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AbstrAct
Parenting is, in its essence, the domain where adult mental 
health and infant’s mental and physical health meet in a 
complex and dynamic interplay. Becoming a parent is a 
developmental challenge in itself, and often exacerbates an 
existing mental illness, and in turn, maladaptive parenting 
impinges on the early parent-infant relationship, and 
on the infant’s socio-emotional development and later 
functioning. The capacity for mentalization is brought as 
a bridging concept between adult and infant psychiatry. 
A few clinical vignettes illustrate the dynamic interplay 
between very young children’s vulnerabilities and needs 
and their parents’ strengths and weaknesses, leading 
to a complex interaction and often to symptoms in both 
child and parent. In the light of the compelling data about 
the impact of parental psychopathology on parenting 
behaviors and children outcomes, there is an imperative 
need for a working alliance and on-going communication 
between child and adult psychiatrists. 
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followed by her capacity to create a supporting network 
around the baby. The most sophisticated level of this 
psychic reorganization is the need to integrate her new 
identity as being-a-mother to her existing identities of 
being a daughter-of, a partner-of, a professional-in (1). 
This deep, intrapsychic process may be a challenge for 
mentally vulnerable women. Indeed, becoming a parent 
often exacerbates an existing mental illness, and in turn, 
maladaptive parenting impinges on the early parent-infant 
relationship, as well as on the infant’s socio-emotional 
development and later functioning. 

In spite of this quite obvious, intrinsic, interplay between 
adult and infant/child psychiatry, fragmentation of the 
disciplines is still very common: Adult psychiatrists treat 
individuals with no specific focus on their parental-self. 
In this paper we aim to show the imperative need for a 
working alliance and on-going communication between 
child and adult psychiatrists. We will use some clinical 
vignettes to illustrate the dynamic interplay between very 
young children’s vulnerabilities and needs and their parents’ 
strength and weaknesses, leading to a complex interaction 
and often to symptoms in both child and parent. 

the cApAcity of MentAlizAtion As A bridging concept 
between Adult And infAnt psychiAtry, And As A goAl 
of Mother-infAnt psychotherApeutic treAtMents 
Mentalization (2) has been conceptualized as “an innate 
social-cognitive evolutionary adaptation implemented by 
a specialized and pre-wired mindreading mechanism that 
seems active and functional at least as early as 12 months of 
age in humans” (p. 59). Mentalization is crucially needed 
for adaptive interpersonal functioning (what is named as 
“social intelligence”) in a highly sophisticated social world. 
Reflective Functioning (3) is the construct, or the operation 
of mentalization. Mentalization and reflective functioning 

introduction
Parenting is, in its essence, the domain where adult mental 
health along with infant’s mental and physical health meet 
in a complex and dynamic interplay, and therefore an 
intrapsychic reorganization needs to take place.

This reorganization has been conceptualized by Stern 
under the name of “Maternal Constellation.” This includes 
four hierarchical capacities: The most basic theme relates 
to the mother’s capacity to ensure her baby’s survival, then 
comes her capacity to become engaged with her baby, 
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involve cognitive components, these mainly being the 
acquisition of a Theory of Mind (4) as well as affective 
components such as empathy. These two develop from the 
earliest affect regulating attachment relationships between 
infant and caregiver. Dysfunctional and traumatic early 
attachment relationships due to neglect, abuse, dissocia-
tive, highly intrusive and grossly unpredictable patterns 
of parental responses have long-term detrimental and 
disruptive effects on the child’s later capacity to use his/
her innate competence for mentalization.

This presents a difficulty in adequately dealing with the 
challenges embedded in intimate relationships, leading to 
the development of personality disorders, especially border-
line personality disorders (BPD) (5-10). One of the main 
mediating factors in the trans-generational transmission 
of personality disorders is the impairment in the parent’s 
capacity for mentalization and reflective functioning (11). 
Maladaptive self and caregiver-child relationship represen-
tations have been studied in a sample of 30 children aged 
4-7 whose mothers had a diagnosis of BPD, as compared 
with 30 normative dyads (12). Their narratives included 
stories with more parent-child role reversal, more fear 
of abandonment, and more negative mother-child and 
father-child relationship expectations, more shameful rep-
resentations of the self, poorer emotion regulation with 
confused boundaries between fantasy and reality and less 
narrative coherence. Maternal identity disturbance and 
self-harm were the most potent predictors of these maladap-
tive self and caregiver-child relationship representations 
among the children of BPD mothers. The quality of the 
family environment has a major role in the development 
of mentalization: the frequency of perspective taking in 
caregiver-child verbal interactions (13), the amount of role 
play in the family, and the degree of family verbalization of 
conflicting emotions (14) have been found as correlates of 
mentalization capacity in parents as well as in the child. In 
light of this relatively new knowledge, promoting parental 
reflective mentalization, i.e., facilitating the attribution of 
emotional motives to the child’s behavior, has become a 
major therapeutic aim of parent-infant psychotherapies 
(15), as we will try to show in a few clinical vignettes below. 

trAnsition to pArenthood As A MAjor stressful 
life-event in the young Adult’s life
Winnicott introduced the concept of “Primary Maternal 
Preoccupation” (16), defining the phenomena as “almost 
an illness” that a mother must experience and recover 
from, in order to create the environment that can meet 
the physical and emotional needs of the infant. 

It is useful in understanding normal and abnormal reac-
tions to parenthood and is about a special state of heightened 
sensitivity, similar to a dissociative state that heightens the 
mother’s ability to anticipate the infant’s needs and to learn 
its unique signals. This unique obsessive-like psychological 
state also takes place in fathers though less intensively than 
in mothers (17). Emotionally vulnerable mothers may have 
difficulty in tolerating such a level of intense preoccupation 
and may react with either too much preoccupation or too 
little. Both situations are detrimental to the infant and the 
mother: Too much preoccupation does not leave space for 
other family members’ needs nor does it leave room for 
other caretakers and disrupts the infant’s growing separated 
self. Furthermore, extreme preoccupation in a mentally 
impaired mother often includes distortions in perceptions 
of her infant and puts him/her at risk for psychopathology 
in the future. Too little maternal preoccupation, as seen 
in post-partum depression, psychosis, severe narcissistic 
personality disorders, when the mother’s needs come first, 
may lead to deprivation and even to maltreatment. 

The concepts of motherhood constellation and primary 
maternal preoccupation are useful in our understanding of 
prenatal and postnatal clinical situations. Pregnancy and 
the year after giving birth are indeed a time when a woman 
is most at risk of increased mental symptomatology by 
either triggering a latent vulnerability or exacerbating an 
existing psychopathology (18, 19). Approximately 1-6% 
of women experience post-partum post-traumatic stress 
disorder following childbirth (20). Most often this illness 
is caused by a real or perceived trauma during delivery or 
post-partum. Past traumatic events, such as sexual abuse, 
have been related to the development of post-partum PTSD 
shortly after delivery. The presence of post-traumatic symp-
toms, such as dissociation, numbing, and re-experiencing 
have a negative impact on the mother’s capacity to enter the 
maternal preoccupation and constellation states. Women 
with obsessive compulsive personality disorder often find 
the transition to parenthood an overwhelming challenge. 

the Adult And child psychiAtrists’ roles 
Parental psychopathology, regardless of the specific diagno-
sis, impinges on the child’s socio-emotional development 
through the impact of associated presence of impaired 
parenting behaviors (21). Hence the adult psychiatrist needs 
to ask explicit questions about parental behaviors that are 
induced by their patient’s illness. Relevant questions would 
be; “What do you think your child sees when you are very 
upset, very sad? “What do you do when you feel the urge 
to do your rituals while your child calls for your attention?” 
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“Does it happen to you sometimes that you take your child 
with you when you’re elated and do a lot of shopping?” “Has 
your child witnessed you under the influence of drugs?” 
The child psychiatrist needs to observe how these behaviors 
specifically interfere early and directly with the child’s devel-
opmental tasks and needs, such as regulation of behaviors 
and affects, basic sense of security, balanced autonomy and 
dependency and the development of a positive view of self 
and others. Family functioning has been found to be the 
most powerful mediator of parental mental illness impact 
on the child (22). The clinical implication of this finding 
is that there is a need for the adult psychiatrist to inquire 
about the family functioning at his/her individual patient’s 
home. A reasonably good level of family functioning buffers 
the potentially adverse impact of the parent’s symptoms on 
the infant (23). In addition to the impact of the parent’s 
symptoms, repeated hospitalizations are especially difficult 
for offspring between 6 months and 5 years. 

A short clinical vignette will illustrate the advantage 
of on-going communication between adult and child 
psychiatrists:

A 27-year-old new mother developed a manic episode 
two weeks after giving birth, and was hospitalized at an 
Adult Psychiatric Day Ward. Her husband and her mother 
took care of the baby. When baby was three months old it 
became obvious that the mother’s recovery would be slow. 
The adult psychiatrist, who had heard about our Infant 
Mental Health Unit, became concerned with the mother’s 
feelings of estrangement from her baby and referred her to 
us. She was surprised that we asked the husband to come 
together with his wife and baby: “He is fine with the baby, 
she’s the problem,” the adult psychiatrist said. Indeed, the 
father took good care of the baby but he had also been on 
anti-depressant medications for many years and he disclosed 
his fear of breaking down too. His interaction with the baby 
was very anxious and overprotective. The mother’s interac-
tion was anxious and underinvolved. As opposed to the 
impression the adult psychiatrist had it turned out that this 
couples’ functioning was very fragile. Hence an alternate 
triadic (mother, father, baby) and dyadic (mother, baby) 
psychotherapy plan was put in place, in parallel with the 
mother’s individual treatment at the Adult ward. On-going 
communication between the adult and the child psychiatrists 
conveyed a feeling of security to the couple. 

the iMpAct of specific psychopAthologies on 
pArenting
In this paper, we address only maternal psychopatholo-
gies, simply because the literature on the specific impact 

of fathers’ psychopathology on parenting behaviors is 
unfortunately extremely sparse. 

•	 Maternal	depression	and	parenting
As described above the transition to motherhood is already 
a challenging normative task. Furthermore, post-partum 
depression makes this task very challenging. Some parenting 
behaviors such as hostility are detrimental for all ages, but 
sadness is especially problematic for young children (24). 
Post-partum depression impacts on the infant’s development 
through genetic transmission as well as through the impact 
of the conditions correlated with the mother’s depression; 
such as disturbed family life, marital conflict, past maternal 
interpersonal experiences and through its impact on the 
quality of the early mother-infant relationship (touch, gaze, 
affect). Mothers with depressed mood touch their infants 
more negatively and talk to them in a way that is less well 
adjusted to their infant’s developmental needs. Compared 
to normal infants, infants of depressed mothers were more 
drowsy, more passive, more distressed and fussy, tended to 
look at mothers less and engaged in self-centered activity. 
Most bothering is the finding that these infants’ reactions 
to their depressed mothers generalize to non-depressed 
strangers and elicit depressed-like behavior in non-depressed 
adults (24, 25). Three different patterns of depressed moth-
ers’ interactions with their infant with decreasing order of 
impact have been identified (26): Disengaged and apathetic, 
Engaged, but angry and intrusive, and Engaged and positive.

The disengaged type may lead to neglect and is char-
acterized by a much diminished primary maternal preoc-
cupation. The engaged but angry and intrusive type may 
be accompanied with verbal, and more rarely, physical 
aggression towards the infant. It should be noted that the 
third type is easier to treat in terms of the mother-infant 
relationship, though the mother’s depression may still be 
severe. In addition a complex interplay between the maternal 
depression and the infant’s characteristics, such as gender 
and temperament, has been observed (27). Depressed moth-
ers have a more conflicted relationship with their girls than 
with their boys and older girls of depressed mothers have 
more disruptive and acting out behaviors than boys. Difficult 
temperament children of depressed mothers are more at 
risk for later problems than those of healthy mothers. The 
long-term impact of maternal depression on offspring is 
rather worrying; 65% of infants with depressed mothers had 
insecure attachment classifications at one year of age (27). 
Cognitive and developmental deficits, negative self-image, 
conduct disorder, and affective disturbances, have all been 
observed among children who grow up with depressed 
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mothers (25-28). Moreover, the quality of the mother-child 
interaction and the child’s behavioral problems did not 
improve in parallel to the remission of maternal depres-
sion (21). In turn, the children’s difficulties make them 
more difficult to handle by the mother, which in a vicious 
circle, impact negatively on her self-esteem. To summarize 
the dynamic interplay between maternal depression and 
parenting the infant, it is the consistency and pervasive-
ness of messages across interrelated contexts of the family 
relationship, the maternal specific behaviors related to her 
depression and the characteristics of her interaction with the 
child that increase the child’s vulnerability. Radke-Yarrow’s 
15 year longitudinal study (28) has shown that there is no 
universal outcome of children’s early exposure to maternal 
depression. Each case is the result of the interplay between 
vulnerability and resilience factors in child and parents, 
overall growing up as a child of a depressed parent is costly: 
Many have serious and multiple diagnoses, not only depres-
sion. A few stay “untouched.” 

Prevention of such gloomy outcomes requires the joint 
work of the adult’s psychiatrist, who is in charge of the 
mother’s treatment, and the child psychiatrist who assesses 
the impact of the mother’s depressive symptoms on the 
mother-infant relationship and on the infant’s current 
functioning. The therapeutic aim of enhancing maternal 
reflective functioning should be a joint goal as well. In sum, 
it is not enough to treat the mother’s depressive symptom-
atology. We must also address, as early as possible, the 
maladaptive mother-infant interactive patterns, the specific 
mother’s “depressive” attitudes conveyed to child, the other 
parent’s functioning and the proximal support system.

Clinical	vignette:	H., 32 years old, and her 3-month-old 
baby boy, were referred to our (MK) Infant Mental Health 
Unit with suspected post-partum depression. Baby’s birth 
was complicated with hemorrhagic enterocolitis from 
an unknown origin, which had necessitated a 2-month 
hospitalization. During the hospitalization, the mother’s 
sadness was interpreted as an adequate response to the 
baby’s medical condition; therefore the medical staff did not 
send her for a psychiatric consultation. Still, her husband 
was very concerned because of past history of post-partum 
depression following her first pregnancy, and asked their 
family doctor to refer them to us. Their older daughter 
developed into a very dependent child, with poor peer 
relationships, and both parents were aware of the link 
between their daughter’s difficulties and the mother’s long 
lasting depression.

During the triadic (mother-baby-father) assessment ses-

sion, the mother was sitting passively, remote and detached, 
while the father was busy with baby as if he was in the state 
of primary maternal (paternal) preoccupation. Baby already 
exhibited gaze avoidance towards his mother. The mother 
admitted having aggressive impulses towards the baby and 
was afraid of staying alone with him. Her own mother came 
and stayed with her while her husband was at work. On the 
one hand, this arrangement was safe for the baby. On the other 
hand, it reinforced the mother’s avoidant position towards 
him and worsened her ambivalent relationship with her 
dominant and intrusive own mother. We installed a treatment 
plan that first included mother-father-baby psychotherapy. 
Antidepressant medication for the mother was administered 
by the adult psychiatrist. As we observed an improvement 
in her depression but a pervasive lack of enjoyment at being 
with her infant, a joint meeting with her psychiatrist led to 
the decision of adding an individual psychotherapy. This was 
aimed at making the process of entry into the motherhood 
constellation, that is finding a balance between her identities 
and needs as a woman and as a mother, and working through 
her complex relationship with her own mother. The triadic 
psychotherapy focused on the lack of co-parenting due to 
the mother’s self-exclusion, the father’s anger at her lack of 
interest in their baby, and the baby’s preference for his father. 
A significant improvement in the mother-infant interaction 
on the behavioral level was achieved, but it took more than 
a year until we could observe a significant change in the 
mother’s balanced perception of her infant and mentalization 
capacities. It is beyond the scope of this paper to describe 
the psychotherapeutic process in detail, but for example, we 
encouraged the mother to accept the interpretation of baby’s 
gaze avoidance as a way of telling her “it is difficult for me 
to look at you when you look sad and angry,” instead of her 
perception of the baby as “simply preferring her husband.”

This case illustrates the need for a comprehensive, 
joint work of adult and child clinicians, while keeping in 
mind the common gap between the improvement of the 
mother’s clinical depression and her actual relationship 
with her baby and husband. 

•	 Maternal	Obsessive	Compulsive	Disorder	and	Parenting
Surprisingly, little attention has been given to the impact 
of parental OCD on the quality of parenting. In our clini-
cal experience we have come to realize that the entry into 
parenthood often exacerbates an already existing OCD 
and parenting makes it worse, up to the point of evoking 
aggressive feelings towards the baby who is perceived as 
preventing the mother from performing her rituals. In one 
of the few studies we found (29), an incidence of 4% among 
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302 women who developed post-partum OCD (PPOCD) 
at 6 weeks was reported. Interestingly, the PPOCD women 
had significantly more frequent aggressive obsessions and 
less severe other obsessive-compulsive symptoms than the 
OCD patients without post-partum onset. A more recent 
study (29) of 400 post-partum women reported an incidence 
of 2.3% of PPOCD and 9% of OCD in general. Similarly 
to the first study, aggression and contamination were the 
most common obsessions, together with a cleaning/wash-
ing and checking compulsions; 38.9% also had comorbid 
depression. Previous psychiatry history, somatic disease 
or complications at delivery are risk factors for developing 
PPOCD (30). In spite of these very significant clinical data, 
the literature about the psycho-social development of the 
children of mothers with OCD is practically non-existent. 
From our clinical experience at a community infant mental 
health unit in the last 5 years we have had some 15 cases 
of infants born to mothers with OCD. None of them have 
developed childhood OCD, at least in their first 4 years of 
life, but all of them have exhibited oppositional behavioral 
traits, mixed with anxious features, as illustrated in the 
following vignette.

Clinical	vignette:	S., two years old, was referred to us by 
her pediatrician because of temper tantrums, sleep problems 
and overeating. She was the first child of a couple in their 
thirties. The mother suffered from OCD since her early 
twenties but was never treated. She did have psychotherapy 
for her difficulty with engaging in intimate relationships 
with men. When she was pregnant she became obsessed 
with the doubt of being able to love her future baby. Right 
after birth she felt she did not love her “enough” and handed 
over the baby’s care to her husband. She returned to work 
while he stayed at home, until he was obliged to go back to 
work when baby was 12 months old. S. entered day care and 
became a difficult toddler with intense temper tantrums, 
oppositional and aggressive behavior towards her mother 
and relentless requests for food at home as well as at the 
day care. A very tense, angry and rejecting mother-child 
relationship was observed: The mother said, in the child’s 
and father’s presence, “what can I do, I simply don’t love 
her!” The father was baffled and remained speechless and 
S. said, “I want food.” The therapist (MK) tried to make the 
link between S.’s request for food and her distress at hear-
ing what the mother just said. The mother dismissed this 
interpretation by saying “she did not understand what I just 
said, she’s too young.” The mother perceived her daughter as 
a persecutory object, as taking care of S. was at the expense 
of performing her compulsive cleaning. Dyadic mother-child 
psychotherapy was put in place, while trying to help the 

mother to develop the capacity to link her child’s behaviors 
to underlying feelings of being unloved and rejected, namely 
what is meant by parental reflective functioning. In parallel, 
we had to convince the mother to get CBT and medications 
for her own OCD. We referred her to the adult psychiatrist 
at our hospital. At first she did not comply and we had to 
let her know that we would need to report her for emotional 
abuse. Close monitoring of the case together with the adult 
psychiatrist brought significant overall improvement after 
one year of weekly triadic meetings. The father’s presence 
at the therapy sessions was needed because he tended to 
over-identify with S. and was not able to give her reasonable 
boundaries when needed. 

This case illustrates, beyond the need for close coop-
eration between child and adult psychiatrists, the extent 
to which entry into motherhood may exacerbate, but 
also motivate for treatment, mothers with long lasting 
undiagnosed OCD. 

•	 Maternal	Borderline	Personality	Disorder	and	Parenting
Mothers with BPD have been shown as being more 
intrusively insensitive to their infants during the Still 
Face procedure (31, 32) and their infants reacted with 
increased looking away and dazed looks. As we have 
mentioned above in the paragraph about mentalization, 
Borderline Personality Disorder (BPD) is linked with a 
severe distortion in attachment representations, mental-
ization, self and emotion regulation, all of which have the 
potential to impair the mother-infant relationship and 
the child’s later development. Hobson et al. (33) have 
compared the mother-infant interaction characteristics 
of 13 borderline mothers with 15 depressed mothers and 
31 healthy mothers. They found a higher proportion 
(85%) of disrupted affective communication among 
mothers with BPD compared with the two control groups 
and the presence of frightened-frightening behaviors 
differentiated it from the group of depressed mothers. 
More specifically, infants of mothers with BPD were 
significantly less available for positive engagement, less 
organized and positive in their emotional state, and 
tended to be disorganized in their pattern of attach-
ment with their mothers. Borderline mothers exhibited 
intrusive insensitive behavior during play interaction.

 The mothers’ disrupted affective communication 
and frightened/frightening response to their infant’s 
attachment needs predict significant behavioral and 
interpersonal problems in their children at kindergarten 
and school (9). A recent prospective controlled study (34) 
showed the impact of combined personality disorder 
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and depression on the infant’s cognitive and emotional 
development at 18 months of age: Dysregulated behavior, 
impaired cognitive scores and high levels of internalizing 
behavior were the main negative outcomes. 

Clinical	vignette: S., a two-month-old baby girl and her 
mother, A., were referred to our Infant Mental Health unit by 
a community nurse. She was worried because of the baby’s 
persistent crying while the mother looked tense, sad and at a 
loss. The community nurse referred them with the suspected 
diagnosis of post-partum depression and described S.’s parents 
as “hard-to-reach” and distrustful. The referred mother did 
not show up at the clinic. A home visit was set up by therapist 
(MK). While entering the one-room apartment she was struck 
by the chaotic atmosphere: mess was all around, baby was 
crying, the mother was unsuccessfully trying to breast-feed her. 
She was so overwhelmed that she did not greet the therapist 
and straight away said: “Even breast-feeding does not calm 
her, I’m really bad at it, she knows it.” The crudeness of this 
projection was striking. Standard questions about the course of 
pregnancy and delivery triggered tears and the mother talked 
for two and a half hours. At first, asking about the baby’s 
name revealed the mother’s pathological grief over her only 
sister’s death in a car accident, 10 years before. Following a 
dream about her late sister saying “I can’t wait anymore,” A. 
felt she had to “get pregnant and have a girl like her sister,” in 
spite of her inner feeling she was not ready for motherhood. 
Baby’s name was identical to her late “little aunt’s,” except for 
one letter. A. linked her lack of readiness for motherhood to 
her own very traumatic attachment experiences. She grew 
up with a drug-addicted and sexually promiscuous mother. 
Her father left home when she was about two years old and 
ignored her and she experienced emotional and sexual abuse 
by her stepfather. This led to her placement in a boarding 
school, while her younger and only sister stayed at home. She 
continued to have negative experiences with adult caregivers 
at the boarding school and grew up into a very lonely and 
angry adolescent. The relationship with her sister was very 
ambivalent, mixed with feelings of responsibility and anger 
towards her. On the day of the car accident, A. was 15 years 
old and her sister was 9. They were both in the back of the 
car, having a fight, and the accident happened while A.’s sister 
was trying to reconcile and A. refused. A. developed a very 
pathological grief reaction, and at the time of the referral, she 
still would go almost every day to her sister’s grave. During 
the following sessions maternal pathological projections on 
the infant were identified: S. was born in order to continue 
A.’s late sister’s existence (a “replacement” child) and her cry 
reminded A. of her sister’s clingy behavior. As a result, A. 
developed a maladaptive reaction to S.’s normative cry: She 

would either gratify the child at once, or she would become 
harsh and rejecting. S. reacted with alternating oppositionality 
and overcompliance. It became evident how A.’s projections 
on S. impinged on her ability to be a consistent protective 
figure for her child. Following a session where she talked 
about the car accident and her guilt feelings, a frightening 
“missed” accident happened to S.: A. “forgot” to tie the baby 
in her stroller. Also, her ability to place boundaries for the 
infant was very poor, because saying “No” to S. reminded 
her of saying “No” to her sister just before the car accident. 
An additional distorted parenting behavior was around sleep 
habits: S. would sleep with her mother because, in A.’s percep-
tion, “nights are dangerous to sleep alone” (A. unconsciously 
perceived her husband as potentially harmful to her and to 
her child). S.’s father had a less dramatic childhood history, 
but his attachment experiences were very negative with a 
history of physical abuse by his mother and a helpless father. 
Unlike his wife, he had absolutely no insight about his own 
problematic parenting behaviors. The marital relationship 
became very tense, and ended in separation. 

This clinical case illustrates how very early traumatic 
attachment experiences and early sexual abuse lead to a 
basic and pervasive lack of trust and unstable close relation-
ships, transmitted from one generation to another, and how 
entry into parenthood triggers distorted projections on the 
infant who, with his/her own constitutional characteristics, 
becomes a dysfunctional infant.

Early detection of these high risk families is crucial, if one 
wishes to prevent the development of personality disorders 
from childhood into adulthood. Borderline personality 
patients represent a significant proportion of the population 
treated at psychiatric outpatient clinics. Early detection and 
joint treatment of these high risk parent-infant dyads can/
should therefore be relatively easily achieved, provided the 
adult psychiatrist has an awareness of the potential impact  
of BPD on parenting. Such awareness could lead him/her 
to ask the patient questions about the mother’s parenting 
experience, getting an idea about her capacity to handle 
frustration and regulation of negative affects, while facing 
the expected difficult moments with her infant/toddler. 

 
•	 Maternal	Psychotic	Disorders	and	Parenting
The challenging task of parenting that involves the provi-
sion of a safe environment for the infant, attendance to 
physical needs, appropriate age-related stimulation, and the 
establishment of an attuned and secure relationship, can 
be very much affected by a new-onset postnatal psychosis, 
as well as by long-standing illness such as schizophrenia, 
bipolar illness and substance abuse induced-psychosis. The 
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way these severe mental disorders impact parenting deter-
mines the extent to which the parent’s symptoms impact her 
parenting behavior. For instance, a psychotic mother who 
perceives her baby as a dangerous, ill-intentioned creature, 
may become dangerous to him/her, or may withdraw 
from caregiving tasks. Furthermore, some mothers with 
a psychotic disorder are so preoccupied with psychotic 
thoughts that they behave in a disorganized way and are 
unable to take care of the baby in a safe manner. In these 
situations, the main therapeutic challenge is to ensure 
the baby’s physical and emotional safety and in parallel, 
to try to keep some continuity of contact between the 
mother and the baby, so that if and when she feels better 
and comes back home, both she and the infant will not 
be strangers one to the other. Mother-infant psychothera-
peutic treatment may become possible as soon as mothers 
become able to perceive their infant in a non-psychotic 
way. Fathers may have a special role in these situations, 
as the caregiver who can make a narrative of the mother’s 
absence for the infant, such as “Mummy is too sick to take 
care of you, but she loves you and will be back with the 
doctor’s help.” It is therefore of paramount importance to 
support the father, and to see him with the infant, while 
the mother is at the hospital.

Clinical	vignette: A 29-year-old pregnant woman became 
acutely psychotic during her first pregnancy. Her first hospi-
talization was at the age of 15, and she was diagnosed with 
schizophrenia. The pregnancy was from an unknown man 
she met once while she was wandering around. She was 
hospitalized at the adult closed ward, when she was 28 weeks 
pregnant. One of her delusions was that a hedgehog was grow-
ing in her belly. She was put on antipsychotic medications, 
but at the time of delivery she was still psychotic. The adult 
psychiatrist reported her to the Child Protection services. Her 
own mother became the baby’s guardian. The grandmother 
tried to bring the baby for short visits to his mother but the 
mother insisted the baby was not hers. When baby boy was 6 
months old, the mother was discharged from the adult ward 
in partial remission and came to live with her mother. The 
adult psychiatrist referred her to us to assess the mother’s 
potential capacity to become attached to her baby. During the 
assessment dyadic session we witnessed a difficult interaction 
where the mother held her baby in a very awkward manner, 
baby would look away and the mother said, “you see, he does 
not look at me because he is not mine.” The therapist tried to 
offer her an alternative explanation such as “Look, he does 
not know yet, but he will…let’s give both of you a chance 
to get to know each other…” The mother agreed to give it a 
chance and we started weekly therapeutic sessions sometimes 

together with the grandmother at their home, sometimes at 
the clinic with the mother and the baby alone. Our focus 
was on interactional guidance as the mother’s ego strengths 
were too fragile to go into any psychodynamic exploration of 
her projections onto her son. Her capacity for mentalization 
remained very low throughout the treatment with concrete 
and self-centered thinking, but she became able to take part 
to some extent in the daily caregiving tasks. Her physical 
and emotional availability to her boy was still partial and 
unpredictable. At the age of one year and a half the child 
called her “Mummy” and would interact with her playfully 
but his secure attachment was towards the grandmother. 
When he was two years old the mother tragically died from 
a heart attack. 

This case is an additional example of the advantages of 
joint on-going collaboration between adult and child psy-
chiatrists even in severe cases of parental psychopathology. 
When the mother is actively psychotic and has delusions 
directly related to the baby as it was in this case much clinical 
work cannot be done. However, as soon as her psychiatric 
status improves it is worth trying to assist in the development 
of a significant relationship between the child and the mother 
even if the mother is not the child’s primary caregiver. This 
enables the child to develop a maternal representation of 
“I have a Mummy, she’s sick but she tries to be with me,” 
as opposed to “I have a Mummy but she does not love me 
and therefore she does not take care of me.”

conclusions
This paper deals with the interface between adult and child 
psychiatry with the main aim to increase adult psychiatrists’ 
awareness of the effect of psychiatric diagnoses on parenting 
behaviors and early referral of infants at risk to child psychia-
trists. We have reviewed the impact of some diagnoses, such 
as depression, obsessive-compulsive disorder, borderline 
personality disorder, and psychosis, on parenting behaviors 
and offspring’s development and wellbeing. Introductory 
notions of entry into motherhood constellation, primary 
maternal preoccupation, parental reflective functioning, and 
mentalization have been reviewed as they represent core 
concepts with which both child and adult psychiatrists need 
to be familiar. Among them, the concept of mentalization 
as one’s capacity to attribute emotional meanings to his/
her own and others’ behaviors is of paramount importance 
for understanding adult and child mental health, as well 
as a therapeutic tool. In recently developed parent-infant 
psychotherapeutic schemes the therapist’s direct aim is to 
develop and/or to correct the parental reflective functioning 
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by reflecting together on the possible emotional meanings 
of the baby’s interactive behaviors. A better understanding 
of the infant’s behaviors may then be transferred into more 
adaptive parental behavioral and verbal interactions with 
the child. We have tried through short clinical vignettes 
to illustrate joint adult and child psychiatrist pharmaco-
therapeutical and psychotherapeutic work, as well as the 
clinical presentations of the impact of maternal psychopa-
thology on the infant’s functioning. 

Early detection of parents and infants at risk should 
be achieved by adult as well as child psychiatrists. This 
requires knowing the potential impact of parental psycho-
pathology on parenting behaviors and asking adult patients 
about their parental functioning. Beyond the referral and 
the assessment phase the collaboration needs to continue 
throughout the different phases of the treatment. Indeed, 
very often these cases of maternal psychopathology require 
long-lasting professional accompaniment on the individual 
parent’s level as well as on the parent-infant relationship 
one. There is an urgent need for controlled studies of the 
impact of paternal psychopathologies on parenting and on 
the child’s development.
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