coming into
play, and/or by their different degree of activation, when [ act with respect to
when others act, or when / experience an emotion or a sensation with respect to
when others do the same.

When we observe the intentional behavior of others, according to my hy-
pothesis, embodied simulation, a specific mechanism by means of which our
brain/body system models its interactions with the world, generates a specific
phenomenal state of “intentional attunement”. This phenomenal state in turn
generates a peculiar quality of familiarity with other individuals, produced by
the collapse of the others’ intentions into the observer’s ones. Embodied simula-
tion constitutes a crucial functional mechanism in social cognition, and can be
neuro-biologically characterized. The different mirror neuron systems represent
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its sub-personal instantiations. By means of embodied simulation we do not just
“see” an action, an emotion, or a sensation. Alongside the sensory description of
the observed social stimuli, internal representations of the body states associated
with these actions, emotions, and sensations are evoked in the observer, “as if”
she/he were doing a similar action or experiencing a similar emotion or sensa-
tion.

Any intentional relation can be mapped as a relation between a subject and an
object. The mirror neuron matching systems described in this paper map the
different intentional relations in a fashion that is neutral about the specific qual-
ity or identity of the agentive/subjective parameter. By means of a shared func-
tional state realized in two different bodies that nevertheless obey the same func-
tional rules, the “objective other” becomes “another self”.

Embodied simulation is probably not the only functional mechanism behind
social cognition. The meaning of social stimuli can also be decoded on the basis
of the explicit cognitive elaboration of their contextual perceptual features, by
exploiting previously acquired knowledge about relevant aspects of the situation
to be analyzed. Our capacity to attribute false beliefs to others, our most sophis-
ticated meta-cognitive mind reading abilities, are likely to involve the activation
of large regions of our brain, certainly larger than a putative and domain-specific
Theory of Mind Module. These brain sectors certainly encompass the sensory-
motor system. In fact, it has been shown that brain areas reportedly active during
mind reading tasks, such as the Superior Temporal Sulcus (STS) region and the
paracingulate cortex, also are activated in a simple action prediction task (Ram-
nani, Miall 2004).

It must be stressed that the use in social transactions of the belief-desire pro-
positional attitudes of Folk Psychology is probably overstated (Hutto, 2004). As
emphasized by Bruner (1990), “When things are as they should be, the narra-
tives of Folk Psychology are unnecessary”. Furthermore, recent evidence shows
that 15 month-old infants understand false beliefs (Onishi, Baillargeon 2005).
These results seem to suggest that typical aspects of mind reading, such as the
attribution of false beliefs to others, can be explained on the basis of low-level
mechanisms, which develop well before fully developed linguistic competence.

The idea put forward by Gergely and Csibra (2003) that the intentional stance
can be anticipated by a much earlier developed “teleological stance” is consistent
with this view. It should be added, though, that non-mentalistic accounts of the so-
called “teleological stance” displayed by young infants are possible (e.g. by rely-
ing on mechanisms such as attention, physical causality, stimulus relevance, and
the like), thus corroborating the notion that the role of propositional attitudes in
social cognition is exaggerated, and that they are much less frequently employed
than was assumed by classic cognitive science. A target for future research will be
to determine how embodied simulation, which is experience-based, and probably
the most ancient mechanism from an evolutionary point of view, may support
more sophisticated, language-mediated forms of mind reading.
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It is possible that embodied simulation mechanisms might be crucial in the
course of the long learning process required to become fully competent in how
to use propositional attitudes, as during the repetitive exposure of children to the
narration of stories (Hutto, 2004). In fact, embodied simulation is certainly op-
erative during language processing (Gallese, 2005; Rizzolatti, Craighero, 2004;
Gallese, Lakoff, 2005).

If intentional attunement does indeed play a crucial role in inter-subjectivity,
one should expect its deficiency to cause problems at various levels in social
cognition. In the next section I explore the possibility of applying the intentional
attunement hypothesis to interpret pathological aspects of social cognition, such
as those exemplified by the Autistic Spectrum Disorder.

The mirror neuron hypothesis of autism

The Autistic Spectrum Disorder (ASD) is a severe and chronic developmental
disorder characterized by social and communicative deficits and by a reduced
interest in the environment, towards which restricted and often stereotyped ini-
tiatives are taken (Dawson et al., 2002). To be an autistic child means, with
variable degrees of severity, to be unable to establish meaningful social commu-
nications and bonds, to establish visual contact with the world of others, to share
attention with others, to imitate behavior of others or understand their intentions,
emotions, and sensations.

Let us briefly focus on some of the early onset symptoms. Towards the end of
the first year of life, autistic children experience difficulties or even the impossi-
bility of orienting on the basis of cues provided by others. They are incapable of
sharing attention with others and of reacting in a similar fashion to others’ emo-
tions. They are also highly impaired in recognizing human faces or in displaying
imitative behaviors. All of these early manifestations of autism share a common
root: the cognitive skills required to establish meaningful bonds with others are
missing or seriously impaired.

My hypothesis is that these deficits, like those observed in the related Asper-
ger Syndrome, are attributed to a deficit or malfunctioning of “intentional at-
tunement”, because of a malfunctioning of embodied simulation mechanisms, in
turn produced by a dysfunction of the mirror neuron systems. If this is true — as
held throughout this paper — that at the basis of our social competence is in
primis the capacity to constitute an implicit and directly shared we-centric space,
enabling us to establish a link with the multiple intentional relations initiated by
others, then it follows that a disruption of this shared multiplicity and the conse-
quent incapacity to develop a full and comprehensive intentional attunement
with others, could be the core of the problems of the autistic mind.

The lack of a fully developed intentional attunement will produce various and
diverse cognitive and executive deficits, all sharing the same functional origin: a
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lack or malfunctioning of embodied simulation routines, likely resulting from
impairments in connectivity and/or functioning of the mirror neuron system. If
my hypothesis is correct, the suggested intentional attunement deficit should
become manifest at the various levels of social cognition it normally underlies.
A series of experimental data seems to suggest this to be the case.

A recent study investigating postural adjustments in autistic children has
shown that compared to healthy individuals, they use motor strategies basically
relying on feed-back information, rather than on feed-forward modes of control.
Such disturbance of executive control strategies prevents autistic children from
adopting anticipatory postural adjustments (Schmitz et al., 2003). Given the
functional characterization of embodied simulation as an anticipatory mecha-
nism, it is difficult not to interpret these data as evidence of a simulation deficit.
Such postural deficits are not intrinsically social; however, they could stem from
a disruption within the executive control domain of a functional mechanism —
embodied simulation — which I proposed to be at the root of the constitution of
the we-centric experiential interpersonal space.

Two recent studies employing different techniques such as EEG (Oberman
et al., 2005) and trans-cranial magnetic stimulation (Theoret et al., 2005) show
that individuals with ASD might be suffering an action simulation deficit in-
duced by a dysfunction of their mirror system for action. The study by Oberman
et al. (2005) showed that ASD individuals, with respect to with healthy controls,
did not show any mu frequency suppression over the sensory-motor cortex dur-
ing action observation. The study by Theoret et al. (2005) showed that, again
with respect to healthy controls, ASD individuals did not show TMS-induced
hand muscle facilitation during hand action observation.

A further indication of embodied simulation deficits in ASD is exemplified
by imitation deficits. Autistic children have problems in both symbolic and non-
symbolic imitative behaviors, in imitating the use of objects, in imitating facial
gestures, and in vocal imitation (Rogers, 1999). These deficits characterize both
high- and low-functioning forms of autism. Furthermore, imitation deficits are
apparent not only in comparison to the performances of healthy subjects, but
also to those of mentally retarded non-autistic subjects. According to my hy-
pothesis, imitation deficits in autism are determined by the incapacity to estab-
lish a motor equivalence between demonstrator and imitator, most likely due to
a malfunctioning of the mirror neuron system, and/or because of a disrupted
emotional/affective regulation of the same system. Imitation deficits thus can be
hypothesized to be further examples of a disrupted shared manifold.

Let me now briefly turn to emotional-affective deficits. Several studies re-
ported the severe problems which autistic children experience in the facial ex-
pression of emotions and its understanding in others (Hobson et al., 1988; Snow
et al., 1988; Hobson et al., 1989; Yirmiya et al., 1989). In a recent fMRI study,
Dapretto et al. (2005) specifically investigated the neural correlates of the capac-
ity to imitate the facial expressions of basic emotions in high-functioning ASD
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individuals. This study showed that during observation and imitation, autistic
children did not show any activation of the mirror neuron system in the pars
opercularis of the inferior frontal gyrus. It should be emphasized that activity in
this area was inversely related with symptom severity in the social domain. The
authors of this study concluded, “...a dysfunctional mirror neuron system may
underlie the social deficits observed in autism”. Furthermore, Mclntosh et al.
(2005) recently showed that individuals with ASD, as compared to healthy con-
trols, do not show automatic mimicry of the facial expression of basic emotions,
as revealed by EMG recordings. Hobson and Lee (1999) reported that autistic
children score much worse than healthy controls in reproducing the affective
qualities of observed actions.

I suggest that all these deficits can be explained as instantiations of inten-
tional attunement deficits produced by defective embodied simulation, likely
caused by a malfunctioning of the mirror neuron systems. This hypothesis is
further corroborated by the recent finding that the brains of ASD individuals
show abnormal thinning of the grey matter in cortical areas known as being part
of the mirror neuron system (Hadjikhani et al., 2005), such as ventral premotor,
posterior parietal, and superior temporal sulcus cortices. Interestingly, corti-
cal thinning of the mirror neuron system correlated with ASD symptoms sever-
ity.

My hypothesis to interpret the ASD as an intentional attunement deficit di-
verges noticeably from many of the mainstream ideas concerning the origin of
this developmental disorder. One of the most credited theories, in spite of its
different — not always similar — articulations, suggests that ASD and the related
Asperger syndrome are caused by a deficit of a specific mind module, the The-
ory of Mind module, selected in the course of evolution to build theories about
the mind of others (Baron-Cohen et al., 1985; Baron-Cohen 1988). This theory
is at present totally untenable, even more so in the light of recent empirical re-
sults. A recent study carried out on a patient who suffered a focal bilateral lesion
of the anterior cingulate cortex (ACC), previously identified as the candidate site
for the Theory of Mind Module, showed no evidence of mind reading deficits
(Bird et al., 2004).

A further problem of the mainstream theory of ASD as a deficit Theory of
Mind is that it can be hardly reconciled with what we learn from the reports of
high functioning autistics or Asperger individuals like Temple Grandin (1995).
They claim that in order to understand how they supposedly should feel in given
social contexts, and what others supposedly feel and think in those same con-
texts, they must rely on theorizing. What these reports seem to suggest is that, as
I have argued elsewhere (Gallese, 2001), theorizing about the others’ mind is not
quite the basic deficit of ASD or of Asperger syndrome, but the only compensat-
ing strategy available in the absence of more elementary and basic cognitive
skills enabling a direct experiential contact with the world of others.
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Conclusions

The shared diversity of inter-subjectivity and the intentional attunement it gen-
erates constitute a general hypothesis on many aspects of social cognition
(Gallese, 2005; Gallese 2005a), which as we have seen, has already empirical
grounds at multiple levels, both in healthy and sociopath individuals. Further-
more, this theory and the approaches it generates can establish a more perceptive
therapeutic bonds with patients suffering impairments in social cognition, and
more generally, in any psychotherapeutic setting.

The appeal of such a scenario consists not only in its parsimony, but also in
providing for the first time a neuro-physiological mechanism at the basis of the
activation of many of the cortical regions involved in social cognition. We can-
not be satisfied with merely knowing that a given cortical area is active during
social cognitive tasks. In doing so, we face the risk of resurrecting phrenology.
Social cognitive neuroscience must seek to know why, how, and because of
which functional mechanism a particular brain area or cortical network happens
to be activated in a particular social cognitive task.

It is obvious that embodied simulation and its neural cause fall short of provid-
ing a thorough account of what is implied in our sophisticated mentalizing skills.
What the results presented here indicate, however, is that embodied mechanisms,
involving the activation of the sensory-motor system, seem to have a major role in
social cognition. This should persuade us that the automatic translation of the
tenets of Folk Psychology into brain modules or circuitries specifically dedicated
to mind reading abilities should be carefully scrutinized as it might be a very poor
epistemic strategy for revealing what social cognition really is.
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7. Becoming a parent:
What parental writings teach us

Véronique Francis; University Teachers Training Centre of
Orleans-Tours, University of Paris-X-Nanterre, Bourges, France

Following the publication in 1960 of the work by the historian Philippe Aries
L’enfant et la vie familiale sous I’Ancien Regime [Centuries of Childhood. A
social history of family life, 1962] (Ariés, 1960), important research has taken
place. This has allowed historians to single out an “increase in emotion in front
of the child” (Rouche, 1981) observable from the middle ages onwards in differ-
ent domains from which derive the discussion on education. Around 1256, the
Dominican Vincent de Beauvais made reference to the Protagoras of Plato to
persuade his readers that education begins from the first years of life. Expressing
the ideas current at the time, Guillaume de Tournai considers that parents are
very important in the education of their children (Rouche, 1981). The collection
of advice by Philippe de Novare (1888) which appeared in 1265, insists on the
methods of fore-arming young children against the great dangers which lurk
around every corner: suffocation in the family bed, water, and fire. La Civilite
Puérile by Erasmus, published for the first time in 1530, became the object of
translations and numerous re-editions which inspired anonymous authors whose
texts spread throughout the country through the literature of travelling book-
sellers (Andries, Bolleme, 2003). Witness the title, published in 1599 by the
Bibliothéque Bleue — La Civilté puérile a laquelle avons ajouté la discipline et
Uinstitution des enfants. Aussi la doctrine et ’enseignement du pére de famille a
la jeunesse [The ‘Civilité Puerile’ to which we have added the discipline and
institution of children. Also the teachings of the pater familias to youth.] (S.N,
1599). From the end of the 17" century, in a period marked by a significant rate
of infant mortality and by the development of wet-nursing the newborn, which
extended through all social classes in the urban areas, the treatises by doctors
and midwifes, the advice of moralists, the recommendations of pedagogues,
philosophical writings, multiplied. In the 18" century, in the decade 1760—1770,
two or more works on childhood appeared (Parias, 1981), among which was the
famous Emile ou de I’Education by Jean-Jacques Rousseau. These have, as a
common objective, the diffusion of knowledge on ways of caring for and edu-
cating children. They are aimed principally at parents: to help them to put into
into practice, to inspire them or even to be consulted in order to choose and
determine the roles of wet-nurses and masters. This specialized literature on
maternity, childhood, and education certainly contributed in shaping the role of
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the parents; however, to approach what becoming a parent means in different
ages, it is necessary to explore the domain of family writings.

Some testimonies of parental experience
Family writings and parenthood

The memoirs of families in Florence in the 14" and 15" centuries allow us to
approach what being a parent could represent in accordance with each milieu
(Klapisch-Zuber, 1998). These family annals were above all intended to record
the management of the patrimony. In a period where communal administration
was strengthening its control over the citizens, certain fathers reported therein
the date of birth, particulars of the rituals which accompanied it or of the ex-
penses occasioned by a wet-nurse or by the salaries of the masters. The formulas
used by fathers to register the birth or death of a child, testify above all to the
devotion with which they undertook paternity. The texts concerning boys can be
more wordy, the child representing the hope of seeing a name or family lineage
perpetuated. From these paternal writings, a concept emerges which can be con-
sidered as also revealing the feelings of the mothers: bringing children into the
world and educating them was considered the chief duty of adults united by
marriage; as the “task” of married women (Opitz, 1991). The tenderness of the
parents was certainly far from being negligible. It is expressed here by their
concern for the well-being of the neonate in the care accorded to the choice of
the wet-nurse. This can be seen in the writings of the notary Etienne Borelly
(Sauzet, 1996) who follows with great vigilance his children being wet-nursed
since his wife cannot breastfeed them. When they reached maturity, expenses,
often considerable, were adopted for their education. Despite the constant pres-
ence of death and the religious approach to it — the neonate or the infant are
recalled by the will of God — adults do not assume their role as parents with the
indifference we might have granted them (Shorter, 1970).

In contrast with the writings of the family annals and ledgers, often laconic
due to their end, private chronicles and epistolary practices better permit us to
approach what “becoming a parent” means. These “writings about myself” —
notes jotted in a diary, personal journals, . . . — and those “writings for others” —
correspondence, birth journals, ... — of the “register of intimacy”, started to
spread in the 18" century (Dufief, 2000). They illuminate the experience of
parents at a period when a family model centered on the child and on the place
of affection within the bourgeoisie was emerging. Thus, the “Journal of pater-
nity” published by Charles-Etienne Coquebert de Montbret (s.d.), from before
the birth of his first child attests to the sentiments of the parents. This French
diplomat, who wrote in the name of the couple between 1781 and 1784, de-
scribes the behavior of their son, their choices and hopes as parents, their hesita-
tion before decisions as important as that of having their child inoculated to
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protect him from smallpox. The mother will take her role upon the birth of their
daughter Cécile, born in 1784. She will write, for her, and for Eugeéne, born in
1788, some letters where she tells them of the care she lavishes on them, the
activities she performs with them, and the attitudes she adopts to “forge their
character”.

Assuming the role of parent, a heavy charge
but “sweet and useful”

Some decades later, while the period was exalting maternity (Kniebielher, Fou-
quet 1977), Madame Fabre d’Olivet explained the practices and maternal feel-
ings to her young friend Victorine who had just become a mother. In 1820, she
gathered her correspondence in “a work without any pretensions, dealing only
with the part of education which one is accustomed to regarding as indifferent”
(Kniebielher, Fouquet 1977). Madame Fabre d’Olivet, who presents herself as a
mother having a low level of instruction, assumes herself the functions of wet-
nurse and tutor for her three children. Just like Charles-Etienne Coquebert de
Montbret, she has read “L’Emile of Jean-Jacques [Rousseau]” but she considers
herself convinced, even after a second reading, that that manner of raising a
child is an impracticable thing in its ensemble” (Kniebielher, Fouquet 1977).
She therefore describes her manner of caring for, feeding, sending to sleep, and
waking her neonate. She followed on in 1819 by presenting her manner of acting
to favor the development of young children. Madame Fabre d’Olivet realized
that from the moment that the parent takes charge of the child, they are con-
fronted by various unexpected situations. They are led to outline some re-
sponses, to adjust them to the situation, adapt them to the child, to validate them
or construct new ones. Despite the complexity of the task, we are dealing with
“the most agreeable, sweetest and most useful of occupations” (Kniebielher,
Fouquet 1977).

It is a useful occupation since only a parent can assiduously carry out the
thoughtful observations indispensable to find the responses best adapted to the
most complex situations. It is “the sweetest of occupations” because the care,
which mothers dispense themselves, contributes to engendering trust and love of
children for their parents. However, Madame Fabre d’Olivet underlines the con-
stant commitment of the adult in some functions which highlight as much the
household function — knowing how to make a soup which will not provoke colic
in the child — as intellectual and moral education — learning obedience to protect
them from domestic danger. This text, which preceded by about fifty years the
epoch where, in the bourgeois milieus numerous epistolary exchanges “sound
like nursery-rhymes” (Perrot, 1987), reveals an ambition which is located far
beyond the methods of being and doing to care for, raise and educate children.
The aim of this “reflective chatting” (Perrot, 1987) is not solely to advise young
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parents. It is also to reassure the mothers, to lead them to conduct a thoughtful
constraint in their ways of acting: “I believed that [the publication of the corre-
spondence intended for my friend] could serve mothers by showing them what
perhaps they had already established by themselves, furnishing them with the
occasion to reflect on their own observations” (Kniebielher, Fouquet 1977).

Parenthood and writing practices: a triple tradition

During the 20" century, the writings produced by parents concerning their child
were to become little by little a common practice, the birth of a child often oc-
cupying one of its parents in consigning the events to a “baby journal” or an
“album of the first year”. Compiling or composing the journal immediately from
the first months or the first years, such are the commonplace writings done today
by numerous parents. What do these writings teach us on what it is to “become a
parent”? We will examine this question starting from the study of the journals of
birth, albums of childhood, baby books, etc, kept by parents. This corpus com-
prises the material of these productions and the discussions of the parents who
presented them to us. It is completed by the most recent forms of writing, those
of the journals in the form of ‘blogs’ kept by parents.

The heritage of medical surveillance documents

Whether as paper version or posted on the web, these writings on birth and
childhood are inscribed in a triple tradition: above all that of medicine and child-
welfare (Fine et al., 1993). Parents are invited to complete some indexes, close
neighbors of those used in pediatrics to follow the health of the child: they men-
tion its weight and size, its sleep rhythms, its alimentary regime or childhood
diseases. They report the first murmurs, the first smiles or the first steps, etc.
The first document of this type was done with a plethora of details, by the doctor
of Louis XIII. From the day of the Royal Infant’s birth in 1601, Jean Héroard
produced a true journal of his health (Foisil, 1989). His medical surveillance
rests on scrupulous written work and he reports daily in his book indications on
the infant’s sleep, his meals, growth, the development of his motor skills and
speech.

These schemes recall those of a document which is today officially ascribed
to the child from the moment of birth — the medical card. From the end of the
19" century, in France, the objective of sanitary and social control led to estab-
lishing different reports in order to follow certain populations. These documents
were published while quite particular attention was being paid to the rationaliza-
tion of the activity (Rollet-Echalier, 1990). The chronological order which was
progressively imposed in commercial activity starting from the 17" century,
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extended to all sectors of social activity. Instruments for measuring time, such as
clocks and watches, but also those such as calendars and diaries, foresaw, fixed,
and recorded the course of daily time and familial events. In this process, writ-
ing practices played an important role. By permitting the activities of classifica-
tion and ordering, they influenced the relationship which individuals maintained
with time (Goody, 1979).

In the 19" century, Marc-Antoine Julien, author of an educational treatise
inspired by Pestalozzi and theories on the employment of time, considered that it
was essential that everyone exercised strict control over their own time (Si-
monet-Tenant, 2001). The reports which he conceived to teach individuals to
organize themselves have an objective of “moral mirror”, of “moral compass”
(Lejeune, Bogaert, 2006). Medical cards also have the aim of prescribing, con-
trolling, rationalizing, and moralizing the care of children. Used since the 1880s,
these cards were destined to assure the surveillance of those children who de-
pended on the wet-nurse or public assistance. A French doctor proposed them to
the mothers themselves with the aim of guiding them and improving their diag-
nosis in the case of the child becoming ill (Rollet, 2005). The medical file en-
tered definitively into practice at the beginning of the 1950s. Today, this file is
held by the Health Service and registers the developmental stages of the child
but it can also include blank pages reserved for the comments of the parents.

Apart from the medical file, birth albums were inspired by another medical
document: the Medical File of Maternity whose objective was to follow the
pregnancy of mothers-to-be, distributed in France after 1989. In fact, in birth
albums, certain indexes refer to the period before birth. Including the months of
expecting, these invite the parents to introduce themselves, the mother is invited
to note her first sensations or the transformation of her body month by month.
Some spaces dedicated to photographs and ultrasound images appear here and
there. The indexes also include the description of the material transformations of
home: the preparations carried out to welcome the child, the preparation of the
paraphernalia for the child.

The fashion for autobiographical writings

Birth albums also come from another tradition, dating back to before the exis-
tence of official medical documents: chronicles, log books, and travel journals
whose use spread from the 15" century. These “journals of beyond”, testimonies
of the everyday observed by their writers, contributed to the development of
personal writings such as memoirs or the biography, a literary genre fashionable
during the 18" century (Lejeune, Bogaert, 2006). According to the terminology
of M. Leleu (Leleu, 1952), the journal is above all an aide-mémoire dedicated to
recording the “acta”, the “cogitata” and the “sentita”. However, personal jour-
nals have different forms and functions (Simonet-Tenant, 2001). In fact, in the
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intimate journal, which was inspired by epistolary writings, the writer dialogues
no longer with his dearest correspondent, but with himself. While certain jour-
nals were destined to remain confidential, others include the reader, warranting a
reader who can play the role of interlocutor, guide, even director of conscience.
In the 19" century, the journal was particularly recommended in the education
of young women, where it was used, and sometimes even prescribed, so that the
young could, alone or under the supervision of the persons charged with their
education, note down their weaknesses and their good resolutions. At the age of
about ten, little Marie Bonaparte would compile, in the 1880s, five note-books,
whose texts would be re-read, and in certain periods, corrected and critically
annotated, by the adults charged with her education (Becchi, 1998). Claire P. de
Chateaufort describes in her livre pour anniversaires — constructed on the model
of English ‘birthday books’ — her life as a young girl and high-society spouse.
After the birth of her baby in 1903, the writing “marks time with the growth and
raising of the child” (Martin-Furgier, 1987).

These are the points of view, conjointly inspired by the memoir writer, biog-
rapher and adventurer which the first baby journals adopted. At the beginning of
the 20™ century, the major brands of baby food were assuring their promotion by
being distributed free of charge. While France was at war, infant mortality in-
creased. The childhood section of the American Red Cross (Children’s Bureau)
launched an intensive campaign to educate mothers from the lower classes by
spreading booklets and strip cartoons (Kniebielher, Fouquet, 1977). After 1914,
the firm Nestlé offered “to mothers who want to miss nothing of the beginnings
of their baby’s life” a journal in which to convey the growth, the stages of pro-
gress, the events marking its existence. The introductory text to the Baby Jour-
nal Kept by Daddy and Mummy, re-published by Grasset in 1980, considers that
we are dealing with a “good habit in which father and mother can interchange”.

The portrait, painted and photographic

Finally, the third source of inspiration for childhood journals joins the previous
tradition, although older, of elaborating biographical traces, not written yet but
somewhat iconographic. To conserve the memory of the individual is to give
him or her a physical and social representation, and since antiquity, this has been
done by making a sculpted or painted portrait. As the considerable collections of
drawings and pictures in Western museums testify, the pictorial genre of the
portrait, which responded to various social functions, has considerable impor-
tance starting from the 16" century, when it became secular (Beyer, 2003).
Placed in the center of aristocratic social practices, the portrait did not solely
assure the perpetuation of the memory of the departed. It played a precise role
alongside epistolary writings: it strengthened the presence of the living; it was
used in matrimonial negotiations and also acted as health bulletin. When the
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children were depicted beside their parents, they represented the certain prolon-
gation of the family lineage. In the course of the 17" and 18™ centuries, the art
of portraiture imposed itself little by little and the official portrait gave way to
the intimate portrait. We encounter the peak of this genre in the 19" century,
where the affluence of the leaders in bourgeois milieus attests, on the one hand,
to their social ascent, and on the other, to novel representations of family and
childhood. Mothers and children united constitute at one and the same time tes-
timonies of maternal love and proof of paternal pride (Martin-Furgier, 1987).
But the child alone became more and more the exclusive subject, as shown by
the work of the painter Carolus-Duran who realized numerous portraits of chil-
dren between 1875 and 1900 (Catalogue d’exposition, C. Duran, 2003).

With the invention of photography in 1836, the pictorial portrait was de-
throned by the photographic portrait. From the second half of the 19" century,
the spread of photographic techniques caused the emergence of a new genre of
representation among the aristocracy and bourgeoisie: the family album, where
the configurations of intimacy and the grand rituals of familial life were given
value for future generations. Its development placed amateur photography at the
very heart of grand familial ceremonies and everyday situations. From the
1960s, this practice allowed the great majority of families to capture ‘live’ the
small and great events of family life. A central position was reserved for the
portrait and, among its variables — self-portrait, portrait of the couple, group
portrait — the portraits of children occupied a growing position and served as a
way of preserving the memory of the successive transformations of childhood. A
new breath of life was given in the 2000s with the emergence of digital photog-
raphy. With these types of technology where the clichés are ‘live’, the adult does
not content himself with memorizing the extraordinary in the child’s history. He
records the ordinary until he distills it.

This increase of photographs ends in the creation of specialized albums: the
birth album, for example. Children’s journals can thus be considered as a spe-
cialized and augmented variant of the photo-album: specialized variant since the
objective is focused on the child; augmented variant because writing is given a
prime position, to the point that sometimes it occupies pride of place. The predi-
lection for the amateur photographic portrait, where “the boundaries between
‘posed’ portrait and instantaneous ‘stolen moment’ are quickly surpassed, which
doubtless explains the choice position reserved for the writing that gives a date
to or comments on the image. The writing says what the image alone cannot
show: it accompanies these biographical visual crumbs with the emotions sur-
rounding them. With storage, the writing assures a second life to those objects
which have common a transient existence: ultrasounds, birth bracelets, and
above all, the first piece of writing realized by the parents, seal of the social
birth: the birth announcement of the child.
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Parenthood and “ordinary” writing practices
Keeping the journal of your child

Whether they are abridged or abundant, it is rare that a family does not posses
archives of the family memoirs. The time dedicated to the organization of these
reservoirs of memories is variable. From a box where some objects of the past
are gathered, to the creation of a journal of the first years or photo-albums, there
exists a broad sweep of practices to comfort and nourish familial intimacy,
strongly structured around childhood and its rituals, already at the beginning of
the 19" century in bourgeois families, and in the second half of the 19" century
in the middle classes. Today, it seems more than all the others, the event of birth
and the period of infancy that engenders practices of conservation and the classi-
fying of familial memoir documents, and stimulate writing practices. On the
specialized shelves of large bookshops, an abundance of albums and birth jour-
nals is available. Certain albums invite parents to comment on the different
stages of the child’s life : Le livre de mon bébé (Hachette), Journal de mon bébé
(Marabout). Others want him or her to pick up the pen in the name of his or her
child: Mon Journal de bébé (De Vechi), Me Voila (Hurtubise).

Parents, who often receive a journal of birth as a gift, sometimes choose to
abandon the “square writing” practices of these commercialized journals. Their
preference then tends towards an object chosen for its aesthetic or practical as-
pects: a bound notebook, hardcover book, diary, or photo-album.

Finally, we must underline a third type of journal. Entering the field of new
writing customs, the numerous online journals spread through the Web show
original textual forms where personal tales may mix with collective writing
experiences.

If it is chronological organization which structures the writings, then a certain
liberty of expression prevails in the journals created by parents. The parents
speak therein of their experience as parent in the first person singular, or in the
first person plural if they write in the name of the couple. When they address the
child they make use of the familiar “tu”. “Tu as I an aujourd hui” [“You are 1
today”]. The journal sometimes manifests their twofold presence in front of the
child: in their direct contact, and in a written dialogue. Thus, while her son is
seven months old, Sandra describes his crying in a text of fifteen lines and fin-
ishes with these words : “What’s more I hear you arguing so I'll leave you now
to take care of you”. In commercialized journals, the space accepted by the par-
ents depends on the style imposed. This can differ from one book to another. But
the parents take a distance from it and willingly adopt a liberty of tone. Thus, in
Mon Journal de bébé (De Vechi, 1988), under the heading, “My Daily Life” a
mother writes in her name “Today, the 20" of April 2002, you ate with a spoon
for the first time” while only a few pages further on, she speaks in the name of
the child “I adore playing with my rubber giraffe!”.
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Writing and “finding oneself parent”

Writings on birth and infancy often hark back to an ideal model, an idealized
image of both the family and the child (Segalen et al., 2002). If the more liberal
writing of personal journals, on paper or on the Web, seems closer to a real fam-
ily, it is the discussions of the parents on these writing practices which allow us
to assume what they represent. The choice of keeping a journal responds to the
desire to live the intensity of birth and early infancy: the writing records the
emotions, allows “living twofold that intense period which flies so quickly”. It
can transcribe the feelings of separation of those early moments when, as a
mother who had begun her journal during pregnancy writes, “at birth, it was
hard to come to terms because as I noticed you are yourself and meanwhile you
are another”. The texts reveal the tensions between patience and impatience,
gaiety and gravity, confidence and anxiety. Objective indications on the child,
his date of birth, his weight and size for example, accompany passages which
give liberal expression to the feelings of the parent. The expression of joy, “You
have finally arrived my darling!”; of wonder — “You are so beautiful, you are
more beautiful than I had dreamed”, can give way to the need to understand and
interpret the baby’s signals — “But why do you cry so much? Tell me!”. The time
of writing and that of observation can be almost simultaneous. Certain parents
say they collect “the evolution, step by step” of the child. They try to “cope with
the rapidity of the evolution”, to profit by each of those instants which appear to
them so brief. Fixing the present is also to adapt to it. It means being able to
measure the way traveled along: that of the child but also that which retraces
one’s own itinerary as a parent, from the fears felt before the all-too-small, to the
acquired ease. Sandrine notes four months after the birth of her son: “/ re-read
the first days when you were here! The fears I had at the start are finished,
that’s how much I have learned from you!”. The journal returns to past experi-
ence. Once written, it becomes material inclined to being explored, distant, or
even examined with an ironic gaze. “When [ think that 1 was worried that you
weren’t eating enough while the doctor says that you are too fat now!”, writes
Salouah.

Sharpening the sense of observation

If writing is considered as a method of “better taking advantage of each novelty”
it is because it considers the observation as much as the feeling of it. The act of
writing “makes me sensitive to the smallest changes, to the smallest develop-
ments. As [ write in Stéphanie’s notebook, I notice better all she does” explains
her mother. Delivering remarks means having discerned trends or noticed devel-
opments. These are not always immediately perceived as important. The indexes
proposed in pre-prepared journals encourage the parent to center his attention on
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aspects which he would not have noticed himself or which he would have per-
haps observed only later on. “When I wanted to fill in the part about her favorite
toy, I told myself that Houria didn’t really have one, but afterwards watching
her better in her play-pen, I realized that she returned more often to a blue rab-
bit”. Writing has a “projector effect”. This dimension is also underlined when
there are many children, in particular in re-composed families. The attention
accorded to each child seems more similar when one has developed a “habit of
observation”. Writing is far from conveying everything. But the process of se-
lection operated sometimes makes tendencies appear “sunken” and leads to
questioning and seeking solutions or responses. A father underlines “you end up
by noticing some things which don’t immediately strike the eye and which can
be important”.

In the professional life, managing familial intent and parental activity, writing
“marks a pause”. The mother of Estelle, who has been looking after her daugh-
ter in alternation with her father since she was thirteen months old, explains that
she notes her observations during the fortnight when she is in her care. The
journal is a large format diary which serves to record the activities and meetings
planned. She notes therein in a concise form, and practically day by day, the
moments shared with her daughter, progress in her speech and motor skills.
Always insisting on the importance for her of keeping track of Estelle’s pro-
gress, she also emphasizes the need to better organize the time which she de-
votes to her when she is at her side. The pages on the periods when Estelle is
absent are occupied by photographs of the child. One can find here a divergence
in the use of the diary observed in different circumstances: used also for book-
keeping, the diary is completed by some notes which are transforming it little by
little into a journal.

Coping with adversity

When the parent is confronted by a dramatic event, writing represents the anxi-
ety and the joy linked to the presence of the child. The journal of Sandra, started
at the beginning of her pregnancy, reveals her numerous difficulties: absence of
a home due to a recent divide with her mother, lack of resources deriving essen-
tially from her seasonal work in agriculture, violence and departure of her part-
ner. At the moment of birth, this young mother of nineteen expresses her soli-
tude, her grief faced with the absence of the father: “I would so much love him to
be here to see how beautiful you are! It’s not so serious, we’ll find a way out!”
Sandra notes the objective reasons to reassure herself, to discern the positive
elements in a situation which leaves her disarmed: “I don 't know what I’'m going
to do but the main thing is that you have arrived in good health”. She expresses
her fear of “not knowing” of “not being up to it’. Put up at home after birth, she
keeps a daily chronicle with the details of her small victories, her isolation, her
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exhaustion, the organization of her time, her ways of treating the baby. Here the
journal has the function of a mirror. It reflects the difficulties which the parent
experiences but also her initiatives and the obstacles surpassed, whether they are
trivial or more important. It draws, through the inventory of the responses given,
the outlines of her new skills.

In dramatic circumstances, writing can have a role of focusing and support, it
is “a way of keeping your head above water”. This double dialogue, carried out
with oneself and the child, appears as a means of re-grasping at life, coping with
adversity. “My journal is what allowed me to hold on” says Sandra, “I noted
everything, from one day to the next, that helped me to see the positive things”.
In the string of words written and re-read, the cortége of “little joys” seems to
facilitate the perception of resources. Because writing about one articulates read-
ing about oneself. The divergence through reading calls forth different ap-
proaches to the situation. Some points of balance are lost between the discour-
agement in experimenting and the hopes raised by the presence of the child,
bouts of anxiety and periods of serenity. Today Sandra considers that this jour-
nal has been her “life-jacket”. Even if numerous passages concern the child, its
introspective and confidential dimension makes it say it is “/ers”. She does not
show it to her son. “Later perhaps,” she says.

In contrast to Sandra, other parents make the choice of “rubbing out” the
accidents of life. Philippe had two daughters of six and three years, and a little
boy of four months when his wife died in a road accident. In each of the journals
of his children, which his wife had regularly updated, he noted down “Your
mummy left us on the 3" March 1996”. 1t is he who from now on will pick up
the pen even if he had not filled in the indexes where the father was invited to
record his impressions after the birth. He considers that “for the children it’s
important. Later on, they will be able to see that there are still many things in
their childhood which resemble what other children live”. We find also that the
same concern to fabricate and “to offer the image of a happy childhood’ in the
testimony of Cindy who completes regularly and copiously her son’s notebook.
He was three when his father left them. The father has not been heard from
since. She noted the day of his departure “many weeks later, when I understood I
would never see him again,” but she followed up by applying herself to describ-
ing her son’s first return to school, his favorite activities, the re-organizing of
their life, their house-moving. This continuum in the writing seems like defi-
ance, as if the interruption of the journal should not be added to the break pro-
voked by death or separation.

By testifying, we are supported

With the possibility of appearing on the Web, journals leave the private sphere.
Child journals have not escaped from this movement of spreading personal writ-
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ings. They are often accompanied by photographs, even short video clips. The
objective declared by a certain number of these journals is, as a father writes, “zo
allow our families and our friends to participate ‘live’ in the TV-fiction of the first
years” of his son. In some cases, the journal also corresponds to the need to com-
municate with other parents. With the commentaries that readers can add, the
journals produced and diffused on the Web become productions of several hands.

These writing practices and the distribution of the texts allow us to witness
parental practices, to accumulate experience. The exchanges of points of view,
knowledge, and practices seem to be exhibited more easily in this context where
the anonymity of the Web protects everybody’s intimacy. Thus on the ‘blog’
which she has named Mamansoupeu, Eliette describes, as frequent as two or
three times a week, the approach of birth, her joys, her fears. When she elicits
some testimonies on breastfeeding, her interlocutors bring forth their commen-
taries and retrace their experiences. They describe step by step their difficulties,
their moments of doubt, their ventures, their mistakes. Some of them direct her to
relevant sites on the same theme. These testimonies favor comparisons where the
pitfalls are to be avoided and where practices that work appear. The parents do not
hesitate to comment on each other’s propositions, to mutually encourage one an-
other. The discussions which ensue do not content themselves with replying to the
questions asked: they also open up new perspectives, such as the parent who ex-
plains “how much he participated in the breastfeeding even as a father”.

The objective of certain journals is clearly to “be as useful to parents con-
fronted by the same difficulties” as those who keep them. Thus, on her ‘blog’
Célia seeks advice for her daughter of thirteen months who has never once slept
a whole night. Some journals, kept regularly for several years, describe the eve-
ryday life of parents of children affected by an illness or handicap. The chroni-
cles take up the calendar of events. They deploy day after day the multiple situa-
tions where the parents accomplish their daily acts. In the correspondence ex-
changed between net users, we can identify the mutual support that parents bring
to each other, whether they have a child in the same situation or not. In the
communications on the Web, the balance between distance and confidentiality
encourages the adults to express what is still probably too timidly affirmed in
the environment of a parent: the difficulty, the energy, the will, even the tenacity
and courage needed to be a parent. This correspondence hinging on the sharing
of testimonies, the exchange of experiences and simple suggestions, the expres-
sions of encouragement and support, seem to contribute to an explicit identifica-
tion of those resorts of the parental function which, whether for modesty or tra-
dition, are often implicit. In this “network intimacy” of the ‘blog’, adults pro-
claim the joy of being a parent and of being the parent of a child who is differ-
ent. They also express without deviating the discouragement, the sense of being
in limbo, the fatigue or exhaustion which await parents exposed to difficult
situations. The paradoxical feelings often experienced by parents are here
posted, described and discussed.
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The parent as a biographer of the child
Offering one’s past to the child

The journal is above all a “keeper of memories” (Simonet—Tenant, 2001) for the
parent and for the child. One of its goals is “to give some souvenirs to the child”.
Saida admits that this choice comes from her regret of knowing so little about
her own past. The choice of writing a journal can also be linked to the fact of
possessing one’s own childhood. Before the birth of his son, Frédéric’s parents
had removed from a wardrobe the journal they had compiled when he was a
child. The emotion he felt on reading each of the stages of his childhood made
him decide to “keep the memory of life’s good moments for us the parents and
for our baby”. He writes the first times instead of the “last times™: the last
breastfeed, the day when the child threw away his dummy, . .. These passages
were socialized in other ways by village or familial rituals in certain regions:
thus, the end of breastfeeding, for example, occasioned the endowment of pre-
sents by the godfather and godmother, while the neighbors were invited to a
toast when the child took his first few steps (Brékilien, 1978). Frédéric took
some photographs and filmed the child. Meanwhile, with his wife, he attributes
another value to writing: “we note your emotions, the funny situations, those
which form part of a life which doesn’t belong to anyone else, but to Manuel,
and to us!”. These writing practices emerge as duty of transmission, especially
when the family ties are not so stable, few propitiations to the construction of
family reminders. “When I was a child, with my brothers, the place for souvenirs
was my grandmother’s house, my brother’s children and my own don’t really
have such a place”. Whether he keeps the birth bracelet from the maternity ward
or takes note of the first words, the parent conserves the trace of privileged mo-
ments. This trace is a witness for the child of “his first steps in life”. It describes
his evolving personality and notes his reactions before the events: “fell me,
mummy, when will Anatole go back inside your stomach?” Manuel asks when
his brother is only a few days old.

Writing attempts to capture the unique character of these episodes of infantile
experience. The parent poses as a witness, primarily of the first years, those
which cannot be memorized by the child. In keeping photographs and texts,
these traces of strong affective and commemorative value, whose absence is
sometimes perceived of as “the index of defective filial relation” (Parenté,
2002), the parent weaves familial memory. As Maurice Halbwachs has shown,
this is a social construction and it is built in a context where everyone seeks to
construct his/her own identity (Halbwachs, 1925).
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The child, invited reader

The studies performed on intimate journals show that some of them are charac-
terized by writing to and for oneself, where the diarists address themselves and
exclude all other potential readers (Simonet-Tenant, 2001). This is not prevalent
in a child journal. An inherent component in the writing of journals kept by
parents is to integrate as an emblem the child as recipient when they are not
writing in his name. With the desire to retain the memory of the significant
times of childhood, parents combine their desire to be discovered by the child
when older. In proceeding with this work as memoir writer, the parents project
themselves from the moment of birth in a very different role from the one they
occupy when they highlight these crumbs of biography. As they are collecting
these souvenirs, they place them at the core of interchanging situations. The
child is designated as the invited reader of these writings, the listener of his own
exploits, and the interlocutor of future conversations. Thus Philippe is writing,
“in order to share these good times with his children later on”. Sandra pays
attention “to discuss difficult moments with her son and above all share the best
memories”. This collection of chosen moments from childhood completes a
project for the future where the parent and child find themselves reunited. A
relational project of this type was already present in the mind of Charles-Etienne
Coquebert de Montbret, who in 1781, expressed, formulating it in the terms of
the time, his joy at being a father and the happy perspectives which offered
themselves to him: “So here is the friend Heaven has given to me, he who is to
be the charm of my life, my study companion, my confidant.” The historians and
sociologists who have retraced the transformations in the family have shown
that the relational family model, which replaced the moral family, rests in part
on the resources used by the parents to retain the happy moments of childhood
and to perpetuate their memory (Muxel, 1996 ; Martin-Furgier, 1987). These
moments of exchange around the child’s first experiences sometimes take place
very early, when journals and albums are made available to the young child.
Estelle’s mother explains: “When she was three or four years old, my daughter
often looked at her album all alone or even asked me to tell her history: she
adored it when I spoke to her of the day she ate alone for the first time, for ex-
ample!”. These returns to the past go beyond the evocation of the joyous mo-
ments of early infancy. They accord the parent a privileged role, living witness
of the child’s growth. They bring to the fore their role as vigilant chaperon as
much as the relationship of love between the parent and child. On a Quebec site
a woman writes: “These books or notebooks are likewise fragments of love to
transmit to them.”

Writing and consulting these journals can be placed among the new familial
rituals. “At every birthday I bring out the album, we look at it and we read it
together” explains Saida. These traces where the best moments of childhood are
collected become the “federal treasure” of the family (Lejeune, 1986). If this
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“portable memorial” rebinds the child to an extended family network, it also
rebinds the parent to the child’s infancy and to the functions which they assured
him/her otherwise: changing, carrying, feeding. This past written and directed
by the parents, provides a collection of common references capable of fertilizing
present relations, of realizing this relational and affective family which charac-
terizes the contemporary family (Perrot, 1991). Is is founded on the communica-
tion between members, and especially on the communication between parents
and children. These souvenirs, writings and images, symbolic markers of famil-
ial history, contribute in organizing the sentimental and emotional history of the
family and in building what we can call “an affective family identity” (Bertaux-
Wiame, Muxel, 1996).

keokokokok

As with every ordinary writing practice, the writings on birth and infancy record
“the minor or major events which weave the net of everyday life” (Chartier,
2001). The history of memoirs on paper, dedicated to evoking the period of
childhood, clarify that stage of life where the adult becomes a parent. They also
witness to the antiquity of questioning the parental role. While these writing
practices on the everyday are often placed at the edge of legitimate social prac-
tices, numerous studies demonstrate that they are instruments of thought (Barré-
De Miniac, 1995). They engage the persons in appropriation behavior in the
situations being lived. They favor the processes of distancing and being objec-
tive (Lahire, 1993). These journals can be situated at the boundary between
“writings about myself” and “writings for others”, but generally they have a
designated recipient: the child. The writing transcribes images of birth and
childhood — disturbing, happy, tender, anxious; kept with the future in mind and
thus taking the form of a narration. Jérome Bruner (1983) has shown the impor-
tance of the biographical narrative in the building of oneself. This process by
which we construct reality links us to the world of others. Narrative gives a
sense of human interaction. It permits equally to rebind past, present, and future,
it helps in understanding the sense of experience. Autobiographical narratives,
brief or developed, oral or written, reveal an “I” who becomes or has become
another (Bruner, 1983).

The place which these texts on childhood occupy in numerous Western fami-
lies, marked by a writing culture anchored in the school tradition (Francis,
2002), must not lead to neglecting or obscuring the importance of the traces kept
in the memory and given back orally in other families. Thus Soudjata, of Indian
origin, who arrived in France in 2001 and is mother of two little daughters born
since, explains: “I have some photos which my daughters look at when I show
them to my guests. But the talismans which protected them when they were
young, the locks of hair, . .. I offered them to the temple when I went to India,
because these gifts to the temple protect my daughters”. In the multicultural
context in which we live now, we must consider that the scenario of the past,
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which draws these stories under construction, is far from being constituted only
by the keeping of objects and writings. Similarly, the ideal image, often pro-
claimed in parental writings, of a blossoming parenthood and a happy child-
hood, must not erase a marked reality, in every country of the world, by the
numerous forms of violence and exploitation suffered both by children and their
parents.
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(Stefano, 3 yrs. 2 mos.)
When | was inside my mommy, she knew me.
| saw my mommy through her belly button.






8. The interior experience of maternity

Gina Ferrara Mori; Italian Society of Psychoanalysis, Florence,
Italy

An unusual observatory

The choice of this topic is twofold. It stems from my extensive experience in the
consulting-room with patients who have become mothers in the course of their
treatment and from my many years of observing newborns in their families ac-
cording to the Esther Bick method.

The decisive moment however, was when I came face to face with a certain
work of art which inspired me to dedicate myself to the further exploration and
research of what I had accumulated through my own experiences and through
observing groups supervised by me and, as I will describe further on, by means
of a study and research group I conducted.

The work of art in question is Piero della Francesca’s “Madonna del Parto”
(The Pregnant Madonna, Figure). In his extraordinary and outstanding pictorial
expressiveness he offers us a rich communicative form of the very complex
mental activity relating to the interior development process of pregnancy and the
dawn of the mother-baby relationship.

Contemplating and interpreting the sublime but at the same time natural rep-
resentation levels, was for me a kind of in-depth observatory that supplied me
with a model and guide to many aspects of the interior experience of maternity,
keeping in mind the fact that artists often anticipate many discoveries in their
creative works that researchers later make about the human soul.

The fresco has been recently restored and transported to the new exhibition
space of the cemetery chapel located in an ex-school of Monterchi. A recent trip
allowed me to admire the painting in a new and more appropriate light while my
memory filled with (along with personal emotions) the series of counter trans-
ferrals which had struck me when working with patients who were pregnant
throughout the course of tests. Indeed, I remembered the interviews between
observers and future mothers, forerunners to the weekly meetings which aimed
to monitor the development of the child its own environment.

We are aware of how, in his visit to Tuscany in 1954, Chagall made a stop-
over in Monterchi (an ancient village in the high valley of Tiberina near the
border of Tuscany and Umbria) after visiting the Arezzo and Sansepolcro fres-
cos, and could not take himself away from the attraction he felt to the Madonna
del Parto, situated at the time in the cemetery chapel where the artist’s mother
was buried (Walter, 1996). The journalist who was accompanying him, after
some biographical questions about Piero and knowing that the mother was bur-
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ied there exclaimed, “Now I understand! It’s the symbol of life that is about to
be born from the maternal womb in the place of death, but this is an astounding
idea!” There is no way of knowing what went through Chagall’s mind at that
moment, but for me the sentiment uttered by a future mother to the observer
who had gone to meet her, came to mind, “You know, birth is a change of state,
just like death”.

Chagall also devoted himself to the subject of maternity on several occasions
during his stay at Paris from 1910 to 1914. Tormented by the nostalgia for his
homeland Russia, he painted not Holy Mary, but pregnant peasant women on a
background of rural scenes with men and animals. Inside they show an oval
shaped image on the abdomen of the baby standing up as if it were possible to
see inside the uterus of the mother. The idea probably derives from iconography
of the Greek-Orthodox church and Byzantine art. In modern times it is now
possible to see the fetus inside the uterus by means of ultrasound which allows
the mother to monitor the growth and movements of the fetus during the preg-
nancy. The desire for the visible internal baby as opposed to the invisible inter-
nal one existed before the era of new technology!

There is a story of a cult in honour of Piero’s fresco, that some think contin-
ues in secret even today — the pregnant women of Monterchi and surrounding
areas make a pilgrimage to the cemetery chapel in the belief of putting them-
selves under the protection of Piero’s Madonna and asking her help in coping
with birth. The belief in the protective role of the Piero’s pregnant Madonna was
so strong that still in 1954 the Monterchi women prevented the painting from
being transported to Florence to an exhibition, as they did not want to be de-
prived of her protection for even a short period of time. This cult, which defers
to the intense need for a reference figure particularly before the birth, totally
disregards the artistic recognition which was attributed to the work.

If we closely and repeatedly observe the Madonna del Parto painting, we are
struck by its extraordinary ceremonial fixedness and at the same time by the many
signs of human reality and truth similar to those yielded from studies and research
on maternity. By depicting the Madonna in her pregnant condition, the artist di-
minishes the aureole attached to Her, she appears less like “Holy Mary” and more
like “Mary”, and makes her seem more “womanly”. In the painting she is standing
between two angels who are raising the curtains to reveal her. On the one hand,
the curtains highlight the majesty of Mary and on the other, they emphasise the
well-known need for protection and refuge linked to the fragility of the particular
condition. She is wearing a simple and common dress “well-suited to her pregnant
body and as if she could have been any other woman from the village.”

The whole curtain, which in the past also included a large red dome, creates
an image of a type of casing and gives an impression of symmetry, solidness and
strength, containing in its turn the baby inside. Altogether it gives the effect of
the Russian Matryoshka dolls, one inside the next, Mary inside the case and the
baby inside Mary.
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Figure 1. The painting represents the announcement of the coming event: the birth.

Mary’s right hand rests on her stomach as if to reassure herself of the baby’s
presence and to protect him. This is a typical gesture made by pregnant women,
the left hand lies on her side with her palm facing outwards. This very much
takes away the solemnity of the scene, rendering the figure very realistic and
close to the gestures of normal women, which Piero must have observed in the
countryside (Piero used this hand position in the Arezzo frescos in the depiction
of both the enigmatic young woman from the Flagellazione di Cristo [“The Fla-
gellation] and the queen of Saba’s maid). This depiction of Mary does not show
her with a book in her hand like other paintings of Mary at the Annunciation or
of the birth, the book signifying another presence — the baby, the Word accord-
ing to evangelical literature.
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Expert observers of future mothers can note the difference of the position of
the two hands. The right hand is linked to the concentrated and absorbed expres-
sion showing the fullness and intensity of the mother-baby relationship with an
attitude of self-admiration. The left alludes to a reality left behind, put aside so
that it does not interfere with this communication and privileged fusion which
will end in the feared moment of birth. The relationship with the partner, sexual-
ity, commitments and more can be put aside.

Mary’s dress opens from the front and does not emphasise the increase in her
body size. It shows a white stripe where her right hand is placed, highlighting
even more where there is new life and at the same time that it is not easy to have
this new being contained inside. The shoulders positioned backwards also seem
to indicate the need to support the baby’s weight.

Biographies of Piero by Vasari have commented how this image of Mary,
very womanly in her pregnant condition, certainly idealized but also very realis-
tic, can be attributed to the artist’s attachment to his mother who gave birth to
him after the death of his father and lovingly brought him up.

Studies and reflections for an observatory of interior maternity

Pregnancy, which from its beginning is referred to as “maternity”, has been
described and defined in various ways. It has been the object of multidiscipli-
nary research and studies providing an extremely vast territory of objective and
subjective biological experiences and is perceived in many ways from past and
present socio-cultural contexts. It is, without a doubt, a major psychosomatic
event.

Interior maternity entails the development of the feminine identity and a for-
ming-process of mental representations. It is the place for fantasies, emotions,
desires, dreams, and the place where bonds and affections are formed, new rela-
tionships made, and it is the home of this fantasized internal baby, soon to be-
come a real external one.

With a group of psychoanalysts and psychotherapists of analytical orientation
with a long history of experiences together in the course of studies dedicated to
the observation of the newborn in its family environment and to research and
study about maternity, we designed an Observatory for understanding this “ma-
ternal atmosphere” which develops in the pregnancy period and determines new
mental events and transformations in the organisational processes of the individ-
ual.

Going back to baby-planning, running through all the stages of the pregnant
state, exploring the changes that occur, considering the prenatal status of the
infant and maternal management as stages in the development of the child and
the mother, have all meant working with a “pre-infant observation” approach, as
I defined it on the occasion of the Infant Observation Conference in Florence
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(1999), and subsequently at International Conferences on Infant Observation in
Krakow (2002) and Florence (2004).

In the initial period of our work we discussed a great deal what methodology
to adopt in our exploration of the “interior maternity”. We decided to use obser-
vation set-up and group discussion according to what we had learned from the
work of Esther Bick, choosing to distance ourselves from the vast literature of
numerous techniques and research methods, and concentrating instead on the
pregnant condition based on questionnaires and structured interviews in differ-
ent forms, all ways of studying mental representations and/or narrative models.

Reflecting on maternity in today’s climate led us to examine the events which
have brought about great changes: contraception, medical prevention, abortion
laws, artificial insemination techniques, and new social and family pressures.
The desire to have a baby or give one up, the desire for a healthy baby, a baby
planned for at a stable time, a baby with that particular partner, connote a great
freedom of choice rendering maternity a more mature and mindful decision,
while we also encounter certain ambiguous sentiments surrounding the mystery
of the origins of creative breeding. Behind every new birth and every unborn
baby there is a unique story filled with dreams, feelings, unconscious mecha-
nisms, desires, and different realities.

The relative paternal role in the relational dynamics with the future mothers
was kept in mind, even if we have not yet been in a position to properly investi-
gate it. We also considered very carefully the idea of exploration methodology
which, from the very beginning, leaves the mothers under the biological moni-
tor-control-domain undoubtedly aimed at prevention, preparation, and at the
physical well-being of the mother and fetus. It is not certain however, how well
this respects the mental life of the future mother. We have our doubts and ex-
periences which bring this into question and have discovered that these kind of
interventions can take the mother away from “thinking”, from being in contact
with her baby still inside her, from feeling the new relationship which is form-
ing, even if this course of treatment is certainly aimed at providing support and
reassurance. The pregnant women are definitely placed in a position of infantile
regression by this health/prevention system and various types of alliances with
or dependencies on the different health workers surrounding them are formed.

The ultrasound is a test which has become routine and is repeated several
times during pregnancy. It has a notably important role if we reflect on the
amount of information it gives on the life of the fetus and its abilities with reper-
cussions on the fantasies the pregnant women has, transforming the “imaginary”
baby into something much more real, an encounter with the real “fetus” already
being called a “baby”.

The first ultrasound serves as a type of “pregnancy certificate” and guarantees
that all is normal. If this is the case and if until that moment the mother had been
forming mental representations of herself and the imaginary baby, she now dis-
covers the existence of another independent being and finds herself facing the
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responsibility of carrying a child, as if already born, inside her. At this point her
role is no longer solely that of ‘daughter’ but also already of ‘mother’. Michel
Soulé (2000) spoke about the idea of the “abortion of the ghost” in describing
the end of the fantasies with the sudden visible and verbal (the words of the
ultrasound technician) confirmation of the fetus, now “figurative” and it is un-
certain for how long this block lasts. This is certainly the case for some women,
but for others it is possible that a re-organisation of the maternal imagination
takes place. The first, and in fact subsequent ultrasounds, give the sensation of
“worrying extraneousness” (Soulé) which seem to correspond to the Freudian
descriptions of “The Uncanny” (1919) and which, if experienced, risks hinder-
ing the recommendable amount of imaginary investment in the fetus.

Mainly contributing to this disturbing aspect of the ultrasound procedure is
the hesitation in recognising that it is all about a living being. Ultrasound techni-
cians, gynecologists and various staff members involved, already use the word
“baby” at this stage in order to humanize it and reduce the sense of extraneous-
ness, bringing the activeness of the fetus to attention, its repetitive or rhythmic
movements and the sounds coming from its heartbeats. Of course the other posi-
tive aspect of the ultrasound test when carried out in the presence of the future
father is that it can also aid the parentalization process of the couple.

Before the era of ultrasound tests, the first indication of the activeness of their
babies for future mothers was when they were able to feel their movements
(around the fourth-fifth month) which are often described in relation to their
daily life. They often told their close-ones or let them feel the movements, letting
them share the experience and assigning a place to the baby in the family. At
one time, these movements had a mysterious communicative significance, they
were looked forward to, and attempts were made at deciphering their meaning.
They were also observed by external figures, and provoked with physical con-
tact (hands placed on abdomen). The baby became real but also inspired repre-
sentations and dialogues that were still imaginary because they were “internal”.

The amniocentesis procedure, which is currently considered more and more
necessary, also has a worrying and anxiety inducing effect as is widely known.
One of our colleagues told of one her patient’s dreams at the fifth month of her
pregnancy: “I was locked in a room and heard a buzzing sound get louder and
louder. I realised it was a helicopter which was circling the house sometimes
approaching the window threateningly where I was able to see and hear it more
clearly”. Immediately after telling her about this, she went on to say how the
previous day she had undergone amniocentesis and hadn’t liked it at all. The
patient identified with the fetus inside and projected her own anxieties experi-
enced during the test procedure onto it.

Among all the theoretical contributions and research on maternity we have
discussed in the course of our study (for example, contributions from Franco
Fornari, Massimo Ammaniti, Fausta Ferraro and many others belonging to the
vast Italian and international literature on the topic), much interest surrounded
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the work of Monique Bydlowski (French psychiatrist and psychoanalyst) carried
out over many years in a maternity ward. She has published various works in-
cluding the volume “Je réve un enfant” in which she discusses the interior ex-
perience of maternity, along with the culmination of observational, biological,
sociocultural, and artistic points of view.

The theory proposed by Bydlowski on “psychological transparency”, described
as “maternal psychological activity characterized in particular by the decrease in
the pregnant woman’s normal strength in facing unconscious repressed content
with a marked hyperinvestment in her personal affairs and infantile conflicts,
accompanied by major fluctuations in mental representations centred on undeni-
able narcissistic polarization”. “The state of consciousness seems to become
modified and the threshold of permeability in the unconscious and preconscious
state is lowered’ (Bydlowski 1991) is much in keeping with our own hypotheses.

Bydlowski notes that the progression of pregnancy can be divided into vari-
ous stages. Firstly, (in the sense of psychological transparency), the perception
of the fetus as a concrete baby due to it being conceived and growing inside the
womb, has its corresponding fantastical imagery and should still be considered
an “internal object”, reactivating deep within the recesses of her mind the baby
the mother once was, or believes to have been up to that moment.

Subsequently as she approaches the final month of pregnancy, the fetus, as
yet unborn but almost newborn, begins to take on an external status leading the
pregnant woman to move away from the idea herself as “the container of the
content” but with more of a focus on the future newborn. At this stage the fetus
begins to be objectified in the mother’s mind.

After birth, all of the mother’s attention goes towards her baby which has
now become a real external object even though many traces of the previous
mental representations still remain. This process does not always happen gradu-
ally and does not necessarily coincide with birth. Many women still harbour
their dreams of pregnancy after several weeks; they feel like they have lost the
internal object while the external baby, driven by the strength of its needs for
survival, stimulates her into dialogue (Vallino, 2004).

Other authors have described the various phases of pregnancy, indicating them
with respect to corporeal transformations, anxieties, mental representations, fear of
labor, and delivery. However, Monique Bydlowski chose to highlight the chang-
ing from an “internal object” to an “external object”, assigning particular impor-
tance because, as already discussed, exploration methodologies and especially the
ultrasound test lead to the premature objectification of the future newborn by the
mothers, rendered almost newborn in the images and photos.

Esther Bick was not in a position to contemplate the development of these
tests which nowadays initiate a dialogue between a (premature?) mother and
her baby which, from the first ultrasound, is already perceived as an external
object.
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The observatory of interior maternity

The structural plan for an Observatory suitable for interpreting and “narrating”
the experiences that surround the beginnings of the mother-baby relationship
was gradually outlined based on the experiences and competencies of the study
and research group on interior maternity.

The locations and real and emotional contexts that allowed the group to
deeply explore the experience of pregnancy were vastly diverse, enabling them
to “contemplate” and describe:

1. Preliminary Infant Observation meetings
The methodology involves a preliminary meeting at the beginning of the observa-
tion period, to take place preferably in the final period of pregnancy.

For Esther Bick (1964) the first meeting was important for introducing the
observation plan to the future mother, making arrangements, fixing the setting,
and making the mother aware and getting her used to the presence of the ob-
server who is non-intrusive but respectful and participates emotionally.

Practical experience demonstrated how important this first encounter between
future mother and observer was, as it allowed the sensing of an already emotion-
ally rich ‘maternal atmosphere’, the immediate and complex transference be-
tween the projections of the mother onto the observer and the mother’s strong
emotional involvement in facing this new experience.

Our research group highlighted how these first encounters include vital mo-
ments for the observation of interior maternity. It was actually noticed that, from
the very beginning, it is possible to observe the state of anxiety felt when birth is
imminent and various warning signs in the mother-baby relationship and
mother-baby-observer relationship which subsequently set in.

We found a correlation with the research carried out by Peter Fonagy (1992)
which highlights the predictions that can be made at this stage about future
mother-baby relationships through the study of the maternal mental representa-
tions surfacing during the pregnancy. He identified continuity between the ma-
ternal style which sets in during the pregnancy and the one carried on after birth.
The final phase of pregnancy requires the mother to prepare herself psychologi-
cally for the separation from the baby inside her, the typical anxieties surround-
ing this and the fear of loss.

Donald Winnicott observed and documented the existence of an abnormal
psychological condition amongst women who had just given birth, a particular
condition which, without the involvement of a baby, could be taken for a genu-
ine mental pathology which he refers to as “primary maternal anxiety”. This
condition develops gradually before reaching a sharp sensitivity level during
pregnancy, particularly towards the end and after birth (both prenatal and post-
natal primary maternal anxiety are referred to, the latter associated with the
well-known physiological post-partum depression).



The interior experience of maternity

93

The reality of the anxiety is almost always present at the first encounters and
can often be revealed due to the presence of the observer, as if being seen as the
concrete representation of the obvious and inevitable fact of the imminent birth
(similar to the sudden appearance of the angel at the Annunciation) making the
pregnant woman face the reality of the vicinity of birth and interrupting the ma-
ternal fantasies and experiences of fusion.

In the preliminary meetings we find ourselves at a point where the interior
relationships between mother and future baby have already begun. This inspired
us to look back and explore the beginnings of the psychological process which
brings about the forming of the mother’s new identity — from Infant Observation
to Pre-Infant Observation.

I cite below a detailed example of maternal atmosphere and warning signs in
the mother-baby relationship (confirmed at subsequent observations).

At the first encounter, Ms. R., in her thirties, of non-Italian nationality and

expecting her first child, was attentive to all the practical and concrete as-

pects, self-assured, competent and had everything pre-arranged and organ-
ized.

Starting from the first statement (. .. my house is small, it’s fine for two
but maybe not for three”) she seemed to have not made any mental space for
the baby, she never referred to any fantasies she had about him — we don’t
know if he was planned for or if she had thought of a name. Even the cot
(“wooden rocking cot”) is small — a play cot situated in the corner of the
couple’s large room. The interview is based on the mother’s descriptions of
how she continued to work and follow a dance course up until the seventh
month, only feeling the baby at night, not wanting to “see him” (stressing the
importance of the half-light in the delivery room and clinic nursery, “I want
the lights dimmed”). She did an accelerated prenatal course in preparing
“for the birth”. She plans to give birth in the presence of many people; her
husband, sister, gynecologist and another obstetrician. The needs and fears
surrounding the imminence of birth (due in nine days) seem to be replaced
with the organization of an exceptional birth, using her power to create in a
narcissistic way, a type of crib where wise men and shepherds are in adora-
tion of Mary giving birth.

The difficulties for this mother in having emotional connections (mental
representations) with the future baby are found in the vicissitudes of our ob-
servation of mother-baby relationship which continued over two years. Al-
ready at the second observation session, the mother tells of how the baby’s
bottom is red and inflamed, somatically concretizing contact problems. The
observer also notes that there is no visual or mental contact with the baby.
The mother does not name the baby (as previously alluded to) after the birth.
In the first observations she manages to see the baby, which is put to sleep all
covered up in its little cot at a safe distance, with difficulty whereas the
mother continues to go into — in detail — what the baby “does” and shows the
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observer photos of the baby and a big album full of photos of the baby’s de-
velopment from zero to three years. At around the fifth month the mother re-
turns to her native country to her mother’s house. The baby was hospitalized
for persistent atopic dermatitis, kept isolated for a certain period in a sterile
room where the mother could see him and give him milk as if they were both
in a large incubator. The baby’s skin problems are resolved and the mother
finds a way to improve contact with the child until she can return to Italy.
(Observer Laura Mori)

2. In the consulting rooms

In our capacity as psychoanalysts and psychotherapists the pre-infancy period is
examined in our consulting-rooms when the patient plans for a baby and then
experiences the entire pregnancy and subsequent phases with us. In this context
the state of interior maternity is highlighted by means of transference-
countertransference movements and expresses itself in ways particular to psy-
choanalytical methodology.

The presence of clinical facts which induce and/or determine the pregnancy in
question are also taken into account along with the displacement of anxieties and
defences in many cases. There are changes in the analytical relationship due to
the new object which has entered into the patient’s life — the fetus playing its
own role as transference object, a situation familiar to any analyst who has worked
with pregnant women. The psychoanalytical treatment becomes an opportunity
for the “active” observation of interior maternity and the mother-baby relation-
ship and at times the patients show a certain level of self-observation in order to
speed up the analytical process. The analyst and patient both undoubtedly wit-
ness the transformation of the “patient” who is experiencing an “interesting”
situation requiring a continuous readjustment of the whole clinical setting. The
interpretative as well as control function (non-explicit but on the analyst’s mind)
are maintained in the treatment room.

Description of a clinical sketch:

One of my young married patients who required treatment for her depression

resembling her mother’s depression, told me at one of the first sessions of her

and her husband’s plans to have a baby. After only a few months of analysis

did she begin to tell me about the anxieties she had about not being able to

have a baby and subsequently about the investigations which had begun to

discover the cause of infertility — which turned out not to be attributed to her
but to a weak sperm count in her spouse.

Her desire to have a baby became clear throughout the analyses and her
need to treat the depression was tied in with wanting to be a sufficiently good
mother.

Modern insemination techniques involving her and her husband finally
succeed and she becomes pregnant.
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Until the 3 month of pregnancy there are rich fantasies and forming of
fears and hopes which climax at the amniocentesis test which indicates that
the fetus is a healthy boy. The patient recognises the contribution of the
analyses in being able to get in touch with her psychological movement and
profound emotions. At around the sixth month the patient at a session tells me
that she cannot pay attention to what I am saying. She is thinking about what
is happening inside her, about the placenta and the cells of the fetus’ organs
which are growing and explains that it’s not that she’s thinking about it
scientifically but it is her new role of expressing energy from her mind to
her tummy. She speaks of her “displacement”. In that moment [ realized that
1 also needed to “move myself” as analyst in order to welcome what was
arriving again between us. At this stage in the analysis she vaguely remem-
bered her dreams and appeared to close herself in with the baby silently
assuming different positions and moving in a way that made the situation
seem “sacred”, reminding me of Piero della Francesca’s “‘Madonna del
Parto”.

The patient contentedly brought the pregnancy to term, the analyses contin-
ued and after two years she became pregnant again without external interven-
tion. 1 had the opportunity to follow her case through the second pregnancy and
note that she achieved a balanced maternal role for the second time.

3. Preparation for maternity

From our first year of work, we discussed some of our experiences as public
health workers and in particular our participation on the prenatal courses, which
we regarded as important occasions in which to observe interior maternity. The
prenatal course is where pregnant women can speak about their subjective ex-
periences. If a warm and intimate maternal atmosphere is successfully created
within the group, the women express themselves spontaneously, begin to get in
touch with their own body and gradually get closer to the fantastical world link-
ed with their own experience of having been babies with their mothers. They
feel the fetus-baby still inside them, not just see it in the ultrasound test.

The courses are generally aimed at women who are in their last months of
pregnancy, the period of great changes to the body and extreme physical and
emotional tiredness often accompanied by senses of loneliness and isolation.
The woman needs a figure of reference and support in this period and tends to
favour fellow females. It is important for them to share their maternity experi-
ences with other women, the sentiment of “being one of us”, as they say.

The period is accompanied by the sense of loss of their previous state, a type
of evolutionary struggle and anxiety of experiencing a transformation of their
female identity into a new maternal code. It is necessary for the woman expect-
ing a child to harbour a positive image of maternity and the historical figure of
the obstetrician is traditionally characterized as the woman who knows every-
thing, who survives deliveries, who banishes any lurking threat of death.
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The women who had given birth described of how they anticipated meeting
their baby in their dreams, as though for them it is impossible to imagine the
delivery itself — the unknown. They describe: “I dreamt of a baby already grown
and nourished, but didn’t see his face clearly”, “I often dream about a baby who
wakes up without crying and who smiles at me when I go to his crib” and
“I’'m ok now but I had a difficult pregnancy up to the fifth month and I dream of
the delivery only from the part where they cut the cord — it’s a really nice
dream”.

Excerpts of two moments from these group atmospheres:
The “baby-mothers” (conducted by Linda Fortini)
In the discussion held at one session (about 15 future mothers), lines of think-
ing emerge as to the role of the obstetrician at the delivery. Some of the
women who had given birth prefer to hand over the management of the deliv-
ery, feeling a great need for dependency on a figure of reference. This regres-
sion makes them appear like “baby-mothers” ("Here, I am taught what to do
and if I didn’t know, 1’d panic. . ..”)

“The color of the delivery room” (Conducted by: Daniela Martignano)

In this session the simultaneous presence of the obstetrician and psychologist

clearly represent two different aspects, like the body and the mind, in one re-

ality (the pregnant individual). The women seem to go from one to another
depending on their specific needs. During the session, the topic shifts from
the imminent birth to future problems with regard to breast-feeding and then
back to the birth again (“we need to go back there”). Anxieties coming from
external reality (examinations, preparation for and management of birth) add

to internal anxieties and everything seems quite overwhelming, almost like a

“mini breakdown”, with phases of denial and/or idealization (“Is it possible

to choose the color of the delivery room?”).

4. Pre-infant observation

Our research greatly benefited from the possibility of following the cases of

some women right from the beginning of their pregnancies. The most significant

moments and changes taking place were discussed in the group which trans-

formed emotionally and intensively to understand the interior maternity of these

future mothers.
Below is the brief report of a hairdresser’s pregnancy (observer: Luigia Cresti).
This was quite an “atypical” observation case as the young pregnant woman
(33 year-old hair-dresser who we will refer to as “Daniela”, active and en-
thusiastic about her job, quite an extrovert and well able to enjoy life, simple
but sensitive) was already acquainted with the observer. The observer had
known the woman from adolescence to adulthood, albeit not in a professional
sense, and had witnessed the gradual definition of her femininity and her sen-
timental choices and finally the decision to have a baby “with the right man
at the right time”.



The interior experience of maternity

97

It seems that, up to the second month, D. attributed the role of listener of
her interior movements to the client-observer. She tells the observer sponta-
neously of her pregnancy and immediately describes a dream:

“I was inside a type of big balloon full of water. It wasn’t transparent,
there were lots of what looked like pumpkin seeds and some peat. I was
swimming the breaststroke, without seeing very well in front of me when I
caught a glimpse of a little head coming my way — it was a baby girl with
chubby face and light-blue eyes and she was looking right at me!

In this dream we notice the normal regressive identification with the fetus-
baby, a baby reactivating the same one D. once was and the incipient as-
sumption of the maternal role with the imminent arrival of the intimate meet-
ing with the potential baby. There is an obvious sense of difficulty in “focus-
sing” on this new emotional experience.

The overall course of pregnancy confirms the impression that it signifies an
important maturation process for the young woman. Internally, it involves the
double identification process with the fetus and her own mother. The series of
internal processes dealing with the relationship of her own mother is in the
form of a dream in the latter stages of pregnancy” ( 6" month). “I was dream-
ing about my mother as she actually is, about 60 years old. I saw her while
she was in the throes of labor, she was at home and I offered to accompany
her to the bathroom to give birth. Then I saw her with her feet in the bath tub,
legs slightly open, but she was telling me to go away and tell my father to
come in. Shortly afterwards I saw a baby comes out of the bathroom with a
curly head and already walking” (One of her brothers does have, in fact, cur-
ly hair).

Here we see fantasies and anxieties of an Oedipal nature towards the
mother and her procreative abilities. There is also recognition of the paternal
role accompanied by a sense of her own exclusion from the primary scene.
This is followed by an unconscious “‘repairing” anxiety compared to infantile
impulses of Oedipal rivalry and perhaps envy to restore fertility to her
mother. It seems highly significant in her internal history as a child including
the surprising arrival of her little brother.

The observer was able to verify the reorganization process of the young
woman'’s femininity over the course of the months involving her having to re-
nounce aspects of her life, which was not easy — from being an independent,
active girl, free to enjoy travelling, dancing, spending time with friends, D.
needs to stop working at the 5" month as advised by her gynecologist and
then gradually reduce travelling by car, which allowed her to get away for a
few weekend holidays until the beginning of the 7" month, after which she is
advised to learn how to “keep calm”.

In the final months, D. repeatedly expresses the desire to “get some air”,
reminiscent of claustrophobic anxiety. Her pregnancy is actually quite de-
manding and there is also a family history of Down’s syndrome entailing a
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“hidden crisis” of which we detect indirect signs and slightly manic-defensive
behaviour. D. smiles, actually laughs a lot, sometimes with an air of excite-
ment, up to the final phases, minimizing her fears surrounding the amniocen-
tesis and birth. (on many occasions the staff points out the possibility of a ce-
sarean delivery). At the 9" month the defence against the anxiety felt towards
the birth seems to intensify by means of fantasies and dreams in which D.
“by-passes” the birth experience, imagining that her baby has already been
born, raised and is walking about. She tells of having dreamt “that she was at
the hospital, she knew she had already given birth and she saw the babies
walking about. Then she left the hospital with these two little ducks .

Throughout the course of this pregnancy, the significance of the ultrasound
tests and the way of communicating their result was very interesting. The tests
seem to have had a significant emotional investment for D. and in fact from
the 3" month they force D. (in a rather traumatic way) to face the idea of
an “external object” due to the revelation of the fact that she is expecting
twins!

Regarding the “trauma’ of discovering about the twins it seems that this
was rather quickly and positively emotionally integrated, actually nourishing
a “heightened” sense of herself and identification with the idea of being a
strong, fertile, mother. The fact that the placentas are distinct contributes to
the development of anxieties surrounding expecting twins, and faced with
subsequent ultrasound images we see D. constantly making the effort to dis-
tinguish between the two fetus (by weight, measurements, position and differ-
ing kicks).

1t is interesting to note how D. appears disturbed at the vision of the “little
pieces” of baby produced by the ultrasound images but as if it inspires a
global image of the babies or the perception of embryonic “gestures” which
are potentially full of meaning (the fetus scratches its head or seems to open
its mouth).

D. develops a rather stable perception relatively early and differentiates the
temperament of the two baby girls (one livelier and larger, the other calmer
and smaller) showing her mental adaptation to the two babies. At the 8"
month, D. shows the observer a homemade piece of furniture, separated into
two parts, which she personally made for the two unborn babies. The two dis-
tinct spaces are very clearly cut out in the little home for the two babies, each
in its own placenta as they were seen in a previous ultrasound. The mother is
creating a double space — both physically and mentally for her daughters, still
helped and supported by her husband, as known by the observer.

The babies are born by caesarean section, one smaller than the other and
the case is followed by the observer for another two years.
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Conclusions

In conclusion, I list below some of the main points of our research and experi-

ence in the form of “central ideas”.

1. Every experience of interior maternity is unique. The uniqueness of
every mother-baby relationship has already been highlighted in many 1O
studies.

2. There is a constant presence of a certain amount of anxiety (‘“hidden erisis”)
which fluctuates in the way it emerges and manifests itself in relation to po-
tentially distressing events to do with the development of the pregnancy, with
the results of biological monitoring, in particular environmental situations,
and most of all, dependant on the transformation of the unconscious mental
representations (for example after a dream).

3. There is a need for figures of reference (the mother, obstetrician, gynecolo-
gist, partner or observer).

4. The future newborn is precociously objectified, it is perceived as almost al-
ready born due to the virtual images from the ultrasound, however still in its
internal baby (fetus) state. It has not yet taken its place in the mental space
and therefore constitutes a “premature” mother-baby relationship.

5. A complex process of identification of the pregnant woman with her own
mother exists.

6. Pre-infant observation and listening to future mothers has a deep transfora-
tional function: they change themselves from mothers who feel, see, speak,
dream, and suffer to mothers who “think”. In 10, the phenomenon of mothers
who learn to observe their own baby is often discussed.

The work methodology adopted centred on group discussions, the experiences in
various sectors of the observatory (presented here in reduced and limited for-
mat), the quantity of theoretical analysis, acquired knowledge and competencies,
recording and collection of all the meeting minutes (each group member took
their turn to write up the minutes which now form an Archive on interior mater-
nity) are all elements which contributed to constructing a “work in progress”
atmosphere in the group over the period of time. Moreover, every group member
had a mindset which was very much sensitized to listening, observing and un-
derstanding particular psychic processes which accompany the pregnant woman
from the baby-planning stages to after the actual maternity experience when the
baby has been born.

The Observatory, as well as being a research and study space, became an
educational environment with professional figures prepared to develop a new
clinical and therapeutic climate for the consultation and treatment of pregnant
women when they most need it. I maintain that this helping environment is
greatly beneficial to the work of health staff in the maternity sector and can
contribute to the prevention of frequent and, at times, tragic post-partum psychi-
atric disturbances.
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The group of co-workers consists of Luigia Cresti Scacciati, psychotherapist
psychologist; Linda Root Fortini, psychotherapist psychologist; Isabella Lapi,
psychotherapist psychologist; Arianna Luperini, psychoanalyst psychologist;
Daniela Martignano, psychologist; Marco Mastella, psychoanalyst neuropsy-
chiatrist pediatrician; Fiorella Monti, psychotherapist psychologist; Laura Mori,
psychotherapist psychologist; Gristina Pratesi, psychotherapist psychologist;
Gabriella Smorto, psychotherapist psychologist.
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(Federica, 4 yrs. 7 mos.)
| got born again; one time | was born from my mom’s tummy, and one time from my
dad’s tummy.
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Within the life cycle, becoming a parent represents a fundamental step involving
important changes in the psycho-sociological life of a couple (Zeanah et al.,
1990; Abelin, 1971; Bimbi, Castellano, 1990). It also represents a ‘marker
event’ (Levinson, 1987) which has significant repercussions on the development
of adult personality.

The birth of a child should be considered within a precise ‘context’ (under-
stood here as both a socio-psychological network — including the mental rela-
tionship, work, social support, and psychological support for the partner — and
the socio-cultural context in which the father’s role and function are envisaged).
Furthermore, even though parenthood is a step which is taken at a particular
time, it is nonetheless part of a long process of growth. For this reason many
scholars emphasize the significance of this event in terms of ‘developmental
crisis’ or even ‘developmental phase’. On the one hand, many scholars underline
the growth and the personal development of both parents, on the other, they tend
to emphasize how the choice of having a child interacts with various psycho-
dynamic dimensions which refer to: the history of the couple, the family and its
intergenerational relations, a revision of the way individuals have experienced
maternity and paternity during childhood, the gender differences implied by
motherhood and fatherhood respectively, and, in general, the configuration of
new identities, which appear to be connected to the sense of the self and to the
separation from, and the confrontation with, one’s own parent figures (Erikson,
1964; Fonagy, Target, 2001).

As far as the parents are concerned, the need to allow space for a third person,
who has the right to occupy a precise place and has a precise role, means devel-
oping a complex process which, on a behavioral level, requires reorganizing the
couple’s schedules and physical spaces and, on a mental level, involves prepar-
ing to welcome the baby, by creating an adequate psychological space. In so
doing, parents work towards constituting an efficient and well balanced triad,
thus avoiding exclusions and the formation of coalitions. In this sense, the func-
tion of parents appears simultaneously extremely complex and very delicate.
The choice of having a child, which implies important psychological processes
in relation to the individual, the couple, and the very notion of generativity —
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understood here as the ability to take care of what parents have given birth to
together, that is to take care of the other’s difference (Mahler et al., 1975; Scab-
ini, Cigoli, 2000) — requires a redefinition of masculine and feminine identity.
The birth of a child therefore also implies a change in the way parents relate to
each other. On the one hand there is the weakening of ‘companionship’, that is
the pleasure that ‘doing things together’ can give; on the other, however, there is
the intensification of the ‘partnership’, that is the sense of belonging and sup-
porting each other.

Since the 1980s, researchers and psychologists investigating the function of
parents have shifted their attention from a study of the development of maternity
to an analysis of the father’s function, its development and its influences on the
child’s development, thus bringing to the fore the importance of this figure
which had been neglected for a long time.

One of the first and clear conceptualizations of father involvement is Lamb’s
work (1987). According to this model, the role of the parent involves three
stages: involvement (the parent interacts on a one-to-one basis with the child
during activities such as feeding, playing etc); accessibility (the parent is at the
child’s disposal both physically and psychologically); and responsibility (the
parent feels responsible for the child’s well-being and his/her care). Although
Lamb’s work (1987) was the starting point of much research into father in-
volvement, it has also been criticized. For instance, authors such as Hawkins and
Palkovitz (1999), Hawkins et al. (2002), Palkovitz (1997) and Daly (2001)
maintain that research on fatherhood over the last thirty years, has conceptual-
ized the father’s involvement in the child’s birth in terms of a specific temporal
event in relation to components which are directly observable, thereby sustain-
ing a unidimensional vision of this notion. In contrast, Hawkins and Palkovitz
(1999) propose a pluridimensional vision of father participation, which consists
of affective and cognitive, as well as behavioral, components which can be di-
rectly observed, and which have often been studied in relation to fatherhood.

The development of various positions on father involvement has led contem-
porary researchers to consider possible ways of conceptualizing and measuring
father involvement. In so doing, research contributes to the analysis of this phe-
nomenon, in an attempt to clarify (and, more recently, to extend) existent con-
ceptualizations of fatherhood, increasingly focusing on specific aspects (Day,
Lamb, 2004; Doherty et al., 1998; Hawkins, Dollahite, 1997; Lamb, 2004; Palk-
ovitz, 1997; Pleck, Masciardelli, 2004). In particular, Palkovitz (1997) has inno-
vated the concept of father involvement by identifying 15 important categories
of parental participation: communication, teaching, control, ability to develop
judgments about what is going on, guidance in situations of need, care giving,
handling capacity, separation of interests, readiness to help, ability to plan for
the future, repartition of the activities, affection, protection, and ability to offer
emotional support by advising the child. Research in this field is paying
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greater and greater attention both to the quality and quantity of the father’s par-
ticipation in his children’s lives (Cabrera et al., 2000; Hawkins, Dollahite,
1997). This development is very challenging for researchers, and this is particu-
larly true in relation to the development of reliable criteria of evaluation which
could enable an assessment of father participation from a pluridimensional per-
spective (Day, Daughter, 2004; Hawkins et al., 2002; Marsiglio, Day, Lamb,
2000; Palkovitz, 2002; Parke, 2002; Roggman et al., 2002).

Many researchers have taken up these challenges in the attempt to develop
relatively brief and fairly global measures for evaluating father participation,
capable of representing the complexity of this pluridimensional construction
adequately (Hawkins et al., 2002). It must however be said that occasionally
these attempts have lost sight of the complete range of behaviors which reflect
the diversity in the way individuals approach their parental role. A fundamental
issue related to this problem, concerns the conceptualization of father participa-
tion as comprehensive of all the domains which researchers have recently identi-
fied or imagined as a unitary construction. This issue is essentially reflected in
the identification of father involvement with a unidimensional view of a
pluridimensional construction. Indeed, if father participation is unidimensional,
it means that participation, as a general construction, is something which should
be measured with a single generic variable (for example, we could measure
father participation and reach the general conclusion that for those fathers who
are less involved it is an extra).

Although various theoretical conceptualizations have been discussed, the
surveys on previous research (Russell, Radojevic, 1992; Tiedje, Darling, 1996)
have brought to the fore the fact that it is difficult to systematize the data due to
the wide range of themes involved, the complexity of the works themselves, and
the lack of underlying conceptual models which could integrate the various dis-
coveries in a more wide-ranging perspective. In spite of this, in our opinion, it is
possible to emphasize two important perspectives, which remain fundamental
even though they present the same limitations highlighted in the surveys men-
tioned above. The first is a clinical perspective founded on psychoanalysis,
which involves the formulation of new models for the interpretation of the father
function and the transition to fatherhood. The second is an empiric-
psychodynamic approach, which has focused, in particular, on empirical studies
of aspects connected to the development of an image of the self, the concept of
attachment, and other variables associated with the transition to fatherhood.
Clearly we could not avoid referring to a common psychoanalytic background
and the implications it might have. These references have emphasized a change
in the role of the father (Parke, 1998), who is no longer perceived solely as an
authoritative figure, but is conceived of as a more complex one.

The expression ‘transition to fatherhood’, refers to the lapse of time from the
beginning of pregnancy to the first month of the infant’s life. During this period,
the role of the father, and everything it implies, becomes an ‘object of invest-
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ment’ (Farrel, Rosemberg, 1993). This moment of transition must be studied as
a specific phase in the development of an individual’s personality, during which
the individual’s level of development until that moment concurs with the spe-
cific social network he enters (Hawkins et al., 1993).

The psycho-dynamic clinical approach

Although interest in the ‘father’ and ‘paternity’ dates back to the 1980s, there
are fewer studies on this subject than on maternity (Chalmers, Meyer, 1996;
Barclay, Lupton, 1999). In addition, the literature does not seem to consider the
socio-cultural changes which nowadays influence this experience (Draper,
2002). This particular field of research has often been criticized because it seems
to be an extension of the research originally conceived as an analysis of the
parental experience of mothers (Draper, 2002). The way fathers perceive them-
selves as fathers and the way in which the socio-cultural context influences con-
temporary experiences of fatherhood are therefore virtually unknown. Indeed,
early research focused on the difficult adaptation of fathers to their new function
on a physical (Ferketich, Mercer, 1989; Hyssala et al., 1992; Mason, Elwood,
1995), psychological (Klein, 1991; Mercer et al., 1993), and psychiatric level
(Ballard, Davies, 1996; Leathers et al., 1997), thereby offering a sort of
‘pathologized’ vision of paternity (Lupton, Barclay, 1998), according to which
fathers rarely have the opportunity to describe their experience (Sharpe, 1994).

It is precisely in this direction that research has moved in the last few years
(Strass, Goldberg, 1999; Catherine et al., 2000; Draper, 2002; Piccinini, 2004;
Kugelberg, 2006), by focusing attention on this particular moment of a man’s
life both within the family and in relation to his own well-being.

Currently, the focus is on the change in the father’s role. This change is obvi-
ously connected to the transformation of the social representation of the father’s
function (for example the growing commitments of women in the workplace),
the different demographic profile of new families and the increasing debates on
children’s well being, which are of course related to a proliferation of scholarly
works emphasizing the importance of father involvement during the period
which precedes birth of the first child (Marsiglio, 1995; Lamb, 2004).

This new broad perspective has led to an increase in the literature on paternity
(Cabrera et al., 2000; Day, Lamb, 2004; Tamis-LeMonda, Cabrera, 2002). How-
ever, no researcher has offered an exhaustive description of the way boys be-
come parents, and, as yet, no researcher has provided a single theory capable of
explaining the complex development which shapes the paternal experience
(Cabrera, 2000). For example, if we consider the idea that awareness of the fa-
ther role and its significance forms during the period which stretches from child-
hood to the birth of the first child (an idea that is essentially based on the fact
that boys become fathers of boys who will, in turn, become fathers in the fu-
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ture), it appears that childhood experience and paternal capability are not di-
rectly related. For instance, Hoffert (1999) shows how fathers reveal that they
relate to their children more on the example of their fathers than their mothers,
even when they admit they had irresponsible fathers.

During pregnancy, the role of the father is defined in terms of the support and
help provided in the preparation of an adequate physical and, more importantly,
psychological space within the couple, into which the new member will enter.
This clearly implies, in the father too, the activation of complex processes of
integration and adjustment of identity, which appear intimately connected to the
Oedipal phase (Ammaniti et al., 1995). From this perspective, research focusing
on changes in the conception of the self, appears particularly interesting. This
research has highlighted three different aspects which help the individual’s
growth: the sense of identity as a parent; the locus of control, and self esteem.
These elements reorganize other aspects of the self in order to establish a more
coherent sense of the self in various roles, especially in relation to the new role
of parent (Strauss, Goldberg, 1999).

These changes, which lead both parents to develop their own parenthood,
appear as determinant elements from a psychological perspective, not only in
order to categorize the vast range of experiences, but also to interpret future
events (Zeanah, Stewart, 1990).

The process of transition to fatherhood, a period which is closely connected to
the birth of the first child, is a period of major change and reorganizations,
which may occasionally be the cause of drastic personal, conjugal, familial, and
social changes. The couple must create a psychological space for their child, and
this begins during the last three months of pregnancy, when fetal movements
become clear evidence of the baby’s presence and encourage parents to fantasize
about their child and their new identity as parents (Zeanah et al., 1990). The
parents’ picture of the child includes phantasmal representations of the child
endowed with its own personality and belonging to the mother and father (Stern,
1991). These representations will of course undergo modifications at the child’s
birth and will influence the quality of the conjugal relationship. In particular, the
parents’ ability to anticipate their child’s mental state is a fundamental process
which can lead to the establishment of a secure relationship of attachment with
the parents (Fonagy, 1991). In relation to this, Fonagy and co-workers (Fonagy,
Steel and Morgan, 1991; Steele, Steele and Fonagy, 1996; Fonagy and Target,
1997), have introduced the notion of ‘reflective self’, a concept which has be-
come operative through the ‘Self Reflect Function Scale’ and which refers to the
capacity to understand each other’s mental states in terms of mental representa-
tions.

It is important to remember once again the sequence proposed by May (1982)
in relation to the way fathers acknowledge the pregnancy. According to May,
fathers are initially suspicious of the pregnancy, and wait for it to be confirmed.
They then accept it as a verified fact, and in the end, during a third phase which
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begins with the third trimester, fathers live the pregnancy as a fundamental stage
in their lives, finally defining themselves as fathers.

In relation to father involvement during pregnancy, May (1980) emphasizes
that the relationship with the partner can be of different kinds, and identifies
three profiles: the observer, fathers who consider the pregnancy as external to
their lives and essentially view it as something which falls within their wife’s
competence (an attitude which leads them to remain at a safe distance from this
experience); the instrumental father, who emphasizes his present and future
responsibilities towards the child; and the expressive father, who appears emo-
tionally involved in the event and elaborates on the child’s life within the couple
from the very moment the woman announces she is pregnant.

In spite of these three different levels of emotive involvement, recent research
(Piccinini, 2006) indicates that at a low level of emotive involvement, some
fathers find it difficult to acknowledge their child as real even during the last
three months of pregnancy.

Palkovitz’s re-conceptualization of the father’s involvement within the couple
emphasizes a pluridimensional perspective and also underlines the cognitive and
affective functions typical of parenthood, aspects which have not been the focus
of, or have not been actually considered by, previous conceptualizations. Other
approaches have recently developed from a socio-constructivist (Marsiglio et al.,
2000) and social (Amato, 1998) perspective.

Our contribution to this topic

In recent years we have focused on the ‘transition to parenthood’, in an attempt
to broaden the theoretical conceptualization of this period and identify specific
methodological tools for an empirical study of these conceptualizations. This
aim has been realized thanks to a substantial research on both the pregnancy and
the baby’s first month of life. The research was carried out on 112 couples at the
seventh month of pregnancy, who were contacted again immediately after birth.
However, this paper refers only to some aspects of the work carried out, namely
those concerning the period of pregnancy. The average age was 24 for women
and 28 for men. The socio-economic level, calculated by means of the Four
Factor Index elaborated by Hollingshead (1975), indicated a family average of
35.5. In descriptive terms, this suggests that approximately half the parents of
both sexes had attended secondary school for at least for a few years. From a
professional point of view, more than half of the sample was employed, in pro-
fessions that ranged from generic workers, to industrial managers earning a good
salary. The methodological interest, on the basis of a psychodynamic background,
has led to the creation of The Clinical Interview for Parents During Pregnancy
(CGG; Lis et al., 2000).
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The CGG is a semi-structured interview which aims to study the emotional and
affective attitudes of parents during pregnancy, focusing in particular on certain
areas such as: the development of pregnancy (sensations, feelings, fears), fetal
movements, fantasizing about the baby’s physical and mental characteristics.

On the basis of the data offered by the application of the CGG, we have identi-
fied the different styles of involvement/detachment which fathers expressed dur-
ing the interview. These styles conceptually refer to the dimensions highlighted by
May (1980) in terms of the father’s involvement (observer, expressive, instrumen-
tal), and are depicted in terms of scales. Every scale is, in turn, evaluated by the
father in relation to the baby, the couple and his own parents (Lis et al., 2000).

The Reflective Self Function of the CGG was also assessed through three
sub-scales: the global reflective self function (GRSF), the frequency of low
reflective self function (LRSF), the frequency of medium and high reflective self
function (HRSF). The father’s function was investigated in relation to three
main elements: the baby, the couple, and the father’s own parents. The value of
the Reflective Self Function was assessed on the basis of 5 grades (1, 3, 5, 6, 7
and 9). More precisely, the LRSF was assessed using grades from 1 to 3, while
the HRSF by using grades from 5 to 9. The LRSF was interpreted as a sign of
low reflective capability, which is explicit but not characterized by a particular
sensitivity, whereas the HRSF was interpreted as a sign of a marked reflective
ability.

The results obtained through a descriptive analysis of the data (Tables 1 and
2) are given below.

Although parenthood is a fundamental aspect of adult life, there are very few
studies on the projected psychological states which the father’s role evokes in

Table 1 Standard average values and deviations referring to the fathers’ Reflective
Self Function.

Level of Reflective Function Average SD
GRSF Infant 0.17 1.24
Couple 3.16 1.28
Parents 3.58 1.54
HRSF Infant 3.27 2.16
Couple 2.04 1.58
Parents 1.57 1.44
LRSF Infant 5.24 0.13
Couple 2.03 2.40

Parents 3.25 2.18
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Table 2 Standard average values and deviations referring to the style of father
involvement/non-involvement evaluated through the CGG.

STYLE Average SD
OBSERVER Infant 3.39 0.14
Couple 2.24 2.37
Parents 0.09 2.05
Total 7.36 5.37
INSTRUMENTAL Infant 0.18 0.14
Couple 0.18 2.21
Parents 0.81 1.26
Total 7.51 0.42
EXPRESSIVE Infant 10.31 6.51
Couple 4.51 3.21
Parents 0.12 2.39
Total 17.43 0.21

future fathers (Gerson, 1989). Our results emphasize the complex nature of the
Reflective Self Function and father involvement during pregnancy. The fathers
who took part in our research were mainly characterized by their expressive
involvement, which is followed by their instrumental involvement. In contrast,
the ‘observer’ style seems very limited. Furthermore, we can say that fathers
who have an expressive style exemplify this style more when talking about their
children than when talking about the couple or their own parents. This aspect
seems to fully confirm the available literature on the subject (Abelin, 1971; Ger-
sonv, 1989).

Regarding the level of Reflective Function, as expressed by the fathers we
interviewed, they generally show a Low Reflective Function, especially in rela-
tion to the child. This aspect, which is also confirmed in existing scholarly
works, suggests that fathers are unable to experience this event with an intensity
similar to that experienced by mothers: the baby is pictured in more realistic and
less imaginative terms, and this probably depends on the fact that the event is
experienced differently from a physical point of view (Mebert, 1989; Piccinini,
2006).
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10. The psychosomatic approach
to contraceptive choice
Beth Alder; Napier University, Edinburgh, United Kingdom

The term ‘psychosomatic’ literally means ‘of the mind and body’. Research into
the use of contraceptives has tended to concentrate on the somatic rather than
the psychological aspects. The use of condoms has been evaluated by those
interested in sexual health and sexually transmitted diseases rather than contra-
ceptive choice. It will be argued that to understand influences on contraceptive
choice, both psychological and somatic approaches are needed. This paper will
address the psychological aspects of contraceptive choice. It also will ask why,
in the present state of knowledge, contraception fails, and whether understand-
ing the motivation to overcome infertility can promote our understanding of
contraceptive choice (Alder, 2006).

In spite of the development of safe and effective contraceptive methods, unin-
tended pregnancies are common. Effective contraception is relatively inexpen-
sive and available in all European countries but still there are unwanted preg-
nancies. In England and Wales, the proportion of conceptions terminated by
abortion rose from 19.4% in 1991 to nearly 23% in 2002 with the highest per-
centages in those aged under 20 or over 40. In 2002, the Total Fertility Rate
(TFR, sum of age and specific fertility rates expressed per woman, controls for
the changing age distribution over time) in England and Wales was 1.65 per
woman, which is similar to the rates between 1920 and 1940, before the wide-
spread use and acceptability of contraception (Population Trends 2004, Social
Trends 2004, http://www .statistics.gov.uk/).

If women request termination of pregnancy it is usually because of failed
contraception, lack of use of contraception, or inappropriate contraception. It
might be expected that following a termination request women would be more
highly motivated to prevent a subsequent conception. In a study of 100 women
in Switzerland, of those attending for termination of pregnancy 69% claimed
that they had used contraception in the cycle that had resulted in the pregnancy
(Bianchi-Demicheli et al., 2001). Most women (83%) intended to use contracep-
tion to prevent another pregnancy. Most women (60%) were using the pill six
months later and fewer used condoms. Most women changed their previous
method of contraception even though that method would have been recom-
mended (Bianchi-Demicheli et al., 2003).

Sexually active individuals make a choice about which contraceptive method
to use. This changes as they get older, or as the relationship develops. In a report
based on surveys in 1992, Oddens (1996) suggests that attitudes towards the
perceived medical nature of some contraceptive methods (oral contraceptives,
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sterilization, and IUDs) influence contraceptive choice. Miller and Pasta (1996)
carried out a study on the contraceptive choice of 40 couples over a four-year
period. They distinguished between method-choice and method-use in decision-
making. Method-choice is about continuing with the present method or changing
to a new one. Method-use is the actual use of the selected method, e.g. taking
the oral contraceptive pill daily or inserting a diaphragm. They found that hus-
bands and wives appeared to have equal influence on method-choice but inten-
tions depended on their own preference.

Although we assume that knowledge about contraception is freely available
in Western societies there is some evidence that it is not widespread. Medical
students by the very nature of their chosen profession and education might be
expected to have a good understanding of sexual health. However a study of
medical students in England found that there was poor knowledge of the failure
rate of condoms and of abortion rates (Fayers et al., 2003). There was a small
effect of increasing knowledge with increasing years of medical training. Gard-
ner (2001), in survey of over 100 nursing school students, found that fear of side
effects or health risks were the most frequently cited reasons for stopping pill
use, and that the views of health care providers were influential.

Low rates of knowledge in women about the oral contraceptive pill were
found by Little et al. (1998). However, by providing an educational leaflet in a
randomized controlled trial they were able to increase the knowledge signifi-
cantly. Knowledge is important in trying to understand contraception choice and
many studies have been directed at specific groups such as teenagers. In a study
of over a thousand teenagers in Scotland, one third of sexually active girls aged
less than 16 years were found to have used emergency contraception (Graham et
al., 1996). Scottish teenagers were well informed about the existence of emer-
gency contraception, but many did not know when and how to access it properly.
There have been significant changes in patterns of sexual behaviour in the last
fifty years and many of these have been attributed to change in contraceptive
use. We have seen a rise in sexual activity among young people. The median age
for first sexual intercourse in the United Kingdom dropped during the early
1990s and is now stable at around 16 years for both men and women. Even be-
fore the age of 15, about 18% of boys and 15% of girls report having had full
sexual intercourse, with similar proportions having engaged in oral sex (Tripp,
Viner, 2005). These data have clear implications for the risk of pregnancy and
for sexual health.

Traditional societies in the West and many societies in other parts of the
world assume that for women, bearing children is a natural expression of femi-
ninity and that for men, it is a duty to have children. With changes in lifestyle
for women and diminished gender inequalities, more couples may choose to
remain childless and increasing numbers of couples delay the birth of their first
child. The proportion of women who never have children appears to be increas-
ing. It is expected that over a third of women born in 1967 will be childless at
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the age of 30 (Matheson, Baab, 2002). At the same time there is global concern
about the burgeoning worldwide population (Morse, 2000). In some countries
there are state policies to regulate fertility and to limit family size. In others,
there is concern about the proportionate increase in the ageing population with
fewer young people to care for them. In both types of societies, socio-political
pressures may centre on the role of women.

In couples of average fertility pregnancies may be unplanned, but not un-
wanted. In others, who are of lower fertility, there are those who would like to
become pregnant, and those that are not concerned about infertility. In their
study of nearly 400 couples, Miller and Pasta (1995) found that child-timing
intentions followed by child-bearing intentions were the most important factors
in predicting attempts to conceive. Women are expected to conform to societies’
expectations of the right time to have children and the right number. Using
qualitative data, Woollett (1996) describes how women are expected to be free
to choose how many children they have, as long as it is not ‘no children’, not
‘only one child’, and not ‘too many’. They are expected to have children neither
when they are ‘too young’ nor ‘too old’. There may be ambivalent attitudes to
those who choose to remain childless. Lampman and Dowling-Guyer (1995)
gave six scenarios describing couples with different family situations to over
200 undergraduate students. They rated the scenarios on characteristics of the
couples and their relationships. The results showed negative ratings towards
voluntary childlessness but they were less negative towards involuntary child-
lessness.

These are the expectations of society and thus may be expected to vary from
decade to decade and from culture to culture. Not only do we need a psychoso-
matic approach to understanding contraceptive choice, we also need a social
context. The biopsychosocial model used in health psychology incorporates the
biological aspects as well. The model suggests that biological, psychological,
and social aspects of a person’s life affect health and illness (Schwartz, 1982).
Biological factors include genetic inheritance. Individuals differ in their vulner-
ability to disease, in their physical make up and thus in their potential fertility.
Their physical functioning (including sexuality) may be determined by an early
experience (e.g. a childhood illness or accident) or later behaviour (e.g. smoking
or substance abuse). All these interact with each other and health is a dynamic
process. Psychological factors that are familiar to psychologists include cogni-
tion, emotion, and motivation. In the context of fertility, cognition might be the
desire to have a family life, emotion might be maternal or paternal longings and
motivation may calculate the cost benefit of having a child. And all these might
account for differences in health behaviour. However, psychological factors
influencing health behaviour are, in fact, far more complex and therefore, social
cognition models have been developed to understand health behaviour (Conner,
Norman, 1996). Social factors include a society which values reproduction, our
health behaviour, and our use of health care.
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Another way to understand the psychological aspects of contraceptive deci-
sion-making is to consider what happens when positive decisions about having
children are not fulfilled. Infertility or subfertility has been addressed by ad-
vances in reproductive technology but delaying planned pregnancies increases
the likelihood of fertility problems. Research studies have found little evidence
for psychogenic effects on infertility. Studies that attempt to compare character-
istics of patients with apparent organic infertility with those having unexplained
infertility are difficult because the extent of unexplained infertility may reflect
the sophistication of the infertility investigations (Edelmann, Connolly, 1996).
Berg and Wilson (1995) looked at the pattern of distress in 104 couples with
primary infertility attending for infertility investigations. Forty per cent of men
and 49% of women met the inclusion criteria on the SCL-90-R scale (Derogatis,
1977). In a third of the couples neither were distressed; in 18% the male only
was distressed; in 22% the female only was distressed, and in 27% both partners
were distressed. Edelmann and Connolly (1996) assessed sex-role type (Bem,
1974) on psychological functioning in a sample of 130 couples presenting for
primary infertility but before diagnosis. Masculine men were the least anxious
but there were no relationships between anxiety and sex-role type in women.
Depressive symptoms may be associated with infertility but the infertility may
also be associated with the use of anti-depressant drug therapy (Lapane, et al.,
1995).

Overcoming infertility is stressful, possibly painful, time consuming and
expensive. Attempts have been made to understand the powerful motivation for
parenthood in couples attending for infertility treatment, and this should also
promote our understanding of reproductive decisions and contraceptive choice.
A simple cost-benefit model has been used but listing of reasons may not reveal
the complex motivation of infertile couples. The desire for children can be in-
nate. Coplin et al. (1998) found that the main reason for wanting a child was
‘happiness’ followed by well-being, motherhood, identity continuity, and social
control. The Parenthood Motivation list (Van Balen, Trimbos-Kemper, 1995)
showed in a retrospective study few differences between women having in vitro
fertilization (IVF) and non-IVF mothers. Langridge et al. (2000) used network
analysis to investigate the reasons for parenthood among expectant couples and
couples presenting for treatment by IVF or donor insemination (DI). The sample
was small (ten expectant couples, ten about to have IVF and 14 presenting for
DI) and no recruitment response rate was reported. Similar to the results of other
studies, these authors found that the most important reasons were the need to
give and receive love and experience the enjoyment of children, and these were
strongly interconnected. Pressures from family and friends were not given as
reasons.

Clearly contraceptive choice is more complex than assessing acceptability
and effectiveness and is bound up with decisions about reproduction. A psycho-
somatic approach will promote our understanding.
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(Giulia, 3 yrs. 8 mos.)
Daddy wanted me because | wasn’t there, | wanted Daddy.
Mommy and Daddy wanted me.
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11. Counselling for infertility
and its treatment
Jacky Boivin; Cardiff University, United Kingdom

Introduction

Counselling for infertility has a long history, and during this time the goals of
psychological interventions have changed significantly. From the mid-1940s to
the 1970s, most interventions were aimed at dealing with the psychological
conflicts that might be blocking pregnancy, whereas from the 1970s to the late
1990s counselling focused more exclusively on the personal, marital and social
effects of fertility problems. As we move into the new century, the accessibility
of medical intervention for infertility and the numerous treatment options now
available to couples means that treatment-related issues are now dominating the
counselling.

Counselling to improve pregnancy rates

The first point of entry of psychology into infertility medicine was via psychia-
try. The psychosomatic theory was extremely popular in the 1940s and 1950s
and it was introduced to obstetrics and gynaecology where it was readily ac-
cepted as an explanation for diagnostic mysteries of the time. With “unexplained
infertility” diagnosed in nearly 50% of the cases, fertility experts were keen to
off-load untreated cases to other specialities while still appearing to have re-
solved the diagnostic problem. The emergence of psychogenic infertility as a
diagnostic category achieved this goal. Whilst infertility was not among the
original psychosomatic disorders, Helen Deutsch (1945) wrote extensively on
the conflicts that were responsible for reproductive failure in women. Infertility
was perceived to be a defensive reaction against pregnancy. If a pregnancy oc-
curred, it would then allow psychological conflicts about motherhood to surface
with catastrophic results. Consequently, the “specific” psychic conflicts pro-
posed all involved difficulty assuming the motherhood role: masculine-
aggressive personality, feminine-immature personality, hostile dependence on
mother, etc. Although Helen Deutsch is frequently cited, many others contrib-
uted to the application of such principles to the problems of infertility,
for example Benedek (1952) and Sandler (1959) were influential in holding
the view of psychogenic infertility best exemplified by Menninger (1943):
“Her illness represents a psychic conflict sailing under a gynecological flag”.
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Ideas of psychogenic infertility were discredited in an early review. Noyes
and Chapnick (1964) evaluated 75 studies related to psychogenic infertility and
showed that the majority of studies were vague in their assumptions and hy-
potheses, and clearly biased in favour of finding a psychogenic etiology. More-
over, in most studies psychogenic infertility was diagnosed by the process of
exclusion: if no organic pathology was observed, then it was a psychogenic
etiology (Sandler, 1959). However, none of the studies provided compelling
evidence for the case of psychogenic infertility (Noyes and Chapnick, 1964). In
light of the conceptual and methodological flaws identified by the review, Noyes
and Chapnick concluded that psychological factors could not be linked in a con-
vincing manner to reproductive failure. Publications of this paper coupled with
advances in reproductive surgery reduced the need for psychogenic explana-
tions. For example, Drake et al., (1977) showed that when laparoscopy was
introduced, 75% of women with unexplained infertility demonstrated abnormal
findings. Although a psychoanalytic approach to understanding fertility prob-
lems continues to be an approach (e.g., Christie et al., 1998), it has generally
been concluded that longstanding infertility is unlikely to be exclusively caused
by psychological stimuli (Wischmann, 2003).

Despite this ultimate demise, the influence of the psychosomatic theory on
research and clinical goals is nevertheless immense. First, psychosomatic theo-
ries were revised to accommodate multifactorial models of disease etiology, so
that researchers in the area of infertility directed their attention to the vulnerabil-
ity of all patients to the physical effects of psychological factors (particularly
stress). In the biopsychosocial model, any disease state is thought to have multi-
ple determinants (i.e., biological, environmental, social, and psychological) with
extent of individual susceptibility to disease dependent on personal history (e.g.,
genetic, developmental, and learnt) (Engels, 1977; Lipowski, 1984). In combina-
tion with concepts from behavioural medicine and health psychology, much of
the research published recently concerns identifying these psychological influ-
ences and the trait factors that may moderate their effects.

There is now compelling evidence associating psychological factors with
fertility potential. Negative affect (e.g., anxiety, depression) has been associated
with longer cycle duration (Hjollund et al., 1999) and reduced conception in
healthy women trying to conceive (Sanders & Bruce, 1997). Further evidence
for stress effects comes from fertility treatment studies showing that stress indi-
cators are associated with a poorer ovarian functional response to treatment
(Lancastle, Boivin, 2005) and reduced fertilization, implantation, and live birth
rates, regardless of whether stress is assessed via mood states (Klonoff-Cohen et
al., 2001; Sanders, Bruce, 1999; Smeenk et al., 2001) or physiological parame-
ters (e.g., cortisol, Facchinetti et al., 1997; immunological parameters, Gallinelli
et al., 2001). These associations remain even after controlling for obvious con-
founders, for example, life style (e.g., smoking) and health (e.g., weight) factors
(Klonoff-Cohen et al., 2001; Sanders, Bruce, 1999). A recent study has estimated
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via modelling techniques that approximately 13% of the variability in ovarian
response to fertility treatment is attributable to variations in psychosocial profile
(Lancastle, Boivin, 2005).

Second, psychosomatic perspectives influenced the goals of psychological
interventions and this directive persists to this day. Psychological therapy was
mainly conceived as a way to address the psychological conflicts that might be
blocking pregnancy, and an improved pregnancy rate is still an important goal in
many therapies used today (Domar et al., 2000). The link between decreased
distress and increased pregnancy rates was initially held on the basis of anecdo-
tal reports lacking validity. For example, reports of couples conceiving after
receiving reassurance from the physician (de Watteville, 1957), adoption
(Sandler, 1965), holidays (Ayala, 1974), or transfer of the medical burden to
medical staff skilled in coping with such situations (Stone and Ward, 1956).
Early interventions were mainly recommended for women because male infertil-
ity was believed to “lie outside of the psychological domain” (Benedek et al.,
1952). The preponderance of women in most clinical evaluations of psychologi-
cal interventions in infertility (e.g., Boivin, 2003; de Liz, Strauss, 2005) shows
that this bias is still in effect, though it is currently known that this may be due
to a lack of interest on the part of men (Boivin et al., 1999) rather than a referral
bias on the part of medical staff.

Although improved pregnancy rates are a key goal for clinical interventions, a
recent review offered only equivocal evidence of the effectiveness of counsel-
ling in achieving this goal. In the period 1966—2000, 15 studies evaluated the
psychological interventions for infertility and included pregnancy as an outcome
variable (Boivin, 2003). In these studies, the variety of interventions which were
used could be grouped into either supportive-expressive (e.g., counselling,
psychodynamic) or educational (e.g., relaxation or coping training) interven-
tions. Though approaches differed, all proposed that a decrease in psychological
distress would be associated with an increase in pregnancy rate. Despite clear
indications that therapies reduced negative affect, especially anxiety and depres-
sive symptoms, evidence was not compelling in terms of pregnancy rate. Studies
were almost equally divided in terms of the findings, namely, 8 showing no
effect of counselling versus 7 providing evidence of an increase in pregnancy
rates.

Given such equivocal results, two interpretations were offered for the findings
(Boivin, 2003). One possibility was that interventions were effective in produc-
ing the kinds of psychological and biological changes necessary to enhance
reproductive potential. This explanation would be in line with numerous studies
claiming to show that psychological distress can interfere with the biology of
reproduction (e.g., Bydlowski, Dayan-Lintzer, 1988). A number of psychobi-
ological mechanisms could account for such effects including effects on gonadal
function in both women (Lancastle, Boivin, 2005) and men (Clarke et al., 1999)
and negative effects on uterine receptivity and implantation (Boivin, Schmidt,
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2005; Rabin et al., 1990). Moreover, such effects would be consistent with a
large body of psychological research showing that talking about traumatic
events, as would be emphasized in counselling interventions, can have demon-
strable effects on physical health (Pennebaker, Susman, 1988).

Alternatively, positive findings may be due to spurious effects introduced by
methodological weakness. One factor that would have an obvious effect on
pregnancy in these studies is the concomitant use of fertility treatment. Almost
all positive effect studies in the Boivin (2003) review sampled patients during
treatment so that pregnancies could have been due to medical treatment rather
than to psychological interventions. The finding that the pregnancy rate in the
studies showing positive effect was similar to that in medically treated patients
could support this contention.

Whilst the influence of psychosomatic contributions can still be seen to this
day, the last 20—30 years focused more on counselling approaches seeking to
improve quality of life of infertility patients through better awareness and man-
agement of psychological consequences of infertility.

Counselling to address psychological consequences
of infertility

The shift from cause to consequence in the goals of psychological interventions
in infertility is mostly associated with the advocacy movement of the 1970s, in
particular the rise of support organizations for infertile people whose goals in-
cluded increased public awareness of the emotional needs of this population
(Menning, 1979). Another potent influence on counselling perspectives of the
time was the application of the Kubler-Ross (1969) descriptive framework (of
reactions to death and dying) to infertility, whereby the experience of infertility
was described as being accompanied by “...a nearly universal syndrome of feel-
ings” that included shock/surprise, denial, isolation, anger, guilt, and grief
(Menning, 1979). These contributions re-focused research and clinical work
toward understanding and dealing with the psychological consequences of fertil-
ity problems rather than their psychological antecedents or cause.

First, a plethora of studies were carried out and aimed at investigating the
negative effects of infertility and its treatment on the well-being of individuals
and couples. Various methodologies were used including comparisons between
infertile and fertile individuals, comparisons across different stages of the medi-
cal process and evaluations concerned with the effects of new treatments, to
name but a few. The outcomes assessed were also numerous, including mental
health, marital and sexual relationships, quality of life, family and social func-
tioning, and so on. By the end of the 1980s, definitive conclusions could be
drawn in some areas. For example, psychological functioning was within the
normal range, women experienced more intense negative reactions to childless-
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ness than did men, infertility strengthened the marital relationship, and several
reviews of this vast literature have since been published (Wright et al., 1989;
Greil, 1997). This literature also uncovered risk factors for the development of
psychological disturbance following the infertility diagnosis, including gender
(woman), parity (childless), pre-existing psychopathology, high need for parent-
hood, reliance on avoidant coping, and marital conflict (Boivin, 2002). Research
with this population lead to an improved understanding of psychological impli-
cations associated with medical interventions (e.g., use of donor gametes) and
their effect on individual and family life. Such studies revealed, for example,
that the cognitive and psychological development of children conceived through
donor gametes in heterosexual or lesbian families was similar and in some cases
superior to naturally conceived children (Golombok et al., 1996; van Fraussen
etal., 2001).

A second major effect of the shift from cause to consequence was that a main
aim of counselling during this period became to assist couples, particularly
women, to identify, “work through” and thereby resolve the syndrome of feel-
ings that were purported to accompany a diagnosis of infertility. This approach
was in keeping with the significant influence of the Kubler-Ross (1969) frame-
work at that time and, the perception that “couples must grieve those losses”
(Mahlstedt, 1985). This goal was achieved using diverse theoretical frameworks:
ego and self psychology, developmental and crisis, grief and loss, cognitive-
behavioural, family systems, and gender-based theories (Hammer-Burns, Cov-
ington, 1999). Ningel and Strauss (2002) presented a list of therapeutic goals
described in clinical papers concerned with infertility counselling and these
could be grouped as those aimed at reduction and management of distress, im-
provement of marital communication and relations, facilitation of decision-
making, and helping people to achieve a “good life” in spite of the infertility.

Recent reviews of infertility counselling interventions would suggest that
psychological interventions with this population appear to achieve some of these
goals (Boivin, 2003; de Liz, Strauss, 2005). Research has shown that psycho-
logical interventions can reduce symptoms of depression, anxiety (Stewart et al.,
1992; Wallace, 1984) and infertility-specific distress (Strauss et al., 2002), im-
prove marital and sexual relations (Tuschen-Caffier et al., 1999) and coping
(McSweeney et al., 1997) as well as modify negative life style factors (Domar
et al., 2000; Clark et al., 1995). Taken together, a review of 25 independent eva-
luations of clinical interventions in infertility showed strong beneficial effects
on the reduction of negative affect and infertility distress, but more minor effects
on interpersonal and social relations (Boivin, 2003). The latter findings may be
due to the fact that changes in longstanding behaviour may be more difficult to
produce or evaluate using short-term interventions and follow-up periods that
mark the psychological interventions used in this population.

The lack of spectacular effects for counselling, coupled with emerging evi-
dence that couples were not using the offered psychological services (Boivin
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et al., 1999) prompted clinicians and researchers to take a more critical approach
to the psychological services being offered. In other words, more research is
now directed to understanding the ‘who, what, and when’ of effective interven-
tions: who benefits, from what intervention, and when. The need for such reflec-
tion has become more pressing as evidence-based principles are introduced into
psychological fields (Chambless, Hollon, 1998). The increased utilization of
medical treatment has also an appreciable impact on the type of psychological
services required (and requested) by infertility patients and lead to another
change of focus in counselling that emphasizes medical decision-making and
coping with medical intervention.

Current and future directions
in psychological interventions for infertile couples

In Europe, 2.1% of children are now born using assisted reproductive technolo-
gies (ART) and more than 300,000 ART cycles are performed every year (Ny-
boe Andersen et al., 2005). Although success rates for individual cycles is 20%,
cumulative pregnancy rates show that more than half of the couples embarking
on ART treatment can expect to eventually conceive (Stolwijk et al., 2000). The
utilization rate of ART increases every year, with a cumulative increase of 40%
since 1997 (Nyboe Andersen et al., 2005). The treatment options available ex-
panded significantly since the introduction of in vitro fertilization (IVF) and
related technologies, so that effective treatments are now available for problems
considered irresolvable in the early days of infertility medicine, for example,
male infertility (i.e., ICSI) or advanced female age (i.e., oocyte donation and
ovarian preservation). However, these treatments have relatively low success
rates and numerous factors, including psychological variables (Lancastle,
Boivin, 2005) influence whether they will be initiated or successful. The in-
creased number of treatment options, the significant investment that couples
make in pursuing treatment, and the impact of psychological factors on imple-
menting and success suggest that treatment-related issues frequently dominate
counselling for infertility.

Three treatment influences on counselling have emerged. First, it is apparent
that psychological factors determine initiation and continuation of treatment.
This view is based on two recent findings that have implications for what coun-
sellors do in fertility clinics. First, it has become obvious that a relatively small
proportion of people pursue medical treatment (about 40%) even though parent-
hood is a significant life goal for most (Greil, McQuillan, 2004). Ambivalence
about parenthood, a reluctance to acknowledge the existence of an infertility
problem and negative attitudes toward medical technology all seem to contribute
to treatment initiation. Second, it is obvious that people discontinue treatment
prematurely and that for a significant proportion this is due to psychological



Counselling for infertility and its treatment

129

factors (Smeenk et al., 2004). Therefore, individuals are increasingly seeking
counselling to help in decision-making regarding the continuation or termination
of treatment (Boivin et al., 2005).

Decision-making interventions in health contexts are becoming more and
more important. Historically, decision-making was considered to be solely the
domain of the treating medical team. However, the changing attitudes within
health contexts, increased education of patients generally and through self-
directed research (i.e., internet, Epstein et al., 2002) points to the fact that pa-
tients increasingly want to share in the decision-making process. A growing
body of research shows that interventions aimed at increasing active patient
involvement and shared decision-making (e.g., through the use of Decision
Aids) ensures that people feel better informed about how their health conditions
are going to be treated or managed, with the result that things would work out
better (O’Connor et al., 1999). Informed patients feel better about the decision
process. Their decisions are more likely to match up with their preferences,
values, and concerns. These patients are more likely to comply with the required
treatment regimens, and they often end up rating their medical experience after
treatment as better than those who play a more passive role in decision-making.

A second effect of the significant investment in treatment has been the need
to address factors that may compromise the success of medical interventions.
Research on treatment success showed that life style factors (e.g., smoking,
alcohol use, weight, and stress) are important in determining whether people
achieve a pregnancy naturally or in treatment (Klonoff-Cohen et al., 2005).
These findings indicate that infertility counsellors need to focus on interventions
that help people address these problematic life areas. Health psychology offers
an impressive array of interventions designed to decrease health risk behaviours
(e.g., smoking, obesity) and increase health-promoting behaviours (e.g., exer-
cise). However, only a few researchers have thus far focused their interventions
on modification of maladaptive behaviours to improve quality of life and preg-
nancy rates (Domar et al., 2000; Clark et al., 1995). For example, the Mind
Body program, a cognitive-behavioural intervention, does not only aim to re-
duce anxiety and depression, but also to minimize the negative effects of life
style factors (e.g., obesity, poor nutrition) through additional sessions focused
exclusively on exercise and diet education (Domar et al., 1990). It is clear that
such interventions will increasingly facilitate success rates, as well as improve
quality of life for infertile patients.

A third consequence of the considerable amount of time spent in treatment is
the increased emphasis during counselling on identifying and implementing
effective coping strategies to manage the rigours of treatment. The relationship
between coping and adjustment to infertility is more or less consistent with the
general literature on coping. First, emotion-focused types of strategies, for ex-
ample, disregarding negative treatment information like low success rates,
avoiding pregnant women, or fantasizing about life with children are associated
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with more distress in terms of depression, negative psychological symptoms and
marital distress (Morrow et al., 1995). Second, problem-oriented strategies are
associated with less distress on these measures. For example, obtaining informa-
tion about infertility, seeking advice, or dealing with the problem directly is asso-
ciated with better adjustment after treatment (Litt et al., 1992). Social support has
been associated with better adjustment to infertility generally and during treat-
ment (Boivin, Takefman, 1996). Finally, individuals who cope by re-appraising
infertility in terms of its benefits, for example, strengthening the marital relation-
ship or seeing the problem as a challenge rather than a threat, report better ad-
justment than couples coping in other ways (Lancastle, Boivin, 2005). Develop-
ing ways to help women cope with the strains of fertility diagnosis and treatment
is an important consideration and aspect of counselling these patients.

Conclusions

Infertility counselling has a long history, influenced by both medicine and psy-
chology. Evaluations of counselling in this field show promising results but it is
apparent that interventions delivered to the patients need to keep pace with
changes in the demography of parenting as well as new emerging technologies,
as these determine the needs of individuals and couples trying to achieve a preg-
nancy. Traditional approaches focused exclusively on distress reduction for the
purposes of pregnancy are still warranted, but more needs to be done to improve
quality of life during the long period in treatment.
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(Elisa, 3 yrs. 5 mos.)
Inside her tummy it’s quiet, warm, it’s sort of crowded, and you’re happy.
It was cold and | was squashed.
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“Knowledge enlightens ignorance,
without ever enlightening mystery.”
Ren¢ Magritte

The extraordinary progress in medical and biological technology is changing
how we are born, live, and die, and causes us to reconsider what are self, a
mother, a father, and a family. Biotechnology encourages us to reconsider our
notions of what is possible and what affects the very heart of our most primitive
and omnipotent fantasies.

This “revolution of thought”, which has been triggered by biotechnology, has
already come to pass in other historical epochs: “Our very own sense of ‘being’
and society could change just as it did when the spirit of the early Renaissance
period ran through medieval Europe over seven hundred years ago” (Rifkin,
1998).

If we move through space and time, we come across the age-old custom of
celebrating the anniversary of conception rather than birth, as it happens for
instance in China. In this way, birth is intended not as coming into the world but
rather the moment in which parental desire and thought generate life. It is one
way of enhancing the internal world in a physical sense (the body of the mother
who is carrying the fetus contains the unborn child and prepares for the birth)
and in a psychic sense (the process of mental gestation, fantasies and dreams
which accompany the pregnancy). Thinking about distant time and space which
have already been experienced, and about what has already happened, may help
suspend our mental categories in order to explore these new realms whilst re-
specting the mystery of life which accompanies us in our work every day.
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“Mystery lies within existence itself, in the duality between the “I” and the
“You” in which it is generated, between the subject and the object in which it is
known, between the body and mind in which it is represented, between soma and
psyche which gives it meaning, between the energy and substance with which it
takes shape, between waking and sleeping in which one dreams” (De Toffoli,
2003).

The facts, in as far as we are able to understand them, entangle themselves
with our imagination. Biotechnology is complex, but the psychological experi-
ences of its application are just as complex. The epistemology that we are refer-
ring to assumes that both body and psyche are categories of the conscience, as
concepts through which we get to know a single reality which is unknowable for
us; we accept the hypothesis that the ontogenetic development of the psyche and
the whole organism are parallel and concurrent once the fetus is formed in rela-
tion to the body and psyche of the mother, and in a different way, to that of the
father.

Current techniques, including biotechnology, may not be an attack on nature
but rather a human contribution to it, if, as Francis Bacon points out, ars est
homo additus naturae. What seems important to us is that man manages to
“think™ this continuous overlapping of nature and technology, and thus assimi-
late its elaboration and deep meaning. This means embracing the continual
transformation implicit in every phase between nature and civilization, which
can be achieved by working on the social imagination and the symbolic ele-
ments implied therein. The postmodern condition excludes neither naturalness
nor artificiality, but it requires their transcendence through a different symbolic
and relational perspective.

At present, we are witnessing an invasion of the biological dimension in
many aspects of our existence, thus restricting the scope of our imagination
concerning questions about life and existence. Nonetheless, it is limited to an
unknown, unspecific margin representing that which makes the experience of
being human specifically unique and unrepeatable. In this way, psychoanalysis
can help re-evaluate this field, redefine the identity of those subjects involved in
various experiences, by not avoiding the “unnerving” element within the new
generative power, and it can assist in finding the instruments to render this con-
ceivable. A reorganization of meanings may help introduce a dimension of
grieving and working through loss instead of denying the limitation and retreat-
ing behind omnipotence.

In the hope of achieving a confrontation between bioethics and psychoanaly-
sis, Preta (1999) suggests that the experience of “disturbed” feelings, which
more than ever characterize the current historical moment, should neither be
underestimated nor overestimated. Rather, it should be rendered thinkable, thus
preventing “reality from overshadowing and silencing the mind”.
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The subjective experience of fertility and sterility

That which is written most amongst all writings the prince of writings
so difficult to read beyond its uniform exterior, is the body.
Pierre Legendre

Procreation recalls the mystery of birth, the enigma of sex and desire, affective,
existential and cultural bonds. Every parental couple, every pregnancy is from
the very beginning highly complex, and involves unique and “special” feelings.
“Families” have always managed these feelings within various cultures in a
sufficiently effective way by going beyond them, and bringing up the child. For
centuries, the process of coming into the world was not an event that it was pos-
sible to arrange but instead was a natural occurrence, unpredictable, uncontrol-
lable; the fact that it was endured “determined a certain estrangement and pre-
cariousness, from which followed an unburdening of both expectations and feel-
ing of guilt; elements that both currently occupy an enormous space, something
which has also been caused by the most complex socio-cultural transforma-
tions” (Bettheleim, 1987).

The World Health Organization (WHO) currently estimates that the propor-
tion of sterile couples in the industrial countries of the Western world is around
20% (Cecotti, 2004) and this figure is constantly increasing. Social factors and
cultural values influence fertility; in today’s “westernized” society, with its ex-
tremely low reproduction rates, there is an increasing demand for sterility treat-
ment. This contradiction can be explained in part by the value attributed to self-
determination and reproductive planning. Free and conscious procreation, whilst
representing a milestone in social development which cannot be given up, would
appear to lend support to the omnipotent expectation, unconscious but socially
recognized, that the control action can be reversed, in a kind of mechanism
which can negate the influence of desire and subjectivity, both central to the
relationship between the sexes.

The instinctive impulse to procreate is surrounded by a cultural framework
which interacts with individual intentions. The value of a child has undergone an
important change, its “weight” has gradually become concentrated in the affec-
tive content of emotive capital, more and more often the result of choice and not
chance: the outcome of a decision made by the couple. Yet, if expecting a child
emphasizes the elements of decision, sterility may highlight the irrational, un-
conscious aspect of the desire for paternity and maternity.

The parents who bring forth a life are carriers of representations, scenarios
which are for the most part conscious, significant impressions originating in
their history, and in a cross-generational manner, that of their ancestors. In this
way, pregnancy can be understood as the manifestation of the joint desire of the
two partners. The male and female desires for a child are characterized by their
differing natures. If it is true that for both we can recognize the essential vehicle
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of the desire to become parents in the nostalgia for the relationship with the pre-
oedipal mother, it is in the woman’s body, in the “cavity”, that this fusion thrust
exists. (Nunziante Cesaro, 2000). For the man, the symbolic aspect of genera-
tional transmission would appear to satisfy the generative desire for the most
part: rediscovering his own image in a kind of narcissistic duplication and com-
forting his mortal self-recognition. For the woman, the awareness of her own
generative potential conditions female psychology so deeply as to make it one of
the determining elements, even when the maternal function is not actually real-
ized.

The willingness expressed, however, does not always coincide with the un-
derlying desire and “the couple is the preferred place in which to express the
ambivalence of the desire” (Lemaire, 1979). The partners, even when they agree
on procreation, do so partly from mutually estranged positions, if it was not for
the gift they exchange, the baby, who “comes” in answer to an order of desires
and fantasies of which we know very little. If we reflect on the meanings which
a child may represent for the couple, there are three children within the parents’
desire (Fraiberg, 1999): the child of the mind, the ghost of childhood heritage
and subconscious, the child of the heart, the affective project which at times
may also involve the families of origin, and the real child who does not coincide
with the one expected by the surrounding world. A mental space is needed
where the real child can be placed and this is the transforming function of the
desire.

The experience of desire manifests itself in the waiting dimension, where the
possibly unfulfilled desire itself is also placed; at times the absolute imperative
of procreation may greatly exceed the desire to have a child and need may pre-
vail over desire. Desire is a creative and transforming act which “principally
concerns thought and the affective world” (Cecotti, 2004), whilst need repre-
sents an indelible moment “related to reality, experienced as an inseparable part
of self-fulfillment” (Passarelli, 2002). The birth of a child does not lead to our
origins as could be thought, but instead leads us to the real world as it is un-
known: a living person seen as a stranger, this is always the real trauma of birth,
even the so-called “normal” birth.

Conception, which has always been a private event, is “exposed” in medically
assisted procreation (MAP), subjected to an external, scientific, eye which facili-
tates it, renders it possible and witnesses its achievement: the “primary scene”
changes. The exclusion of genital sexuality from procreation, or an intrusion by
external elements, as occurs in MAP, may tend to diminish the responsibility of
the creative act, turning technicians and/or one or both of the members of the
couple into omnipotent ghosts: the paradox of the technical excess is the risk of
colluding with the realms of magic.

Reproductive medicine provides techniques to try and realize that which the
domain of the will asks for, but, in giving an entirely somatic answer to a sub-
jective problem, risks creating a divide between the physiological and psychic
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aspects of procreation. A suppression of the symptom through MAP makes the
matter of infertility less important, whilst not eliminating it. Paradoxically, the
widespread notion that the body and subjectivity are inseparable supports the
waiting approach, which, if the body becomes fertile, the subject will also do so;
therefore the miracle of reconciliation between having and being is expected
from biological maternity and paternity, that is having the child and being fa-
ther/mother/parent (Fiumano, 2000).

Being fully aware of this complex issue which affects our daily work, we
believe it is necessary to consider the phenomenon of sterility in the light of a
“psycho-physical interaction”, in which neither the psychic events nor those of
the body are foremost, but are reciprocally influenced by each other: “the body
speaks by means of symptoms . . . the body is the scenario that the mind chooses
as its representation” (Nunziante Cesaro, 2002) and the biological processes “are
mirrored by those activities which are subconscious fantasies in the mind ” (Ce-
cotti, 2004).

Learning from experience: research

“One arrives on earth, one arrives in time, it is
up to us to become part of history*
Sant’ Agostino

Even before the 40/2004 law came into effect (Law no. 40, February 19, 2004,
“Rules governing medically assisted procreation” represents the first legal pro-
vision concerning assisted reproduction techniques in Italy), The Centre for
Reproductive Medicine of the S. Maria Nuova Hospital in Reggio Emilia carried
out neither embryo freezing nor heterologous fertilization. The research studies
which we are to look at here, therefore concern children conceived using MAP
with in vitro fertilization techniques on oocytes and the transfer of embryos
obtained in vitro to the uterus (IVF) or intracytoplasmic sperm injection (ICSI)
within a parental couple.

We began reflecting on these issues of our work in 1998 “from the baby in
arms”, with a follow-up on infants conceived with MAP; then, by way of a
seemingly “backward” route, with two other research projects (2003 and 2006),
we followed the children in the first two years of life, the birth, the pregnancy
back as far as the conception, again only on couples who “manage” to become
parents.

The first project (Fagandini, et al., 1998) analyzed the psycho-physical devel-
opment of the children conceived through MAP in the first five years of their
lives, whilst the second (La Sala et al., 2003) investigated the psycho-affective
relationships between the parents and the children conceived through ICSI at 1
and 2 years from birth. We are currently completing a research project which
aims to gather parents’ representations of the “imagined child” during pregnancy
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and of themselves as mothers and fathers, and the parents’ representations and
fantasies in the first few months following the birth of their child. We have
therefore passed from the “result” of MAP, i.e. the “baby in arms”, to the rela-
tionships between parents and child, and finally the fantasies and desire which
precede the child and accompany its growth. It is an attempt, albeit highly com-
plex and still experimental, to “keep together” parents and child, physical and
psychic experiences, real and imaginary experiences, the external and internal
world in the research project, in an experience such as that of conception, preg-
nancy and childbirth where the “internal” and “external” worlds continually
overlap. The parents themselves showed us the “backward route”, this “return to
our origins”, from the very first project.

1998 “Special children and parents?”

The 1998 research project confirmed for our sample what had already been
reported in literature (Braverman et al., 1998; Cook et al., 1997; Golombok
et al., 1998) on children conceived through MAP, that development is on the
whole normal and that there is generally a good aptitude in parents when carry-
ing out their role. As a parallel, most international research projects show that
the experience of parenthood, both individually for fathers and mothers, as well
as for the couple having gone through the experience of infertility and
MAP, seems more delicate. (Colpin et al. 1998; Cook et al., 1998; Gibson et al.,
1996).

The children in the research project, with Italian parents and aged between 1
and 5, showed psychophysical development similar to that of the children in the
control group. For the same age, weight, similarity, MAP does not in itself dif-
ferentiate in auxological growth and psychomotor and intellectual development
of children conceived with these techniques from “naturally” conceived chil-
dren. Children conceived with MAP are therefore not “special children”, but in
spite of this reassuring fact, their parents feel like “special parents”.

The second part of the questionnaire, which is specifically aimed at both
parents, analyzes maternal and paternal experiences. The main diversity would
appear to be between being a father and being a mother, rather than being a MAP
parent or a “natural” parent. But one of the questions strongly differentiates be-
tween the two parental groups: “Have you spoken with your child about their
birth?” This question really marks the watershed between the two groups of par-
ents. 78% of MAP mothers answered NO versus 38% of mothers from the control
group; 83% of MAP fathers replied NO versus 64% of fathers from the control
group.

For the second question, which asked “In what way?”, we observed that 92%
of MAP parents interpreted the word “birth” as “conception”, whereas all those
parents in the control group used the word “birth” to mean “pregnancy and
childbirth”.
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The way an individual and couple processes conception achieved through
MAP techniques represents a problem, even after many years, to the extent that
not speaking about the conception seems to stop the parents speaking to the
children about their true expectancy and birth. This differing interpretation of
the question and the differing chain associated with it introduced us to the topic
of the secret, of the unsaid, of infertility grief still present.

2003 “Children conceived with ICSI and their parents”

The 2003 research project represents one of the first investigations conducted in
Italy into characteristics of the parent-child relationship in families which have
conceived offspring with the assistance of medical techniques also for the ther-
apy of male sterility (ICSI). For ICSI, in particular, there are few long-term
studies which reliably illustrate how the psycho-affective development of chil-
dren conceived using this technique for male sterility proceeds. Bowen’s work
(1999) suggests the possibility of slight delays in the psychomotor development
for these children at the age of 1 year. Our study repeats the same level test
(Bayley, 1993), but completes the investigation by observing the parent-child
relationship using the Care-Index (Crittenden, 2003) to single out the behavioral
indexes in the context of the inner family relationship and using a clinical inter-
view and questionnaires for mother and father in order to observe the parents’
experiences in greater detail.

The children, (aged 1 or 2) in the experimental group were conceived using
ICSI at our center. The experimental group includes 50 children conceived using
ICSI between February 1998 and June 2000, in families resident in Central-
Northern Italy. The control group comprised 51 children. For the level test
(Bayley), evaluating the overall results, no significantly different indexes of
development between the two groups of children emerged as far as cognitive
and motor development were concerned. There was no differentiation in the
results on the mental scale and motor scale in the two groups either for 1 and 2
year-old children. Only one significant difference emerged concerning behav-
ioral development for the 1 year-old children whereby children in the experi-
mental group have a significantly lower average in “motor quality” for the be-
havioral scale (p = 0.04), that is, they appear to present greater “emotive fragil-
ity” in behavioral development compared to 1 year-old children in the control
group. At the age of 2 this difference disappears and the two groups are the same
in all scales of development (mental, motor, behavioral).

The only difference observed at the age of 1 seems to concern the parent-
child relationship rather than the characteristics of the children themselves. In
order to investigate this hypothesis, we analyzed the results of the Care-Index
which indicate significant differences between the parents from the experimental
group and those from the control group. The results of the Care-Index indicate
that at the age of 1 year, ICSI mothers are less “sensitive” than other mothers



144

P. Fagandini, F. Monti, F. Agostini, R. Fava, G. Battista La Sala

(p =0.041) and more “controlling” (p = 0.013), whilst the children do not appear
to be less cooperative. At the age of 2 years, there are no longer any significant
differences. ICSI fathers appear to be less “sensitive” (p = 0.007) compared to
fathers from the control group and more “controlling-intrusive” (p = 0.008). The
children are significantly less cooperative. Just as the significant differences in
the Bayley test on the children’s development disappear at the age of 2 yars, so
do the differences in the parent-child relationship for the Care-Index at the same
age.

According to this study, there are thus no differences in the cognitive and
motor development between ICSI-conceived children and naturally conceived
ones. Interestingly, the only difference concerns behavioral development, which
varies between 1 and 2 year-old children and concerns differences in the parent-
child relationship rather than characteristics in the children themselves. It would
appear that the differences in the parent-child relationship, triggered by the lack
of re-elaboration in parents in the MAP sterility-conception process, can reflect
on the child during the first year as far as behavioral development is concerned.
Our hypothesis is that this particular relationship has a protective function; the
parents’ behavior would appear to protect the children, limiting contact with the
parents’ concerns and painful experiences. At the age of 2 years significant dif-
ferences in the tests no longer exist in any of the children’s developmental areas,
nor in the parent-child relationship.

During the first year of the ICSI child’s life, the parents maintain greater
emotive “control”, which allows the children to develop adequately in both men-
tal and motor aspects, but affects their behavioral development. The “healthy”
development of the child would appear to promote a more sensitive behavior in
the parents and therefore a better parent-child interaction, as well as an im-
proved development in the child in the second year.

Parents can be in greater emotive harmony with their children once they have
grown up and become more autonomous: In the second year, parents seem to
have overcome the difficult transition which exists between fantasizing about
the desired child and thinking about the real child, creating a mental space in
which the relationship with their “own” baby can develop, their own child.

It would seem that the transforming function of the attachment process, which
needs time and “protection” to complete itself, is thus confirmed. The transform-
ing process for ICSI parents and their children seems to be more prolonged and
complex compared to that of parents of naturally conceived children, but that at
the end of the second year it is certainly possible. The choice of a sample with
two different ages (1 and 2 years old) compared to the Australian study (which
only investigated 1 year-old children) and the use of the Care-Index as well as
the Bayley test seems to enable us to underline this process.

Despite unresolved personal grief in infertility, ICSI parents activate personal
resources and those within the couple and their children, the real children, work
in harmony with their parents’ resources and use them to grow up “normally”.
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The hypothesis which has emerged from interviews conducted and statistically
significant results in the questionnaires, is that “ICSI” parents are not special
parents, but they are special in the way they see themselves in the parental role,
“they feel” special.

The narcissistic wound which results from the experience of sterility also
features in this study. We obtained the same results for the question “Have you
spoken to your child about his/her birth?” as those in the 1998 study: the group
of ICSI parents interpreted birth = conception (through MAP). The parents in
the control group interpreted birth = birth (pregnancy/childbirth). The ICSI par-
ents, even the ICSI mothers, and even 2 years after birth of their child, still focus
on the conception, and do not consider pregnancy and childbirth in their true
procreative function. Instead, pregnancy and childbirth are experienced as po-
tential dangers for the “gif¢” child. It would therefore seem that, even 2 years
after the birth of the real child, the grief associated with sterility has not yet been
sufficiently overcome. Birth of the real child appears unable to completely “re-
pair” the narcissistic wound. The ICSI parents seem more tried, more vulnerable
when compared to themselves as individuals and as a couple, but at the same
time these aspects do not appear to affect the relationship with their real child,
their child’s development and their real parental functions, at least not after the
age of two.

The greater complexity of MAP parents’ emotions, in particular for the fa-
thers, (ICSI directly concerns male sterility), appears to give them a greater
depth of understanding and awareness about the parental relationship. These
reflections led us to conduct our final research project, and we “went back” to
the pregnancy to take the “physiological” route from pregnancy to childbirth, to
the first three months of the child’s life.

2006 “Maternal and paternal representations in MAP”

The main objective of the 2006 research study was to explore some of the
psychological aspects which primarily characterize the transition to parenthood
in a comparison between MAP and “natural” procreation. We have referred to
the possible presence of psychopathological signs (symptoms of depression
and/or anxiety), and the qualitative characteristics of maternal and paternal rep-
resentations, regarding the child, the Self, their partner, their own parents, which
develop in the course of the pregnancy.

For this purpose a longitudinal research plan was conceived, which observed
MAP parental couples from the 7th-8th month of pregnancy until the 3™ month
after childbirth. The research study is currently ongoing, and the partial results
are therefore presented, relating to the first two meetings with the parental cou-
ples. The sample, from the part of the study presented here, comprises 70 indi-
viduals, 38 women and 32 men, subdivided into an experimental group and a
control group.
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The experimental group consists of 35 subjects, 18 women and 17 men, thus
17 couples and 1 mother who has taken part in the study individually. The study
concerns subjects who have undergone MAP (IVF-ICSI) at our center and rep-
resent couples expecting their first child. The control group comprises 35 sub-
jects, 20 women and 15 men; in terms of parental couples, the group comprised
of 15 mother-father couples and 5 women who have taken part in the study indi-
vidually. The couples, who are expecting their first child and have no procrea-
tion problems, were contacted on the ward or during prenatal courses in the
Obstetrics and Gynecology Division at the same hospital.

As far as the selection of the sample was concerned, it was decided that only
Italian nationality will be included, in order to limit the influence of socio-
cultural factors on parental representations and the manifestation of psychologi-
cal symptoms. The control group and experimental group do not differ regarding
the following socio-demographic characteristics: place of origin (mainly from
the North of Italy), middle class, civil status (mainly married), one third of the
sample took part in prenatal courses. However, they differ in age, which is
higher in the MAP group (control group 33.23 years old, experimental group
37.77, p < 0.0005). If a comparison is made between the control and the experi-
mental group, separating mothers and fathers, the socio-demographic character-
istics again do not differ, whilst age does (women: control group 31.95 vs. ex-
perimental group 36.05 years old, p =0.005; men: control group 34.93 vs. ex-
perimental group 39.58 years old, p = 0.01).

Concerning the procedure, the psychologists involved in the study contacted
the couples at the hospital clinics in the 20th—24th week of pregnancy when
they presented the project and supplied the consent forms. In the 30th—32nd
gestational week, each psychologist called at the homes of the parents-to-be,
supplying them with a questionnaire on anxiety (ASQ-IPAT) and another on
depression (EPDS), conducting an interview on parental representations during
pregnancy, IRMAG (maternal representations) and Ra.Pa.G. (paternal represen-
tations). Between the 3rd and 5th day after birth, each psychologist once again
met the couple at the hospital and asked them to complete additional EPDS and
ASQ-IPAT questionnaires.

During the 3rd month after birth, a final visit was made to the parents’ homes,
and the same questionnaires were completed and an interview on maternal and
paternal representations after the birth (IRMAN and Ra.Pa.N respectively) was
conducted. This meeting has not been included in this study, as it has not yet been
carried out for some of the couples, both MAP and non-MAP couples.

In the 30th—32nd week of gestation, both partners had a semi-structured in-
terview, designed to collate information on socio-demographic and cultural
aspects (nationality, age, education, occupation, etc.), EPDS, ASQ-IPAT and an
interview on representations. The Edinburgh Postnatal Depression Scale
(EPDS), (Cox et al. 1987), is a self-evaluation questionnaire in widespread use
at international level, purposely created as a “screening” tool to identify symp-
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toms of postnatal depression (PND, Postnatal Depression). The ASQ-Ipat Anxi-
ety Scale, by Krug et al. (1976), is a tool designed to obtain general clinical
information on anxiety, latent/hidden anxiety and manifest anxiety in a rapid,
objective and standardized way.

The interview on maternal representations during pregnancy (IRMAG, Am-
maniti et al., 1995) and the one on paternal representations during pregnancy
(Ra.Pa.G, DiVita etal., 2002) are generally conducted between the 28th and
32nd week of gestation because in this phase the presence of the baby has had
time to establish itself within the “maternal psychic space, and has not yet been
invaded by pervasive anxieties connected to the imminent birth” (Ammaniti
etal., 1995).

During the interview, five lists of adjectives are compiled, creating a struc-
tured description of the representations dependent on an evaluation of the mean-
ing attributed to 5 concepts or people by the woman/man: the baby, her/himself,
their own partner, her/himself as mother/father, their own mother/father. The
unusual thing about the lists is the fact that they are designed around a model of
“semantic differential which enables the affective meaning of some concepts to
be measured, by means of a qualification process. The semantic differential is
usually presented to the subjects in the form of a diagram with steps, each one
made up of a pair of adjectives with opposite meanings” (Ammaniti et al.,
1995). The first three lists of adjectives, concerning the individual characteristics
of the baby, the woman and the partner, comprise the same pairs of adjectives,
17 to be precise. “The adjectives used in the first three lists basically refer to
aspects of personal behavior, interpersonal manner, and affective orientation”
(Ammaniti et al., 1995). The other two lists, which concern the maternal and
paternal characteristics in themselves and their own mother/father, are also made
up of 17 pairs of adjectives and are the same and comparable. In these two lists
the adjectives refer to the affective area, personal behavior, parental role, and
parental sensitivity. In this way it is possible to establish to which extent the
expectant mother and her partner wish to approach the maternal and paternal
model that they experienced in the relationship with their own parents, or
whether they differ from this, and in contrast, start to build their own “parental
approach” to be put to the test with their own child in time. In the present study,
only data regarding the semantic differential for IRMAG and Ra.Pa.G has been
presented.

In order to establish possible differences between the MAP and non-MAP
groups, the data obtained through the EPDS (using Fisher’s exact test and the
linear-log analysis) and the ASQ-IPAT (using ANOVA) was compared. The
data obtained from the semantic differential on parental representations was
worked out using the mixed ANOVA model.
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Results

Depressive symptoms

Pre-natal depressive symptoms, identified using the EPDS questionnaire (cut-off
8/9), are present in 24.2% of the MAP group and 5.7% of subjects in the control
group (p = 0.03), (Figure 1).
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Figure 1. Percentage of subjects with ante-natal depressive symptoms.

A comparison between the MAP and control group, carried out separately for
women and men, shows differences which, although perhaps not significant,
may be relevant:

1. In the comparison between women, the proportion of depressed MAP
women (35.5%) is higher than that of depressed women in the control group
(10%);

2. In the comparison between men, 11.8% of the MAP group is depressed,
whilst in the control group nobody is reported as being depressed (we would
point out that in the MAP group fathers with sterility problems have been in-
cluded, the couples where the fathers are reported as depressed are couples
who have used ICSI).

After birth, depressive symptoms are reported as 20% in the MAP group, and
17.1% in the control group (Figure 2).
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Figure 2. Percentages of subjects with post-natal depressive symptoms.

The comparison between women in the two groups showed a similar propor-
tion of depressed MAP women (33.3%) and depressed women in the control
group (30%), whilst in the comparison between men in the two groups, it is still
11.8% in the MAP group as opposed to 0% in the control group.

14 - 12.9

Score
©
Il

12.17

11

O Control @ MAP

12.713.47

13155 64

12.34

10

11.12
10.07;

30-32 wks
Total

Figure 3. Scores for latent anxiety before and after the birth.
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Anxiety

Three scores taken from the ASQ-IPAT test were considered. The first one is a
score A, which indicates subconscious, hidden anxiety (Figure 3).

For the first ante-partum meeting, the A scores do not significantly differ
when compared to the MAP variable, the parental gender variable and the MAP
and parental gender interaction. The same can be observed in a separate com-
parison for males and females. For the post-partum (PP) meeting, no significant
differences emerge in the A scores distinguishing between the MAP and non-
MAP groups, between mothers and fathers, taking into account the MAP and
parental gender interaction. Considering men and women separately, no signifi-
cant differences emerge in either case.

The second score which was considered was the B score, i.e. conscious,
manifest anxiety (Figure 4).
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Figure 4. Scores for manifest anxiety before and after the birth.

In the 30th—32nd week, the MAP group reached a significantly higher score
than the control group (p = 0.02). If the groups are compared according to gen-
der, the MAP women show a score of 13.05, and those in the control group
a score of 10.55 (p = 0.05), whilst men in the MAP group show a score of 8.81
as compared to 5.60 in the control group (p =0.04). At the meeting after the
birth, the B score differs significantly between the MAP group and the control
group (p=0.02). The MAP women show 14.44, whilst those in the control
group 9.65 (p = 0.05), men in the MAP group 7.30 as opposed to 6.0 in the con-
trol group (not significant).
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Figure 5. Scores for global anxiety before and after the birth.

The third score considered was the one representing the total level of anxiety
(the sum of A and B) scores, (Figure 5).

Before the birth, the MAP group achieves a significantly higher score compared
to that of the control group (23.91 vs. 19.97, p = 0.04), whilst after the birth, the
total A + B score does not differ significantly when compared to the MAP vari-
able. Considering women and men separately, no significant differences emerge
either before or after the birth.

Maternal and paternal representations during pregnancy

The results relating to the 5 lists of adjectives establish representations concern-
ing the child, the Self and his/her own partner, all characterized by the same
pairs of adjectives (e.g. passive/active, excited/calm), and those concerning the
self as mother/father and her/his own mother/father, described by the same pairs
of adjectives (e.g. non-affectionate/affectionate, insecure/confident). In the pre-
sent study, only significant data which is of interest for the purposes of the study
has been considered, in order to avoid too many unnecessary details.

Individual characteristics of the child, Self and the partner

The statistical analyses carried out have revealed that, for 7 of the 17 pairs of
adjectives, there is a significant difference between the scores of the three fig-
ures (child, the Self, partner), irrespective of whether they come from the control
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or the MAP group. This would appear to presume that such representations are

similar in both types of couples. The parents, both MAP and non-MAP, tend to

view their own child as more sociable, more forward, cleaner, happier, more
intelligent, livelier, compared to themselves and their partner.

Concerning the two different groups (MAP and control), however, the follow-
ing pairs of adjectives appear to differ:

1. Fearful/trustful: the MAP group is characterized by a representation of less
trustful figures (p = 0.048);

2. Fragile/strong: the figure type and MAP interaction is observed to be signifi-
cant (p =0.012): the MAP group attributes significantly lower values when
describing their own partner (seen as more fragile) compared to the represen-
tation made about themselves and their child, seen as stronger, as opposed to
the control group which attributes similar values to the three figures.
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Figure 6. Comparison between representations “fragile/strong” from control and
MAP groups.

Considering the parental gender factor, besides the MAP factor, some
ANOVA questionnaires were carried out, which established that 8 of the 17
pairs of adjectives (e.g. passive/active, difficult/easy, detached/affectionate,
remissive/resolute) differ significantly between mothers and fathers: the women,
irrespective of the type of figure and group (MAP or control), tend to have a
more positive representation than the men. Moreover, taking the mother and
father groups separately, several results worth noting have emerged.

As far as the women are concerned, the following differences are of interest:
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1. Shy/forward (p=0.029): the women in the MAP group tend to view their
child and their partner as less forward than the women in the control group
do, whilst they view themselves as more forward;

2. Fearful/trustful (p = 0.030): the representations made by the women in the
MAP group concerning the child, self and the partner are characterized by a
higher degree of fear.

Regarding men, the differences related to the following pairs of adjectives are

worth noting:

1. Excited/calm: the figure type and MAP interaction is observed to be signifi-
cant (p =0.04): whilst men in both groups view the child in a similar way,
halfway between excited and calm, the same men differ in the way they view
their partner, who is seen as much calmer by the MAP men;

2. Shy/forward: the figure type and MAP interaction is observed to be signifi-
cant (p=10.03): men in both groups view their child as quite forward,
whereas they differ in the way they view their partner, who is seen as much
more forward by the MAP men;

3. Remissive/resolute: the figure type and MAP interaction is observed to be
significant (p = 0.016): the child is view as much more resolute by the MAP
men, whilst both groups see the partner as quite resolute;

4. Not lively/lively (p =0.04): the representations made by men in the MAP
group concerning the figures are characterized by greater liveliness com-
pared to those made by men in the control group;

5. Fragile/strong: the figure type and MAP interaction is observed to be signifi-
cant (p = 0.04): men in both groups view themselves in a similar way to the
child (quite strong), whilst men in the MAP group see their partner as much
more fragile.

Maternal/paternal characteristics for self and own mother/father

The results from the ANOVA questionnaires show that, out of the 17 pairs of
adjectives, 9 pairs differ with regard to the figure type, irrespective of the group
type, thus showing some similarities in the representations made by the control
group and the MAP group. The parents from both groups tend to view them-
selves as significantly more positive parents compared to the way they view
their own families: they see themselves as more affectionate, more helpful,
more flexible, protective, patient, playful, cheerful and active than their own
parents.

Regarding the comparison between the MAP group and the control group, the
differences which emerge from the following pairs of adjectives are of interest:
1. Inflexible/flexible (p = 0.005): the representation made by the MAP group is

much more flexible compared to that of the control group;
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2. Non-accepting/accepting: the MAP group is characterized by the representa-
tion of Self as a parent and the one of their own parents as more accepting
(p = 0.046);

3. Insecure/confident: the figure type and MAP interaction is observed to
be significant (p = 0.047): in the description of Self the two groups are the
same (quite confident), whilst in respect of their own parents, the MAP
group describes them as much less confident than the parents in the control
group;

4. Controlling/letting go: the figure type and MAP interaction is observed to be
significant (p =0.029): whilst the two groups report a similar description
concerning their own parents (relatively controlling), in the representation of
the maternal/paternal characteristics in themselves, the MAP group describes
itself as much more controlling in comparison with the control group;

5. Anxious/calm: the figure type and MAP interaction is observed to be signifi-
cant (p =0.008): the two groups attribute roughly the same degree of calm-
ness in their representation of their own parents, but the MAP group pictures
itself as a visibly more anxious parents than the control group.

Taking the parental gender factor into account, ANOVA tests were also con-
ducted in this case, in which 14 of the 17 pairs of adjectives differ greatly, so far
as the women have a more positive representation than the men, irrespective of
figure type and group. Separate ANOVA were also conducted for the men and
women. In the comparison between the women in the MAP group and those in
the control group, significant differences emerged regarding the following pairs
of adjectives:

1. Inflexible/flexible (p=0.01): the women in the MAP group describe their
own maternal characteristics and those of their own mothers as more flexible
when compared to the control group;

2. Impatience/patience (p =0.04): the women in the MAP group represent
themselves and their own mothers as much more patient when compared to
the control group;

3. Controlling/letting go: the figure type and MAP interaction is observed to be
significant (p =0.05): the women in the MAP group judge themselves as
much more controlling when compared to the women in the control group,
whilst both describe their own mothers as quite controlling;

4. Anxiety/calmness: the figure type and MAP interaction is observed to be
significant (p = 0.029): the women in the MAP group represent themselves
as much more anxious parents then those in the control group;

5. Not giving in/generous (p = 0.05): the women in the MAP group describe
themselves and their own mothers as more generous.

No significant differences connected to the pairs of adjectives emerge, however,
in a comparison between men in the MAP group with those in the control group.
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Discussion of the results

In terms of socio-demographical characteristics, the two samples are homogene-
ous, except for the age factor, which is higher in the MAP group and probably
linked to the complex route leading to the decision and planning for assisted
parenthood. Concerning signs of psychopathological risk, it is worth noting that
the number of parents with symptoms of depression is higher in the MAP group,
in particular prior to birth, with no distinction between women and men. In this
regard, bearing in mind the fact that this is a small sample, it is possible to ob-
serve that at a descriptive level, men are only included in the group of depressed
MAP parents, whereas only women in the control group are reported to be de-
pressed, and to a decidedly lower degree.

In the MAP group, depressive symptoms prior to the birth could be linked to
an amplification of genetic anxieties which, despite being part of every planned
pregnancy, may inhibit the work of the psychic maternity in situations where
infertility is present, due to their intensity. Immediately after birth the two sam-
ples are the same in terms of the presence of depressive signs, which are con-
nected to the maternity blues: the surrounding environment (hospital and family)
and the newborn baby will enhance the resilience of the MAP parents concern-
ing their more complex and often traumatic transition to parenthood.

With regard to hidden anxiety, the two groups show no difference, even when
the gender of the parent is taken into account, both before and after birth,
whereas interesting results emerge for the manifest anxiety and global anxiety.
This could be attributed to the test itself, which may be seen as intrusive in a
moment of “psychic and transparent vulnerability”, such as during pregnancy,
and therefore may not facilitate representative access to contents that are in part
subconscious. As far as manifest anxiety is concerned, the MAP group shows a
generally higher score compared to the control group. In a separate examination
of men and women in the MAP group, we can observe that both groups achieve
a higher score compared to men and women in the control group. This can also
be observed in the 30th—32nd week and is also maintained after birth. In
the MAP group manifest anxiety therefore tends to be more intense and it could
be presumed that just as genetic anxieties are more pervasive, so parental anxie-
ties have a greater influence on the representation of the self as parents depend-
ent on techniques and the representation of the child as precious and vulnerable.
The level of global anxiety is higher in the MAP before birth, but not after-
wards, as if for all parents the birth represented a positive outcome of their pro-
ject.

Concerning the representations, in particular the first three categories: child,
the Self, and partner, it appears that the two groups do not differ significantly,
but rather attribute similar scores to the representations of the child, themselves
and their partner.
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In both groups the higher score is attributed to the child, represented as much
more sociable, more forward, cleaner, more cheerful, more intelligent and live-
lier compared to the Self and the partner. Only with regard to the adjective tidy
do mothers and fathers describe themselves as tidier than the child and the part-
ner. For both parents in the MAP group and those in the control group, the child
is an object of love, libidinal investment, which is naturally idealized as it repre-
sents the goal of our own desire and a need to be confirmed in terms of the in-
tegrity and the ability of the internal and external world: being parents and hav-
ing a child. It would therefore seem that depression and anxiety, which are much
higher for MAP parents in this phase of the pregnancy, do not involve fantasies
about the child which will be born.

It is important to point out another “common aspect”: the gender variable
affects the intensity of the representations; in fact women in both groups achieve
a higher score than men, in most cases. The mothers, irrespective of the group,
allow their fantasies to emerge more as well as a much more accentuated in-
vestment regarding the child.

The representations concerning the partner in the two groups only differ in
the aspects about trust, which are lower in the MAP group, and fragility aspects,
which are higher in the MAP group; the MAP couple has had to tolerate trau-
matic experiences and feelings of inadequacy regarding their own and reciprocal
expectations and appears to be painfully aware of this.

Considering the representations of the Self as a parent and of their own par-
ents, however, we can observe another common aspect: the two groups are simi-
lar in the scores on the self image as a parent, which is perceived more posi-
tively than that of their own parent, as more affectionate, helpful, protective,
patient, playful, satisfied, cheerful and active.

To imagine oneself emotively and knowingly, being and becoming a “better”
parent than one’s own, may be a way of creating a model of parenthood that can
be passed down in an ever more positive way, and therefore a task which is
carried on towards higher goals, so that one’s own childlike side may also be
protected and sheltered.

Differences between the two groups can be observed in the representation of
Self as father and mother; in the MAP group both parents view themselves, on
the one hand, as more flexible and more accepting, but on the other, as more
anxious and controlling compared to the control group. These parents have cer-
tainly had to accept and go through a more inaccessible route, physically but
above all psychologically, and they find themselves having to anxiously “watch
over” their objective.

This representation of the Self as parents who “control” points us to the re-
sults of the 2003 research study, in which the MAP parents were in fact more
controlling on the Care-Index, in the first year of their child’s life, compared to
parents in the control group. We observed that the gender variable is once again
a determining factor. It has emerged that the MAP mothers, in particular, de-
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scribe themselves as more flexible, more patient, more generous and at the same
time as more anxious and controlling compared to mothers in the control group.
For the MAP fathers, there are some significant differences, which are less im-
portant. Pregnancy for MAP mothers, in a medically assisted and often unstable
environment, appears to demand a much more complex psychological process
than that of the mothers who conceived “naturally”.

Conclusions

The MAP experience involves, even if in an amplified way, fears, doubts, anxi-
ety and a natural feeling of inadequacy which is present in any planned parent-
hood. Getting to know the “parental representations” and the parents’ depressive
and anxious experience when conceiving with MAP, helps us move away from
the prejudice of presumed “omnipotence” of these couples. The results of the
test and interviews with the MAP parents help us to understand how suffering
caused by the narcissistic wound of sterility, and the subsequent exhausting and
painful experience of MAP, may represent a more complex route, but also a
deeper one when working towards parenthood.

We know from previous studies that the psycho-physical development of
children conceived using MAP is not different from that of children conceived
“naturally”. The differences in the experiences and the various defense mecha-
nisms which accompany the waiting and the parental experience of MAP par-
ents would therefore seem to be functional for the “protection” of the child’s
development starting with pregnancy.

Putting this into practice means more questioning the clinical routes in order
to offer more effective solutions, setting aside failures and, above all, allowing
the couple to internally “take back™ responsibility and actively participate in the
process.

It is important to limit the fantasies of omnipotence in patients and primarily
those of physicians, in a situation in which sliding back in this direction is im-
plicit. This assertion would seem to apply to many problems in perinatal medi-
cine; the risk is that the parents, physicians and the child itself, may become
obsessed with the techniques used, which as a result, could condition the par-
ents’ relationship and the child.

The facilities in the health service surrounding MAP should be carefully as-
sessed and conceived paying particular attention to the transition to parenthood
and to the follow-up of the child; the emotive experience of pregnancy may
become an opportunity to work through the narcissistic wound of sterility both
for mothers and fathers. We have observed that achieving conception and the
birth of the same child do not in themselves “automatically” repair the grieving
caused by MAP.
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The risk in medically assisting procreation may become a warning for physi-
cians, so that they should encourage the idea that progression of events follow-
ing “conception” must be accepted as far as possible as a physiological experi-
ence, in order not to risk halting the process of internal elaboration relating to
procreation.

It is just as important to promote an interdisciplinary and integrated culture
amongst physicians of birth and parenthood which focuses on and encompasses,
whilst not confusing the internal emotive aspects, alongside the physical ones.
We believe that our role as technicians in the field of MAP, involves “support-
ing” the desire for parenthood, dealing with all the physical and psychic risks of
MAP, but at the same time we believe it is vital to promote the idea of the “nor-
mal complexity” of the birth and conception and return this to the parents. Even
in MAP, the parents and their children, not the technicians or the techniques, are
and should be the main players of the parental experience: “put the subject
(child, mother, father) back in their own story” (Ansermet, 1999).

In the silence of the senses it is the body that speaks of discomfort, experi-
ences of anguish and suffering, in its silent yet explicit language. The medical
answer risks dealing even more with the body, sure of finding a subconscious
willingness to accept it, to put aside the mental dimension in an apparently reas-
suring way. It is instead necessary to “refresh the value of the verbal function,
encouraging affable medicine, that is one which does not forget the fundamental
necessity of the word that is genuinely spoken and listened to, to avoid both
defensive protections of tradition, as well as a rash euphoria for unreflective
technology” (Francesconi, 2005).
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Introduction

Neurophysiological and psychoanalytical research referring to prenatal and peri-
natal life support the hypothesis according to which there is no differentiation at
the beginning of life between somatic and psychic functions. Ultrasonographic
evidence now enables us to hypothesize a developing process which is managed
by early ‘organizers’ of the motor, respiratory, vegetative, sensory, and integra-
tive functions, which are related to fetal cycles of rest and activity, which are
precursors of restful and active sleep, the latter of which anticipates, in turn, the
baby’s REM phase (Mancia, 1981).

The study of this aspect pertains to neurophysiology, but these functions form
an apparatus through which the fetus relates to the mother and the uterine envi-
ronment. Clearly, this is extremely relevant to the branch of psychoanalysis
which studies early relations to objects, their dynamics, and the emotional and
cognitive consequences they have.

Ontogenetic constants

I would like now to analyze the ontogenetic constants which, in the human fetus,
can be considered as a sign of its development. These constants refer to (a) mo-
tor and sensory functions, and (b) the integrative functions of the central nervous
system (CNS). By observing these functions, I have tried to suggest some hy-
potheses on prenatal life, in an attempt to establish the relevance these functions
may have for the development of the fetal mind and the consequences they
might have on the primary relations of the newborn. Finally, I have tried to con-
nect early traumatic experiences (which might be experienced by the fetus dur-
ing the last few weeks of pregnancy), and the development of a mental and/or
psychosomatic pain, which can find a plausible cause in these traumatic experi-
ences.
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1. Motor and sensory functions

The seminal work by Michael Corner (1978), which dates back to almost thirty
years ago, has demonstrated that even in less developed animals fetal move-
ments begin at a very early stage, and from the very beginning of the de-
velopment of the CNS, they are characterized by a constant rhythm. These
movements represent the mechanism of a developing biological clock whose
workings, at least in the human fetus, is extremely complex (De Vries et al.,
1985).

From the very early stages of pregnancy, we can register, in the fetus, gener-
alized and partial movements, hiccups, clonic spasms, as well as breathing and
swallowing movements, which become very noticeable during weeks 12 and 13
(Joseph, 2000; Piontelli, 2006). These movements belong to those primary mo-
tor patterns (PMP) that Milani-Comparetti (1981) described 25 years ago, and
they coincide with behavioral modules which are genetically defined and which
can become functionally significant in relation to fetal development of sensori-
motor and other brain functions.

Early fetal movements express a reflex activity stimulated by a variety of
stimuli (Cohen et al., 1988; Steriade, McCarley, 1990; Cowie et al., 1994; Bless-
ing 1997) and a rhythmic activity of automatic origin. Joseph (2000) has dem-
onstrated that the development of the brain mainly concerns the encephalic trunk
from the bulb and then progressively upwards, to the pons, the mesencephalon,
the hypothalamus, the limbic and striated systems, and finally, to the cerebral
cortex. The cerebral trunk contains the neurons which, from a phylogenetic
point of view, can be considered most ancient (Vertes 1990; Joseph 1996). It is
these neurons which control the various vegetative (essential for fetal survival)
and sensorimotor functions. They also participate in (a) the synaptogenic func-
tions of other cerebral structures; (b) the integrative functions which enable the
organizations of rest/activity cycles (the basic rest-activity cycles which were
first described by Kleitman (1967)) and (c) the production of alternate clusters
which concern, on the one hand generalized and partial movements and, on the
other, breathing movements (Piontelli, 2006).

During the later stages of pregnancy, the fetal movements and its posture
assume more integrated and complex features, and are so specific as to offer
some indication of what the baby’s behavior will be like that in the future (Pion-
telli, 1992). These movements might not be simply reflex or automatic move-
ments ascribable to the trunk, but they might involve other prosencephalic struc-
tures (which develop only later) and the neocortex itself.

Approximately during the 30"™ week of pregnancy, the body movements de-
crease and we can observe some rest periods, which can be ascribed to an in-
crease in the inhibition exercised by the cerebral trunk on the motor function. In
addition, breathing movements decrease as well when the fetus comes closer to
term.
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Corresponding to the reduction of the fetal general and breathing movements,
is an increase in eye movements. These begin to achieve a certain organization
from the 28"-30" weeks, and develop according to a path which seems to run
contrary to that followed by the movements of the body, in so far as, while the
former increase, the latter decrease. The late appearance of eye movements can
be ascribed to the fact that the mesencephalon completes its development rather
late. These movements are also important for the fetal integrative functions, the
rest/activity cycle (which anticipates restful and active sleep) and finally the
baby’s REM sleep, which is anticipated by the active phases of fetal sleep.

Fetal sensoriality represents an important part of its development. The mother
sends the fetus rhythmic and randomized stimuli which are produced by her
respiratory, cardiovascular and gastro-enteric systems. Through the maternal
‘container’, the fetus can be reached even by external stimuli. But the most im-
portant stimulus which reaches the fetus through the mother (and which will
assume a fundamental importance also for postnatal communication), is her
voice, with its specific quality, tone, volume, and musicality. Indeed, it is the
mother’s voice that constitutes an essential relational element which conveys
love and emotions. Furthermore, it represents a sort of continuity in the discon-
tinuity created by the fetal passage from the intrauterine to the external envi-
ronment.

A fundamental aspect of this sensorimotor interaction between mother and
fetus is represented by the regularity and rhythmicity which characterize fetal
containment functions. As its response to tactile, kinaesthetic, thermal, auditory,
and gustatory stimuli well demonstrate (Koupernick, Arfouilloux 1970) (as well
as its sensitivity to pain and light), the fetus begins to be affected by such stimuli
from the 20"—24™ week of pregnancy.

Later in pregnancy, fetal sensoriality becomes the basis of those episodes
characterized by a sensory content, which the fetus can now experience and
which participate in the organization of more complex cortical functions. It is
precisely from these functions that some proto-representations concerning fetal
sensorimotor experiences can develop. Through the somatosensory areas, data
reach the amygdala, which can then transmit to them an emotional quality. Emo-
tions are therefore the first experiences which the fetus may have and memorize.

2. Integrative functions

Fetal integrative functions appear in their complete form when the brain stem is
almost completely developed, approximately during the 28™ week, and when the
cerebral cortex is sufficiently developed, so that it can interact with subcortical
structures and enable the elaboration of sensory content. This occurs from the
36™ to the 38™ week of pregnancy, a period during which the brain reacts to
various stimuli (in particular the mother’s voice) with both reflex movements of
the body and the head, and with an increase of the heart rate (Joseph, 2000).
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During the 36™ week, the tonotopic organization of the cochlea reaches maturity
and the fetus is able to discriminate between different frequencies of sounds
(also in relation to the mother’s voice and her language), assigning them an
emotional meaning on the basis of the intense and mutual connections with the
amygdala.

This is the moment when the trunk and its reticular structures can constitute
the anatomo-functional basis of an experienced integration (intégrations experi-
encielles) which, back in 1954, Alfred Fessard (Fessard, 1954) suggested to be
the cause of the formation of a basic consciousness generally identified with
awareness. But this is also the moment when the cerebral cortex, which devel-
oped also thanks to the synaptogenic stimuli coming from the brain stem, be-
comes the place where the sensory experiences (for example acoustic and so-
moesthesic) can enable the fetus to develop a form of consciousness with sen-
sory content (Burgess, Tawia 1996), which could then be able to create some
proto-representations.

These experiences can be stored in the corresponding cortical associative
areas, in order to constitute a first form of memory. This memory cannot be but
implicit, due to the maturity of the amygdala and the immaturity of the hippo-
campus, which is necessary for the late organization of the explicit or declara-
tive memory (Joseph 1996; Siegel 1999). This first form of memory can be the
site of an unconscious proto-function of the mind, on top of which other sen-
sory, affective, and emotive experiences, characteristic of a baby’s life, will be
organized in layers. It is in this memory that the prenatal experiences of a trau-
matic nature, which can determine the baby’s mental development after birth,
are collected.

During the final stages of pregnancy, between the 36™ and the 38" week,
heart rate, body and eye movements, metabolic and hemodynamic response to
stimuli, can be grouped into episodes which are linked to the fetal phases of rest
and activity (Timor-Tritch et al., 1976; Romanini, Rizzo, 1995). These cyclic
phases, which are present from the very beginning of pregnancy, turn into states
of wakefulness and sleep towards the end of pregnancy, with phases similar to
REM (Romanini, Rizzo, 1995; Nijhuis et al., 1982) and phases similar to non-
REM comparable to those of adults (Emde, Koenig 1969; Emde, Metcalf, 1970).
Various researches on premature infants who were born between the 6™ and the
8™ month of pregnancy have confirmed the presence of a continuous state of
sleep that appeared atypical and that presented similar characteristics to the ac-
tive one, which could thus be considered a precursor of REM sleep (Petre-
Quadens, 1967).

It is possible that the fetus, in a similar way to the newborn, immediately
enters the REM phases without going through non-REM ones. This can be ex-
plained by referring to the fact that the systems of the thalamocortical synchro-
nization typical of non-REM phases, develop later, and always after birth. This
might also be the reason why the baby can enter a REM phase also with its eyes
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wide open, while it is feeding (eating REM, sucking REM) and even when it is
crying (fussing REM) (Spitz, 1962).

In order to validate the data referring to human fetuses, we can look at the
experience of animals such as calves and lambs, whose gestational period is
comparable to that of humans. In these cases, as Ruckebush (1972) and Rucke-
bush et al. (1977) have demonstrated, during the 8™ month of pregnancy, periods
of wakefulness alternate with periods of resting, active, intermediate or transi-
tional sleep, which, from a qualitative point of view, is similar to that observed
in adult ruminants. In these animals, the phases of sleep can occupy 85—-90% of
gestation time and are dominated by active phases. This demonstrates that the
biological desynchronizing mechanisms of sleep similar to REM develop onto-
genetically before the synchronizing ones.

It is interesting to observe here that the active phase of sleep, which predicts
the baby’s REM sleep, can become the biological container of important physio-
logical and psychological hereditary functions. For example, Valatx (1977) and
Cespuglio et al. (1975) have demonstrated that during this phase there is an
hereditary transmission of physiological characteristics concerning REM sleep,
such as its duration, its rhythm, the characteristics of the PGO waves, and the
eye movements. In addition, Jouvet (1962) hypothesized that during the REM
phase of sleep, recurrent and periodic genetic organizations might take place.
The fetal active sleep, which anticipates REM sleep, could therefore represent
the ideal biological framework for the transmission of the parents’ genetic code,
in particular those elements which characterize its early mental experiences not
only on a physiological but also on a psychological level. Perhaps, it is precisely
this genetic code of which Bion, as well as many of us, think, when talking
about the baby’s equipment, an apparatus that determines its response to its
environment and reality.

3. Relevance of the observations on prenatal life
for psychoanalytic theory and clinic

The large quantity of active sleep in the fetus, which anticipates the REM sleep
of full-term babies, has led us to think that during this phase significant devel-
opmental transformations of the synaptic functions might occur, to which might
correspond increasingly developed psychic ones (those functions which will
eventually enable the baby to face its primary relationships). At this point, we
cannot avoid the issue of when the fetus begins to perceive, memorize and trans-
form into proto-representations, those experiences which are characterized by
sensory content.

In my opinion, the maturation of the cerebral cortex is essential in order to
allow for the elaboration of sensory information and permit these processes to
affect the amygdala, which confers an emotional quality to the sensory experi-
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ence. Furthermore, this sensory quality will act on the synapses and their plastic-
ity, thereby creating a condition for possible memorization.

Joseph (1996) states that from a very early stage (after 12 weeks), the fetus is
capable of complex behavior that entails a very small participation on the part of
the prosencephalon and the cerebral cortex while being mediated by the activi-
ties of the brain stem. This is confirmed by recent sonographic observations,
which demonstrate an integrative function of the brain stem, facilitated by the
development of the inhibitory interneurons (Piontelli, 2006).

Subsequently, the cerebral cortex assumes an increasing importance and be-
comes essential for the sensory experiences of the fetus to be able to produce a
proto-representational activity (albeit rudimentary), which places it in the most
suitable condition to enter extra-uterine reality. It is this proto-representational
function which, in full-term fetuses, facilitates the development of a sense of the
Self connected to fetal body functions: a proto-Self, or better, a neurobiological
Self, which works as a modulator of homeostasis, and which is capable of creat-
ing an awareness of its own somatic limits, thereby enabling the fetus to distin-
guish, at birth, its own Self from ‘the other’ Self (that is, the Self of others).

Several authors (Piontelli, 2006; Bergeret et al., 2006) now claim that re-
search into prenatal life is extremely important in order to enhance the psycho-
analytical theory of the mind. As I will try to demonstrate below, it can also be
very helpful in the psychoanalytical clinic.

The “psychological DNA”

Today, the discovery of the implicit memory (Mancia, 2003—2006), which does
not need the configurations of the explicit memory in order to attain a form of
structure, enables us to suggest that mental life might begin a long way back in
ontogenetic time which has its roots in an early and essentially emotive (im-
plicit) memory. We think that this memory might begin with the development of
the cerebral cortex (around the 30™ week of pregnancy); in particular, we think
it might coincide with the development of the amygdala, which develops long
before the hippocampus. This memory posits itself within a circuit which, be-
sides the amygdala, involves the basal ganglia, the cerebellum, and the temporo-
occipital-parietal cortical areas of the right hemisphere. We know that this hemi-
sphere controls emotions (Gainotti, 2006; Phelps, 2004) and establishes mutual
connections with the amygdala. Taking this line of thought further, we can say
that the implicit basic memory which stores the first sensory and motor experi-
ences of the fetus could constitute a primitive sketch of an unconscious function
of the mind which does not undergo repression, and cannot be remembered.

At birth, other relational experiences (the mother’s voice, her language and
the care she provides for the baby’s body), together with the emotions and affec-
tions they carry, will be able to organize themselves in layers on top of the basic
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structures of the implicit memory which was shaped during fetal life, and thus
contribute to the formation of an unrepressed unconscious nucleus of the Self
which does not undergo repression, and which will condition the newborn’s
primary relationship, its learning processes, and the development of its explicit
memory, as well as its affective, emotional and cognitive life.

Using a metaphor borrowed from genetics, we could say that this memory is
the subject’s “psychological DNA”. Its main characteristic is that it developed
during the prenatal and perinatal period, which is a pre-symbolic and pre-
linguistic period that by definition is incapable of being remembered. This
memory will determine the individual’s emotions, his/her affections and his/her
thoughts during his/her whole life. During analysis, it will manifest itself in
dreams and in the transference.

The theoretical-clinical presupposition which we can draw from the above
considerations is that structural situations of a psychopathological nature such as
psychoses, borderline states and depressive syndromes, have their salient etiology
in the earliest (prenatal) traumatic events which involve the infant’s development.

The question that contemporary psychoanalysis asks is the following: what is
the relationship between the affective and emotional traumas experienced by the
fetus and the development of the subject’s character and personality, including
the psychopathology we can observe in adults? The question is also justified
by Freud’s work, according to which there is greater continuity between in-
trauterine life and early infancy than what the trauma of birth might lead us to
think.

The clinical experience emphasizes the reality and the importance of early
traumas which occurred during the prenatal period. They are often difficult to
interpret, and throughout time, they have been (and often still are) met with
mistrust, both by patients and analysts themselves, and they are confronted with
skepticism by the psychoanalytical community. In these cases, the fetal ability to
memorize its early experiences (beginning with the mother’s biological rhythms,
which act as a container for the fetus itself), are not taken into serious considera-
tion. Similarly, there is a tendency to ignore the fundamentally affective signifi-
cance of the intonation of the mother’s voice, the first source of ‘tonal’ and mu-
sical stimuli outside the self. It is these stimuli which help fetal containment and
favor the establishment of an affective and emotional continuity during the pas-
sage from the interior of the uterus to the exterior; as such, they stimulate the
fetal early fantasies (or proto-fantasies).

The perception of the mother’s voice, in fact, involves the constitution of an
object which the fetus can endow with affection early enough, through its sense
of hearing. The fetus can memorize the affection and the fantasies conveyed by
the mother’s voice (De Casper, Fifer, 1980) and these can become the first emo-
tional objects stored in the fetal implicit memory, the first one which actually
works at the very beginning of life, thanks to the early development of the
amygdala (Joseph, 1996; 12, LeDoux, 1996, 2000; Siegel, 1999).
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Early memorized prenatal traumas can be reactivated by traumatic situations
experienced later in life, to such an extent that they can emerge in transference
and dreams. Dreams in particular can confer a form of figurability to those pre-
natal experiences that cannot be represented. An element which can play a fun-
damental role in this process, is sensory trans-modality (Stern, 1987), that is, a
procedure which enables the fetus to integrate various sensory experiences well
before sight develops. The late development of sight prevents the fetus from
creating visual representations. We should therefore assume that primary fanta-
sies (or proto-fantasies) have at their root some “neural configuration” created
by sensory experience. These fantasies seem to coincide with the ‘original
ghosts’ described by Bergeret (2004), which he defines as a “souvenir non-
souvenir”, a literary way of talking about an implicit memory whose memory
will never be able to surface.

Bergeret et al. (2006) think that projective identification itself originates from
traumas experienced during fetal life. They link this traumatism to three fanta-
sies or proto-fantasies: 1) the imaginary and rival baby inside the mother’s
womb; 2) the father’s penis which enters and shakes the mother’s womb and,
indirectly, the fetus itself; 3) the meconium which fills the mother’s womb.

An important aspect entailed by this idea of the French authors, and which we
can now link to the discovery of the implicit memory operating from a very early
age, concerns the possibility we currently have to extend the Freudian notion of
Nachtréglichkeit (aprés coup, in French). This notion, in fact, implies that the
concept of Nachtrdglichkeit, which Freud links exclusively to the repressed con-
tent, could in fact be extended to the early and prenatal emotional content, which
was stored in the implicit memory and which therefore did not undergo repression.

Furthermore, from Kandel’s work we can develop the idea that prenatal stim-
uli (in a similar fashion to postnatal ones), might be able to act on genes and
condition their expression. It is precisely this protein expression which, from an
early stage, is able to regulate the development of the synapses and their plastic-
ity, thereby steadily modifying fundamental cerebral circuits. We are now able
to put forward the hypothesis that archaic, prenatal (as well as neonatal) experi-
ences of an affective nature leave behind indelible marks which, in a similar way
to family secrets, continue to disturb the subject’s affective and relational life
even during adulthood. In consideration of the extension of the Nachtrdglichkeit
concept, we can now create a sort of metaphorical bridge between the present
disorder activated by the transference, and the early experiences described
above, regarding them as the traumatic causes of the disorder itself.

Mr. B

A brief section of the analysis of Mr. B illustrates the clinical aspects of this
theoretical discussion. Mr. B comes under analysis 4 times a week. The therapy
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was required because of some character difficulties, a sort of physical and men-
tal heaviness, a marked awkwardness when trying to relate to women, incapacity
to part company, and his recurrent concern about his sexual potency.

I will describe only a brief phase of this case history, namely the period when
my patient began to report a sudden loss of sight from one eye, which specialists
diagnosed as an initial and progressive form of retrobulbar optic neuritis. This
disorder appeared in a period characterized by insistent self-punishing fantasies
in which Mr. B seemed to be the victim of a cruel and irreducible part of himself
which threatened him from the inside and which made him aggressive and often
violent with people at work and his occasional sexual partners. Mr. B was
heavy, adhesive and rigid, also from a physical point of view. My counter-
transfer in that period was characterized by a sort of discomfort triggered by his
exasperate requests, aimed at the containment of his aggressive and violent parts
(which he projected onto me), and the continuous masturbatory moves which he
would usually make at the moment of parting company. Furthermore, I felt in-
capable of helping him and very often I would feel bored because of his repeti-
tiveness, monotony, and heaviness. I thus began to reflect on these counter-
transferal feelings and think that they were the answer to his transference, which
was very adhesive and defensive in relation to any distance I might try to estab-
lish between the two of us. As a consequence of the anxiety he seemed to have
felt in a restricted uterine space, Mr. B made me feel enclosed in a restricted
mental space. Furthermore he seemed to be resentful for some traumas that I
thought he might have experienced during that period of his development. This
elaboration of his transference was confirmed a little later, when very significant
dreams made their appearance. Neither of us had any difficulty in recognizing
that these dreams could be considered symbolic representations of traumatic
experiences connected to his fetal life.

In the first of these dreams, Mr. B is in the garden of a countryside priest
(associated with a man who likes women), and he creates for himself a sort of
hideout amongst a thorn bush full of thorns. He conceals himself inside the
hideout, as if he were a very young child who can look out from within without
being seen. Mr. B associates this dream with the memory of a gamekeeper who
used to work on one of his parents’ estates, who told him about some dangerous
snakes which lived in the woods, and also to some tale about his mother, who
was rumored to have played, in her childhood, sexual games in the very wood of
Mr. B’s hideout.

I suggest that in the analytic garden of a priest/father/analyst who loves
women, some voyeuristic fantasies capable of exciting him are activated. I said
that his concealing himself inside his hideout creates the image of a fetus that
retreats into a womb full of thorns from where he can exercise his voyeurism,
but where he feels threatened by a paternal snake/penis which can penetrate
inside the mother’s vagina and hit his voyeuristic eye.
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Mr. B meets my interpretation with silence, and gives the impression that he
was emotionally involved, to such an extent that in that precise transference
moment he identifies with the child/fetus of the dream, whose suffering eye was
threatened.

During the following sitting, he reports another dream: in a thick bush in his
countryside he wants to crouch and withdraw, just like a very small baby. He
hides behind the bush but he is very worried that a horse galloping by might hit
him on the head with its hoof. He associates the film Gandhi, where the horses
appear to stop in front of the crowd, but become very dangerous when they meet
an individual, alone, on the ground. He then remembers his countryside, where a
man had fallen on the ground and was hit on the head by a horse’s hoof. After a
short silence, he brings up a fantasy: that of Polyphemus and the cave where Ulys-
ses and his companions blind the giant by piercing his eye with a burning pole.

I am positively impressed by this dream and by his associations. I therefore
try to associate it to the previous one, by showing the patient the continuity of
his dream work, which again seems to point to Mr. B’s identification with a
small fetus withdrawing inside a maternal uterus/container, which is very dan-
gerous since the paternal hoof/penis is able to enter rhythmically the interior of
the mother’s body/garden and hit the fetus on the head. I also tell him that the
fantasy about Ulysses, who blinds Polyphemus with a pole, can represent a
metaphor of the trauma of a pole/penis which hits and destroys his voyeuristic
eye.

I feel that Mr. B is very close and impressed by my hypothesis. He remains
silent, as if in a state of intense reflection and emotional involvement.

The following week, Mr. B reports another dream, which I hear as an elabora-
tion and a continuation of the preceding ones, despite its different form. In the
dream, Mr. B with his fiancé is paying a visit to a friend who is seriously ill. He
lies down on a bed, which, however, becomes a bath, and he lowers himself into
it. After narrating his dream, he remembers how, as a child, bath time made him
fear that he might die. It was always during his bath time that Mr. B, left on his
own by his mother, used to have masturbatory fantasies. He also remembers
how, as a child, he was always confused with his mother who, in her turn, found
it difficult to let him go. He then says that he is afraid his eye disorder might be
progressive and lead to blindness and death, and then he concludes by saying: “I
feel as if I was in a uterine cavity and I feel pain in my eyes. I’ve spoken to my
mother about this, but she doesn’t seem too worried”.

I tell him that in his dream, the analyst’s couch becomes a lethal bath, full of
amniotic liquid/meconium in which, in a similar way to what used to happen
during his childhood, he could not be left on his own by his mother/analyst.
Indeed, if that were to happen, he would run the risk of dying or of being ob-
sessed by masturbatory fantasies. I also tell him that the fact that he considers
his mother not particularly worried, could indicate his faith in the therapeutic
and reparatory possibilities of our elaborations during analysis.
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The work on these dreams has occupied us, with various alternations, for
several months. One day, during a period in which his acting out was much less
and the vision of his sore eye seemed definitely improved, Mr. B described a
dream in which he is still in his countryside, but in an entirely remade car. The
car-body repairer has reconstructed the body of the car and he feels satisfied.
Then he gets on his bike, sets out for a big mound and then enters a big house
full of maze-like corridors, from which he gets out in the open air. From the
roof, he can see a hilly landscape full of light, which feels very different from the
oppressive and deadly atmosphere of the house interior.

Mr. B associates his dream with the fact that his eyesight has improved, that
his worries have decreased and that he is astonished by the fact that during
analysis he is able to transform his mental pain into physical agony. We both
acknowledge that in the dream the situation has changed, in so far as he is now
able to get out of the lethal house, which stands for the intrauterine regressive
period. Similarly, his dream makes it clear that he is now able to get out of the
nightmare of a deadly confusion with his interior mother, in order to see the
light and the vitality of the landscape, as if he was born a second time.

After this dream, Mr. B tells me that the specialists who had been monitoring
him throughout this period, told him that his eyesight and the optic disk itself
had resumed their normality. They could not explain satisfactorily the regression
of this disorder which, in their opinion was probably caused by a temporary
vascular disorder.

As analysts, I think we are authorized to put forward the following hypothe-
sis: the dangerous lesion of this patient’s eye was a serious psychosomatic ex-
perience which became apparent during analysis and which was repaired
through a process of mentalization and emotional elaboration, even in the ab-
sence of memory, thanks to the work on his transference and his dreams. This
has permitted a metaphorical bridge to be built between the actuality of transfer-
ence (relational heaviness and ocular pain) and the prenatal psychic trauma, and
has allowed his unconscious emotional history stored in the implicit memory to
be reconstructed.
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(Elisa, 3 yrs. 5 mos.)
I’ve never seen a baby being born and | don’t know who decides about being born:
the mother or the babies. | don’t know, | don’t remember anything.



(Serena, 3 yrs. 7 mos.)
When | was born, everybody wanted to touch me — | was so pretty!
| had beautiful eyes, a beautiful mouth, and beautiful hands.
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14. Death and birth

Francois Ansermet; European School of Psychoanalysis
University of Lausanne, Switzerland

Can one be dead before being born? Along with the problems posed by death in
the uterus, the question of death before birth presents itself today in a new light
following progress in prenatal diagnosis and predictive medicine, with their
influence on the therapeutic interruption of pregnancy.

Death during birth is a classic clinical question, whether it is infant or mater-
nal mortality (which will not be discussed in this paper), both of which consti-
tute major public health indicators. This does not stop the possible occurrence of
death during birth from touching an (impossible to think of) link between the
end and the beginning of life, sometimes even before birth.

Death and birth unite two inexpressible situations. Death is inexpressible, as
Freud put it: “The fact is that our own death is inexpressible . . . no one, at the
end of the day, believes in his own death or, what recalls it: in the subconscious,
each of us is persuaded of his own immortality.” The same is true for our origins
(Ansermet, 1999). The questions of infants, assiduous researchers, who often
leave their immediate circle at a loss are proof of this. Like the little boy who,
after his parents had given all the possible explanations they could following the
death of his grandfather, continued to interrogate them: “Yes, but once I am
dead and buried, when my body is in the ground and my soul in heaven, where
will 7 be?” Or that other child, whose pregnant mother had just tried to divulge
the secret of her maternity, of the role of the father and mother, of love, of the
little seed. . ., who replied in a more than pertinent fashion: “Yes, I understand,
but before being in your tummy, where was 1?” (Balmary, 1993).

Death at birth — and with good reason, above all, death before birth — adds to
the inexpressibility of death and of our origins. And the advances in prenatal
medicine as well as the resulting change in the status of the fetus, absolutely
force us to face the inexpressibility of life and death before birth.

Change in the status of the fetus

Ultrasound, with the image it unveils, gives a concrete existence to the fetus as a
child to be (Muller-Nix et al., 2000) and sometimes, during the exam, one no
longer speaks of the fetus but of the baby. An echographer told me that she only
used the term fetus when some malformation was unequivocally revealed. Even
if it is via a virtual image, the infant takes on a material existence through ultra-
sound. The dimensions of its body, already resembling those of a baby, become
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real. Its position is singled out, it is seen in movement: sucking, yawning,
stretching, rubbing its feet against each other; in short, it takes on the solid real-
ity of a child being already there. In case of dath, it is the loss of a dear being
which one has felt living inside, whose ultrasound image had already been put
into the photo album.

Predictive prenatal medicine thus faces impossible choices in the case of
detecting pathology. Sometimes a certainty is determined, but more often a
probability, a risk, is quantified. It is something which does not stop subjects
from living the probability as a certainty. Every decision of therapeutic inter-
ruption of pregnancy implies a ‘sending into crisis’ of the inevitable ambiva-
lence which accompanies bringing a child into the world, most often kept inhib-
ited.

The birth of ambivalence

Every birth is, in fact, accompanied by certain ambivalence: in the face of bear-
ing the child, the transformation from two as a couple to three as a family, the
transition of the woman to a mother and the man to a father. This ambivalence
can be accompanied by all sorts of indirect manifestations, through a tendency
to depression, unexpected behaviour, or attacks of anxiety. The sexual origin is
difficult to imagine, more often than not supressed. The standpoint of the change
in generations leaves one perplexed. Sometimes, it is put on the child, uncon-
sciously. Killing of a child (Leclaire, 1975) is a major spectre, central, and
strongly inhibited, which gambles with all births. Nonetheless, our culture par-
ticipates in staging it in all its multiple forms, among mythical tales and trage-
dies, from the exposition of Oedipus to the massacre of the innocents, without
considering the cases of those tales for children where this theme is often preva-
lent. This is also what epidemiological findings reveal: according to Marks
(1996), the risk of murdering a child less than one year old is way above that of
an older child, and the risk of infanticide by one of the parents is considered as
maximal during the first 24—48 hours of life.

The loss of a child during pregnancy is particularly difficult to consider. It
plunges those who live it into torments of perplexity: Have they lost a child?
Have they lost a part of themselves? Were they already parents? Has nothing
happened? Did the lost fetus already have the status of a child or is it only about
a narcissistic loss? This question is central and difficult. As Freud shows (1969)
it is absolutely necessary to recognize the true nature of the parents’ tender love
towards the child, which is that of a resuscitation of their own narcissism. A
desire for immortality, which reality destroys, comes to find refuge in the child.
Thus the loss of a child before birth is also a narcissistic loss for those who are
expecting it.
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The trauma of perinatal death

The loss of a child before or at the moment of birth is a relatively frequent situa-
tion, extremely painful, still too misunderstood, and insufficiently considered.
This is true for the time it occurs and for its long-term effects: too often it is
downgraded to a simple fact in anamnesis during psychotherapy, ignoring its
effects on the couple and the siblings already born or yet to come, who can find
themselves confused in their role as surrogate children.

The reaction to a perinatal death is to be understood from clinical studies on
trauma. Everything suddenly stops (Soubieux et al., 2005). All that was being
invested swings in a brutal fashion, in an instant plunging into a state of stupor,
of loss of equilibrium, of confusion. A reality which one was not prepared for —
even if reduced to the essence of an ambivalent conflict — forces its way in. The
unthinkable and the unspeakable break into a scene which was prepared to
welcome life. The pain remains the sole link with the missing baby even if never
born. That pain, paradoxically, protects from torment; it is a defence mechanism
to be respected, the only outcome in the acute moment of the child’s dis-
appearance. As Pontalis (1977) wrote: “There where there is the pain, it’s the
absent, lost object which is present”. This psychological pain, acute, is paired
with a physical pain. The integrity of the body, ready for the child, is struck,
amputated of a part of itself, everything about it being marked by an ab-
sence which is only too real, lived directly by the mother and indirectly by the
father.

But death is not only the loss of a vested object. As Lacan shows (2004), the
loss of the object unveils in the same stroke the imminence of an inexpressible
object, which came to mask the vested object. Hence the anxiety is not linked to
the little baby but to the arising of an inassimilable reality, up to that point
veiled, covered over by the vested object. It follows that it is not only to the
depression, but to the anxiety — and to the trauma — that we must refer in order to
understand the effect of a loss. Death, the effects it provokes, would thus to be
understood departing first from an excess of ‘presence’, the too great proximity
of an inexpressible object, forward to the vested objects of reality, and nearer to
an impulsive reality. The death of the child realizes a baring of the impulse
which underlies the investment, hence the traumatic break-in and the torment
implicated by perinatal death.

It is possible to suspect this from the text by Kafka (1980) — Le souci du peére
de famille — which features a strange object, named Obradek, a bobbin of
twisted thread, which tumbles down the stairs, crosses the house from top to
bottom. Obradek provokes the perplexity of those who are there. They know that
this object precedes them and will survive them. It is perhaps thus that the pain
linked to mourning is to be understood. Anxiety, a signal of confrontation with
reality, arises. We are dealing with a state of distress, Hilflosigkeit (Freud,
1926). Lacan (1986), regarding the state of distress, distinguishes abwarten from



180

Francois Ansermet

Erwartung. Erwartung means the expectation of something. What designates
abwarten is a widespread expectation, without any anticipation of that which is
expected. This is what is involved in the loss which death implies: “the experi-
ence of absolute disarray, at which level anxiety is already a protection, no
longer abwarten but Erwartung” (Lacan, 1986). A state of distress, in series
with any intervention from others, occurs. It is this type of distress which the
confrontation with extreme situations provokes, like that of perinatal death,
where death coincides with birth, projecting into a distress “where man in this
relationship with himself which is his own death [. . .] expects help from no one”
(Lacan, 1986).

Perinatal mourning

That traumatic introduction of a real impulse is not the property of perinatal
death, even if it manifests it more than any other loss. It is a lesson which that
particular situation brings in a general manner to the clinical treatment of
mourning and coping with death in psychotherapy.

Mourning and the travail of mourning are first of all dealing with that ‘break-
in’, which returns to the person himself, as suggested by Freud (1976) when he
examined the relationship between mourning and melancholy and the phenome-
non of the pain of mourning. The travail of mourning consists in re-involving in
a different way the investment bared by the loss of the object. In fact, it is about
travail of substitution. As Lacan (1986) indicated, mourning consumes “for a
second time the loss of the loved object provoked by the accident of destiny”.
This travail is complex. It consists of restoring the link with the veritable object
of the relationship, the object masked by that which was lost. Every object is,
effectively, in a certain manner a replacement of a fundamental object, the cause
of a desire. The cause of a desire is distinct from its end. The object which
causes the desire is other than that which is targeted in the investment (Miller,
2005). As we have seen, it is that dichotomy which the clinical treatment of
mourning brutally reveals, more so when it is about a child that one was unable
to know, provoking the resurgence of the object in question in the desire, on the
side of the potentially vested object.

In the case of perinatal death, the fetus is a particular object, an object which
is not yet a non-object, vested with potentiality, in the narcissistic valences. It is
thus that the fetus can be seen as a melancholic object. Along with the fetus, a
part of oneself is lost. It coincides with the shadow of the object and it is the “I”
which is amputated. It is the immortality of the “I” that is involved in the narcis-
sistic expectation of the parents which is checkmated. It is thus an instantaneous
melancholic process, based on a narcissistic identification with the object, which
will be transformed into mourning later on. It is about a non-accomplishment of
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a part of oneself, lost before knowing it, a strange situation where something
still unidentified is brutally lost, leading to a fundamental distress.

The process of mourning and burial

Such a particular situation obliges us to reflect on the process of mourning in
association with the proposed ‘process of burial’. The process of mourning in
the situation of a perinatal death is primarily a means of dealing with the in-
volved distress. In front of the inexpressibility of death, an action imposes itself.
This action deals with the anxiety. Sometimes this is the initiation of a transition
to action in the subject him/herself, an eruption that can go as far as self-
destruction and suicide. This is why it is necessary to pass through an action
which must be accepted by others, to allow a symbolic and imaginary dealing
with the reality which the loss implicated by death reveals, even more so when it
occurs before birth.

The travail of mourning thus involves what could be called travail of burial:
burial of the inexpressible object, so that this can be symbolically re-involved
and pre-sanctified as absent. The travail of burial thus consists in restoring the
link to that inexpressible object which covers the vested object. It is about bury-
ing the inexpressible object, so that a substitute can be created. At the end, one
does not mourn, one only replaces, substitutes, finds objects suitable to mask the
inexpressible object, existing already before the object. Life obliges us to pass
from substitute to substitute, to deal with the inexpressible reality of death,
which passes through new objects, but also by a process of idealization, of eter-
nalization of what has been lost. That idealization being perhaps alienating, as
mentioned regarding the child called ‘surrogate’, where the dead child can hurt
those who follow him. This phenomenon can be still more significant when
death took place before birth. Nothing comes to form a barrier against idealiza-
tion. Hence the importance of burial, of the travail of burial, should be ack-
nowledged.

The role of the teams of obstetricians and liaison psychiatrists is, in this
framework, fundamental. The legal norms are today still changing, blurred, not
always known, and in any case behind the advances in medicine. Is it necessary
to show the dead fetus, to present it in a non-frightening fashion, after prepara-
tion, in a coffin, to show some photos, give it a first name, declare it to the regis-
try office, and to organize some funeral rites. Usually it is after 22 weeks of
gestation (and birth weight greater than 500 g) that these practices are intro-
duced, different if the fetus is born alive or stillborn. But it is, above all, neces-
sary to take into account the subjectivity of the parents, of their manner of living
the prenatal death. At certain times, it is only after a while that they wish to see
the photos taken, give a first name, go back to visit the burial place (certain
cemeteries reserve specific places), and make it their own.
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Impossible questions

Following the progress in perinatal medicine we are in a domain of full-blown
perturbation. We really do not know when to secure the beginning of life. Is it
already at the stage of the unfertilized egg, the zygote, the embryo, the fetus,
starting at how many weeks? How and when to define the beginning of life?

This question presents itself even more readily now, when perinatal medicine
is flooded by situations where the limit between death and birth is blurred. The
extreme situations may be related to medically assisted procreation, where the
status of neither dead nor alive defines cryopreserved embryos. With this type of
biotechnology, there is also the limit that can be lost, through the possible use of
the zygote or embryo in therapeutic cloning.

We could refer in this regard to the possibilities opened by pre-implantation
diagnosis, with the selection of a zygote unaffected by a known genetic disease
for implantation. When the choice is made, an unthinkable status is given to the
eliminated zygotes. Even more so, the selection of zygotes by this sort of tech-
nique may end as a baby conceived to allow the treatment of a child already
born but affected by an incurable disease and requiring specific transplants.
Similarly, numerical reduction of embryos from a multiple pregnancy following
assisted procreation, confronts the gynecologists with questions related to the
extent of their action and the choices they make.

The list of new questions presented by prenatal medicine is almost infinite. The
examples mentioned are here to show the cardinal points involved in the fact of
being able to intervene in reality without anticipating the subjective results which
may ensue. The point to which these new technologies take those who undergo
them, just as those who apply them, are surely the frontiers of what is today con-
sidered thinkable. The result is puzzling for everyone and often taken well beyond
the particular context in which these questions were originally asked.
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15. Prenatal counseling

Johannes Bitzer; Department for Social Medicine, Clinic of
Obstetrics, University of Basel, Switzerland

Introduction

For the largest part of human evolution, embryonic and fetal existence has been
hidden away in the maternal womb and the development of the child to be has
been the subject of fantasies, hopes, fears, and rituals. With the implementation
of ultrasound, cytogenetics, and molecular biology, medicine has intruded into
this formerly “dark continent” and replaced speculation with knowledge, subjec-
tive images with objective ones, hopes and fears with new diagnostic categories.
For the first time in human history, physicians shared their insight of intrauterine
life with the future mothers and thus become companions during the process of
embryonic and fetal development. What was formerly a possible internal dia-
logue between the pregnant woman and her child to be is now a “trilogue” be-
tween mother, physician and embryo/fetus. The new technologies have thus
opened up new opportunities for knowledge which carry with them new options
and possible decisions for pregnant women. It is the task of the obstetrician to
help women to achieve the best use of this new knowledge and to support them
in their decision-making according to their personal values and objectives. This
means that obstetricians have to take up the role and responsibility of counsel-
lors.

Specific characteristics of prenatal counselling

Obstetricians take responsibility for two persons — the mother and the em-
bryo/fetus. The embryo/fetus cannot be included into the communication. The
mother acts as a representative. The obstetrician communicates with the mother
and indirectly with the fetus through the relationship between the pregnant
woman and her child to be. This relationship is very variable and dependent on
socio-cultural and personal values and emotions. Thus, prenatal medicine means
communication regarding the values of the pregnant woman and her relationship
with the child to be.

Prenatal investigations provide information about the developing child. The
developing child is overloaded with intensive emotions and is reflected in the
imagination of the mother to be. Prenatal investigations have an influence on
this subjective image and may modify it profoundly. Prenatal medicine, there-
fore, means communication about patients’ imagination and emotion.
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Some investigations are based on rather complicated statistical theorems and
methods, which provide complex information about probabilities. Some of this
information may be ambivalent, cause insecurity and anxiety, and disturb the
prenatal mother-child relationship. Prenatal medicine means, therefore, commu-
nication regarding numbers and statistics in a way which is understandable for
pregnant women.

Such diagnostic procedures as CVS and amniocentesis entail a low, but real,
loss rate for the pregnancy. “Therapeutic” interventions comprise, among other
things, also the termination of pregnancy, which involves fetocide. Both situa-
tions are unique in medicine. Prenatal medicine is, therefore, also communica-
tion about ethics.

Communicative and counselling skills for obstetricians

Obstetricians in this specific setting should learn to apply basic principles of
patient-centred communication with elements of non-directive counselling, pa-
tient education, and shared decision-making.
These elements are integrated into a process which comprises the following
“steps™:
o C(Clarification of the patient’s objectives and the obstetrician’s mandate
e Providing individualized information and education about prenatal investiga-
tions
o Shared decision-making regarding tests and investigations
e Breaking (bad, ambivalent) news
e (Caring for patients with an affected child

Clarification of the patient’s objectives
and the obstetrician’s mandate

This can be done by:

a) Directly asking the patient:
E.g.; Do you already have some information about pregnancy care and pre-
natal medicine? What are your wishes and concerns regarding pregnancy
care...?

b) Giving basic information about routine care and then asking about individual
concerns:
E.g.: In our routine care we see pregnant women every four weeks. The
check-ups serve two purposes, one to assure that you are in good health and
are not suffering from any related complications, and the other is to follow
and assure the normal development of the child. Do you have special con-
cerns or wishes...?
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Providing individualized information and education
about prenatal investigations:

The general principles are:

e Structure the information

Give information in small units

Announce important pieces of information
Encourage questions

Ensure feedback

This can be memorized as the Elicit-Provide-Elicit Sequence

o Elicit: patients pre-existing knowledge and questions

e Provide: give information in small units and short sentences.

o Elicit: patient’s understanding and evaluation of the information. “What does
this information mean to you”.

The complexity of the information about tests and prenatal investigations
demands a clear explanation of the statistical information and the use of images
and visualizations. Important issues in talking about numbers are:

o Give absolute frequencies and not relative probabilities
e Use always the same basic unit

e Explain not only risks but also chances

e Put the numbers into an everyday perspective

A basic instrument is the table with 1000 small symbolic figures, which
serves as a basic unit. With this table the different probabilities can be vi-
sualized. E.g.: The probability of the child having Down syndrome is 4 in
1000. (4 red figures are drawn on the 1000 figure table). This means at the same
time that in 996 pregnancies of women of your age children do not have this
disease.

Shared decision-making

Shared decision-making means that physicians provide information based on
evidence and that patients contribute their own values and evaluation. The proc-
ess is essentially the same for prenatal tests and prenatal investigations like CVS
or amniocentesis. The obstetrician accompanies the patient through the follow-
ing steps:

Clarify values: When talking about the tests and investigations, we have
to discuss very personal issues concerning the possibility of a handicapped
child and the question of abortion. What are your feelings and attitudes about
this?
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Give information based on evidence in an understandable way

E.g. (Prenatal test) Nuchal translucency and blood tests can provide a number,
which describes the probability of a disease of the child. The advantage of this
test is that it has no risk either for you or the child. The possible disadvantage
lies in the fact that you only get a number and not a diagnosis. This means that,
on the one hand, even with a low risk you cannot be absolutely sure that there is
no chromosomal abnormality, and on the other, a high risk may raise a lot of
unnecessary anxiety, because the child may well have no chromosomal abnor-
mality at all.

E.g. (CVS, Amniocentesis) You have received a test which says that the prob-
ability of disease is 1: 100 and you consider now whether to undergo a CVS or
amniocentesis. The advantage is that in 99 out of 100 investigations you get a
clear diagnosis, the disadvantage is that the procedure entails the risk of a mis-
carriage in 1 out of 100 investigations. This means that a healthy child may be
lost.

Let patients evaluate the information and anticipate the effect

E.g. (Prenatal test): Imagine you get a number which says that the probability of
disease is 10 in 1000 or 1 in 100. What are your thoughts about this, do you
think this number would give you a sense of security or would it raise anxiety?
Do you think it would help you to make further decisions?

E.g. (CVS, amniocentesis): How do you personally value this information?
What are your personal priorities and concerns? Would you need more informa-
tion? Would it be important to discuss this with your partner? Would it be im-
portant that you have some more time?

Breaking (bad, ambivalent news)

The general guidelines are:

e Preparation for the encounter. (Quiet setting, enough time, is all the infor-
mation needed available? Does the patient come alone or accompanied
by a family member or friend? What is the emotional situation of the physi-
cian?

e Introduction (Using a more personal issue for getting closer to the patient, a
brief summary of the previous events and the objective of the consultation)
Announcement ( Unfortunately I have to give you bad news)

o Statement (Give the diagnosis in simple words)

e Waiting for the individual reaction of the patient (Stunned, paralyzed, con-
fused, shocked, desperate, crying, stoic, denying, etc.)

e Response to the reaction (emotion handling, reflecting, summarizing)
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e Encouraging questions and giving further information in small pieces

e Give hope (there is always something that can be done)

e Structure the near future (what is the patient going to do next, define next
steps to be taken and give appointments)

It is especially important that obstetricians are aware that the diagnosis refers
to the patient’s child and that here again the relationship of the mother to the
child is a very important determinant in coping with the diagnosis. The pregnant
woman is confronted with the destruction of her hope to have a healthy child
and she is at the same time aware that she has to take an active decision with
respect to her child’s existence, which eventually may lead to actively separating
herself from her child. Thus the communication about the affected child has to
be very empathic and respectful.

Caring for the women with an affected child

Pregnant women with an affected child are in a potentially traumatic situation.
They have to decide about their own future, the future of their family’s and their
child’s destiny. This goes frequently beyond the coping capacity of the women
concerned.

Obstetricians should be able to accompany these women during their deci-
sion-making with respect to carrying on with the pregnancy or opting for abor-
tion. It is important that women can discuss with their physicians the possible
consequences of their decisions, that they are provided information about possi-
ble difficulties and consequences, and that possible ways of help are anticipated.

After the decision has been made, her strength and her ability to cope with
anxiety, depression, guilt, anger, aggression, and many other possible emotional
responses are required. The obstetrician’s task is not to escape these negative
emotions but to withstand them and stay with the patient. Together, they may
look at different ways of coping and explore the possibilities of help.

Whatever the decision, it is important to acknowledge that the woman and her
partner have to go through a process of mourning, which may be extremely
difficult because of the fact that this experience is extreme and cannot be shared
with others. Women who decide on an abortion do not often allow themselves to
mourn, because they feel that they have actively contributed to the death of their
child. For them it is even more important that they find empathic obstetricians,
midwifes, and nurses who will accept their decision and encourage them that
they also have the right to be sad and express their feelings.






(Martina, 4 yrs. 5 mos.)
When | was born, the first person | ran into with my eyes was my mommy.






16. ‘Care’ in neonatal intensive therapy

Fabrizio Ferrari; Department of Neonatology, University of
Modena and Reggio Emilia, Italy

Marisa Pugliese; Department of Mother and Child, Psychosocial
Division, University Hospital, Modena, Italy

Natascia Bertoncelli; Mother and Child Department, Neonatal
Division, University Hospital, Modena, Italy

Maria Federica Roversi; Mother and Child Department, Neonatal
Division, University Hospital, Modena, Italy

During the last 25—-30 years there has been a significant increase in the number
of survivors amongst very-low-birth weight (VLBW, <1500 g) and extremely-
low-birth-weight (ELBW, <1000 g) infants. Preterm delivery represents a risk
for the infant’s neuropsychological, emotive, and affective-relational develop-
ment. Indeed, in spite of significant developments in neonatology, especially for
VLBW and ELBW infants, we can observe important sequels in their neurologi-
cal and neuropsychological development. Case histories show that 10—15% of
VLBW infants develop neuro-motor deficiencies during early years. Behav-
ioural difficulties, neuropsychological deficiencies, attention deficit, and learn-
ing difficulties also characterize a very high proportion (50—60%) of VLBW
and ELBW infants (Marlow et al., 2005).

Recent studies have demonstrated that in addition to the neuropsychiatric
consequence caused by cerebral injuries, there are some developmental disor-
ders which can be attributed to neonatal intensive care unit (NICU). Current
NICU conditions, in particular those of incubators, are in fact very far from ideal
and cannot ensure the infant’s psychophysical and affective-relational well-
being. The newborn suddenly finds itself alone, projected in an environment full
of lights, noises and odours, where it is disturbed from 82 to 132 times a day,
whilst it is constantly kept away from its mother. Contrary to what was once
believed, recent ample scientific evidence has demonstrated that infants are able
to perceive, decode and memorize painful stimuli in all their intensity. The in-
fant, even when born preterm, is capable of memorizing painful experiences: the
limbic and diencephalic structures which are required by memory processes are
well-developed and perfectly functioning (Johnston et al., 1996; Goubet et al.,
2001; Mitchell, Boss, 2002; Puchalski, Hummel, 2002; Grunau, 2002).

The newborn in NICU undergoes many painful procedures: heel punctures,
endotracheal intubations, mechanical ventilation, endotracheal aspiration, blood
samplings from the arteries, insertion of central vein catheters, lumbar punc-
tures, etc. Even procedures such as application or removal of electrodes or plas-
ters, the positioning of the nasal-gastric tube, diaper change or bathing time can
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become a source of pain. In particular, some authors have demonstrated that
even during a banal procedure such as diaper change, premature infants express
a longer and more intense pain than full term babies, for whom pain is shorter
and less intense (Morelius et al., 2006).

And yet, it is not just the pain produced by these stimuli we are concerned
with. The infant, in fact, also experiences the anxiety and the pain provoked by
its affective and relational isolation. It has recently been demonstrated that, in
man, physical pain activates the same cerebral areas activated by psychological
pain (Eisenberger et al., 2003). Furthermore, in many animals, the distress
caused by separation anxiety from the mother shares the same sub-cortical cir-
cuits and the same neurotransmitters of physical pain (Panksepp, 2003). It was
indeed possible to demonstrate that early separation from the mother is associ-
ated with a distinct increase in the percentage of apoptosis (approximately twice
as much as in controls). Furthermore, studies carried out on cerebral plasticity,
have emphasised that separation from the mother determines an over-expression
of the NMDA receptors compared to the controls and that, even during separa-
tion, the ability to hear the mother’s voice enables the newborn animal to reduce
the over-expression of such receptors. Generally speaking, the exposure to an
environment which could be defined as hostile from a sensorial and social per-
spective seems to cause a reduction in the proliferation of the progenitor cells of
the cortical layers, and to lead to a reduction in the cortical and sub-cortical
synaptogenesis (at the level of the hippocampus). We have by now gained
enough scientific evidence to demonstrate that pain must be always considered
as a somatopsychic entity, even more so during the neonatal period when the
distinction between the body and the mind is even more artificial and un-
founded. Hence, pain has an essential role in stress: pain is always stressful. The
treatment of pain, then, must be a fundamental part of ‘care’, understood as the
attention to, and consideration for, the primary needs of the infant and its family.

Recurring stress and pain determine the division of the infant’s circadian
rhythms, apnoeas, abrupt variations of the oxygen tension, sudden fluctuations
of the infant’s cerebral flux, hormonal unbalances which activate the hypotha-
lamic-hypophyseal-adrenal axis, with the risk of causing micro-damages to the
central nervous system. Experimental studies suggest that the exposure to recur-
ring pain provokes an increased activity of the NMDA amino acids which de-
termine an excitatory-toxic damage in the developing neurons. In addition, dur-
ing the neonatal period, multiple metabolic traumas and/or the lack of social
stimulation increase the physiologic apoptosis through the loss of activity of
specific receptors (Bhutta, Anand, 2002). Some studies on volumetric magnetic
resonance, which were carried out on premature infants without documented
cerebral injuries at birth, have demonstrated that these subjects exhibited a re-
duced cerebral volume when compared to controls: this aspect is probably con-
nected to the occurrence of cumulative ‘micro-damages’, mainly linked to small,
but repetitive, variations of the infant’s homoeostasis. ‘Because it lacks inhibi-
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tory control’, the infant’s brain therefore appears ‘far too sensitive, at the mercy
of sensory information, and unable to limit the incoming flux’ (Als, 1992; Als
et al., 2004).

Besides the developmental risk caused by NICU, there are other factors
which may be held responsible for the behavioural and neuropsychological dif-
ficulties experienced by premature children. These factors might be identified
within the family environment and the relational aspects which determine the
infant-parent relationship.

Preterm delivery, in fact, triggers an emotional crisis in parents, mainly as a
result of their concern for the infant’s survival, the frequent invasive treatment
in the NICU, and the protracted separation from the child. In particular, many
parents of ELBW infants manifest stress-induced post-traumatic reactions last-
ing even many years after the premature birth (Holditch-Davis et al., 2003;
Miles, Holditch-Davis, 1997; Jotzo, Poets, 2005). The alteration of the parents’
role, caused by the separation from their child and the sense of impotence they
experience in the NICU, can affect the way they perceive their child (Allen et
al., 2004; Miles, Holditch-Davis, 1997). These factors must therefore be taken
into account during infant’s care, as they might have damaging repercussions on
the global development of the child.

The pain and the stress experienced by the preterm infant in the NICU, are not
always easily recognized by their caregivers (doctors, nurses, physiotherapists).
The recognition of signs of pain and stress, stress management, pain reduction,
and the contact with the mother, as well as the family’s involvement in the care
of their child, thus become first priorities in the care of premature infants (Als,
1992).

The models which can meet the premature child’s neurodevelopmental needs,
and can therefore favour its psychophysical and affective-relational well being,
rely on the Individualized Developmental Care, in particular the NIDCAP
method (Neonatal Individualized Developmental Care Assessment Program),
which focuses on the preterm infant’s individuality and the respect for both the
infant and its family (Als, 1999; Als et al., 1984; Als et al., 2003; Als et al.,
2004; Als et al., 2005). According to this model, the course of the organism’s
development is necessarily determined by the constant interaction between the
systems of which it consists (neuro-vegetative, motor, behavioural, self-
regulatory, and interactive) and the environment in which they are placed or in
other words, the NICU environment. The premature child’s behaviour, in a to-
tally inadequate and occasionally hostile environment, presents a wide range of
signals which should guide the caregiver’s attitude towards this fragile and
lonely child. The attempts premature infants make to clear their discomfort are
many: change of skin color, breathing irregularity, abrupt movements, sudden
extensions of legs and arms, and crying. Furthermore, the infant also adopts
many strategies to overcome destabilizing and stressful situations such as a sim-
ple diaper change or the application of electrodes. Amongst these strategies we
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can observe the movement of the child’s hands towards its mouth or its face, its
clinging onto the tube or sheet, and its sucking motion. Through the careful
observation of preterm infants’ behaviour in their incubator, the NIDCAP
method enables caregivers to recognize immediately the signs of stress caused
by routine care procedures and the signs of self-adjustment that infants might
put into practice themselves.

The observation of the preterm infant’s behaviour is so important because it
enables deductions from the child’s behaviour about the neurodevelopmental
needs of that particular child at that particular stage of life. In practical terms, the
acknowledgment of such needs determines the possibility of creating individual-
ized and developmental care programs for premature infants, which should be
closely connected to their development and clinical conditions. Premature infants
thus become active partners in the care process in which they are involved.
Through the communication of stress or well-being, the premature infant guides
the caregiver and ‘suggests’ the most adequate way to follow its development.

The application of the NIDCAP method in a NICU necessarily entails a
change in the type of assistance which is offered to the premature child: an assis-
tance based not only on ‘treating’, but also on ‘caring’. We thus move towards
an assistance which we would like to define as ‘relationship-oriented’ (that is,
assistance based on relationship and communication), thereby leaving behind
more classic views based on the mere completion of duties, that is, ‘task-
oriented’ views of assistance. The realization of this task requires, in the first
place, a multidisciplinary approach which involves the participation and the
involvement of the whole NICU staff: doctors, nurses, physiotherapists, psy-
chologists, as well as auxiliary and technical personnel.

Various studies demonstrate that the adoption of the NIDCAP method in
neonatal intensive care produces positive short and long term results. In the short
run, this method reduces the number of days of mechanic ventilation and the
need for oxygen, it favors early oral feeding, increases ponderal growth, reduces
the incidence of intra-ventricular hemorrhage and broncodysplasia, reduces the
days of hospitalization, enhances the staff’s ability to evaluate the premature
child’s state, increases the family’s involvement and their support, improves the
NICU environment for the infant and its family, and not the least important —
improves the work environment for the staff. In the long run, the application of
the NIDCAP method improves the neuropsychological outcomes (Kleberg et al.,
2000; Kleberg et al., 2002; Als et al., 2004; Westrup et al., 2004).

The NICU of the University Hospital of Modena has developed an individual-
ized program of care which focuses on the child and its family. This also re-
quires a preliminary meeting between doctors and psychologists which, when-
ever possible, takes place before delivery. The psychological support for parents
helps them cope with the emotional trauma and with the process of becoming
parents, and is an essential part of the care model adopted by the staff of the
NICU.
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17. Neurological development
assessment of the newborn

Romana Negri; Infantile Neuropsychiatry, University of Milan,
Italy

Meeting with Martha Harris was fundamental to my research on the assessment
of newborns and babies, especially in their first six to twelve months. She su-
pervised three of my Infant Observation cases carried out according to the Ester
Bick method. Along with the meeting with Martha Harris, the Bobath course in
London that I attended in 1979 and 1981 about neurological development in
babies and the treatment of infantile cerebral palsy proved very informative.

In the case of a newborn infant, there is still a period in which its motor be-
haviour reveals significant phylogenetic residues; there is a marked latency from
the time of birth to the maturity of appropriate neuronal and functional adapta-
tion to the extrauterine environment. This usually takes place only after two to
three months. At this stage, the baby has not mastered many abilities and is most
definitely unable to cope with fundamental requirements of the extrauterine
environment. This phenomenon is not as significant in other primates and seems
to point to the higher significance of the role of the mother in the human devel-
opment and growth.

For this reason, physical contact with the mother in terms of sensorial, tactile,
kinaesthetic, olfactory, acoustic, and visual stimuli cannot be considered as
merely the most suitable method to facilitate the integration and the develop-
ment of motor action, but plays another significant role in a wider context for
the perception and understanding of emotional communication which underlies
the development of thought and symbolization, and therefore the self-integration
of the baby.

The Bobaths consider the neurological and motor-sensory development of the
baby from the ontogenetic point of view and their theories regarding the first
period of a baby’s life are much in line with Esther Bick and Melanie Klein’s
theories regarding mental processes. Bick speaks of a typical non-integration in
the newborn period where the mother’s care is seen as vital to the development
of the baby. At the same time, (from a motor-sensory perspective) the Bobaths
highlight a rather unstable situation which can be observed when the newborn is
lying on its back and in an asymmetric position. The torso does not fulfill its role
as central component and axial part as it should from 4 months onwards. In fact,
only from this time does the baby maintain a symmetrical posture when placed
on its back and is capable of holding objects with two hands, looking at them
and taking them to its mouth. Such abilities are connected to the central part and
axis, and superior abilities therefore assume the function of “psycho-motorial
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antennae” so necessary for the development of the baby and the acquisition of
knowledge. After the fifth month, abilities include exploring the axial part, ab-
domen, and reaching for the shoulder of the opposite side of its body, etc.

It is known that from the fourth month, the baby’s mental capacities are at the
stage where, according to Klein, it individualizes, can live completely as an
entity and prepare itself to face the “depressive position”.

These demonstrative acquisitions of complete integration between mental
processes and neurological development of the baby have allowed me to fully
understand how impossible it is to separate physical, somatic, and mental com-
ponents of the newborn.

From a neurological interpretation of “soft signs”
to a psychopathological interpretation

There has been justifiable emphasis on the importance of the early detection of
the premature symptoms of cerebral suffering in the newborn infant from neona-
tal and neurological points of view. The earlier the treatment is administered
(even though it does not serve to repair the damaged central nervous system),
the more the functional damage caused by the lesion can be reduced, ensuring
the best possible development of the baby (Bobath, 1967; Bobath, Bobath, 1980;
Negri, 1982, 1983a; Touwen, 1989). With this aim, a series of symptoms can be
taken into account in the context of pediatric neurology allowing, in many cases,
the formation of real symptoms-tables (Tables 1 and 2; Touwen, 1989). How-
ever, a strictly neurological interpretation of results is not completely predictive
in terms of diagnosis, as clearly stated by Touwen when he points out that in a
study of 161 newborns displaying some of these symptoms, a mere 10% turned
out to be suffering from infantile cerebral palsy. This leads the author to believe
that “not all the premature signs exist in cases of infantile cerebral palsy and that
the same signs can lead to different prognoses. Thus, the presence of a certain
symptom does not necessarily indicate a neurological disorder”. Amiel-Tison
and Dube (1985) identified correlations between “transitory anomalies” and
Touwen’s “soft signs” and learning difficulties at school-age.

It is clear that in many of the described symptoms (and I refer in particular to
hyper-excitability, apathy syndrome, transitory dystonia, irritability, hyperactivity,
tremulousness, various types of crying, sleep disorders, etc.), the interpretation
would be inadequate if the importance of mental functions (which are active not
only from birth but also in utero) was not taken into consideration — as confirmed
in the psychoanalytical (Corominas, 1993; Delassus, 2001; Freud, 1925; Gaddini,
1981) and neuro-physiological (Dreyfus-Brisac, 1968, 1970; Jouvet, 1962, 1978;
Mancia, 1980, 2004) fields, and more recently in the field of ultrasound research
(Devries et al., 1982; Prechtl, 1984; Tajani, lanniruberto, 1990; Negri, 1997,
2004).
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The recognition of mental functions renders the pediatric environment even
more difficult to interpret, because as | have previously mentioned, for reasons
of a biological nature it is difficult to differentiate between somatic and psycho-
logical functions at such an early age. “The newborn feels with its own body and
uses it to express itself” (Negri, 1983b). The newborn, therefore, uses all activity
and physical potential at its disposal to express deep and extremely intense emo-
tions. It is important to recognize the newborn’s tendency to experiment with
corporeal sensations when it comes to different types of emotions such as joy,
suffering, well-being, unease, and illness. This is why neurologists speak of
extreme variability in muscle tone which, in a newborn baby, is indicative of the
postural situation.

However, in the case of a newborn at risk of psychopathology or infantile
cerebral palsy, there is lack of variability and postural flexibility and the infant is
seen to be extremely distressed which, in turn, incites defensive mechanisms
characterized by stereotypy and hinders the consensual integration of the sensual
organs. The infant at risk of psychopathology has, for the most part, spent the
first period of its life in an incubator or by its nature appears rather disinclined
towards integration. The infant who develops infantile cerebral palsy, often
experiences a state of distress preceding the appearance of the neurobiological
disorder, which causes suffering in the nervous system (which we can under-
stand by considering how neurological maturation developes a containing func-
tion for primitive anxieties). The baby is left extremely traumatized after hospi-
talization due to isolation in the incubator or intervention techniques that are too
invasive.

The infant at risk is therefore capable of demonstrating pathological charac-
teristics through its mental activities at this very early stage of mental develop-
ment. On the basis of my experience I have been in a position to draw up a “ta-
ble of alarm symptoms” which indicates psychopathological risk (Table 1;
Negri, 1998). The alarm symptoms can also be present in a healthy infant, albeit
to a rather limited degree. In the case of the infant at risk, however, the symp-
toms are abundant. In addition, while the healthy infant may present some symp-
toms temporarily, the symptoms present in the infant at risk become a dominant
character and can be seen in aspects of its personality which are repetitively
expressed (Negri, 1998).

Loss of variability is often the first, or one of the first symptoms to manifest
itself among recognizable signs of a disorder, e.g. an increase in stereotypy,
decrease in adaptability and “coping”, the ability to integrate adequately or
“cope” with one’s environment. “The concept of variability, as opposed to
stereotypy, is very useful as a means of distinguishing between normal and de-
viant functioning in the early stage of brain disorder” (Touwen, 1989).

The “alarm symptoms” are thus so dominantly expressed that they hinder the
consensual integration of the sensual organs or sensoriality of the infant. Senso-
rial components are vital to integration and need to develop so that they can
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strike a harmonious balance, aiding the cohesion of the relationship between the
newborn and its mother, who at the early stages of development, is equipped to
satisfy the newborn’s needs.

Assessment

The neuropsychological assessment takes place when the pretern infant is in the
minimum treatment ward, when it is near term and hospital discharge is immi-
nent. In the hospitalization phases, neurological maturation and any possible
central nervous system (CNS) damage can be assessed while the infant is al-
ready in its incubator. The clinical findings are compared with morphological
symptoms and the functional activities of the CNS detected during instrumental
examinations carried out during the hospital stay.

Neuropsychological assessments of pre-term infants, and more generally of
newborns, are based on observation, an approach which is in keeping with rec-
ommendations from the major European and American schools (Cioni, Prechtl,
1988; Ferrari et al., 2000; Korner et al., 1987, 1990; Milani, Comparetti, 1982a,
b; Prechtl, 1984; Touwen, 1990). The above authors attribute much importance
to the quality and variability of movement, to the aims of spontaneous motility —
that which Milani Comparetti refers to as the newborn’s “propositive abilities”.
Even in the course of strictly neurological training (Cioni, Ferrari, Milani Com-
paretti, Prechtl, Touwen and others), the emphasis has been foremost on the
value of observation as a means of examination, and in my opinion, this has
been notably influenced by ultrasound research on fetal motility.

The significance of ultrasound observations has greatly reduced the impor-
tance of somewhat dated reflexology techniques which played a predominant
role in the assessment of newborns until the onset of ultrasound (Saint-Anne
Dargassies, 1972, 1974; Thomas, 1966; Peiper, 1961). Neuropsychological as-
sessment of the baby prior to discharge from the hospital takes place in the pres-
ence of parents and nurses who have been with it throughout the hospital stay. In
my opinion, this intervention is an important moment, catalyzing all activities
previously developed in the ward. I attribute a therapeutic importance to the
assessment highlighting the most positive features and characteristics of the
baby to the parents also including any positive behavioral aspects that I, the
nurses and the parents themselves would have observed while the infant was in
the incubator (Negri, 1998, 2003). I underline the importance of holding the
infant, looking him in the eyes and speaking to him in order to give a name to
the distress experienced during the hospital period, in terms of the illness, lone-
liness, and traumatizing medical procedures. At this stage, therefore, I explain
the possible reason why the infant might in the future be afraid to be undressed,
to have its feet touched, or its head (the so-called “hat phobia”). During the ex-
amination, I clarify the reasons — in psychogenic terms — behind the baby’s pos-
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sible tremulousness, irritability or hypertonia. In these circumstances I also ex-
plain the importance of follow-up meetings after discharge from the hospital.
Where there is serious neurological risk, it is advisable to arrange for a reha-
bilitation program at a very early stage and important that the parents meet
with the physiotherapist prior to discharge, who will later be working with the
infant.

The examination of the infant

In keeping with Brazelton, Korner, and Tronick in the area of neurological de-
velopment assessment, | wish to emphasize the state of consciousness of the
baby. The baby’s responses to stimuli greatly depend on its level of conscious-
ness and any interpretation of the responses needs to take this very much into
account. Its ability to maintain control of reactions to internal and environmental
stimuli is a highly important mechanism and reflects its potential capacity for
self-control (Brazelton, 1973, 1984, 1995). Throughout the assessment it is im-
portant to note any changes in state, lability, and direction with regard to re-
sponses to internal and external stimuli. The criterion for determining state is
based on studies carried out by Wolff (1966), Brazelton (1973, 1984, 1995),
Aylward (1981), and Korner (1988). Once homeostasis has been achieved, the
way in which the infant organizes or controls various states at around the forty-
second week, is paramount from a prognostic point of view as far as the mental
development of the pre-term newborn is concerned.

The states of the baby can be considered well under control as soon as it re-
mains in a well-defined state for significant periods of time and with a smooth,
gradual transition from one state to another. Sudden changes are identifiable
from the vulnerability of the baby, which can be detected from its motor and
postural behavior, and also this vulnerability affects its emotional stability
(Wolff, 1966; Brazelton, 1973, 1984, 1995; Korner et al., 1988; Tronick, 1989).
In agreement with Brazelton (1973, 1984, 1995), I reiterate the state of con-
sciousness as being one of the most important elements to be taken into account
in the neuropsychological assessment of the infant.

With the development of my neurological examination, I refer to important
authors in the field such as Amiel-Tison and Grenier (1980), Brazelton
(1973, 1984, 1995), Dubowitz V. and Dubowitz L. (1981), Ferrari F. (1984),
Grisoni Colli (1968), Le Metayer (1989), Korner (1987, 1990), Milani Com-
paretti and Gidoni (1976), Paine (1960); Paine et al., (1964), Peiper (1961),
Prechtl and Beintema (1964), Dargassies (1972, 1974), Thomas and Autgaerden
(1966), Volpe (1987). I maintain that familiarity with the research carried out by
the above authors is fundamental in identifying the potential of the neurological
development of infants and detecting any deviance. In this context, my proposal
of the infant assessment scheme is firmly based on experience.
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As I have already highlighted, it is important to consider the state of the baby
while being examined, taking care that the infant is as calm as possible and
touching it carefully and gently to favor the best performance. Most importantly,
the infant should not be crying, it should be awake and ready to participate.
Minimum interference in the manipulation of the infant should be aimed for,
allowing a better assessment of tone and spontaneous motility.

At the outset, I observe the baby in its mother’s arms and I explore its functions
and relational attitudes with the parents. It is important to observe how the parent
(usually the mother) holds the baby and how it, in turn, feeling comforted, uses its
organs of perception and performs movements to relate to the environment (“free
motility”, according to Amiel-Tison and Grenier, 1980). Subsequently, I ask the
mother to lay the baby, still dressed, on the examination bed. I observe its reac-
tions to my voice and I try to make eye contact, all while keeping my face about
50 cm from the baby. After evaluating the reaction and the attention the baby pays
to my looking at him and the words I speak, I ask the mother to assume a similar
role while I observe and assess the baby’s responses once more.

At this point, I ask the mother to undress the infant and I move away from the
examination bed. This procedure constitutes an important part of the assessment,
as the mother that is left alone can create a sense of intimacy and begin to relate
to the infant — while undressing the infant she speaks to and handles her baby
inspiring emotions such as safety, confidence, fear and hesitation, and I can
observe how she does this. At the same time it is also possible to observe the
infant’s reactions. It is particularly important to detect the reappearance of rhyth-
mical vocal communication which characterizes the baby-mother relationship
which has already begun within the uterus (this was recently discussed by Tre-
varthen, 2006). The experience reoccurs after birth when it is possible to observe
how maternal verbal communication gets interrupted, rhythmically leaving
spaces for pauses which can be filled by the baby as it utters its first phonemes.
The recognition of this experience becomes extremely important and very bene-
ficial from a prognostic point of view. In the case of the newborn at risk of psy-
chopathology it cannot be identified as the baby very quickly develops stereo-
typy of sounds which cancel out the possibility of detecting and observing this
melodic exchange. Another reason why the experience may not work could be
due to the mother’s inability to stabilize this familiar rhythm if she is extremely
distressed or suffering from depression.

Once the baby has been undressed I observe it on its back and assess its spon-
taneous motility, tone, and its deep-tendon reflexes. I then elicit the use of tradi-
tional reflexology techniques, testing the Moro reflex (by gently tugging the
little sheet on which the baby is lying), the cardinal points, symmetrical and
asymmetrical tone reflexes, and hands and feet grasp. Then, placing two fingers
in the baby’s fists so it grasps tightly, I use a traction maneuver to bring it gently
to a sitting position and assess the reactions of the head, trunk and lower and
upper limbs. Subsequently, I hold up the baby by supporting it under the armpits
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with the soles of its feet touching the surface on the examination table. I assess
the Thomas static straightening reflexes, the automatic step and the placing reac-
tion. At this stage I gently assess the tone of the trunk with the “suspension in
the left and right lateral positions” maneuver (Peiper, 1961) while the baby is
still being held up.

Finally, I place the baby in the prone position and note its reactions and pos-
ture. The assessment format is very similar to those proposed by French re-
searchers (Thomas, Autgaerden, 1966; Saint-Anne Dargassies, 1972, 1974) and
those to which the Bobaths refer in their proposed rehabilitation program for
child cerebral palsy.

As I have already pointed out, the baby needs to be handled extremely gently
so as not to interfere with spontaneous tone or motility. It is for this reason that
while testing the deep-tendon reflexes I place my finger between the baby’s joint
and percussion hammer. I take great care not to produce any nociceptive stimu-
lus (instead this can be assessed during hospitalization with regard to perfusions,
injections, and taking blood samples etc.), but I note the ability of the baby to
control itself and remain calm on its back after it has been undressed and sub-
mitted to unsettling stimuli such as the Moro reflex and symmetric and asym-
metric tone reflexes. If the baby is unable to console itself alone, I intervene by
first stabilizing eye contact and then speaking to it. If this is not sufficient, I
place a hand on its chest or ultimately I take the baby in my arms and whisper
some words softly in its ear. For the most part my intervention works, but in
cases where it does not, I then ask the mother to take the baby in her arms. I
maintain that it is beneficial from a prognostic point of view that the baby is
comforted in the arms of its mother. This is also demonstrated in the ability of
the baby to recognize its mother through the senses — in particular the olfactory
and auditory senses which are already active by the fourth month of prenatal
life. Brazelton (1973, 1984, 1995) particularly highlights the importance of
“consolability” as an item on his NBAS scale and suggests increasingly complex
means of intervention to achieve this issue.

My assessment does not include the following items from Brazelton’s
NBAS:

Response to light with closed eyelids
Rattle (as auditory stimulus)

Bell

The gentle pin-prick

Ankle clonus

The Babinski response

Passive movements with upper limbs
Passive movements with lower limbs
Crawling response

The glabella response

Cot sheet over face
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In my opinion reflex tests such as gentle pinpricks, ankle clonus, the crawling
reflex and covering the face with a cot sheet can have a distressing effect on the
newborn.

The risk of excessive attraction with regard to sensorial stimuli

I do not subject the baby to stimuli with luminous or sonorous objects, I prefer
to observe the spontaneous attention the baby pays to objects and people, and
more generally that which surrounds the baby in the environment. On the other
hand, all these babies in their first period of life are subjected to specific oculis-
tic and audiometric examinations. It can actually happen that newborns who are
fragile by nature, very preterm infants, or those suffering from cerebral pathol-
ogy who had to undergo a long period of hospitalization, demonstrate excessive
interest in objects or sensorial stimuli.

This attraction may interfere with the process of attachment (Robson, 1970)
and lead to refusal in relations with the mother, parents and people in general,
whereby the infant increasingly excludes itself from relationships. It has also
been noted that these mothers have been traumatized by the experience of pre-
mature birth or by their baby’s pathological state and are quite distressed. A
distressed mother is not seen as such by her baby, but rather as a person con-
cerned about herself, rejecting others, and hostile to comprehension and the
relationship to her child. Such emotions are picked up by the baby who is highly
vulnerable, thus leading to a sense of isolation in the baby.

In this context there is the risk of a baby developing a series of primitive de-
fensive mechanism that are used to try and “protect” itself from experiencing
emotions (regarded as intolerable) connected with establishing relationships,
particularly with the mother. This may lead the newborn to favor autosensory
behavior, manifesting itself in the form of stereotypy experiences with sound
and movements (for example the repetitive protrusion of the tongue from the
mouth) which offer the baby some sort of gratification on the sensorial level and
“cancels out” any emotional strain which it finds intolerable and disturbing
and hinders the baby from stabilizing an adequate relationship with its environ-
ment.

The same significance is attributed to the “obstinacy” often displayed by
infants when they seek sensorial perceptions derived from the objects to which
they are attracted because of their color, brightness, or their sound, which are
often shown to the baby for calming or stimulating its interest.

There is also the risk that the mothers of these babies feel ancious to have
their child recover the developmental stages as soon as possible and tend to
stimulate them with the objects that they witnessed being used during the course
of neurological or specialist examination or things that have been suggested by
the physiotherapist caring for the baby after being discharged from the hospital.
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This may have a detrimental effect on relations, empathetic emotional contact,
and confidence with adults.

Relational difficulties other than heightened auto-sensorial behavior are
mainly expressed through what I have called “alarm symptoms” (Robson, 1967;
Table 1). In my assessment, therefore, I refer once again to Brazelton’s NBAS
scale and believe it is extremely important to assess the “cuddliness” of the
baby, which Brazelton defines as the newborn’s ability to snuggle into a position
and relax in the limited space of someone else’s arms, i.e. from the chest to the
shoulder of the person carrying out the examination. The infant’s readiness to
accept and enjoy the dependency and protection on offer from the adult is, in my
opinion, positive from a prognostic point of view. The relational attitudes of the
baby are even more developed if the baby tries to grasp onto the clothing of the
examiner, lays its open hand on the examiner’s chest and maintains eye contact
with him/her.

Table 1

Alarm symptoms

Avoiding eye-contact

Spying

Pretending to be asleep

No smiling

No crying

Forced rigidity

Lack of “cuddliness”

Abnormal responses to sounds and voices

Stereotypic sound and movement, repetitive index attitudes, etc.
Lack of rthythmical vocal communication in the mother-baby relationship
Excessive or strange movements of tongue in mouth, lip movements
Tremulousness (especially in the first two months)

Hiccups (especially in the first two months)

Restlessness

Postural anomalies

Postural retardation

Psychosomatic manifestations

Fear of being undressed

Other fears

Eating disorders (frequently annorexia)

Major changes in biological rhythms — often in the form of sleep disorders, irritability

In this way it is possible to get a thorough impression of the baby — not only
the expression of biological satisfaction but at the same time the start of mental
activity. By looking into the eyes of the examiner, the baby expresses a desire to
see and to have contact with the source of its sense of well-being. With this test |
conclude my assessment of the child.
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In follow-up meetings, I do not follow a predetermined program, but prefer to
fix appointments on the basis of what was discovered in my first assessment
with regard to the extent of neurological deficit in the baby and its psychopatho-
logical condition. Naturally the extent of prematurity and possible damage to the
central nervous system (assessed from tests which the baby underwent during
hospitalization) are taken into account. The date of subsequent meetings is de-
cided upon in conjunction with the parents.

In research on the consolability of babies, Brazelton (1973, 1984, 1995) sug-
gests that the examiner use interventions of increasing complexity. At the begin-
ning he just speaks to the baby, then he/she tries placing a hand on its abdomen.
After this he tries to gather the baby’s arms together on its median line, and
failing this he takes the baby in his arms, snuggles it close and rocks it until he
gives it its model. Brazelton scores the reactions differently depending on the
maneuver needed to finally console the infant. He takes into account pre- and
perinatal factors regarding the baby’s performance under the various items in his
assessment. In my estimation, however, the difference in the emotional stability
of the full-term newborn, admitted to hospital for a minor disorder, and that of a
seriously pre-term newborn is not sufficiently emphasized.
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(Stevens, 3 yrs. 2 mos.)
| was a boy inside my mom’s tummy, then the doctor gave me a name and | became

a girl.
First | was a girl and then | got formed like a Stevens. Then the doctor said: “Keep

the name Stevens”, and so | stayed a boy.
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18. Subjective perspectives
on the maternity experience -
A qualitative analysis

Vania Valoriani, Paola Benvenuti, Adolfo Pazzagli;
Department of Neurological and Psychiatric Sciences,
Faculty of Medicine, University of Florence, Italy

Maternity is an intensely emotional experience bringing with it internal and
external changes and requiring the woman, partner and couple to adapt
psychologically to their new situation.

What we define as “the job of becoming a parent”, a mental development
process involving a series of changes both internally and to external reality
(Benvenuti et al., 1981), enables people to constructively overcome the crisis of
becoming a parent for the first time.

Birth of a child, with its creative significance, also brings about a sense of
loss. Nowadays, the process of having a child means renouncing some aspects of
personal life such as the exclusive role of son/daughter, wife or husband while
also experiencing new feelings and anxieties associated with this change. The
future parents enter into competition with their own parents until they assume
their role, bringing back into question the real and imaginary relationships they
have with these figures. It implicates the loss of the previous relationship in
which respective roles were very clearly set out.

Maternity is a time when affective and relational dynamics, be it within the
family or outside, are changed. It also has significant social importance, i.e. the
beginning of new family ties and the reorganisation of the woman in society and
in her immediate and extended family. Birth of a child is currently an event that
is not repeated many times in a couple’s relationship. For this reason, when it
does happen, it is even more important than in the past in terms of subjective
experiences of the parents. At the present time, having a child is more a
predetermined choice and often the sole one of its kind in the span of adult life.
Becoming a parent, therefore, represents an apical stage in the adult’s life cycle,
an event which signals the development of personality which takes place in a
determined period of time but should be included in the maturing process. From
many points of view, it has been highlighted how birth of a child can be
interpreted as a “developmental crisis” or “individual development phase”
(Benedeck, 1959).

According to Erikson (1957), birth of a child, especially the first one, brings
about the most significant developmental crisis in the adult because confronting
their own procreative capacities means acquiring the ability to be responsible for
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taking care of themselves while also experimenting with their own creative
powers as a further means of the development of their own identity. A different
instinct emerges during pregnancy which provokes the woman to reassess her
system of values, prioritising life and its continuation and therefore, ways of
caring for and protecting compared to only having to refer to herself. New
networks of relationships, sympathies for new causes, new relationships drawing
on the early experiences of the development of the individual and relations with
important figures in the person’s life are all developed in this period.

During pregnancy, the mother experiences a type of “mental pregnancy”, a
psychic process which prepares her for the profound transformation of her
identity that is about to take place and which will influence the relationship with
her partner, her family relationships, and her own feeling of identity. In this
phase the woman forms the image of the baby, of herself as mother figure, and
her partner as father of her new family. It is a complex mental process which
could be called the “genesis of the maternal personality”, and can be considered
the counterpart of organogenesis — the physical process that takes place during
pregnancy. It is almost possible, therefore, to speak of two pregnancies, physical
and psychic, which evolve in parallel and mutually influence each other until the
time comes to give birth (Bennet et al., 1994).

Stern (1985, 1995) proposed that with the birth of a child (especially the
first), the mother undergoes a specific psychic re-organisation, defined as
“maternal constellation” and bringing about a series of new actions, tendencies,
fears and desires. The reorganization of the woman’s psychic characterizes a
profound change in the representation of herself as a person, wife, daughter, and
mother, who is activated during maternity, but it means also the stabilizing of
the function of maternal mentality. According to the author, the realm of actions
that are objectively detectable and the realm of subjective ones are in a state of
constant interaction, in a process of mutual influence and modification.

Psychoanalytical perspectives of pregnancy have been extensively dealt with.
According to Raphael-Leff (1980), pregnancy can be subdivided into three
periods corresponding to the three phases in the mother-child relationship
described by Mahler (1957), the (i) autistic, (ii) symbiotic and the (iii)
individualism-separation phases. The first is the normal autistic phase and is
characterised primarily by a state of vigilant inactivity. The symbiotic phase is
where mother and child are submersed in a common confine known as
“dual unity”. In pregnancy, this is no illusion but very much a reality. The
second, symbiotic phase involves premature individualism. Finally, the third
phase which culminates at birth consists of real separation and extrauterine
reunion.

In a study Lumley (1980) highlights how important the ability to form the
image of the fetus as an individual is, in the emotional life of the woman. The
earlier the images are formed, the stronger the emotional investment and the less
ambivalence towards the idea of a new baby and the pregnancy itself. It is
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possible to say that the mother’s imagining of her baby includes elements of
ambivalence (Ferraro and Nunziante Cesaro 1985) and fluctuates between the
mental representation of the “desired” baby which corresponds to the imaginary
picture of childhood and the baby imagined during pregnancy (Lebovici, 1983;
Soule 1982) along with narcissistic and compensatory values and ideas that the
baby is disturbing, it is an undifferentiable part of herself or an idealised or
intrusive part of her sexual partner.

In the latter months of pregnancy a particular object relationship begins to set
in due to fetal movements, inducing the characterization of the fetus as a real
entity in itself. Bibring (1959, 1961) speaks of two major means of adaptation in
relation to two stages of pregnancy. The first refers to the acceptance of the
embryo and then of the fetus as an integral part of oneself — an experience of
fusion with the fetus which lasts from the first months of pregnancy to the
perception of fetal movements which breaks this narcissistic unity and
determines the baby as a new autonomous object inside her own body. At this
point, the means of adaptation involves the reorganisation of her own object
relationships to prepare herself for the birth-separation of the baby.

Mental representation during pregnancy, or rather modifications to the
representational world of the woman, is a topic which has been extensively dealt
with in the literature. The concept of representation can be as one of the pivotal
points in psychoanalytical theory and considered as a way the individual
organizes and constructs with introjection and identification processes involving
mental images of self and others. It deals with dynamic representations, with
active constructions which operate subconsciously and include more than just
simple cognitive patterns in the interpretation of reality. Freud (1915) associates
representation with affection as a constituent part of the drive and at the center
of the psychic life of the individual.

On the topic of maternal representation in pregnancy, Ammanti (1995) points
out the existence of various maternal styles and types of caring which the baby
receives. This means that the development of some types of representation
during pregnancy may have the ability to predict the future mothering (“mater-
nage”) style. The author singled out three types of maternal representation
during pregnancy: integrated representation, non-integrated representation and
restricted or disinvested representation. The woman who has an integrated
representation of pregnancy experiences it as a profound transformation of her
normal, everyday life, climaxing at birth. Pregnancy completes the development
process of female identity. The crisis aims to work out the past to enable future
growth. The changes are not feared but, rather, are contentedly accepted so as to
achieve a new balance. The woman experiences a period of orientation with
herself. The maternity is an intense feeling, and the woman may attach
“messianic” connotations to the baby. The woman gives in to regression and is
contented with the family environment. She undergoes a discovery stage with
her baby which helps with the process of differentiation.
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Non-integrated representations of maternity correspond to experiences of
ambivalence, to fears of losing the child and anxiousness for the future
providing a backdrop for the attempt to deny them. Adaptation to change is only
partial and is experienced with a sense of irritation. Fantasies about the baby
often involve threatening presences and morbid feelings; fetal movements are
not immediately recognized but denied. The ability to differentiate from the
fetus is lacking and the relationship often has negative characteristics where the
mother experiences the desire to attack and expel the fetus from her body.

Restricted/disinvested representations correspond to the fact that the
pregnancy is considered as an obligatory step towards having a child. The
waiting period though, has no investment, no function, and is not experienced as
a maturing stage in her own identity. The rhythm of life stays the same as it was
before the pregnancy and there is a lack of fantisizing about the baby and about
her future role as mother. The inevitable regression is experienced with a lot of
pain producing a defensive reaction of closure towards her internal world. There
is an attempt to rationalize the experience, resulting in difficulty in creating the
mental space for which the baby is competing.

The description of a woman who faces maternity merely as a transition period
she needs to go through to fulfil her desire to become a parent, seems to
correspond to the current cultural transformation taking place which calls for a
more active role for the father in caring for the child, generally qualified as
“maternal”. The risk lies in the fact that women require more and more
participation and sharing of experiences from their partners in the hope of
receiving emotional and practical support — something which is often lacking in
other social areas (e.g. the extended family in the past) and have expectations
which risk moving the paternal role into the maternal arena. The maternal
elements in the father are, of course, useful in caring for the little child but he
gradually recuperates his specific paternal role (with some conflict) by facing
the unpleasant task of separating the mother-child dyad and preparing the child
for dealing with the impact of external reality (Argentieri, 1999). In this
momentous phase however, a progressive homogenization of the two parent
figures takes place, along with a converging of the two roles in the maternal area
distinguished by indulgent, tolerant, understanding and protective character-
istics.

According to some studies (Scopesi, 1994), becoming a parent also consists
of traditional behavioral stereotypes, for example when future fathers often help
out with the housework before birth in order for their partner to have more time
for themselves, whereas afterwards they return to more traditional roles such as
division of tasks in an attempt to reinforce gender identity. The arrival of a
newborn compels the couple to face reality and reorganize space and time in
their own lives, physically and mentally, so as to accommodate the baby and
harmoniously transform themselves in an efficient and balanced way. The
relationship between the couple can change in some ways, on one hand there is a
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decline in some aspects of “companionship” tied to the pleasure of “doing
something together”. On the other hand, the senses of belonging and support
(the “partnership”) are increased.

In order to understand what the woman goes through during pregnancy and
the first period postpartum, a qualitative study model was used, allowing
mothers to express their own emotions and beliefs either with regard to
pregnancy and the period just after birth, or postpartum depression, the most
frequent psychopathologic condition after giving birth.

Research

The subjective experience of maternity was the object of a qualitative study
involving 5 Focus Groups (FG) with a total of 24 mothers from the Florence
area who were contacted through the Department of Obstetrics at the
Polytechnic University. All had babies aged 3—8 months who were healthy at
birth and did not suffer from any developmental problems. The sample has an
average age of 31 years, an average total of 14 years’ education; 50% was
employed and 62% were married (the remainder living with their partners); 92%
were primiparas (Table 1).

Table 1 Characteristics of the sample.

Average in active education marital status other

age employment children

31 37.5% work in 12% middle school 62.5% married 92% no
the home (up to about 15 years) 37.5% living with

50 % employed  54.16% high school diploma  partners
12.5% students  (up to about 19 years)
33.33% university graduates

Every FG session was audio- and video-recorded and then transcribed verba-
tim so as to carry out computer-assisted qualitative analysis (QSR NUDCIST IV;
Richards, 1995). With this methodology, the units of significance extrapolated
were codified during the first subdivision of the text and subsequently inserted
into lexical ties. Following the methodology of Grounded Theory (Strass, Cor-
bin, 1990), the units were initially openly codified and then more specifically
using a hierarchical system. Finally a selective codification was carried out
whereby the contents of the lexical ties were identified according the focus of
the study: fears, anxieties and in general negative emotions experieced by moth-
ers during pregnancy, their attributional processes of causality and the percep-
tion of pregnancy and abnormalities in their experiences according to the social
representation of the emotional difficulties tied in with maternity. A consensus
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among the researchers was reached as to suitability and individual significance
in the determining of the emotions expressed.

During the FGs several topics were suggested which examined feelings of
satisfaction and unhappiness during the pregnancy and after birth, knowledge of
postpartum depression, and suggestions for the improvement of the quality of
help during maternity. The subjects that came up throughout the sessions are
illustrated in Table 2 as well as being reported in full in the text with some
significant sentences transcribed from the Focus Group recording.

Table 2 Topics and points raised during focus groups.

FG topics Points raised

satisfaction during pregnancy partner support/movements of the baby
unexpected event
being at the center of attention

satisfaction after birth partner support/breastfeeding
recovery of independence
relationship with baby
unhappiness during pregnancy worries/fears

an excess of analyses/tests
conflict with partner

unhappiness after birth feelings of inadequacy/loneliness
having to renounce certain aspects of life
lack of relationships with own family

knowledge of reference to specific symptoms
postpartum depression awareness of the complex nature of the
pathology
difficulty in adapting to social norms

suggestions increase in relational and social supports
refusal of therapeutical pharmacological
treatment
more information
constant assistance
creation of specific activities and structures

Satisfaction during the pregnancy

Women who participated in the study listed many factors that are attributable to
the perception of happiness during pregnancy. Support from their partner was
one of the main factors, followed by feeling the movements of the fetus inside
their bodies. Also mentioned was unexpected pregnancy, the fact of being at the
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center of attention, the importance of physical looks, good health and the growth
of the abdomen.

Support from partner

The importance of a supportive partner emerged as one of the central factors in
the feeling of happiness during pregnancy. Women involved in the study
consider the emotional support of their partners more important than practical
support. Their desire is that their partners accept their pregnancy with full
awareness and share the experience with them including accompanying them to
prenatal classes or keeping themselves informed about all developments in the
pregnancy, and that they be present during the entire period of the pregnancy,
labor, and birth. To describe the results obtained we have chosen to cite the most
significant statements made by the women for each topic proposed during the
FG sessions.

“I believe that the most important thing is the relationship with one’s
husband or partner who is experiencing the same thing and to feel more or less
united.”

“My husband’s support helped me greatly during my pregnancy.”

The partner emerges as the most important reference figure throughout
maternity, even compared to other figures who could fulfil similar roles such as
the mother, female friends and relations. Women’s expectations of their partners
seem very high, as if they are the only person who can help them in fulfilling
their maternal role and consequently they invest great responsibility in the
partner.

In the current socio-cultural climate, women experience a certain detachment
from their own families as if proving their own independence. At the same time,
they turn to their partners with expectations and responsibilities which are
beyond the actual possibilities of support he can provide. If this investment in
the partner figure is not satisfied it can cause great unhappiness and
disappointment. The hypothesis is that the women experience feelings of
loneliness once they detach themselves from their own families and therefore
ask the partner to fill an emotional gap caused by an unsatisfactory or conflictual
relationship with her own parents.

Unexpected pregnancy

Quite surprisingly, unexpected pregnancy emerged as a major topic in our focus
groups. In the past few decades, maternity has profoundly changed in Italy, with
one of the lowest national birth indices in the world and with the age of
first pregnancy significantly on the increase. As a result, we could hypothesize
that many women have experienced a certain conflict between their desire to
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become pregnant and pressure, either internal (e.g. the desire to fulfil oneself as
a person, fears of being an inadequate mother ...) or external (e.g. conforming to
social norms, difficulties in finding employment and accommodation) which
tends to delay the event of having a child. It seems that unexpected or not
deliberately-planned pregnancy can avoid the problem of making the decision,
representing an apparent solution to this type of conflict.

“I felt a very physical, natural thing — and thought — see how well the
hormones work ... because actually the pregnancy was not planned, it just
happened, and in the beginning I was quite anxious. I was delighted but |
didn’t really think 1'd get pregnant, we weren’t trying, we were being extra cau-
tious.”

Being at the centre of attention

Another topic refers to the value of maternity as a factor in personal, familial,
and social affirmation. The women felt extremely gratified by the attention they
received from people around them during pregnancy. The physical changes
accompanying pregnancy are seen as testimony to their ability to procreate and
the attention of people is usually drawn to the growing abdomen.

“Everyone sees you in a different way, you're constantly at the center of
attention among all the people around you. You have the sense that the world
around you is protecting you, and this gave me a lot of comfort.”

“And then there’s the attention you get from everyone, you rarely encounter
hostility but usually find people with big smiles when you have a pregnant
tummy.”

Satisfaction after birth

The main topics that emerged from the focus groups were support from the
partner, relationship with the baby and breastfeeding, along with becoming an
autonomous person once more.

Support from the partner

In keeping with the points previously raised regarding the support of the partner,
the ability to share changes which take place in the couple’s relationship after
the birth, emerges as the main factor in the happiness felt by the woman.

“I associate happiness with my little baby girl but also with the rediscovery of
a new relationship with my husband. The birth of the baby completely changed
the relationship we had before and it was also quite difficult.”
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Relationship with the baby and breast-feeding

As predicted, the stabilizing of the relationship with the baby and the pleasure of
breastfeeding and seeing the baby grow are the main reasons why women feel
gratified after birth. The satisfaction the mother feels in undertaking these
functions compensates for any difficulty in caring for the child in its first phase
of adaptation to the world.

“The origins of happiness were definitely the baby herself, seeing her grow
and the progress she makes every day. Seeing how she gradually learns to
recognize and get attached to you. This gives satisfaction despite the tiredness,
my baby still wakes up during the night. However, when I go to her, she smiles
at me and I'm already gratified.”

“If I were to recall a particular moment of gratification, it was one time that
after breastfeeding she looked up at me and smiled, not just a reflex, but a real
smile. And it’s also so great how every day she discovers something and seeks
participation and protection from me and my husband.”

Recovery of independence

It seems that while on the one hand women express a desire to get back to their
personal activities, on the other they feel anxious and uncertain about being
away from their babies, experienced as irreparable separations.

“Actually I think I'm much more calm and serene now that I'm back working
and have space and daytime for myself. I also get on better with my little baby
girl.”

“I still have to understand how the relationship will be with myself once
alone again — I don’t know what is going to happen to me. And my poor little
girl, nothing will happen to her, but she’s also had constant contact with me, it
won'’t be easy to interrupt that.”

To fulfil their requirements women turn to their own families, in particular
their mothers, from whom they expect eminently practical help and complete
abstention from interfering with how they care for the baby, with their emotions,
and issues involving their partner. It is as if they fear the risk of having an
identity crisis when confronted with the maternal model. In analyzing the main
factors in feeling gratification after birth, some sources of conflict clearly
emerge, showing the ambivalence of maternal feelings and the need to face
maternity with a full sense of awareness.

Unhappiness during pregnancy

Feelings of unhappiness during the pregnancy are linked to the presence of fears
and worries with regard to the development of the pregnancy itself, conflict with
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feel really bad... and also for the fact that the little baby might have problems.’

the partner and, rather unexpectedly, to the series of what women consider
excessive diagnostic tests they have to undergo.

Fears and worries

The majority of the women referred to the fears and worries they felt regarding
the health and development of their baby, the uncertainties about the ability to
bring the pregnancy to term and the possibility of harming the baby in some way
from certain types of daily behavior (such as food choices, physical activity,
sporadic use of symptomatic medications), the fear of being abandoned by their
partner after birth.

“[ felt entirely responsible for the little being that was inside me, so... there
were certain foods I couldn’t eat ... for example at the beginning of my
pregnancy, when I didn’t really know ... I took some medicine, which made me

’

Conflict with partner

The difference in attitude towards the pregnancy between women and some of
their partners who showed a lack of understanding and uncertainty about
accepting them turned out to be an important issue in the overall topic of
unhappiness during pregnancy.

“While I was enthusiastic... my husband needed time to take in the whole
situation, and at the beginning this really got to me.”

The woman, as previously described, attributes a great importance to the
enthusiastic participation of the partner in the maternity experience and to his
ability to emotionally support her. Consequently, misunderstandings and
disputes which can arise in the couple’s relationship and the difference in
attitude towards the pregnancy can cause unhappiness and loneliness which the
woman seems to experience in an extreme way, as if unable to evaluate the
reality surrounding her and the possible reasons why the partner might be
feeling or acting in this way.

Excess testing

The National Health Service provides a specific diagnostic protocol for all
pregnant women who have the role of primary and secondary prevention of
illness in their babies and birth complications. The tests set out in the protocol
are considered to be excessive by women and viewed in a negative light overall,
they are seen as the over-medicalizing of a natural, physiological phenomenon
such as pregnancy and creating problems for women instead of being reassuring.
Such observations have highlighted the divergence between the opinions of the
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health organization which justifiably considers this protocol responsible for the
drastic reduction in perinatal mortality and the subjective views of the women
who undergo the series of tight periodic diagnostic tests.

“For me the tests were really annoying, this never-ending series of tests,
beginning with amniocentesis — all my female friends urged me to make sure |
got it done along with a whole load of tests which for me were way over the
top.”

“Yeah, there were a little too many, I was also surprised at just how many
there were... and all of us were considered as being in a non-risk category,
instead the health service sets out this protocol with so many tests, there seem to
be so many of them ... because in reality we’re young people, if at the first
check-up the blood test shows that everything is more or less under control, at
the worst lacking in a bit of iron.”

Unhappiness after birth

The main issues that emerged under this topic were feelings of inadequacy and
solitude, having to renounce certain areas of their lives and some conflicts with
their own families.

Inadequacy and solitude

Women expressed unease linked to feelings of inadequacy in their fulfilment of
the maternal role, connected to taking on new responsibilities towards caring for
and looking after the wellbeing of the newborn. The uncertainty about the
mother’s own maternal abilities stems from the feeling of being left alone in
caring for the child, especially by the partner or assistance structures.

“Immediately after birth, I felt depressed, at home I didn’t know what to do, 1
would say to myself — you’ll never make it as a mother, I felt like a failure... then
these feelings passed ... after the obstetrician came, maybe, it felt like one more
means of support ... everything got a bit better, but at the beginning I felt so
alone in caring for my little one ... and also maybe it was a type of abandonment
crisis ... I felt like I was abandoned and by myself, as if the life of this tiny girl
depended only on me, that everything rested on my shoulders ...”"

Having to renounce certain aspects of their lives

This came up as a sub-topic under the women’s feeling of unhappiness after birth
in attempting to recover their independence. The feeling of having to give up
certain major aspects of their own lives leads to frustration and unease which
provokes the desire to find their independence and free time once more, accom-
panied by guilt due to feelings of needing to leave the baby in order to do so.
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“I decided to leave some time to myself and I would leave the baby, on
returning however [ felt so guilty and feel quite ambivalent.”

“I was pleased that my husband urged me to set aside some space for myself.
When I'm with my baby I try not to burden him, I play and I joke with him, but |
don’t really feel like one of those mums from TV ads.”

Conflict with their own families

A certain competition with the original mother figure seems to emerge towards
the way the baby should be cared for and interacted with. Any possible advice or
suggestions given are not accepted by the new mother and are taken as
unwanted interfering and considered intrusive. The women stress that the
relationship with their partners is much more important to them compared to
their own parent figures and they refuse any attempt of interference they might
make in the relationships with the baby and the partner.

“I was very sure I was doing well in a certain way and when sometimes they
began saying “but when [ was in your position I did such and such...” I would
reply saying that the pediatrician told me to do it in that way, and blamed the
pediatrician, even if it wasn’t true, but this meant they wouldn’t dare to
contradict.”

“My mother used to tell me not to say anything to Giovanni, “not to burden
him with the situation”, but I needed to tell him what was going on, such as one
time when I didn’t have enough milk, or when the baby was crying.”

Knowledge of postpartum depression

In general, women were aware of the existence of postpartum depression and
had been mainly informed through the mass media and from communicating
with other women about their experiences. Some considered the condition
normal, or at least, so they were told, but didn’t seem to be able to differentiate
between the “maternity blues” and postpartum depression. They listed only a
few symptoms of the depression such as sadness, tiredness, or crying for no
reason.

Women thought that postpartum depression had a multi-factorial etio-
pathogenisis and highlighted in particular the vulnerability felt by the individual
as a determining factor. They also mentioned other possible causes of psy-
chosocial problems, such as a lack of support from their partners, tiredness from
the burden of domestic duties, excessive interfering from their own families or
mother-in-laws’ expectations of them or the loss of their independence. They
also pointed out the importance of biological factors such as hormonal and
physical changes.
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“Maybe the family doesn’t really understand how a mother could be sad
when she has a brand new baby.”

“There’s the hormonal element, and then the tiredness. And I remember I just
wanted to cry for no reason.”

“For me it was the culmination of several things — with my baby ['ve no
problems. It was more external factors like selling my house and finding a new
one. [ went through a really tough period linked to external factors. I don’t know
whether it was these external factors that lead me think in the morning as soon
as I woke up how on earth 1'd find the strength to make it to the end of the day
or whether it was linked to my new condition. Maybe it was all of the factors put
together, I'm in great doubt about what I did and am still confused.”

The importance of the partner clearly emerged based on the experiences of
the women — they referred to the fact that they felt it was fundamental that the
partner be informed about the pregnancy and everything regarding maternity and
that he be emotionally involved and capable of providing reassuring practical
and emotional support.

“The closeness of my partner. It’s the thing I felt the most and would have
wanted him to have been closer to me.”

The women also referred to support coming from members of their own
families, especially from parents, particularly important for the practical
organization of their daily life. Support and being able to share the experience
with other women was considered very helpful, as was being able to speak to
psycho-pharmacological experts. However, the women denied the possibility of
undergoing psycho-pharmacological treatment in the case where depressive
symptoms develop. “In my opinion the approach towards psychology and the
psychologist is quite behind the times in Italy, at least as far as I can see...
Anyway, to get in contact with a therapist, to open a dialogue, to speak... I think
it’s the best way to go. But taking a pill in the morning and evening is much
quicker and straightforward.”

Other topics which came up regarded the recovery of independence, learning
to ask for help, and the early recognition of psychological problems.

Suggestions

All of the women who participated in the FGs offered the same suggestions for
improving the health system regarding maternity. Preparatory courses were
considered as being too focussed on pregnancy and the birth, whereas they
should have provided more information on and preparation for the postpartum
period and depression. Partners and other members of the family should have
been more involved either by participating in the courses or with the provision
of relevant information.
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The women pointed out the need for a specific service dealing with problems
in pregnancy and the postpartum, a service to which women can turn for advice
on various problems they may be having, with the aim of improving constant
assistance throughout pregnancy, birth and postpartum. They also indicated the
importance of having the same obstetrician during pregnancy and at birth and
the possibility of maintaining contact with some of the staff after birth, who
provided assistance during their pregnancies along with receiving home visits by
obstetricians. They also expressed the desire for the availability of semi-for-
mally structured women’s support groups with the presence of a professional
figure in order to share their experiences and lessen the anxiety of the postpar-
tum period.

Some interviews conducted with clinicians in this period with regard to their
knowledge of postpartum depression and its treatment confirmed the need for
more attention and information about it and the distinct lack of services
specifically for this condition. Some of them believed such services to be
unnecessary and indicated basic medications (which were not at all mentioned
by the women) as the key to managing postpartum depression, whereas often the
woman turns to the pediatrician for advice pertaining only to the health
problems of her child.

Conclusions

Women appear to be focussed primarily on emotional aspects of the pregnancy,
birth and the postpartum period whereas the practical aspects regarding the birth
of a child were left in the background. The partner emerged as the main figure of
reference for the organization of an event which the woman feels incapable of
handling by herself. If in previous times women relied on their partners for
financial support, these days it is emotional support and the sharing of the
pregnancy experience that the woman needs from her partner. Women
experience feelings of ambivalence about the baby, anxiousness and doubt about
their role as mother and their ability to take care of the newborn, leaving them in
an emotionally vulnerable state. The partner, therefore, becomes the central
figure in the expectations of the women and his affective behavior is pivotal in
determining their happiness or unhappiness either during the pregnancy or after
birth. They actually wish to receive all the support that they require exclusively
from him, to the exclusion of their own families. The partner is also identified as
the main confidant, a figure which, in their imagination, replaces the family and
friends as being able to fulfil a “nutritional” role for the woman as well as
protective one for the baby. It is obvious that it is not always easy to satisfy such
expectations and women can become disappointed, especially if the man
experiences difficulty and personal conflicts with regard to becoming a father
himself.
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Maternity tends to be considered an event to be experienced within the
relationship of a couple, to the exclusion of the couple’s own families who are
almost only called upon for practical support in caring for the child and help
with recovering some of the mother’s own independence. In general, the role of
the family was to tie in family traditions with the needs of subsequent
generations, whereas nowadays the experiences of their parents are not
considered sufficiently viable parenting models, and situations of conflict can
actually arise if the mother or mother-in-law overstep their mark in terms of the
practical help they are required to give.

The very critical attitude that the diagnostic tests included in the national
protocol for pregnancy are excessive and disturbing was revealed. In the years
of demographic increase, the organization of the health service was orientated
towards using standardized protocols for screening the woman and fetus and
yielded positive results. However, as previously illustrated, the prescribed
diagnostic tests are considered as the over-medicalization of a natural,
physiological event making the pregnancy almost seem like an illness. The
women would prefer health assistance based more on their own personal needs.

In a survey conducted by the Italian National Statistics Institute (Istituto
Nazionale di Statistica; ISTAT) (Sabbatini, 2001), on a sample of 2,500,000
women, results emerged that were in accordance with our research findings.
Pregnancies are rarer and later (in our group of women only 8.33% were on their
second pregnancy), awareness of problems related to maternity is high,
participation of partners in prenatal classes and their involvement at birth is on
the increase — especially in the central north area; use of public structures is high
(90%) and the over-medicalization of pregnancy emerges as an issue. A rather
contradictory situation thus emerges regarding the use of health services —
besides the obvious processes (99% of the women consulted with a doctor, 93%
of births were in the ninth month), there was an elevated number of ultrasounds
and cesarean births and extensive and wholesale use of diagnostic tests which
indicate the medicalization of pregnancy corresponding exactly to the subjective
experience referred to by the women.

The women’s criticism of our health system highlights the discrepancy
between the assistance they receive during the pregnancy and what they receive
after birth. Women actually receive a lot of medical care during pregnancy but
significantly less afterwards and it is as if personal problems are being denied. In
fact, there are no classes for parents after birth nor are there any mother-baby
units in hospitals or day hospitals to assist women with psychological and
relational difficulties.

Very symbolic was the statement of one woman who expressed the sensation
that maternity was a tough challenge “with only ourselves to rely on for help”.
This feeling of loneliness which women may feel after birth may correlate with
the current crisis in the traditional maternal model and the “disappointment”
they feel when assigning to their partner a form of maternal support. The partner
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is not equipped to fulfil this model of maternal care both for historical reasons
and due to personal experiences and also because he is just as much inexpert at
parenthood as the woman is. Consequently, this attempt at “maternalization”
risks transforming the partner into a failed or inadequate mother-substitute who
is incapable of fulfilling the role of psychological support provider (Stern, 1995)
needed by the woman to carry out her main duties. This type of support had
always been provided by a female and maternal network and the care of babies
was traditionally the realm of women with the men kept at a safe distance and
only gradually allowed to approach. The relative disappearance of the extended
family, the lack of benefits from other social units and the desire for
independence and self-fulfilment risk making maternity too difficult a task to
take on for many women. Paradoxically, it seems that women would like to
receive assistance and support from health workers — information, assistance and
support that women traditionally received from their mothers and other maternal
figures in their lives.

Knowledge of postpartum depression coming from various sources (mostly
from mass media and prenatal classes) was, at least on an informative level,
widespread among our sample of women taking part in the FGs. We need to ask
ourselves, however, how much information about puerperal psychopathology
can actually be useful to women and their close ones if it is not accompanied by
advice for the couple on how to work through and share the anxieties and
insecurities that emerge throughout pregnancy and after the birth.

The fact that clinicians have a limited interest in problems associated with the
postpartum period and particularly the risk factors of depression, seems to point
out that in mass education, maternity is treated in a conformist way. The
exploration of problematic aspects is avoided, of which the women are all too
well aware and, furthermore, the techniques used in dealing with them have the
same prejudices as the people involved with maternity.

It is possible to conclude therefore, that maternity represents a symbol of the
psychosocial transformation which has taken place in our culture where the
tendency is towards the disownment of the traditional mother figure, leaving a
gap which causes generational conflicts, fears, and powerful fantasies about the
ability to compensate for this, on the one hand by delegating the maternal
supportive role to their partners and, on the other, by investing high expectations
in the health system and health workers. It emerges that women show substantial
helplessness/insecurity when it comes to self-reflection, being aware of their
own identity, and the need to share the psychological process with their partner.
In other words, it seems the thought prevails among women regarding
parenthood that there is some sort of magical scotomization of the entire world
and its vicissitudes while denying any conflicts or problems which belong to the
normal psychological working of the individual and stigmatizing any signs of
unease as mental illness without performing a comprehensive and interpretative
diagnostic check of clinical phenomena.
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19a. Reciprocity and psychic growth:
The neglect of neglect

Graham Music; The Tavistock and Portman NHS Trust,
London, United Kingdom

Both authors of these two linked papers, Lynda Miller and myself, work at the
Tavistock Clinic in London where we attempt to integrate the traditions of de-
velopmental psychology research and psychoanalysis, and our title reflects this,
with ‘reciprocity’ being a concept derived from Brazelton's (1974) developmen-
tal work, and ‘psychic growth’ a psychoanalytic concept from the tradition of
psychoanalysts such as Wilfred Bion and Donald Winnicott. We hope to focus
on a particular group of children, those who suffer a degree of emotional ne-
glect, through the lens of two explanatory disciplines that both originated at the
Tavistock at about the same time, attachment theory and psychoanalytically
informed infant observation. Esther Bick (1968) developed the model of psy-
choanalytic infant observation at the Tavistock in the late 1940’s, in the same
period that Bowlby (1979) was developing the attachment theory. At the time,
adherents of these two ways of thinking were rather rivalrous and oppositional;
Bowlby seemed to be interested more in external behaviors, and was treated
with suspicion by psychoanalytic colleagues who were more interested in the
inner world and the unconscious. Today, we have placed these divisions in the
past, and developmental psychology and neuroscience and psychoanalysis seem
to exemplify reciprocal growth. In this paper, I will look at some of the research
on the broader group of children who might be considered emotionally ne-
glected, and will use a psychoanalytically informed view of attachment theory
and developmental psychology. In her linked paper Lynda Miller will then use
infant observation to discuss a small subgroup of those children who can be
‘pushed’ towards premature development and independence.

My focus is on children who suffer a degree of emotional neglect, and I will
allow the term ‘neglect’ to cover a broad spectrum ranging from examples of
relatively mild neglect to the extreme examples seen, for example in children
brought up in horrifically unstimulating orphanages. Ironically not only do ne-
glected children receive less attention than other children from their parents and
carers, but often also from professionals. I am not talking about the children who
are traumatized, who suffer overt abuse or violence, whose often uncontrollable
behavior evokes huge worry for professionals, as I think these children get lots
of attention and can become the focus of huge worry for teachers, social work-
ers, therapists, and others. But children whose emotional and psychological lives
are more neglected, who for whatever reason need to manage more ‘on their
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own’, and who become more self-sufficient, often precociously so, present us
with real problems. The developmental trajectory following emotional neglect is
often quite different from overt trauma, and in some ways the prognosis for the
more emotionally neglected child can be very poor, but can be hidden from
view, as they often seem to be ‘fine on their own’ and they cause so little trou-
ble. The worry that they stir up is often of a very subtle and quiet kind.

I do most of my clinical work in two contexts; in the Tavistock fostering and
adoption team, where we see many children adopted after early neglect, whether
experiencing profound deprivation in British homes, or those adopted from or-
phanages in Eastern Europe, and these children present very different worries to
the more traumatized ones. I also deliver therapeutic services to schools in Lon-
don where all too often it is the acting out, behaviorally disturbed children that
make the schools and their staff feel worried” anxious, angry, upset, and useless.
Yet often there are many ‘neglected’ children in each of these classes who are
learning little, who struggle with social relationships, cannot concentrate, yet
who do not receive the attention of mental health and other professionals. On
meeting these children clinicians often are struck by the ‘desolate’ nature of
their inner worlds, and by a mental ‘flatness’ and lack of more ordinary lively
human interactive capacities.

Humans are born as social beings, with an evolutionary history of living in
packs or tribes, who have developed not just language, but an innate potential to
be sensitive to the feelings of others, their moods and states of mind (e.g. Tre-
varthen, 1993). Yet it might be argued that western society is moving in a direc-
tion where there is an increasing value placed on individuality, autonomy, free-
dom, the self, and much less on the social, on the common good, on community,
on altruism. The anthropologist, Clifford Geerttz (1973), for example, distin-
guishes ‘ego-centric’ as opposed to those ‘socio-centric’ cultures in which the
whole is more important than the individual person, and children and adults
learn to play an assigned role and to conform strongly to social norms. The
Japanese have a concept called Amae (Doi 2005), which seems to have no trans-
latable word in western languages, and seems to mean partly an ‘expectation to
be loved’, but also ‘to love others’, to be cared for; amae is a need, an emotion, a
cultural value, an action, all at once. This describes not just a fine attunement
between mother and infant, a wish to love and be loved, the wish to be cared for
and to care, that has features which some in the west might less kindly call ‘in-
dulgence’ or ‘spoiling’ one’s child.

There is obviously a continuum of degrees of neglect, and the continuum is
very wide, from institutionalized orphans to the many milder forms of neglect
that we see in other contexts, such as children of preoccupied parents who have
little time for their children, or even the children of depressed mothers that
Lynne Murray (e.g. 1991) has taught us so much about, who do not receive
much lively attention or attunement. The spectrum is wide, with different kinds
of neglect giving rise to different development deficits and different trajectories.



Reciprocity and psychic growth

235

Some groups of children are not easily compared to others; for example children
of depressed mothers have a different experience from children of emotionally
‘cut-off” parents who are unaware of their own and their children's emotions;
similarly many avoidantly attached children have been neglected emotionally,
but not all neglected children end up as avoidantly attached (for example, some
institutionalized children who are then adopted might show massive emotional
impairment as a result of neglect, but might not quite fit the usual picture of
avoidant attachment, as Zeanah et al. (Smyke et al., 2002) point out. Despite this
I think that there are enough commonalities for us to usefully think of a contin-
uum and so I hope I can be forgiven for the ‘broad sweep’ of this presentation,
which ranges between research with different groups and traditions.

At the most extreme end are the tragic cases of children adopted from institu-
tional care, many of whom are now being brought to the clinics where we work,
often by adoptive parents who are struggling to make sense of their children, or
to get close to them. Much of the research on the Romanian orphans has been
widely publicized. Those removed earlier, and those who suffered less chronic
neglect and abuse, most definitely fared better (Rutter, 1998). Scans of the
brains of these Romanian orphans show that their temporal lobes have atrophied
significantly, indicating that profound social deprivation can induce equally
profound alterations in the physical architecture of the brain. Canadian research
showed that many problems such as social disinhibition persisted in many such
children after adoption (Chisholm et al., 1995). Similarly Rutter found that a
disproportionate proportion of the children in his sample adopted from Roma-
nian orphanages manifested autistic symptoms, they showed preservative
movement, lack of empathy, and much more.

Other studies showed that, compared to the control group of children brought
up in ordinary families, these children do not seek proximity to caregivers, nor
even respond to efforts to interact (Zeanah et. al., 2003). Interestingly these
children have been shown not to release oxytocin, the ‘love hormone’, when
they are cuddled by their adoptive parents, something that generally happens
between birth parents and children. They can struggle to express emotion, and
can also be hard to ‘warm’ to, let alone love. Such recent research corroborates
earlier studies of the effects of institutional care, such as those of Hodges and
Tizard (1989a, b), who followed children up to age 16 who had spent their first
few years in an institution, and found persisting differences in the quality of peer
relationships, even in children who had later been adopted into well-functioning
families.

Although these studies consider extreme cases, they nonetheless cast light on
the desultory effect of neglect. We know that we are a species primed for social
interaction and researchers such as Trevarthen have long described us as social
creatures from birth, something that the psychoanalyst Wilfred Bion (1962)
described as the baby having a preconception of the breast. We know that babies
can imitate only minutes after birth (e.g. Meltzoff, 1985) and that they do not
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imitate non-communicative gestures like sneezing. These observations highlight
how sensitive the majority of newborns are to other people. These early experi-
ences are vital, and ar