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Problems of the Nezwborn

Psychological Aspects of Early Mother-infant Relationships

F. H. STONE
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Family doctors are frequently confronted with patients in the
earliest weeks of life who have no recognizable illnesses but
who give concern to their parents, and especially to their
mothers. These clinical psychological problems of the new-

born have to be seen in the context of the mother-child
relationship (a) when sound and satisfying, and (b) when dis-
ordered and stressful. With this kind of understanding
rational help can often be provided in a simple and effective
way. The possibilities of prevention will also be considered.

Ordinary Mothers and Babies

Infants cannot tell us what they feel, imagine, fear, enjoy, or
want. We are limited, therefore, in our study of infant
psychology to the observation of behaviour. Fortunately, there
is much to observe. Even before birth the fetus responds to
changes in its physical and chemical environment (which
includes how the mother is feeling) by alterations in body
movements and heart rate. Some psychoanalytic theorists have
postulated that the experience of birth itself constitutes a

trauma which may have profound repercussions for later
emotional development. While relegating that theory to the
"not proven" category we must admit that the baby behaves
as if the experience was something of a shock.
The newborn child can hear, smell, and taste. Though

focusing the eyes is poor at first, shapes and lights are fol-
lowed from a few days old. Primitive co-ordinated move-
ments such as 'yawning, stretching, "swimming," and "pedal-
ling," and automatic walking with support are all present
initially, though they disappear later. Sucking of the thumb
and scratching of the face may be seen within hours of birth.
Most movements, however, are random, and apparently pur-
poseless. There is little control of posture. A loud noise or

sudden change of position produces a startle response (Moro
reflex). Various other inborn reflex movements are also pre-
sent-for example, the grasp reflex, the tonic neck reflexes,
and those concerned in feeding. The life of a young infant
is a constantly repeated cycle of events-with much sleeping
or near-sleeping, punctuated by wakefulness during which
feeding, elimination, bodily movement, and sensory experi-
ence occur.

This kind of description of the newborn though accurate
in its individual details fails to capture the essential biological
reality of the first weeks of life-namely, that the infant exists
in a reciprocal relationship with the mother (or mother sub-
stitute). Indeed, the baby is entirely dependent upon her for
its survival. From now on, therefore, let us focus on the

mother-child couple, and consider the qualities of this basic
human relationship.
During feeding, for example, the infant usually clutches

tightly, and stares fixedly at the mother's face. She in turn
converses with her baby. An intimate social exchange is be-
ginning, and by about 5-6 weeks the child first returns her
smile with a smile. Throughout the day, and sometimes the
night, the baby is lifted, caressed, walked about, rocked, sung

to, and engaged in "conversation" by one main and usually
at most two subsidiary persons. All this is fact, but there is
a good deal we may perhaps conjecture. For example, that
quite early the child can "recognize" these familiar persons,

perhaps by smell and sound as much as by sight. Most babies
accept feeding and nursing by anyone till they are about 7
months old.

Mothering and its Vicissitudes

All sorts of mothers care successfully for all sorts of babies.
It would be both sentimental and fallacious, however, to
imagine that the relationship is continuously one of mutual
satisfaction and enjoyment. Healthy responsive babies are

attractive, interesting, amusing, and affectionate-most of the
time. They may also be restless, noisy, messy, and baffling.
Mothers are mostly gentle, and relaxed; sometimes they are

exhausted, irritable, even temporarily angry. Nevertheless, the
quality that we call mother-love predominates, the essence
of which is concern for the child's safety and physical needs
compounded with tenderness. For this to happen a mother
has to be alert to the particular child's signals, has to interpret
them reasonably accurately, and to respond to them appro-
priately. It is quite common, however, for some days after
giving birth for a mother to feel quite detached, even un-

interested, in the baby-though often she feels guilty and so
hides her apathy. At this time there is a high degree of
sensitivity to the attitude of the doctor, the nurse, and the
husband. Enormous and immediate relief is provided by the
nurse who takes time to explain to new mothers about this
commonplace, distressing, but temporary, absence of feeling.
Mother and child, however, do not exist in a separate com-

partment; they are part of a social groun, usually a family,
and this in turn is part of a community. On all sides they are

bombarded by example and advice, the Product of tradition,
culture, superstition, fashion, and knowledge. In Britain
now most babies are born in hospital, bottle-fed on non-rigid
schedules, sleep in a separate "room, and are not swaddled.
In many other countries babies are reared quite differently
without any obvious gain or loss. Nearly all mothers every-
where have an intuitive knowledge about babies-for ex-

ample, that when they cry long and hard something needs
investigating. Professional advice "to let the baby cry" is a

moralistic attitude based on a fear of indulgence. Babies may
be systematically deprived in this way, and may become
progressively more demanding-the exact opposite of what is
intended.
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Dogmatic advice may also be given about feeding schedules
and formulae, or be so permissive as to afford no guide-lines
at all. The fact is that whereas one infant may respond best
to a well-ordered regime, a second prefers self-demand feed-
ing, a third is quite happy with either, while a fourth may
be a "difficult feeder" no matter what method is used.
Similarly, the method of weaning is not a matter for rigid
practice but must take account not only of the state of lacta-
tion but what the mother feels is right for this particular
baby.
Within wide limits all sorts of infant-management methods

may be used without detriment to the child's physical and
emotional development, provided the mother is in tune with
the needs of the child. Each of her children in turn may call
for different handling.

NEEDS OF INFANTS

Infants need warmth and food. They also need opportunities
for sleep, the use of their special senses, and human contact.
Mention was made earlier of how the mother is alert to the
signals emittted by the baby. What are signals? The most
obvious one is the baby's cry. It is now widely recognized
that not only does a mother quickly learn to recognize the
cry of her own child, so that though she can sleep through
all sorts of noise she wakens at the first whimper of her
offspring, but also that she is quick to detect any change in
the usual quality of the cry. Before speech develops the cry
may indicate hunger, fatigue, pain, cold, heat, or be a startle
reaction. Associated distress signals are quick incoordinate
movement, of the body, the limbs, and the head. Probably of
the same order are sudden vasomotor changes in the skin pro-
ducing areas of flushing and pallor.
Mothers also learn to recognize when the infant is at ease,

relaxed, in a state of apparent composure. Here the signals
are less dramatic but quite consistent, a lessening of wild
bodily movements and of loud crying, quiet "exploratory"
head-turning, and gazing, and hand grasping, and soft cooing
or mumbling, proceeding to drowsiness and then to sleep.
Infant responses of this kind are an endorsement of the pre-
ceding maternal behaviour-talking, singing, rocking, making
bodily and eye-to-eye contact. In this way the infant educates
its mother to respond to its messages, and mothers learn
what pleases the child. As we shall see, this sensitive system
may go wrong because the baby's signals are weak or unclear,
or because the mother fails to recognize them or does not
respond to them appropriately. When this happens infants
tend to react with disorders of crying, sleeping, feeding, and
relating. They may cry incessantly or hardly at all; sleep most
of the time or very little; show little interest in food, vomit
frequently; or become unresponsive and apathetic. They pro-
bably also become more than usually susceptible to infection.

Disorders of the Mother-infant Relationship

CAUSES IN THE CHILD

Some infants are unusually active and restless, may be difficult
to nurse because of back-arching and leaping, and actively
resist cuddling. Most mothers find ways of coping; a few are
less successful. Other infants are so undemonstrative and in-
active that all initiative has to come from their mothers.
Most "tune in", and supply the extra stimuli; some fail to do
so, and may become unresponsive themselves. Appreciable
differences in levels of infant activity and responsiveness may
reflect innate temperament, but persistent extremes of over-
activity or apathy may be symptomatic of brain-damage or
developmental dysfunction of the nervous system.
Any malformation in the child is inevitably distressing. The
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mother's reaction, however, may be quite unrelated to the
clinical severity of the condition. "Sensitization" may occur
in many different ways-a family history of inborn defect, a
previous stillbirth, or mishap or illness during the pregnancy.
Sharing the consequent anxiety with an informed and sympa-
thetic listener (both qualities are required) cannot remove
maternal concern-nor should it-but ineffectual brooding and
self-blame can be helped in the direction of more rational
acceptance and effective planning. Except where parents are
very immature or unstable, rejection of such babies is com-
paratively rare. It is quite common, however, for a persis-
tently over-protective attitude to develop, which often leads
to emotional difficulties in the child. The time for preventive
measures is when the mother and father are first told about
the baby's condition, with sufficient time and continuity of
contact for the exploration of the inevitable feelings of
guilt, denial, rage, and despair. This is a common situation,
where close co-operation is needed between the staff of the
maternity hospital and the family doctor, with unambiguous
responsibility for the task of counsellor.

CAUSES IN THE PARENTS

Puerperal psychosis may for a time prevent the mother from
coping adequately with her baby. Whether depressive or
schizophrenic in type, a common leading symptom is the
fear of harming the child, and this must always be taken
seriously. Drugs and supportive psychotherapy are usually
rapidly effective and there is some evidence that recovery is
aided by keeping the infant within sight and sound of the
mother-who is, however, temporarily relieved of all caring
responsibility, but can observe that her child is safe.

Neurotic disorder may also severely disturb the relation-
ship. An obvious example is the mother with definite obses-
sional symptoms, who is compelled to organize baby care into
an efficient, depersonalized ritual. This may apparently work
quite well for a time, but later the child often develops
phobias associated with disturbances of feeding, and bowel
or bladder control. This sort of situation is sometimes allevi-
ated by the mother temporarily relinquishing her role to a
grannie or even the father. She should be encouraged to do
so, though not to opt out of the situation.

Parenthood may suddenly expose personality problems in
father and mother. It is not at all rare for the "expectant
father" to develop psychosomatic disorders during the preg-
nancy, and to behave after the birth as if the baby was a rival.
The husband who himself has had an insecure and unhappy
childhood may be particularly unsupportive during his wife's
pregnancy, and may for the first time become aggressive,
alcoholic, or promiscuous. Likewise a girl who has had a
severely deprived childhood may have little capacity for
mothering, and tend to become clinically depressed or agitated,
especially in the early months of the baby's life.

Personality problems and character disorders are not usually
amenable to psychotherapy. Nevertheless, a family doctor-
aided when required by a social worker or health visitor-
can often prevent severe breakdown of baby care by accepting
the family without denigration, sharing their problems, and
offering guidance. Recent studies of child abuse have revealed
how frequently in the week or so beforehand the family doc-
tor had been consulted by a desperate mother. A remark
such as "He cries afl the time and won't sleep-you'll have
to do something, doctor. I can't go on much longer" should
always be regarded as a danger signal. The mother may need
an immediate respite from child caring, or she may need
someone with whom to share her distress. Sedatives and tran-
quillizers alone are unlikely to be of much avail. A combina-
tion of adverse social factors and limited personality resources
may trigger off rough impulsive handling of the baby in a
manner which is ordinarily out of character.
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SITUATIONAL CAUSES

As we have seen there are many problems in the mother-
baby relationship which do not involve psychiatric abnormality
in the parent, nor organic disease or disability in the child.
The causes are to be found in the life situation of mother
and baby. They are common, stressful, potentially harmful,
and often amenable to first-aid psychotherapy.
The attitudes of the family, especially the father and

grandparents towards the sex, appearance, and behaviour of
the new baby may profoundly affect the mother at a time
when, as we have seen, there is a tendency to depression.

Often at risk psychologically is the fatherless family,
whether as a result of separation, bereavement, or illegitimacy.
Lack of emotional support and of social contact may so lower
the mother's spirits that baby care becomes a drudgery. Both
mother and child may go off their food, sleep poorly, and
become apathetic-a depression a deux. Mothers imprisoned
in high-rise flats are a prey to this problem. So also are
migrating families, where ties to relations and friends are

lost in the move to another country, or even to an unfamiliar
housing estate.
To the many superstitions about harm that may befall the

unborn child from articles of diet, emotional shocks, unusual
sights, or sexual intercourse we must now add the contracep-
tive pill. An unwelcome pregnancy may continue as an am-
bivalent relationship to the child, or develop into a
compensating over-protective attitude.

Clearly the weeks after childbirth are a particularly vulner-
able time for most mothers. In hospitals much is now being
done to foster happy and relaxed mothering. It is widely
realized that mothers should have complete freedom to decide
between breast and bottle feeding. Restrictions on children
visiting their mothers are disappearing. Usually mother and
baby are brought together as soon as possible after the birth,
the only really convincing reassurance to the mother that all
is well. Even when for medical reasons such as prematurity
specialized care is required, there is every advantage in in-
volving the mother in the care of her baby from the start,
even if her role is for a time a minor one.

Any Questions?
We publish below a selection of questions and answers of general interest

Sudden Death from Virus Pneumonia

What is known about virus pneumonia as a cause of sudden
death in adults?

Influenza viruses are to be associated with sudden death
and pneumonia. Of these type A is most frequently involved
in this pulmonary complication, when death may be extremely
sudden. Influenzal pneumonic deaths may be associated with
bacteria, the Staphylococcus pyogenes being the most frequent.
However, approximately 200% of fatal cases of influenzal pneu-
monia are pure virus pneumonia with no associated bacteria.'
Patients with advanced heart or chronic pulmonary disease
are particularly at risk where influenza is concemed, and
they often die rapidly of pneumonia. Though pneumonia
fatalities are usually in young children and patients over 50
years of age, there are exceptions, and in the 1918 epidemic
an excessive frequency of pneumonic deaths was noted in
males, especially between 20 and 40 years of age.
The pathology of the lung in influenzal pneumonia of

persons who die early in the illness was first reported by
Winternitz and his colleagues.2 They called the condition
"acute diffuse influenzal pneumonia." The lungs were dis-
tended and firm, purplish in colour, and filled with oedema
fluid. Histology revealed that there was epithelial necrosis
and the alveolar spaces were filled and distended with oedema
fluid; haemorrhages were abundant but cellular exudate was
scanty, mainly of mononuclear cells. These findings were
confirmed in the Asian influenza epidemic by Oseasohn and
his colleagues in 1959.3 The suddenness of death appears to
be caused by the abundant oedema which accounts for the
heliotropic colour that these severely cyanosed and moribund
patients exhibit. An interesting hypothesis was put forward
by Baron and Isaacs4 when they found that interferon could
not be detected in the lungs of patients dying of influenza,
and they speculated that this may have been related to
the deaths.
I Hers, J. F. P., Masurel, N., and Mulder, J., Lancet, 1958, 2, 1141.
2 Winternitz, M. C., Wason, I. M., and McNamara, F. P., The Path-

ology of Influenza, New Haven, Yale University Press, 1920.
3 Oseasohn, R., Adelson, L., and Kaji, M., New England 7ournal of

Medicine, 1959, 260, 509.
4 Baron, S., and Isaacs, A., British Medical 7ournal, 1962, 1, 18.

Susceptibility to Infection after Vaccination

Are young infants more susceptible to infections in the weeks
after smallpox vaccination?

There is no evidence to suggest that smallpox vaccination
renders infants more susceptible to infections. Although in-
fants are frequently subjected to bacterial and viral infections,
none of the 572 complications of smallpox vaccination in
the U.S.A. during 1968 were attributable to infection.' More
than 2- million infants under 1 year old were vaccinated
in England and Wales during the ten years 1951 to 1960.
Four died of infection (two of bronchopneumonia, two of
gastroenteritis) within 14 days of vaccination but the risk
of contracting a fatal infection does not appear to have
been greater than in unvaccinated children of the same
age. Infection was not included among the complications
of vaccination.2

Lane, J. M., Ruben, F. J., Neff, J. M., and Millar, J. D., New
England 7ournal of Medicine, 1969, 281, 1201.

2 Coneybeare, E. T., Monthly Bulletin of the Ministry of Health and
the Public Health Laboratory Service, 1964, 23, 126, 150, 182.

Rhesus Immunization in Du Mothers

Should anti-D immunoglobulin be given to a mother whose
blood group is Du and who has an Rh-positive baby? Are
any figures available of the number of Du mothers who have
produced anti-D antibodies as this would give an indication
of whether gammaglobulin is needed?

Anti-D immunoglobulin should not be given to a mother
whose blood group is Du and who has an Rh-positive baby.
Du persons can make antibodies to the components of the D
antigen which they lack. Anti-D immunoglobulin contains
antibodies to all the components of the D antigen and might
therefore react with some Du cells. The formation of anti-D
by Du subjects is uncommon and usually occurs only in
persons with low-grade Du. As far as I am aware there are no
figures available of the incidence of Du mothers who have
produced anti-D but it is probably very small.
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