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THE ADOLESCENT MOTHER AND HER INFANT

Selma Fraiberg

In this paper I will describe our work with adolescent
mothers and their infants in an infant psychiatry program. In
the first part of this paper I have gathered together some of our
clinical observations of a group of young mothers struggling with
formidable developmental conflicts of adolescence and their new
and uncertain 1dentity as mother to an infant. In the second
part of the presentation, I will describe our treatment of one
16-year-old, severely depressed mother and her failure to thrive
infant.

As the basis for this presentation I have chosen a group
of ten babies and their eight adolescent mothers who constituted
a subgroup in our intensive treatment caseload in. our University
of Michigan program during the period November, 1972 to October,
1978. The ten babies represented 20% of our intensive treatment
caseload of fjfty. Since the only criteria for entering our
intensive treatment program were our assessment of need for this
form of treatment and the practical limitations of a small staff,
it is important to note that teenage mothers constituted a sub-

stantial number of those we had identified as severely impaired



in critical areas of functioning.

Characteristics of the Group:

The ages of the mothers at the time of delivery ranged from
sixteen to eighteen. Five were unmarried girls. Of the three
mothers who were married, one was separated from her husband.

The five fathers in the never-married group are unknown to us,
and in fact, broke connections with the girl soon after pregnancy
was confirmed. They appear in our records as nameless and face-
less, and in each case were partners in casual encounters.

Seven of the ten babies were firstborn. A1l of the babies
were full term»with birth weights within the normal range. Con-
genital defects were later identified in three of the children.
A11 of the mothers were living in poverty. The five unmarried
mothers were supported by AFDC. In nearly all cases the young
mother was living apart from her family of origin, and encounters
with the extended family were caught up in conflict and turmoil.
There were neither psychological support for mother and baby nor
traditions of childrearing to guide a young girl who was unready
for motherhood.

The five‘unmarried mothers were attending school or were
enrolled in job training. Their babies were being cared for in
day-care centers or family day-care. Mainly, the day-care arrange-
ments, which we ourselves could assess through visiting, were

poor, and offered little more than custodial care. In three



cases there was outright neglect of infants. As we came to know
the babies and their families, we were sobered by the fact that
the child, endangered by the considerable pathology in the mother,
and already showing signs of a severe attachment disorder, was
further endangered by the circumstances in which he received
indifferent or neglectful substitute mother care. The baby who
needed an optimal day-care program was receiving substitute care
of the poorest quality.

The babies and their mothers had been referred to us by
physicians, nurses and social workers in Wasthenaw County (pop-
ulation approximately 300,000). The babies of teenage mothers
were, as a group, among the most severely impaired children in
our caseload. A primary attachment disorder was present at the
time of referral in each case. Four of the babies had been hos-
pitalized for failure to thrive. The teenage mothers, as a group,
showed grave impairment in psychological functioning and were vir-
tually incapacitated in mothering a baby. Although they had been
labeled by their community as "neglectful" and "rejecting", none
of them had been evaluated by a psychiatric team until they came
into our program. Ideally, we would like to see a psychosocial
assessment of the teenage mother in every case, at the point where
the pregnant girl is first identified by the health provider.
After our own diagnostic study, six of the eight mothers were seen

by us as severely depressed. Depression in each of these cases



had been present for many months and even years before the baby
was cénceived. In fact, as I shall later discuss, depression and
the unsatisfied psychological hungers which were entwined with
depression, had found their way into longing for a baby.

Developmental Conflicts of Adolescence and Motherhood

When I speak, now, of .the interlocking development conflicts
of adolescence and motherhood which we saw in this group of young
girls, I should preface these remarks with some caution. Clearly,
the group of severely disordered teenage mothers in our caseload
do not represent the larger population of teenage mothers, in which
we can find a fair amount of adequate or excellent mothering. And
when I describe the adolescent conflicts and mothering conflicts
which we encountered, they are not typical, I feel, but are exagger-
ated and heightened conflicts, in which universal problems of ado-
lescent maturation become distorted by disorder in the adolescent
personality and the inability of the primary family of the girl to
provide the vital pathways to resolution of conflict. The girl and
her family, in our cases, were locked together in a morbid conflict.

The diagnostic study and treatment of this group of young
mothers and their infants brought into focus the interlocking con-
flicts of adolescent development and mother-infant relationships.
Each of these mothers had become pregnant at a point in bsycho]o-
gical development when attachment and detachment from the primary

family figures had produced conflicts of considerable magnitude.



The unresolved conflicts of adolescence became the focus of new
conflicts which embraced the child. The attachment and detachment
problems of the mother were mirrored in the disorders of attach-
ment which we saw in the baby.

The baby was caught up in the morbid past and uncertain pres-
ent of his mother, but he was also most poignantly the symbol
of hope and self-renewal in his mother. Each of the unmarried
girls, it should be noted, had examined the alternatives of abor-
tion and adoption, and had chosen to keep the baby. They wanted
their babies and kept them against the wishes of their own parents.
In each case, the baby, when we met him, was manifestly neglected
and showed impoverishment in all areas of human attachment. The
contradiction between the adolescent mother's daydreams for the
baby and the actuaf state of the baby needed to be understood.

As we came to know these adolescent mothers, we saw how many
of the typical conflicts of adolescence had become intensified
and magnified for each of these girls before they became pregnant.
Their own mothers were at the center of these conflicts, and by
the time wé came to know them, these conflicts appeared to con-
sume the life energies of each. In normal adolescence we may see
the love-hate conflicts of the girl surface in daily Tife, but
after the storm the beloved aspects of the mother can be reclaimed.
What is preserved and eventually consolidated in the course of

adolescence becomes available for positive identification and



integration of personality in late adolescence. But among the
young girls in our group, the mother as enemy and betrayer dom-
inated the theater of conflict, and there appeared to be no aspect
of this mother that could serve maturation and identification. It
also seemed to us that the mothers of these girls had become the
unwitting collaborators in this tense family drama, transforming
themselves into the enemy, so that the fantasy mother and the real
mother sometimes merged.

Side by side with these consuming struggles with the mother
was dependency in the girl and a longing for nurturance from the
mother, which_was explicitly brought to us in their stories and
re-enacted in transference with the therapist. O0ften, when the
therapist was visiting the young mother and her baby in the home,
there were two crying children in that 1iving room.

The unresolved mother conflicts of the girl became impedi-
ments to mothering and to the attachment of the girl to her baby.
A girl who is fighting against her tie to her mother, who sees her
mother as an enemy without redeeming features, has nothing good or
solid to hold onto when she seeks a model for herself as a mother.
And a girl who is still longing for a mother, who wants a mother
to hold her close, nourish her, is not ready to become a mother
herself.

Much of the important work that we accomplished in our treat-

ment of these teenage mothers grew out of our exploration of the



mother conflicts which were paralyzing the girl in her own psycho-
logical development. We examined the love-hate relationship to

the mother, as they were described to us and as they were re-enacted
in transference to the therapist. We provided, through our treat-
ment, a form of psychological nurturance for hungry girls. We
offered a relationship in which independence could grow out of
dependency, and affection and trust for the therapist could provide
the conditions for new identifications with an adult figure and
alternative models for mothering. The Tlistening and understanding
which the therapist gave the young mother could be transformed

into listening to and understanding of a baby. Again and again,

in our records, the therapist is in a room with a crying mother

and a neglected and crying baby, and the therapist offers words of
comfort to the mother and the mother turns to the crying baby as

if she has heard him for the first time.

The adolescent girl's father, as he was described to us and
revealed through the eyes of the girl, was also at the center of
love-hate conflicts. We expect that in the normal adolescent pro-
cess the girl's attachment to her father is gradually modified,
that the oedjpa] wishes and fantasies are transformed and that
resolution paves the way to the discovery of new partners in love.
Among the adolescent mothers in our group, the childhood daydream
of father-love had been preserved and was re-enacted with male

partners who appeared as transient lovers - if, indeed, the word



"Tovers" should be used.

Since the attachment to the father was still primary, there
was no possibility of forming an enduring bond with another male
partner. Typically among our girls, sexual activity had begun at
the age of 13 or 14. The sexual partners were distantly remembered
and seemed to have no more substantiality than figures in a fantasy.
And, in fact, the sexual experiences resembled fantasies in which
each partner was interchangeable with the other, 1ike the mastur-
bation fantasies of early adolescence. What was acted out in
these transient sexual episodes was the fantasy of forbidden and
dangerous love, a transparent oedipal fantasy. When pregnancy
occurred, the unconscious childhood fantasy of having a baby with
the father added another psychological dimension to a crisis, and
the baby, when he arrived, became the embodiment of a shameful
secret, a "child of sin", in the old-fashioned phrase.

The baby was also the child of a profound disappointment, the
result of a promise that was not kept by whoever -it is in our
society who makes promises to the young. In the hyped-up sexual
climate of our times, it is easy for the young to believe that
puberty carries a passport into sexual bliss. But not one of the
young girls in our group had experienced sexual pleasure of any
kind in their many encounters. In fact, the serial encounters -
were motivated by the search for sexual joy. "It'l1l be different

with the next fellow." But it never was. These girls were, in



fact, unready for sexual fulfillment, like the majority of ado-
lescents in their early and mid-teens. But clearly, for the girl
we are speaking of, a girl who is still pursuing a childhood fan-
tasy love with her father, there is no place yet for a new partner
and uninhibited sexual joy. The father-love becomes the inhibitor.

The father-love also becomes an impediment to motherhood. A
girl who is still playing out an unconscious childhood fantasy of
make-believe love and make-believe union with her father is Tikely
to continue this fantasy as a make-believe mother with a make-
believe baby. And this, in fact, is what we saw when we first met
the mothers and babies in our group. Motherhood was somehow unreal.
The baby was not quite real.

In our infant-focused psychotherapy we listened to the tan-
gled stories of fathers and lovers, and helped the adolescent
mother to find new solutions to old griefs and old longings. As
we watched the mother and her baby together in session after
session, we were attentive to those aspects of the baby and of
mothering which were caught up in the old daydream. Where the
baby was somehow unreal, and motherhood was unreal, we could make
them real. This was not a fantasy baby to us; he was a person
with all the unique qualities of his own personality. She was
not a pretend mother, to us; she was a real mother with real con-
cerns for her baby and real problems. We played with this real

baby and revealed his marvelous attributes to his mother. We



talked to the real mother and most respectfully gave her the author-
ity and prestige of mother. She was not a child to us, innocent

and b]Undering, but a mother trying very hard to be a mother in

the midst of terrible hardship.

The unresolved conflicts of childhood embraced every aspect
of the childhood family. Repeatedly, in our work with adolescent
mothers, we saw intense sibling conflicts re-enacted with the baby.
Jealousy toward the baby, competition with the baby, anger toward
the baby, the feeling of being robbed of something precious by
the baby, were recurring themes which we could trace back in treat-
ment to a sibling who had been a rival in childhood. Normally,
in adolescence, the sibling conflicts of childhood undergo reso-
lution along with other early and intense love-hate relationships
of the family. When the adolescent process has not been completed
through maturation, the old jealousies and hostilities stand ready
for transference to other objects. Tragically, in the case of
teenage motherhood, the new baby may come to represent the old
rivals in the family of childhood.

In our work with the adolescent mother, we examined those
ways in which the baby was caught up in old memories and the con-
flicts of the childhood family of the mother. We helped the
mother to disentangle her baby from the figures of childhood and
free the baby from the ghosts in the maternal past.

The inventory of unresolved adolescent conflicts in motherhood
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should include conflicts between self-love and love of others,
Adolescence is normally a time in which self-love appears in height-
ened forms. The egocentricity and narcissism of the adolescent
are, under all normal cifcumstances, only headaches that parents
and teachers need to live with for a while. But when the adolescent
becomes a parent, the self-love and self-centered goals come into
conflict with the needs of a baby and the requirements of parent-
hood. A mother needs to put the child's needs before her own needs,
and is able to do this when psychological maturation has given her
the possibility of subjugating self-interest and self-Tove in the
interest of a»chi]d. The adolescent girl who has not completed this
maturational step finds herself strained, or actually incapable,
at times, of ministering to the ordinary needs of a helpless baby.
It is this colossal narcissism in the young that evokes anger
in the parent generation. When the adolescent is also a mother,
the self-centeredness of the mother, united with neglect of her
infant, evokes anger in those who are called upon to help her. By
the time we met our young mothers, they had been scolded by public
health nurses, doctors, and social workers, and grimly prepared
themselves for a scolding from us. They seemed surprised, but
certainly relieved, when no scolding awaited them. .
Narcissism in parenthood, it strikes us, has two faces. There
is the self-love that can endanger the child, and there is the

self-love that can embrace the child. There is a large measure of
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healthy narcissism that goes into the parenting of many good and
normal people. The baby is the most remarkable baby in the world.
He's a genius, if we have to say it ourselves. Every achievement,
even his first tooth, is somehow a credit to us, as parents. All
this, the healthy narcissism, is available to the teenage parent,
too. We began to see it happen in our work. As the baby began to
thrive and reward his mother for her efforts, he became, for his
young mother, a marvel, a precocious child, destined for a brilliant
future.

From this brief summary, we can see how the intense unresolved
conflicts of adolescence become psychological obstacles to the nur-
turance of a child and may, in fact, provide a theater in which
the baby is caught up in the re-evoked childhood griefs and disap-
pointments of the mother. 1In our group, however, there was still
another dimension of conflict which exerted its morbid influence
upon the baby, and this was maternal depression.

Six of the eight adolescent mothers were suffering with severe
and incapacitating depression. If these girls had not been mothers,
they would have required intensive psychotherapy and, in two cases,
might have required hospitalization for depression related anorexia.
While these young mothers had been labeled by their communities as
"rejecting", neglectful, or abusive toward their children, our
clinical inquiry led us to understand that these were young girls

who were barely able to function. In each case, the depression
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had antedated pregnancy and the birth of the child by many months
and even years. Since each of these girls had considered the al-
ternatives of abortion and adoption, the decision of these depressed
young girls to keep their babies needed to be understood. What
did the baby represent? In the course of our work we began to
understand. In the hopelessness of depression, the baby repre-
sented "hope" and "renewal", the chance to live another life
through the baby of fantasy. The hunger for love in the adolescent
and the unsatisfied hungers seen in depression found the dream of
a baby's love. And not only love, we saw, as we began to unravel
the complex meanings of the baby. Periodically, in the course of
treatment, the depressed young girl would speak of feelings of
emptiness and a yearning for something to fill the emptiness.
And, as we moved back into the historical events that had led to
pregnancy and the decision to keep the baby, we began to understand.
The yearnings for a baby seemed linked to an imperative need "to
fi11 the emptiness."

The baby, being a baby, could not fill the emptiness for
needy and hungry girl-mothers. The baby, in fact, was a disappoint-
ment. Neither did the baby bring self-renewal or the fulfillment
of old dreams. More 1ikely, the bad dreams of childhood were re-
evoked by him. The baby had become the center of morbid conflicts

by the time we met him.
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The Babies: Disorders of Attachment

It's time to talk about the babies. In each of these cases
the baby had come to us because of severe disorders of attachment.
Here, I am not generalizing to the larger population of infants
of teenage mothers. We must remember that, as a psychiatric clinic,
we were preselected by referring agencies for our expertise in the
area of attachment disorders. The babies, as a group, were among
the most severely impaired children in our caseload. They were
joyless, listless babies, who showed virtually none of the age-
appropriate signs. of attachment to their mothers, or who had a 1im-
ited repertoire of attachment behaviors along with a constricted
range of affect. Four of the ten babies were referred to us fol-
lowing diagnosis of failure to thrive.

As we follow the 1links between the adolescent conflicts of
the mothers in our group and the disorders of attachment we iden-
tified in their babies, we can see how every component of the un-
resolved adolescent conflicts became an impediment to the attach-
ment of mother to baby and baby to mother. Where resolution of
childhood conflicts paves the way for parenthood and identification
with one's own parents, nonresolution brings unreadiness, disap-
pointment, and a turning away from the baby or the investment of
the baby with the love-hate conflicts of the mother's own child-
hood. VWhere self-love is still dominant in adolescent psychology,

there cannot be the selfless love of a parent. And when we add to
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this inventory of adolescent afflictions the severe depressions we
encountered among the mothers in our group, it appears as if every-
thing in the parental personality is negating the possibility of
attachment.

Yet this is by no means a hopeless picture for therapy. Re-
markably, when we consider the psychopathology we saw in mothers
and babies, we found that we were able to engage each of these
mothers in work on behalf of their babies and themselves, and the
therapeutic gains were substantial in all but one case.

Clinical Illustration

The case of 16-year-old Karen and her baby, Nina, illustrates

1 It also

many .of the interlocking disturbances of mother and baby.
illustrates our methods of diagnostic study and the formulation of
treatment alternatives which grow out of the initial assessment.

No case can stand by itself in illustrating the clinical pic-
ture that we saw in our caseload of teenage mothers and their
babies. However, the case of Karen and Nina illustrates many of
the characteristics of our larger group. Nina, the seven-month-
old baby, is referred to us following hospital diagnosis of "non-
organic failure to thrive due to maternal deprivation".

At birth, Nina had been a full term healthy baby, birth weight
six pounds one ounce (10th percentile) and height was twenty inches

(75th percentile). At the time of hospitalization for failure to

thrive, Nina's weight had dropped to below the third percentile and
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height had fallen to below the 25th percentile. Medical study
revealed no organic cause for failure to thrive and the referring
pediatrician and nurses concluded that growth failure was caused
by severe maternal deprivation.

Her sixteen-year-old mother is unmarried and attending high
school. The mother is described as neglectful and unable to coop-
erate with physicians and nurses who have offered their help.
When we meet the mother and baby, we see a young mother who is
suffefing with a severe depression and a depression-related ano-
rexia which has antedated the birth of the baby by several years.
Karen, the mother, weighs approximately eighty-five pounds. Food
is repulsive to her, she tells us, and she eats barely enough for
sustenance. She knows the doctors are concerned about Nina, but
she is not sure why. Nina looks chubby to her, she says.

Karen and Nina are supported by AFDC. They are living in
the home of the maternal grandparents in the midst of domestic
chaos. There are violent quarrels between Karen's mother and
father, periodic separations. Karen and Nina are given grudging
shelter in this home. Nina is unwanted. Karen is taunted daily
by her parents for bringing a baby into this home. No help is
offered Karen. Karen would 1like to find another place to live.
But she is afraid to live alone. What is she afraid of? "Of
noises. Animals. Burglars." She is a child herself, of course.

The grandparents themselves are hostile to the treatment offered
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Karen and Nina. They will not permit us to visit the home. If
Karen wants our help she will have to see us at our office. With
all these constraints we will need to provide treatment for this
endangered baby and her mother.

In the course of the initial evaluation period, we are asking
ourselves many questions. The developmental testing of Nina will
give us a fair assessment of the motor and cognitive development
of Nina and the areas of deficit, if they exist. But the test
will not help us to discern the qualities of infant-mother rela-
tionship. In our observations, we want to look for the age-appro-
priate indicators of human attachment in the baby, and the ability
of the mother to respond to the range of signs and signals which
a baby can send to the mother, and the ability of the mother to
initiate and exchange social and affectionate signs with her baby.

In our initial observations we see a severely depreésed young
mother and her child who is suffering from growth failure and a
severe attachment disorder. The depression of the mother is mirrored
in the baby's face. The baby is silent, stares off into space,
uninvested in her surroundings. She rarely turns to her mother
for a social exchange or for comfort. In our broader observations,
we see a limited number of attachment indicators. There is dis-
crimination of her mother from others, there is preference for her
mother. Nina has a 1imited repertoire of aftachment behaviors,

]

but they are muted and joyless. Similarly, Karen shows some signs
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of affection for her baby, but she sinks back into depression and
solitude after each exertion.

As we look at the depressed and anorectic mother, we also
look at our own therapeutic dilemma. Karen cannot read the signs
of hunger and satiation in herself:; how can she read the signs of
hunger and satiation in her baby? In fact, in every observation
during this assessment period of seven sessions, Karen seems unable
to read hunger in Nina, or misreads the signs.

Ideally, we would want our therapy to focus on the interlock-
ing aspects of Karen's depression and her baby's attachment disor-
der. But soon after treatment begins, we find oursevles facing
a formidable therapeutic problem. If the therapist begins to
speak about feelings with Karen, to speak of sadness or anger, to
touch ever so gently upon the defenses against affect, Karen's de-
pression deepens and her symptoms are exacerbated.

Ctearly, we cannot yet deal with Karen's internal and objec-
tive conflicts without precipitating a grave conflict in personality,
and worsening the situation for Karen and Nina. We decide, then,
that we will work with Karen and Nina, for the indefinite future,
within the context of supportive treatment and developmental guid-
ance. This treatment brings about very substantial changes for
Karen and Nina.

Our treatment focused on both the nutritional and psycho-

logical aspects of Nina's and Karen's interlocking conflicts.
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But both aspects of this treatment were solidly embedded in the
context of human attachments. On the nutritional side, we worked
with Karen and the nursery in providing an optimal diet for Nina.
Karen and the nursery staff were helped to see how a baby's plea-
sure in eating was intimately related to pleasure in the arms of

a partner, most particularly the mother. Karen was encouraged to
take over the lunch feedings in the nursery as often as possiblé.
One (or at most, two) aides at the nursery was assigned as Nina's
special caregiver.

In our own sessions with Karen and Nina and the therapist
together in our playroom, the therapist focused on the relationship
between Nina and Karen, emphasizing in every way possible how
Karen was the most important person in the world to her baby, how
no one, not the therapist either, could get the special smiles
from Nina, and no one could comfort Nina in distress as well as her
mother could. Karén, who had never in her life believed she was
important or special to anyone, was deeply touched as she learned
to recognize these signs of preference and love in her baby. And

Nina, like all babies, gave generous rewards to her mother. Within

four months of work, Nina made tremendous progress toward nutritional

adequacy and psychological adequacy.
Karen, watching the therapist talk to Nina, was initially
puzzled. After all, Nina could not understand English. Karen had

no traditions in her family for talking to a baby, or indeed, for
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conferring personality upon a baby. As Karen watched her therapist,
she saw that Nina began to make responsive sounds, and it was easy
for the therapist to begin to speak about how babies learn to talk.
Within a short time, mother-baby dialogues appeared in all of our
sessions, and the quiet baby who never uttered a sound became pos-
itively guarulous.

Karen's conflicts with her own parents gave her no models
for parenting. Her own mother did not like babies and considered
a baby who cried as "just plain spoiled". Her own mother did
not believe that a baby of Nina's age cared who took care of her,
Mothers were not important. Karen's therapist 1istened to Karen
and listened to Nina with most respectful attention to each. To
understand why Nina cried, or what Nina was trying to tell us,
became central to every session. To understand Karen's sadness,
Karen's inarticulate cries and griefs, were equally central to
the sessions. Kaven was profoundly touched by her therapist's
concern for her, her listening, her sympathy, her praise, and her
confidence in Karen. No one had ever cared for her in this way.
Later she told the therapist how much this caring had meant to
her. Karen, whose own griefs were listened to, became a mother
who could listen, in every sense of the word, to her child's cries
and the everyday griefs of a small girl. She began to understand
Nin's pain at separation from her each day at the door of the nur-

sery. She had no alternatives in care for Nina but she could
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now find words of sympathy and understanding for Nina which made
the pain bearable. In short, what Karen received in emotional
sustenance from her therapist, she could now give to her own baby.

‘At fourteen months of age, Nina had reached weight adequacy
and adequacy in our affective-social evaluation. She had also
made substantial gains in cognitive motor development.

Our health evaluation showed that Nina had gained weight
steadily in these seven months of work. Her weight was now nine-
teen pounds which placed her between the tenth and twenty-fifth
percentile. She was bright eyed, animated, strong, active, had
good color and muscle tone. (She sustained these gains in later
years.)

In the affective-social areas which had been seriously
affected by the time we first met her at seven months, Nina was
now age adequate. She had a good range of affective expression.
She had strong and stable ties to her mother, with strong prefer-
ence for and valuation of her mother (as we sawin social situa-
tions as well as need states). Her pleasure in being with her
mother was manifest through warm and special smiles for her
mother, animated "conversations" with her mother, seeking her
mother to share?ﬁgﬁgggs and to touch base with her. She showed
age appropriate reactions to the daily separations from her mother
at the nursery. She protested, then settled down (with resignation)

to the less than ideal circumstances provided by this substitute
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care.

There were advances in cognitive motor development. At
fourteen months she scored an MDI on the Bayley of 133. Her
first testing at seven months had actually placed her within
normal range (110), but now we could see that Nin's potential in
mental development was higher than average. The gains reflected
to some measure the tremendous progress in language development
which was one result of our work.

During this period there was one developmental problem
that needed our special attention. Nina would waken briefly
at night wanting "to play" with her mother. We were not certain
of the meaning of this night waking. Was this associated with
the painful separations from mother at the nursery? Was she
also napping for many hours during the nursery day? We could
not be sure. And the nursery had no information, no records.
While we were still trying to understand this, the night waking
disappeared. We have no further information.

During this period we saw Karen develop into a responsible
and affectionate mother. As I illustrate, it is important to

keep in mind that Karen was still a seriously depressed girl and

was still anorectic.

We had already discovered that our treatment of Karen had
to be modified because of her inability to tolerate exploration

of her profound conflicts (mainly internalized rage). She could
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not tolerate even the gentlest therapeutic probing of her feel-
ings toward her mother and father, yet found comfort in the un-
derstanding and sympathy which the therapist expressed as she
listened to the reports of fights between the maternal grand-
parents, their constant blame of Karen for bringing a baby into
this home, their depreciation of Karen as mother.

Our work, then, with Karen was mainly supportive and the
supportive work was united with observations of Nina and dev-
elopmental guidance. A1l of this brought significant developmen-
tal progress for Nina as we have seen. And for Karen, too, there
was brightening of mood, enhancement of self-image, new confi-
dence in herself as a mother. But the anorexia remained. Karen
could now feed her baby, but she could not feed herself.

In describing the therapeutic approach to Karen, I should
say that I am not generalizing about work with adolescents or
work with adolescent parents. In nearly every other case we
have worked with we were able to deal therapeutically with the
inner conflicts of our adolescent parents, and to do this fairly
early in treatment. Only in Karen's case was such an approach
contraindicated:

Actually, we had to wait two more years before Karen's love-
hate conflicts toward her parents could be dealt with therapeu-
tically (and, I believe, with great benefit to her). But what

we learn from this work is that long before the clinical picture

23



of a mother's disorder can change, there are large possibilities
for change in the capacity to mother which can be brought about
through supportive treatment and guidance.

Between Nina's age fourteen months and twenty-two months,
we continued to work with mother and baby. For Nina, all gains
in health, affective and cognitive development were sustained.

At twenty-two months, Nina was a healthy, enthusiastic,
buoyant, outgoing child. In nursery school (a new school) she
was regarded by her teachers as intelligent, creative, socially
mature for her age. She was well liked by her teachers and her
peers.

In dol1 play in our observation sessions we saw Nina as a
tender and solicitous mother. She loved "feeding" and “cooking“
for her dolls. We could not see residues of early oral conflicts.

Karen, herself, was a proud mother. Through guidance she
had become a very sensitive and empathic reader of signs and
needs in her child. She enjoyed Nina. She was proud of her
spunkiness and assertiveness (a vicarious pleasure for a young
woman now eighteen years old, who could not yet assert herself
with her own parents, except in defending Nina). Some measure
of Karen's self-confidence was brought to improved school work
and a decision to enroll in a community college after high
school graduation.

It was not until the final year of treatment when Nina was
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three years old that Karen's profound conflicts which centered
in the relationship to her own parents, could be dealt with. At
last she felt strong enough as a person to allow herself to feel
rage and disappointment toward her own parents, to speak of the
heartbreaks, the childhood sense of worthlessness, the fear of
parental explosions. The depression lifted. The last vestiges
of anorexia disappeared.

Karen's joy in her child had been sustained through our work.
But now there was the beginning of pleasure for herself.

Karen, at last, was ready to move out of her parental home.
She made good plans for herself and Nina and entered a community
college technical training program. With the liberation from
parental love-hate bonds, Karen fell in love with a stable young
man who became devoted to her and to Nina. Within a year after
termination of treatment they were married.
Discussion

A single case of an adolescent mother and her baby cannot,
of course, illustrate all of the factors which I have identified
early in this paper as characteristics of the unresolved conflicts
of adolescence which impinge upon motherhood.

What we can see in the case of Karen and Nina are the effects
of profound inner conflicts in adolescence upon the capacity to
mother a baby. Karen, when we meet her, is a child, herself,

caught in a morbid love-hate conflict with her own parents. Her
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depression and anorexia speak for intense internalized rage toward
her own parents. The unsatisfied longings and hungers of ado-
lescence had led her to early sexual experience with boys in cas-
ual encounters. She became pregnant. And she wanted to keep her
baby. When we first met Karen and Nina we saw a starving mother
and a starving baby living in the home in which Karen's family
gave grudging shelter and neither affection nor support to their
child or their grandchild. If we give clinical attention to
Karen's own adolescent conflicts (imagining for a moment that

she does not have a baby) the therapeutic task appears a for-
midable one. The anorexia is severe enough to warrant hospitali-
zation, Depression has depleted Karen's resources. She is barely
able to function in school. Failures in love have marked her Wife
from childhood to adolescence, now marked again by the failures in
seeking Tove from boys. There are unresolved oedipal problems in
the pursuit of "forbidden Tove" through transient boys.

But this adolescent, with some ordinary and many extraordin-
ary developmental problems, is a mother. And her baby is in great
danger.

Anorexia has distorted Karen's ability to read her own signs
of hunger and satiation. Anorexia has blotted out her recogni-
tion of hunger and satiation in her infant. Depression, which makes

her psychologically "absent" in all social relationships, has made
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her psychologically absent to a baby who is most imperatively in
need of mother nurture.

The baby, herself, seems not quite real to Karen when we first
meet her. She is uncertainly a mother. She still needs a mother
herself. Her own longings for nurture collide at times with the
baby's needs for nurture. And the fantasy baby who would satisfy
longings to be loved, and the yearning for self-renewal which are
universal in adolescence, is afterall only a baby with imperative
demands, and no promise of bringing self-renewal. The baby of fan-
tasy who would "fi1l the emptiness" only enlarges the sense of
emptiness. At best, if Karen summons all of her meager resources,
she can give mechanical care to Nina.

And Karen has no models for mothering. Her own mother's fail-
ure to mother leaves Karen bereft of knowledge and tradition.

We can sketch the treatment for Karen if Karen were not a
mother. Many months of intensive work would be required. Hos-
pitalization of Karen might be desirable. "But Nina, the baby is
our patient, too. She cannot wait for her mother's depression to
1ift, or for resolution of the complex problems that are bound
together fn:anorexia.

Our work with Karen and Nina focused on the needs of both the
baby and the mother. It was a delicate balance to sustain, for
Karen, like many adolescent mothers we know, was desperately needy

herself. The largest number of sessions were held with both mother
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and baby in the room. When necessary, private sessions for Karen,
herself, were arranged.

Psychotherapy is a form of undoing of the past. And so it
was for Karen, too, even though our access to the emotionally laden
memories of the past was limited by Karen's own defenses against
powerful affects. Where rejection by parents had led to Karen's
feelings of worthlessness, the relationship to the therapist could
give to Karen a sense of worth as an adolescent, and as a mother.
Where unsatisfied longings for mother-love had led to morbid symp-
toms, therapy could provide a form of psychological nurturance which
sustained the adolescent girl and had the effect, I think, of undoing
some part of the injuries of the past. Where failures in under-
standing had marked the relationship with parents, understanding
and profound sympathy from a therapist had the effect of healing
the old wounds. Where the baby was somehow "a child of sin" with
echoes from an unremembered past, and censorship from the maternal
parents, the baby was given, through our work, the rights of every
- baby to be cherished and to bear no shameful stigma.

Where the baby was uncertainly a fantasy baby, who belonged
to an oedipal romance, we helped to make the baby a real baby, a
real person, which had the effect of detaching the baby from child-
hood conflicts even though we were unable to deal witﬁ those fan-
tasies directly. And long before we were able to deal with the

inner conflicts of‘Karen in our treatment, Nina, herself, began
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to fulfill her mother's adolescent dream of renewal of self, a
rebirth through giving birth to a child. Nina, through our work,
became a loving intelligent, social 1ittle person who gave her
mother huge rewards for motherhood. The mother who could not love
herself or value herself when we first met her could know love

and valuation from her child. Some measure of self-love could now
grow in Karen, which means of course, that for Karen, as well as
all parents, a loving and rewarding child brought enhancement of
self-love, the healthy narcissism that is the privilege of all
parents.

Nina's progress in treatment was far in advance of her mother's
during the first two years. Nina was brought to adequacy on all
measures of personality development by the time she was fourteen
months old. But in this work we have two patients, a mother and
a baby. As long as Karen's depression remained Nina was regarded
by us as at risk and her mother's psychological state was regarded
as precarious. When treatment was terminated at Nina's age three
and a half, we were satisfied that Karen's internal conflicts had
found resolutions and that Nina was sturdily progressing in her
own development.

Therapeutic work with adolescent mothers and their babies needs
to accomodate objectives for the treatment of two patients, each
of whom may be suffering from a developmental disorder. This

therapy has the aim of bringing optimal development for an adoles-
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cent who is also an adolescent mother and for a baby whose dev-

elopment is endangered.
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Notes

1. A full clinical report of this case and three other cases
of adolescent mothers are included in Selma Fraiberg, editor,

Clinical Studies in Infant Mental Health: The First Year of Life,

Basic Books, Inc., New York, 1980.
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THE BEENAGE MOTHER AND HER INFANT
/
Selma Fraiberg

In ﬁy—pieézﬁzggioh_this_mnrning I will describe our work

with adolescent mothers and their infants in an infant psychiatry

program. In the first part of this paper I have gathered together

some of our clinical observations of a group of young mothers

struggling with formidable developmental conflicts of adolescence

and their new and uncertain identity as mother to an infant.
In the second part of the presentation, I will describe our

treatment of one l6-year-old, severely depressed mother and her

failure to thrive infant geshd—use—video—cltips—to Titustrate

the—pregress—of mether—anmd—baby 1n the course of therapy.

As the basis for this presentation I have chosen a group

of 10 babies and their é@%ﬁi adolescent mothers who constituted
a subgroup in our intensive treatment caseload in our University
W peredt Pm0-1972 v Betsdbar (G578 »
of Michigan program The 10 babies represented reessily 20% of
our intensive treatment caseload of 58. Since the only
criteria for entering our intensive treatment program were our
assessment of need for this form of treatment and the practical
limitations of a small staff, it is important to note that
teenage mothers constituted a substantial part of a group
identified by us as gravely incapacitated in functioning, and

their babies constituted a substantial number of those we had

identified as severely impaired in critical areas of functioning.



Characteristics of the Group:

The ages of the mothers at the time of delivery ranged
from 16 to 18. Five were unmarried girls. Of the four mothers
who were married, one was separated from her husband. The five
fathers in the never-married group are unknown to us, and in
fact, broke connections with the girl soon after pregnancy was
confirmed. They appear in our records as nameless and faceless,

and in each case were partners in casual encounters.
)
Seven of the;Pabies were firstborn «<imetudimg—ome—set Of
tWEEST. Ore—in—the-married—group Was g SCCONO=8&abel. All of

the babies were full term with birth weights within the normal

range. Congenital defects were later identified in three of

the children. J[The—deta—summarized here will be presantedon
slidgs-)- All of the mothers were living in poverty. The five
unmarried mothers were supported by AFDC. In nearly all cases
the young mother was living apart from her famly of origin,

and encounters with the extended family were caught up in
conflict and turmoil. Thére were neither psychological support
for mother and baby nor traditions of chldrearing to guide a
young girl Who was unready for motherhood.

The five unmarried mothers were attending shcool or were
enrolled in job training. Their babies were being cared for
in day-care centers or family day-care. Mainly, the day-care
arrangements, which we ourselves could assess through visiting,
were poor, and offered little more than custodial care. In
three'éases there was outright neglect of infants. As we came

to know the babies and their families, we were sobered by the



fact that the child, endangered by the considerable pathology
in the mother, and already showing signs of a severe attachment
disorder, was further endangered by the circumstances in which
he received indifferent or neglectful substitute mother care.
The baby who needed an optimal day-care program was receiving
substitute care of the poorest quality.

The babies and their mothers had been referred to us by

physicians, nurses and social workers in Wasthenaw County

(population approximately 300,000). The babies of teenage mothers

were, as a group, among the most severely impaired children in
our caseload. A primary attachment disorder was present at the
time of referral in each case. Four of the babies had been
hospitalized for failure to thrive. The teenage mothers, as

a group, showed grave impairment in psychologiéal functioning
and were virtually incapacitated in mothering a baby. Although
they had been labeled by théir community as "neglectful" and
"rejecting," none of them had been evaluated by a psychiatric
team until they came into our program. Ideally, we would

like to see a psychosocial assessment of the teenage mother

in every case, at the point where the pregnant girl is first
identified by the health provider. After our own diagnostic
study, six of th?bmothers were seen by us as severely depressed.
Depression in each of these cases had been present for many
months and even years before the baby was conceived. 1In fact,
as I shall later discuss, depression and the unsatisifed

psychological hungers which were entwined with depression, had

found their way into longing for a baby.




Developmental Conflicts of Adolescence and Motherhood

When I speak, now, of the interlocking development conflicts
of adolescence and motherhood which we saw in this group of
young girls, I should preface these remarks with some caution.
Clearly, the group of severely disordered teenage mothers in
our caseload do not represent the larger population of teenage
mothers, in which we can find a fair amount of adequate or
excellent mothering. And when I describe the adolescent conflicts
and mothering conflicts which we encountered, they are not
typical, I feel, but are exaggerated and heightened conflicts,
in which universal problems of adolescent maturation have become
distorted by disorder in the adolescent personality and the
inability of the primary family of the girl to provide the
vital pathways to resolution of conflict. The girl and her
family, in our cases, were locked together in a morbid conflict.

The diagnostic study and treatment of this group of young
mothers and their infants brought into focus the interlocking
conflicts of adolescent development and mother-infant relationships.
Each of these mothers had become pregnant at a point in psycho-
logical development'wheﬁ attachment and detachment from the
primary family figures had produced conflicts of considerable
magnitude. = The unresolved conflicts of adolescence became the
focus of ﬁew conflicts which embraced the child. The attachment
and detachment problems of the mother were mirrored in the
disorders of attachment which we saw in the baby.

The baby was caught up in the morbid past and uncertain

present of his mother, but he was also most poignantly the



symbol of hope and self-renewal in his mother. Each of the
unmarried girls, it should be noted, had examined the alternatives
of abortion and adoption, and had chosen to keep the baby. They
wanted their babies and kept them against the wishes of their
own parents. In each case, the baby, when we met him, was
manifestly neglected and showed impoverishment in all areas of
human attachment. The contradiction between the adolescent
mother's daydreams for the baby and the actual state of the
baby needed to be understood.

As we came to know these adolescent mothers, we saw how
many of the typical conflicts of adolescence had become inten-
sified and magnified for each of ﬁhese girls before they became
pregnant. Their own mothers were at the center of these conflicts,
and by the time we came to know them, these conflicts appeared
to consume the life energies of each. In normal adolescence
we may see the love-hate conflicts of the girl surface in daily
life, but éfter the storm the beloved aspects of the mother can
be reclaimed. What is preserved and eventually consolidated
in the course of adolescence becomes available for positive
identification and integration of personality in late adolescence.
Butuamong the young girls in our group, the mother as enemy
and betrayer dominated the theater of conflict, and there appeared
to be no aspect of this mother that could serve maturation and
identification. It also seemed to us that the mothers of these
girls had become the unwitting collaborators in this tense family
drama, transforming themselves into the enemy, so that the

fantasy mother and the real mother sometimes merged.



Side by side with these consuming struggles with the mother
was dependency in the girl and a longing for nurturance from
the mother,which was explicitly brought to us in their stofies
and re-enacted in transference with the therapist. Often, when
the therapist was visiting the young mother and her baby in
the home, there wefe two crying children in that living room.

The unresolved mother conflicts of the girl became
impediments to mothering and to the attachment of the girl to
her baby. A girl who is fighting against her tie to her mother,
who sees her mother as an enemy without redeeming features, has
nothing good or solid to hold onto when she seeks a model for
herself as mother. And a girl who is still longing for a
mother, who wants a mother to hold hervcloée, nburish her, is
not ready to become a mother herself.

Much of the important work that we accomplished in our
treatment of these teenage mothers grew out of our exploration
of the mother conflicts which were paralyzing the girl in
her own psychological develbpment. We examined the love-hate
relationship to the mother, as they were described to us and
as they were re-enacted in transference to the therapist. We
provided, through our treatment, a form of psychological
nurturance for hungry girls. We offered a relationship in which
independence could grow out of dependency, and affection and trust
for the therapist.could provide the conditions for new identifications
with an adult figure and alternative models for mothering. The
listening and understanding which the therapist gave the young
mother could be transformed into listening to and understanding

of a baby. Again and again, in our records, the therapist is in



a room with a crying mother and a neglected and crying baby,
and the therapist offers words of comfort to the mother and the
mother turns to the crying baby as if she has heard him for the
first time.

The adolescenﬁ girl's father, as he was described to us
and revealed through the eyes of the girl, was also at the
center of love-hate conflicts. We mewid expect that in the
normal adolescent process the girl's attachment to her father
is gradually modified, that the oedipal wishes and fantasies
are transformed and that resolution paves the way to the discovery
of new partners in love. Among the adolescent mothers in our
group, the childhood daydream of father-love had been preserved
and was re-enacted with male‘p§rtners who appeared as transient
lovers - if, indeed, the word‘"lovers" should be used.

AL PP 1
Since the attachment to the father was preserved, there

was no possibility of forming an enduring bond with another
male partner. Typically among our girls, sexually activity

had begun at the age of 13 or 14. The sexual partners were
distantly remembered and seemedlto have no more substantiality
than figures in a fantasy. And, in fact, the sexual experiences
resembled fantasies in which each partnér was interchangeable
with the other, like the masturbation fantasies of early
adolescence. What was acted out in these transient sexual
episodes was the fantasy of forbidden and dangerous love, a
transparent oedipal fantasy. When pregnancy occurred, the

unconscious childhood fantasy of having a baby with the father

added another psychological dimension to a crisis, and the baby,



when he arrived, became the embodiment of a shameful secret,
a "child of sin", in the old-fashioned phrase.

The baby was also the child of a profound disappointment,
the result of a promise that was not kept by whoever it is in our
society who makes promises to the young. In thevhyped-up sexual
climate’fof our times, it is easy for the young to believe that
puberty carries a passport into sexual bliss. But not one of

the young girls in our group had experienced sexualJ}oy of any

kind in their many encounters. . In fact, the serial encounters

were motivated by the search for sexual joy. "It'll be different
"

with the next1 ." But it never was. These girls were, in

# fact, unready for sexual fulfillment, like the majority of

adolescents in their early and mid-teens. But clearly, &€ "Q
the girl we are speaking of, a girl who is still pursuing a
childhood fantasy love with her father, there is no place yet

for a new partner and uninhibited sexual joy. The father-love

becomes the inhibitor.

The faﬁher-love also becomes an impediment to motherhood.
A girl who is still playing out an unconscious childhood fantasy
of make-believe love and make-believe union with her father
is )Q}ikely to continue this fantasy as a make-believe mother
with a make-believe baby. And this, in fact, is what we saw
when we first met the mothers and babies in our group. Mother-

hood was somehow unreal. The baby was not quite real.



In our infant-focused psychotherapy we listened to the
tangled stories of fathers and lovers, and helped the adolescent
mother to find new solutions to old griefs and old longings.
As we watched the mother and her baby together in session
after session, we were attentive to those aspects of the baby
and of mothering which were caught up in the old daydream.
Where the baby was somehow unreal, and motherhood was unreal,
we could make them real. This was not a fantasy baby to
us; he was a person with all the unique qualities of his own
personality. She was not a pretend mother, to us; she was a
real mother with real concerns for her baby and real problems.
We played with this real baby and revealed his_marvelous
attributes to his mother. We talked to the real mother and
most respectfully gave her the authority and the prestige of
mother. She was not a child to us, innocent and blundering,
but a mother trying very hard to be a mother in the midst of
terrible hardship.

The unresolved conflicts of childhood embraced every
aspect of the childhood family. Repeatedly, in our work with
adolescent mothers, we saw intense sibling conflicts re-enacted
with the baby. Jealousy toward the baby, competition with
the baby, anger toward the baby, the feeling of being robbed
of something precious by the baby, were recurring themes which
we could trace back in treatment to a sibling who had been a
rival in childhood. Normally, in adolescence, the sibling

conflicts of childhood undergo resolution along with other
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early and intense love-hate relationships of the family.
When the adolescent process has not been completed through
maturation, the old jealousies and hostilities stand ready
for transference to other objects. Tragically, in the case
of teenage mqtherhood, the new baby may come to represent
the old rivals in the family of childhood.

In our work with the adolescent mother, we examined
those ways in which the baby was caught up in old memories
and the conflicts of the childhood family of the mother.
We helped the mother to disentangle her baby from the figures
of childhood and free the baby from the ghosts in the maternal
past.

The inventory of unresolved adolescent cdnflicts in
motherhood 'should include conflicts between self-love and
love of others. Adolescence is normally a time in which self-
love appears in heightened forms. The egocentricity and
narcissism of the adolescent are, under all normal circumstances,
only headaches that parents and teachers need to live with for
a while. But when the adolescent becomes a parent, the self-
love and self-centered goals come into conflict with the needs
of a baby and the requirements of parenthood. A mother needs
to put the child's needs before her own needs, and is able to
do this when psychological maturation has given her the
possibility of subjugating self-interest and self-love in the
interest of a child. The adolescent girl who has not completed
this maturational step finds herself strained, or actually
incapable, at times, of ministering to the ordinary needs of

a helpless baby.
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It is this colossal narcissism in the young that evokes
anger in the parent generation. When the adolescent is also a
mother, the self-centeredness of the mother, united with
neglect of her infant, evokes anger in those who are called
upon to help her. By the time we met our young mothers, they
had been scolded by public health nurses, doctors, and social
workers, and grimly prepared themselves for a scolding from us.
They seemed surprised, but certainly relieved, when no scolding
awaited them.

Narcissism in parenthood, it strikes us, has two faces.
There is the self-love that can endanger the child, and there
is the self-love that can embrace the child. There is a
large measure of healthy narcissism that goes into the parenting
of many good and normal people. The baby is the most remarkable
baby in the world. He's a genius, if we have to say it ourselves.
Every achievement, even his first tooth, is somehow a credit
to us, as parents. All this, the healthy narcissism, is
available to the teenage parent, too. We began to see it
happen in our work. As the baby began to thrive and reward
his mother for her efforts, he became, for his young mother,

a marvel, a precocious child, destined for a brilliant future.

From this brief summary, we can see how the intense
unresolved conflicts of adolescence become psychological
obstancles to the nurturance of a child and may, in fact,
provide a theater in which the baby is caught up in the re-evoked
childhood griefs and disappointments of the mother. 1In our

group, however, there was still another dimension of conflict
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which exerted its morbid influence upon the baby, and this
was maternal depression.

Six: of the{;iq§ adolescent mothers were suffering with
severe and incap;;itating depression. If these girls had not
been mothers, they would have required intensive psychotherapy
and, in two cases, might have required hospitalization for
depression related anorexia. While these young mothers had
been labeled by their communities as "rejecting," neglectful,
or abusive toward their children, our clinical inquiry led us
to understand that these were young girls who were barely able
to function. In each case, the depression had antedated
pregnancy and the birth of the child by many months and even
years. |

Since each of these girls had considered the alternatives
of abortion and adoption, the decision of these depressed young
girls to keep their babies needed to be understood. What did
the baby represent? In the course of our work we began to
understand. In the hopelessness of depression, the baby
represented "hope" and "renewal," the chance to live another
life through the baby of fantasy. The hunger for love in the
adolescent and the unsatisfied hungers seen in depression found
the dream of a baby's love. And not only love, we saw, as we
began to unravel.the complex meanings of the baby. Periodically,
in the course of treatment, the depressed young girl would
speak of feelings of emptiness and a yearning for something
to fill the emptiness. And, as we moved back into the historical

evenEFhat had led to pregnancy and the decision to keep the baby,
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we began to understand. The yearnings for a baby seemed linked
to an imperative need "to fill the emptiness."”

The baby, being a baby, could not fill the emptiness for
needy and hungry girl-mothers. The baby, in fact, was a
disappointment. Neither did the baby bring self-renewal or the
fulfillment of old dreams. More likely, the bad dreams of :
childhood were re-evoked by him. The baby had ggg‘zz(the center v

of morbid conflicts7<by the time we met him.

The Babies: Disorders of Attachment

It's time to talk about the babies. In each of these
cases the baby had come to us because of severe disorders of
attachment. Here, I am not generalizing to the larger population
of infants of teenage mothers. We must remember that, as a
psychiatric clinic, we were preselected by referring agencies
for our expertise in the area of attachment disorders. The
babies, as a group, were among the most severely impaired
children in our caseload. They were joyless, listless babies,
who showed virtually none of the age-appropriate signs of
attachment to their mothers, or who had a limited repertoire
of attachment behaviors along with a constricted range of
affect. Four of the eignon babies were referred to us following
diagnosis of failure to thrive.

As we follow the links between the adolescent conflicts
of the mothers in our group and the disorders of attachment we

identified in their babies, we can see how every component of
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the unresolved adolescent conflicts became an impediment to

the attachment of mother to baby and baby to mother. Where
resolution of childhood conflicts paves the way for parenthood
and identification with one's own parents, nonresolution brings
unreadiness, disappointment, and a turning away from the baby
or the investment of the baby\with the love-hate conflicts

of the mother's own childhood. Where self-love is still
dominant in adolescent psychology, there cannot be the selfless
love of a parent. And when we add to this inventory of
adolescent afflictions the severe depressions we encountered
among the mothers in our group, it appears as if everything

in the parental personality is negating the possibility of
attachment. ‘

Yet this is by no means a hoSﬁess picture for therapy.
Remarkably, when we consider the psychopathology we saw in
mothers and babies, we found that we were able to engage each
of these mothers in work on behalf of their babies and
themselves, and the therapeutic gains were substantial in all

but one case.
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In e second half of Ny Presentatdermr;y—TWITI describe
our work with e thér\fnd her bYy. The case of l6-year-old

Karen and her baby, Nina, illustrates many of the interlocking

disturbances of mother and babygy%it also illustrates our
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Karen and Nina are supported by AFDC. They are living in
the home of the maternal grandparents m-the--ik the midst of
mueh-d- domestic chaos caased-by—vgga- There are violent quarrels
between Karen's mother and father/ periodic separations. Karen
and Nina are given gruding shelter in this homel Nina is unwanted.
Karen is taunted daily by her parents for bringing a baby into
this home. No help is offered Raren. Karen would like to find another
place to live. But she is afraid to live alone. What is she afraid of?
©f- "Of noises. Bug- Animals. Burglars." She is a child, herself, of
course. The grandpprents themselves are hostile to the treatment offered
Karen and Nina. They will not permit us to visit the home. Fhe-work-
must-be-earried If Karen wants our help she will have to see us at
our office. With all these constraints we will need to pre- provide

treatment for this endangered baby and her mother.
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methods of diagnostic study and the formulation of treatment
alternatives which grow out of the initial assessment.

No case can stand by itself in illustrating the clinical
picture that we saw in our caseload of teenage mothers and
their babies. However, the case of Karen and Nina illustrates
many of the characteristics of our larger group. Nina, the
seven-month-old baby, is referred to us following hospital
diagnosis of "non-organic failure to thrinX/due to maternal

1, Fred
deprivationééiger l6-year-old mother is unmarried and
attending high school. The mother is described as neglectful
and unable to cooperate with physicians and nurses who have
offered their help. When we meet the mother and baby, we see
a young mother who is suffering with a severe depression and
a depression-related anorexia which has antedated the birth
of the baby by several years. Karen, the mother, weighs
approximately 85 pounds. Food is repulsive to her, she tells
us, and she eats barely enough for sustenance. She knows the

doctors are concerned about Nina, but she is not sure why.

Nina looks chubby to her, she says.

essions. /The videotaped pbservationg help us and the mother

to obserye the baby and o examine, fine detail, the inter-

actions{ between mother &nd child.
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Mema--
At birth, Nina had been a full term healthy baby, birth weight
six pounds one ounce (l0th percentrile) and height was twenty inches
(75th percentile). At referrat the time of hospitalazation for
failyre to thrive Nina'sweight had dropped to below the thrid percentile
/anéﬁﬁeight had fallen\to below the 25th percentile. Medical
study revealed no organic cause for failure to thrive and the
eensensu-- referring pediatrician and murses concluded that

growth failure was caused by severe maternal deprivation.

-Karen-the-mother--
Karen, her 16 year old mother is unmarried and attending

high school. (Debby, continue on with old text.
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In the course of the v , we are asklng
ourselves many questions. %g W'J?ll give us a
fair assessment of the motor and cognitive development of
Nina and the areas of deficit, if they exist. But the test
will not help us to discern the qualities of 1nfant—mother
relationship. Dﬂrrnggg%e—tegggggékJ)V%!&i want to look for
the age-appropriate indicators of human attachment in the
baby, and the ability of the mother to respond to the range
of signs and signals which a baby can send to the mother,
and the ability of the mother to initiate and exchange social

and affectionate signs with her baby.

This tapels w11 c‘ntlnue very“s-- ly, and we will

see Nina an_ o

/
14 mohths #md 2 Y them be¢éuse this
seens” a good point iscuss |\the diagnostic wro@lems which

Nl WW Lee o
1 av e e a se -rely epressed young mother and her

child who is suffering from growth failure and a severe
attachment disorder. The depression of the mother is mirrored
in the baby's face. The baby is silent, stares off into space,

uninvested in her surroundings. She rarely turns to her mother
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for a social exchange or for comfort. In our broader observations,
offedswpe, we see a limited number of attachment indicators.

There is discrimination of her mother from others, there is
preference for her mother. Nina has a limited repertoire of
attachment behaviors, but they are muted and joyless.

Similarly, Karen shows some signs 6f affection for her baby,

but she sinks back into depressioh and solitude after each
exertion.

As we look at the depressed and anorexic mother, we also
look at our own therapeutic dilemma. Karen cannot read the
signs of hunger and satiation in herself; how can she read
the signs of hunger and satiation in her baby? In fact in

danee, A L)L pttz H 7 e 2P e,
every observation outsxde ef th&sstape4 Karen seems uhable
to read hunger in Nina, or misreads the signs.

Ideally, we would want our therapy to focus on the
interlocking aspects of Karen's depression and her baby's
attachment disorder. But soon after treatment begins, we find
ourselves facing a formidable therapeutic problem. If the
therapist begins to speak about feelings with Karen, to speak

of sadness or anger, to touch ever so gently upon the defenses

against affect, Karen s depre551on deepenﬁs and her symptoms
\Q "‘(O (‘ » O P wl 4'.“ r:,»»( th 4 Q e Iny '«’~ . TeoCH

Jf
are exacerbated. ﬂﬁkﬂpcan/W9/dgaw with the chaos in Karen's Ffﬁf%n_

parents home. é#K}N%gxﬁyﬁxﬁtgfkpﬁvsé¥;dlse”ynb\ ZAﬁ&/”bﬁ\t

;&ust pSycﬁologlsts and will not allow us to~ entef the home-

-+

A SaA
s

Karen can see us at the office with their grudging consent:
Clearly, we cannot yet deal with Karen's internal and

objective conflicts without precipitating a grave conflict in
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personality, and worsening the situation for Karen and Nina.
We decide, then, that we will work with Karen and Nina, for the
indefinite future, within the context of supportive treatment
and developmental guidance. This treatment brings about very
substantial changes for Karen and Nina which-we-witF=see=in
cur—iater—tapes.

Our treatment focused on both the nutritional and psycho-
logical aspects of Nina's and Karen's interlocking conflicts.
But both aspects of this treatment were solidly embedded in the
context of human attachments. On the nutritional side, we
worked with Karen and the nursery in providing an optimal
diet for Nina. Karen and the nursery staff were helped to
see how a baby's pleasure in eating was intimately related
to pleasure in the arms of a partner, most particularly the
mother. Karen was encouraged to take over the lunch feedings
in the nursery as often as possible. One (or at most, two)
aides at the nursery was assigned as Nina's special caregiver.

In our own sessions with Karen and Nina and the therapist
together in our playroom, the therapist focused on the relationship
between Nina and Karen, emphasizing in every way possible how
Karen was the most important person in the world to her baby,
how no one, not the therapist either, could get the special
smiles from Niniland no one could comfort Nina in distress as
well as her mother could. Karen, who had never in her life
believed she was important or special to anyone, was deeply

touched as she learned to recognize these signs of preference
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and love in her baby. And Nina, like all babies, gave generous
rewards to her mother. Within four months of work, Nina made
tremendous progress toward nutritional adequacy and psychological
adequacy.

Karen, watching the therapist talk to Nina, was initially
puzzled. After all, Nina could not understand English.
Karen had no traditions in her family for talking to a baby,
or indeed, forjéonferring personality upon a baby. As Karen
watched her tﬁerapist, she saw that Nina began to make responsive
sounds, and it was easy for the therapist to begin to speak

about how babies learn to talk. Within a short time, mother-

baby dialogues appeared in all of our sessions, and the quiet

el

baby who never uttered a sound became

Karen's conflicts with her own parents gave her no models
for parenting. Her own mother did not like babies and con-
sidered a baby who cried as "just plain spoiled." Her own
mother did not believe that a baby of Nina's age cared who
took care of her. Mothers were not important. Karen's
therapist listened to Karen and listened to Nina with most
respectful attention to each. To understand why Nina cried,
or what Nina was trying to tell us, became central to every
session. To understand Karen's sadness, Karen's inarticulate
cries and griefs, were equally central to the sessions.

Karen was profoundly touched by her therapist's concern for
her, her listening, her sympathy, her praise, and her confidence

in Karen. No one had ever cared for her in this way. Later

AuaieLypees (Y

).\
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she told the therapist how much this caring had meant to her.
Karen, whose own griefs were listened to, became a mother who
could listen, in every sense of the word, to her child's
cries and the everyday griefs of a small girl,, She began
to understand Nina's pain at separation from her each day
at the door of the nufsery. She had no alternatives in care
for Nina but she could now find words of sympathy and under-
standing for Nina whidh made the pain bearable. In short,
what Karen received in emotional sustenance from her therapist,
she could now give to her own baby.

We will now pick u} ' the story of Karen and Nina at 14
months and then laterh'ghen Nina w ' 26 months of age.

’

Once again, wg,'ant to be attentive to both the evidences

of nutritional Z?d psycholog;péi adequacy in Nina and the

sustained aé:;y cy during this period. And most important

in the assessment-of psychological qde";acy we want-to look
/ r ~

for the qualities in héman attachme
/ /
/ ;4

in her/mot'er. ; /f

th;E/wé“see in Nina and

&/ TAPE ON. A AT /14 MONTHS OF AGE

CONCLUDING REMARKS ON TAPE.
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AT 14 months of age, Nina had reached weight adequacy and
adequagcy in he¥ our psye-- affective-social evalmation. Fhere--
we—- She had also made substantial gains in cognitive motor development.

Our health evaluation showed that Nina had gained steadii--
weight steadily in these 0A0M0 7 months of work. Her weight was now
19 pounds which placed her between the tenth and 25th pegpentile.
Phe was bright eyed, animated, strong, active, had good C$én%‘and
muscle tone. (She sustained these gains fer--during-the-enti---
in later years.)

In the affective-social areas¥ whach had been seriously
affee-e=-- affected by the time we first met her at 7@ months,
Nina was now age adequate. She had a good range of affective
expression. She had strong and stable ties to her mother, with
strong preference for adn valuation of her mother(é%gk:n =
for-needs-and-foer-seecialt-She-sought-her-mother-for---drrn---
a@en in situnatiens-of-- social situations as well as need states.

She-shwwed-age-appropriate-reactions-to-the-daity-separations-from——--

meother-at-the-pursery--She-seught-and-received-comf--understanding-
and-eomfort-from-her-mohher- She-was-mainiy-a-cheerfui;-busy-- Her
pleasure in being with her mother was panifest through speciat--
semi-- warm and special smiles for her mohter , animated anéd-wei:--
sustained--- "conversations" with her mother, seeking her mother

to share spexial moments and to touch base with her. She showe

age appropriate reactions to the daily separations from kbr mother
at the nursery. She protested, then settled wown (with resignation)
to the less than ideal circumstances-ef provided by this substitute
) care.

There were emen adw¥ances in cognitive motor devedopment.
Her-mental-develtopment-inde-MP-f-on---MPI-on-the- At 14 months she
scored an MDI on the Bayley of 133. (Her first testing had- at
7 months had actually placed her within normal range (110) But
now we coﬁld see that Nina-had-- Nina's potential in mental development

was higher than average. The gains reflectdd to some measure the

great-d-_stiides_in_lag-tremendous progress in language development



-

which was one result of our work.
During this peridd there was ow&y one developmental problem

that needed our special attention. Nina would waken briefly at
night wanting "to play" with her mother. We were not certain of
++s-ea- the meaning of this night waking. Was this patte- associated
with the painful separations from mother at the nursery? Was she also
napping for many Other- hours during the nursery day ? We could not
be sure. And the nursery had no information, no records. Befere--
While we were still trying to understand this, the night waking
disappeared. We have no further information.

During this period,&KAREN-— we saw Karen develop in;to a
responsible and affeationate mother. As I illustrate, it is important

to keep in mind that Karen's-psycheltegieat--- Karen was gtill

a seriously depressed girl and was satill anorexic °
Skee \Je had already/discovered that Karem-- our treatment
of Karen had to be modified because of her inability to tolerate

exploration of her profoudd conflicts (mainly internalized rage)
Our-treatment-had-to--during-this-peried-was-mainty-suppertive-

(She dould not tolerate even the gentlest therapeutic probing of

her fedlings toward her mother[}ﬁ?éxeﬁ-%i:nued—te-ezx-

yet found comfort in the understanding and sympathy which Whek therapist

expressed as she listened to the stories-of-tu-- reports of matital
£ights=be=
fights between the maternal grandparents, their depreecattion--

constant blame of Karen for keeping-the---her-pregna- bringing

a baby into this home, their depreciation of Karen as mother.

perhaps, that if we liberated

time.

our work, then, with Karen was mainly supportive and-edueationit---
with- and the supportive work was united with observations of Nina
and developmental guidance.ea-- All of this brought significant

developmental progress 6or Nina as we have seen. And for Karen, too,

there was a-mederate-itifting-of-the-de--seme- brightenin7 of mood,
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great enhancement of self-image, new confidence in herself as
a mother. ¥-Ati-this-with-the-an-- Phe But the anorexia remained.
Karen could now feed her baby, but she could not feed herself.

In-desae--

In desaribing the therapeutic approach to Karen, I should
say—- say that I am not gﬂ;ralizaing about work with adolescents
or with-w- work with adoescent parents. In nearly every other
case we have worked with we were able to deal therapautically with
the inner conflicts of our adolesacnt parents, and to do this
fairly early in teeamment. Only in Karen's case was such an approach
net-therapaatiecatiy-indi+ecated-for--- contraindicated.

Actually, we had to wait two more years before Karen's
love-hate conflicts toward her parents could be dealt with therapeutically
(and, I believe, with great benefit to hery But whap we learn from
this work is that long before the clinical picture ‘of a mother's
disorder can change, there are possibilities for change in
the capacity to mother which can be brought about through supportive
treatment and guidance.

Between Nina's age 14 months and 22 months we continued to
work with ﬂBﬁﬂé@ and baby. For Nina, all gains in health, affective
and cognitive development were sustained.

In-mAs- At 22 months, Nina was a® a healthy, anthusiastic,
buoyant, out-goind child. In a-mrew-- nursery school ( a new school)
she was regarded by her teachers and- as intélligent, creative,
socaally mature for her age. She was wéll liked by her teachers
and her peers.

In doll play in our observation sesssions we saw a-te—-—---

Nina as a tender and socitous mother. She loved"cooking" and "feeding"
her dolls. We could not see residues of early oral conflicts.

Karen, herself, was a proud mother. Through guidance she had
become a very sensitive ebserver-ef-her-chiid-- and empathic ebs--—-
reader of signs and needs in her child. She enjoyed Nina. She was
proud of her spunkiness and assertive ness ( av a vicarious pleasure
for a-n-i8-year-eotd-meth--- a young woman now 18 years old, who
could not yet assert he:§elf with her own parents, except in defending

K i/(c N /‘,?
Nina/, K Some measure of!self-confidence was brought e-im-- to improved
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school work and a decision to enroll in a community college after
high school graduation. when NINA WAS;% ey
It was not until the final year of treatment/that Karen's
profound conflicts with--ef-ambiv-- which centered in the realtionship
to her own parents, could be dealt with. Nina-was-ther-eteo--Karen--
was—-at— In-this-infant--child-focused-psychotherapty-itt-wasy-in-facty-
Nina-whe-led-the-way--As-Karen-began-to-observe---Kareny-who-eontd--
net-even-akrowitedge-ianneyance----motheriy-annoyanece-wen-her-chiid--
was—tryi--—making—unneeessary—deman637-began-te—see-with—the-therapistls
heip- At last she felt strong enough as a person to spe- allow herself
to feel rage and disappointment toward her own parents, to speak of
the heartbreaks, the childhood sense of worthlessness, the fear
of parental eaglosiongs. The depression lifted. The last vestiges
of anorexia dispppeared.
Karen's joy in her child had been sustained t% through our work.
But now there was the beginning of f5¥4¥8guﬁérself.

Karen , at last, was ready to move out of her parental home. She
made good plans for herself and Nina and entered a community college
technical t#aining program. Almest-at-the-samd-timej-the-iiberation--
frem-parents- With the liberation from parental love-hat&e bonds, Karen
fell in love fer-the-first-time- M with a stable young man who
became devoted to her and to Nina. Within a year they-were-marrked---

after termination of treatment they were married.

'

W

V\ of an adolescent mother and her baby cannot of course illustrate
hﬁmt’ all of the factors which I have identified early in this paper
th% - as characteristics of the unresadlved conflicts of adeiteseents-w----
LMbWﬁ adolescence which impinge upon par- motherhbod.
What we can see in the case of Karen and Nina are the unreseived-
dﬁ;§$~ effects of préfound *eve- inner conflicts % egdgéeﬁgggcg upon the

\LWJLcapacity to mother a ekhitd--- baby. Karen/is a child, herself, caught
in # morbid love-hate conflicts with her own parents.Her degtession

A single case illustresion-cannoty-of-ceursey-fuiiy----

and anorexia speak for intense internalized rage toward her own parents.
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longings and ,‘_@(}
The unsatisfied/hungers of adolescence, led her to early sex experience

with boys in casual encounters. She became pregnant. e wanted to
keep her baby. When we first met Ninra- Karen and Nina we saw a
young-mether starving baby-and-a-starving-mether- mother andfa starving
baby living in thsitgome in which the-grandapr-- ﬁ?ﬁgnésfamily gave
grudging shelter and neither affection nor support to their child
or their grandchild.. If we re- give clinical attention to Karen's
own adolesaent conflicts ( puttireg-- imagining for a moment that she
does not have a baby) the therapeutic task appears a formidable one.
The anorekbxia is severe enough to warrant hospitalization. Twe
dppEession—- asseeéatedjégpression has depleted her- Karen's resources.
She is barely able to function in school. At-heme Failures in love
have marked her life from the ehiidheod-faitures--heme-to-the--
childhood to adolescence, now marked again by the failures in seeking
love from boys. There are unresolved oedipal problems in the retationsh
pursuit of levewwsth- "forbidden love" with—fsansrerer=rrearry—Ffaceitess
beys—-sexu&l-eneeﬁnters—with—beys—who-are—facélss—an&—semetimes-name}ess——
through transient boys, not well remembered .

But this adolesaent, with some ordinary and many extraordinary
developmental problems is a mother.her— And her baby is endangered-
in great danger.

Anorexia has distorted Karen's ability to read her own signs
of hunger and satiation. Anorexia has d blotted out her recognition
of hunger and satiation in her infant. Depression, which makes her
psychologically "absent" in all social relationships, has hade
her psychologically absent to a baby who is most imperatively in need
of nurture-ard- mother nurture. FPhe-seif-absorptien-

The baby, herself, seems not quite real to Karen when we
ma- first meet her. She is uncertainly a mother. Theweis an--
She still needs a mother herself. Her own longings for nurture collide
at times with the baby's needs for nurture. And the fantasy baby who
would satisfy uneertaim-i-- longings to be loved, and the yearning
for self-renewal which are universal in adolescence, is after all
only a baby with imperatige demands, and a no promise of bringing
self-renewal. The baby-whe- of fantasy who would"fill the emptiness"

dees-ret- only enlarges the sense of emptiness. At best, if Karen

summons all of her meager resources, she can give mechanical care tg}““%l
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And Karen has no mode%% for mothering. Her own mother's failure

to mother leaves Karen bereft of knowledge and tradition.

But-Niraj;-the-baby-is

We can aesaily sketch the treatment for Karen if Karen were
not a mother. Many months of intensive work would be required.
Hospitalization of Karen might be desiraglgjﬂ

But Nina, the baby, is our patient, too. She cannot wait

for her mother's depression to lifg, fer-the-anorexta- or Egﬁnd together
the anerexia- resolution of the complex problems that are embraced-
in anorexia. Hnder-optimai-circumstances--
Our work with Karen and Nina focused on the needs of both
the baby and the mother. It was a delicate balance to sustain,
for efte- Karen, like many adolescent mothers we know, was so-
desparately needy herself. The largest number of sessions were held
with both mothe;“éhd baby in the room. When necessary private sessions
for Karen , heféelf, were arranged.
Psychotherapy is a form of undoing of the past. And so it
was for Karen, too, even though our access to the emotionally laden
memories of the past was limited by Karen's own defenses against
powerful . Where rejection by parents had led to Karen 's
g feelings of worthlessness, we- therapy-coutd-give-back-- the
relationship to the therapist could give to Karen a sense of worth
as an adolescent, and as a mother. Where lengings-for-mother-tove-
unsatisfied longings for mother-love had led to morbid symptoms,
therapy could provide a form of psychological nurturance which
sustained the adoleseent girl and gave-her-- had the effect, I think,
of undoing some part of the injuries of the past. Where und-
failures in understanding had breker- marked the relationship with
parents, understanding and profound sympathy from a therapist, had
the effect of undeing- healing the old wrongs. Where the baby was
somehow #Z "a child of sin" with echoes Z&’gﬁ unremembered past, the-
baby-was-given- and censorship from the gaternal parents, the baby
was given mew-- through our work, the £2®1 rights of every baby to
‘*LAM{. be cherished and to bear no aneient-si- shameful st{ggéj?ﬁhere the
’hu)v(’gzg;_ﬁas uncertainly a fantasy baby, who belonged to an d&ipal remance,
we-made-the-baby- we helped to make the baby a_real baby, a real
person, which had e¢he effect of detaching the baby from eié&--
childhood conflicts even whough we were unable to deal directly with those
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fantasies directly. And long before we were able to deal with the

inner conflicts of Karen in our treatment, Nina, herself, began

to fulfill her mother's dream-of renewal;through—-of-re-birth-through

adolescent dream of renewal of self, threugh- a re-birth through the-

giyéggngirth to a dhild. Nina, through our work, became a-joyfut--

an-affeetionate; even- intelligent, social little person who gave

her mother huge rewards for motherhood. The mother who could not

love herself or value herself when we first met her could know

love and valuation from her child. Some measure of self-love could

now grow in Karen , which means of course, that for Karen, as well

as all parents, a rewardimg- loving and rewarding child brings-

brought enhancement of self-love, the heatty-nareissism-that--

healthy narcissism that is the right- privilege of all parents.
Nina's de- progress in treatment was mere- far in advance

of her mother's during the first two years. Ninas was brougt

to adequacy on all measures of personality development leng-before--

by the time she was 14 months old. Fhe-werk- But in this work we

have two patients,-As-ieng-as-- a mother and a eh baby. As long as

Karen's depression remained Nina was regarded hy us as at riskw-Fhe--

werk-- and her mother's psychological status- state was regarded

as precarious. When treatment was terminated at Nina's age 3 1/2

we were satisfied that Karen's intemmal conflicts had found

resolutions and that Nina was sturdily progressing in her own development.
A _child-focused—psyehotherapy—for-the-adelescentparent gives

I ’

Therapeutic work with adolescent mothers and their babies needs
to accommodate the objectives ef for the treatment of two patéénts,
each with- of whom may be suffering from a developmental disorder.
Phe-ther This therapy has the aim of prividing-- bringing optimal
development for an adolegcent who is also an adolescent mother and

for a baby whose development is etther-menifestiy-or endangered.
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THE ADOLESCENT MOTHER AND HER INFANT

Selma Fraiberg

In this paper I will describe our work with adolescent

mothers¥and their infants in an infant psychiatry program. In

the firé;_part of this paper I have gathered together some of our

clinical observations of a group of young mothers struggling with

formidable developmental conflicts of adolescence and their new
and uncertain identity as mother to an infant. In the second
part of the presentation, I will describe our treatment of one
16-year-old, severely depressed mother and her failure to thrive
infant.

As the basis for this presentation I have chosen a group
of ten babies and their eight adolescent mothers who constituted
a subgroup in our intensive treatment caseload in.our University
of Michigan program during the period November, 1972 to October,
1978. The ten babies represented 20% of our intensive treatment
caseload of fifty. Since the only criteria for entering our
intensive treatment program were our assessment of need for this
form of-treatment and the practical limitations of a small staff,
it is important to note that teenage mothers constituted a sub-

stantial number of those we had identified as severely impaired



in critical areas of functioning.

Characteristics of the Group:

The ages of the mothers at the time of delivery ranged from
sixteen to eighteen. Five were unmarried girls. Of the three
mothers who were married, one was separated from her husband.

The five fathers in the never-married group are unknown to us,
and in fact, broke connections with the girl soon after pregnancy
was confirmed. They appear in our records as nameless and face-
less, and in each case were partners in casual encounters.

Seven of the ten babies were firstborn. A1l of the babies
were full term with birth weights within the normal range. Con-
genital defects were later identified in three of the children.
A11 of the mothers were 1iving in poverty. The five unmarried
mothers were supported by AFDC. In nearly all cases the young
mother was 1iving apart from her family of origin, and encounters
with the extended family were caught up in conflict and turmoil.
There were neither psychological support for mother and baby nor
traditions of childrearing to guide a young girl who was unready
for motherhood.

The five unmarried mothers were attending school or were
enrolled in job training. Their babies were being cared for in
day-care centers or family day-care. Mainly, the day-care arrange-
ments, which we ourselves could assess through visiting, were

poor, and offered 1ittle more than custodial care. In three



cases there was outright neglect of infants. As we came to know
the babies and their families, we were sobered by the fact that
~the child, endangered by the considerable pathology in the mother,
and already showing signs of a severe attachment disorder, was
further endangered by the circumstances in which he received
indifferent or neglectful substitute mother care. The baby who
needed an optimal day-care program was receiving substitute care

~ of the poorest quality.

The babies and their mothers had been referred to us by
physicians, nurses and social workers in Wasthenaw County (pop-
ulation approximately 300,000). The babies of teenage mothers
were, as a group, among the most severely impaired children in
our caseload. A primary attachment disorder was present at the
time of referral in each case. Four of the babies had been hos-
pitalized for failure to thrive. The teenage mothers, as a group,
showed grave impairment in psychological functioning and were vir-
tually incapacitated in mothering a baby. Although they had been
labeled by their community as "neglectful" and "rejecting", none
of them had been evaluated by a psychiatric team until they came
into our program. Ideally, we would 1ike to see a psychosocial
assessment of the teenage mother in every case, at the point where
the»pfegnant girl is first identified by the health provider.

" After our own diagnostic study, six of the eight mothers were seen

by us as severely depressed. Depression in each of these cases



had been present for many months and even years before the baby
was cdnceived. In fact, as I shall later discuss, depression and
the unsatisfied psychological hungers which were entwined with
depression, had found their way into longing for a baby.

Developmental Conflicts of Adolescence and Motherhood

When I speak, now, of the interlocking development conflicts
of adolescence and motherhood which we saw in this group of young
girls, I should preface these remarks with some caution. Clearly,
the group of severely disordered teenage mothers in our caseload
do not represent the larger population of teenage mothers, in which
we can find a fair amount of adequate or excellent mothering. And
when I describe the adolescent conflicts and mothering conflicts
which we encountered, they are not typical, I feel, but are exagger-
ated and heightened conflicts, in which universal problems of ado-
lescent maturationhbé%gaz distorted by disorder in the adolescent
personality and the inability of the primary family of the girl to
provide the vital pathways to resolution of conflict. The girl and
her family, in our cases, were locked together in a morbid conflict.

The diagnostic study and treatment of this group of young
mothers and their infants brought into focus the interlocking con-
flicts of adolescent development and mother-infant relationships.
Each of these mothers had become pregnant at a point in psycholo-

gical development when attachment and detachment from the primary

family figures had produced conflicts of considerable magnitude.



'The ﬁnreso1ved conflicts of adolescence became the focus of new

- conflicts which embraced the child. The attachment and detachment
| problems of the mother were mirrored in the disorders of attach-
ment which we saw in the baby.

The baby was caught up in the morbid past and uncertain pres-
ent of his mother, but he was also most poignantly the symbol
of hope and self-renewal in his mother. Each of the unmarried
girls, it should be noted, had examined the alternatives of abor-
tion and adoption, and had chosen to keep the baby. They wanted
their babies and kept them against the wishes of their own parents.
In each case, the baby, when we met him, was manifestly neglected
and showed impoverishment in all areas of human attachment. The
contradiction between the adolescent mother's daydreams for the
baby and the actual state of the baby needed to be understood.

As we came to know these adolescent mothers, we saw how many
of the typical conflicts of adolescence had become intensified
~and magnified for each of these girls before they. became pregnant.
| Their own mothers were at the center of these conflicts, and by
the time we came to know them, these‘conf1icts appeared to con-
sume the 1ife energies of each. In normal adolescence we may See
the love-hate conflicts of the girl surface in daily 1ife, but
after the storm the beloved aspects of the mother can be reclaimed.
What is preserved and eventually consolidated in the course of

adolescence becomes available for positive identification and



| integration of personality in late adolescence. But among the
young girls in our group, the mother as enemy and betrayer dom-
inated the theater of conflict, and there appeared to be no aspect
- of this mother that could serve maturation and identification. It
a]so seemed to us that the mothers of these girls had become the
unwitting collaborators in this tense family drama, transforming
~themselves into the enemy, so that the fantasy mother and the real
mother sometimes merged.

Side by side with these consuming struggles with the mother
was dependency in the girl and a longing for nurturance from the
mother, which was explicitly brought to us in their stories and
re-enacted in transference with the therapist. Often, when the
therapist was visiting the young mother and her baby in the home,
there were two crying children in that 1living room.

The unresolved mother conflicts of the girl became impedi-
ments to mothering and to the attachment of the girl to her baby.
A girl who is fighting against her tie to her mother, who sees her
mother as an enemy without redeeming features, has nothing good or
solid to hold onto when she seeks a model for herself as a mother.
And a girl who is still longing for a mother, who wants a mother
to ho]d her close, nourish her, is not ready to beéome a mother
herse]f. |

Much of the important work that we accomplished in our treat-

ment of these teenage mothers grew out of our exploration of the



mother conflicts which were paralyzing the girl in her own psycho-
logical development. We examined the love-hate relationship to

the mother, as they were described to us and as they were re-enacted
in transference to the therapist. We provided, through our treat-
ment, a form of psychological nurturance for hungry girls. We
offered a relationship in which independence could grow out of
dependency, and affection and trust for the therapist could provide
the conditions for new identifications with an adult figure and
alternative models for mothering. The listening and understanding
which the therapist gave the young mother could be transformed

into listening to and understanding of a baby. Again and again,

in our records, the therapist is in a room with a crying mother

and a neglected and crying baby, and the therapist offers words of
comfort to the mother and the mother turns to the crying baby as

if she has heard him for the first time.

The adolescent girl's father, as he was described to us and
revealed through the eyes of the girl, was also at the center of
love-hate conflicts. We expect that in the normal adolescent pro-
cess the girl's attachment to her father is gradually modified,
that the oedipal wishes and fantasies are transformed and that
re$o1ution paves the way to the discovery of new partners in Tlove.
Among.the adolescent mothers in our group, the childhood daydream
of father-love had been preserved and was re-enacted with male

partners who appeared as transient lovers - if, indeed, the word



"Tovers" should be used.

Since the attachment to the father was still primary, there
was no possibility of forming an enduring bond with another male
partnef. Typically among our girls, sexual activity had begun at
the age of 13 or 14. The sexual partners were distantly remembered
and seemed to have no more substantiality than figures in a fantasy.
And, in fact, the sexual experiences resembled fantasies in which
each pdrtner was interchangeable with the other, 1ike the mastur-
bation fantasies of early adolescence. What was acted out in
these transient sexual episodes was the fantasy of forbidden and
dangerous love, a transparent oedipal fantasy. When pregnancy
occurred, the unconscious childhood fantasy of having a baby with
the father added another psyéhoTogica] dimension to a crisis, and
the baby, when he arrived, became the embodiment of a shameful
secret, a "child of sin", in the old-fashioned phrase.

The baby was also the child of a profound disappointment, the
result of a promise that was not kept by whoever it is in our
society who makes promises to the young. In the hyped-up sexual
climate of our times, it is easy for the young to believe that
puberty carries a passport into sexual'bliss. But not one of the
young girls in our group had experienced sexual p]éasure of any -
kind fn thefr many encounters. In fact, the serial encounters
were motivated by the search for sexual joy. "It'll be different

with the next fellow." But it never was. These girls were, in



fact, unready for sexual fulfillment, Tike the majority of ado-
lescents in their early and mid-teens. But clearly, for the girl
we are speaking of, a girl who is still pursuing a childhood fan-
tasy love with her father, there is no place yet for a new partner
and uninhibited sexual joy. The father-love becomes the inhibitor.

The father-love also becomes an impediment to motherhood. A
girl who is still playing out an unconscious childhood fantasy of
make-believe love and make-believe union with her father is likely
to continue this fantasy as a make-believe mother with a make-
believe baby. And this, in fact, is what we saw when we first met
the mothers and babies in our group. Motherhood was somehow unreal.
The baby was not quite real.

In our infant-focused psychotherapy we listened to the tan-
gled stories of fathers and lovers, and helped the adolescent
mother to find new solutions to old griefs and old longings. As
we watched the mother and her baby together in session after
session, we were attentive to those aspects of the baby and of
mothering which were caught up in the old daydream. Where the
baby was somehow unreal, and motherhodd was unreal, we could make
them real. This was not a fantasy baby to us; he was a person
with all the unique qualities of his own personality. She was
not é pretend mother, to us; she was a real mother with real con-
cerns for her baby and real problems. We played with this real

baby and revealed his marvelous attributes to his mother. We



talked to the real mother and most respectfully gave her the author-
ity and prestige of mother. She was not a child to us, innocent

and b]Undering, but a mother trying very hard to be a mother in

the midst of terrible hardship.

The unresolved conflicts of childhood embraced every aspect
of the childhood family. Repeatedly, in our work with adolescent
mothers, we saw intense sibling conflicts re-enacted with the baby.
Jealousy toward the baby, competition with the baby, anger toward
the baby, the feeling of being robbed of something precious by
the baby, were recurring themes which we could trace back in treat-
ment to a sibling who had been a rival in childhood. Normally,
in adolescence, the sibling conflicts of childhood undergo reso-
lution along with other early and intense love-hate relationships
of the family. When the adolescent process has not been completed
through maturation, the old jealousies and hostilities stand ready
for transference to other objects. Tragically, in the case of
teenage motherhood, the new baby may come to represent the old
rivals in the family of childhood.

In our work with the adolescent mother, we examined those
ways in which the baby was caught up in old memories and the con-
flicts of the childhood family of the mother. We helped the
mother to disentangle her baby from the figures of childhood and
free the baby from the ghosts in the maternal past.

The inventory of unresolved adolescent conflicts in motherhood

10



should include conflicts between self-love and love of others,
Adolescence is normally a time in which self-love appears in height-
ened forms. The egocentricity and narcissism of the adolescent
are, under all normal circumstances, only headaches that parents
and teachers need to live with for a while. But when the adolescent
becomes a parent, the self-love and self-centered goals come into
conflict with the needs of a baby and the requirements of parent-
hood. A mother needs to put the child's needs before her own needs,
and is able to do this when psychological maturation has given her
the possibility of subjugating self-interest and self-love in the
interest of a_chi]d. The adolescent girl who has not completed this
maturational step finds herself strained, or actually incapable,
at times, of ministering to the ordinary needs of a helpless baby.
It is this colossal narcissism in the young that evokes anger
in the parent generation. When the adolescent is also a mother,
the self-centeredness of the mother, united with neglect of her
infant, evokes anger in those who are called upon to help her. By
the time we met our young mothers, they had been scolded by public
health nurses, doctors, and social wprkers, and grimly prepared
themselves for a scolding from us. They seemed surprised, but
certainly relieved, when no scolding awaited them.
.Narcissism in parenthood, it strikes us, has two faces. There
is the self-love that can endanger the child, and there is the

se1f-love that can embrace the child. There is a large measure of
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healthy narcissism that goes into the parenting of many good and
normal people. The baby is the most remarkable baby in the world.
He's a genius, if we have to say it ourselves. Every achievement,
even his first tooth, is somehow a credit to us, as parents. All
this, the healthy narcissism, is available to the teenage parent,
too. We began to see it happen in our work. As the baby began to
thrive and reward his mother for her efforts, he became, for his
young mother, a marvel, a precocious child, destined for a brilliant
future.

From this brief summary, we can see how the intense unresolved
conflicts of adolescence become psychological obstacles to the nur-
turance of a child and may, in fact, provide a theater in which
“the baby is caught up in the re-evoked childhood griefs and disap-
pointments of the mother. In our group, however, there was still
another dimension of conflict which exerted its morbid influence
upon the baby, and this was maternal depression.

Six of the eight adolescent mothers were suffering with severe
and incapacitating depression. If these girls had not been mothers,
they would have required intensive psychotherapy and, in two cases,
might have required hospitalization for depression related anorexia.
Whije these young mothers had beén labeled by their communities as
"rejecting", neglectful, or abusive toward their children, our
clinical inquiry led us to understand that these were young girls

who were barely able to function. In each case, the depression
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had antedated pregnancy and the birth of the child by many months
and even years. Since each of these girls had considered the al-
ternatives of abortion and adoption, the decision of these depressed
young girls to keep their babies needed to be understood. What
did the baby represent? In the course of our work we began to
understand. In the hopelessness of depression, the baby repre-
sented "hope" and "renewal", the chance to live another life
through the baby of fantasy. The hunger for love in the adolescent
and the unsatisfied hungers seen in depression found the dream of
a baby's love. And not only love, we saw, as we began to unravel
the complex meanings of the baby. Periodically, in-the course of
treatment, the depressed young girl would speak of feelings of
emptiness and a yearning for something to fill the emptiness.
And, as we moved back into the historical events that had led to
pregnancy and the decision to keep the baby, we began to understand.
The yearnings for a baby seemed linked to an imperative need "to
fi11 the emptiness."

The baby, being a baby, could not fill the emptiness for
needy and hungry girl-mothers. The baby, in fact, was a disappoint-
ment. Neither did the baby bring self-renewal or the fulfillment
of old dreams. More likely, the bad dreams of childhood were re-
evoked by him. The baby had become the center of morbid conflicts

by the time we met him.
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The Babies: Disorders of Attachment

It's time to talk about the babies. In each of these cases
the baby had come to us because of severe disorders of attachment.
Here, I am not generalizing to the larger population of infants
of teenage mothers. We must remember that, as a psychiatric clinic,
we were preselected by referring agencies for our expertise in the
area of attachment disorders. The babies, as a group, were among
the most severely impaired children in our caseload. They were
joyless, listless babies, who showed virtually none of the age-
appropriate Signs.of attachment to their mothers, or who had a 1im-
ited repertoire of attachment behaviors along with a constricted
range of affect. Four of the ten babies were referred to us fol-
lowing diagnosis of failure to thrive.

As we follow the links between the adolescent conflicts of
the mothers in our group and the disorders of attachment we iden-
tified in their babies, we can see how every component of the un-
resolved adolescent conflicts became an impediment to the attach-
ment of mother to baby and baby to mother. Where resolution of
childhood conflicts paves the way for parenthood and identification
with one's own parents, nonresolution brings unreadiness, disap-
pointment, and a turning away from the baby or the investment of
the béby with the Tove-hate conflicts of the mother's own child-
hood. VWhere self-love is still dominant in adolescent psychology,

there cannot be the selfless love of a parent. And when we add to
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this inventory of adolescent afflictions the severe depressions we
encountered among the mothers in our group, it appears as if every-
thing in the parental personality is negating the possibility of
attachment.

Yet this is by no means a hopeless picture for therapy. Re-
markably, when we consider the psychopathology we saw in mothers
and babies, we found that we were able to engage each of these
mothers in work on behalf of their babies and themselves, and the
therapeutic gains were substantial in all but one case.

Clinical Illustration

The case of 16-year-old Karen and her baby, Nina, illustrates
many of the interlocking disturbances of mother and baby.1 It also
illustrates our methods of diagnostic study and ‘the formulation of
treatment alternatives which grow out of the initial assessment.

No case can stand by itself in illustrating the clinical pic-
ture that we saw in our caseload of teenage mothers and their
babjes. However, the case of Karen and Nina illustrates many of
the characteristics of our larger group. Nina, the seven-month-
old baby, is referred to us following hospital diagnosis of "non-
organic failure to thrive due to maternal deprivation”.

At birth, Nina had been a full term healthy baby, birth weight
six pounds one ounce (10th percentile) and height was twenty inches
(75th percentile). At the time of hospitalization for failure to

thrive, Nina's weight had dropped to below the third percentile and
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height had fallen to below the 25th percentile. Medical study
revealed no organic cause for failure to thrive and the referring
pediatrician and nurses concluded that growth failure was caused
by severe maternal deprivation.

Her sixteen-year-old mother is unmarried and attending high
school. The mother is described as neglectful and unable to coop-
erate with physicians and nurses who have offered their help.
When we meet the mother and baby, we see a young mother who is
suffering with a severe depression and a depression-related ano-
rexia which has antedated the birth of the baby by several years.
Karen, the mother, weighs approximately eighty-five pounds. Food
is repulsive to her, she tells us, and she eats barely enough for
sustenance. She knows the doctors are concerned about Nina, but
she is not sure why. Nina looks chubby to her, she says.

Karen and Nina are supported by AFDC. They are living in
the home of the maternal grandparents in the midst of domestic
chaos. There are violent quarrels between Karen's mother and
father, periodic separations. Karen and Nina are given grudging
shelter in this home. Nina is unwanted. Karen is taunted daily
by her parents for bringing a baby into this home. No help is
offered Karen. Karen would 1ike to find another place to live.
But she is afraid to live alone. What is she afraid of? "Of
noises. Animals. Burglars." She is a child herself, of course.

The grandparents themselves are hostile to the treatment offered
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Karen and Nina. They will not permit us to visit the home. If
Karen wants our help she will have to see us at our office. With
all these constraints we will need to provide treatment for this
endangered baby and her mother.

In the course of the initial evaluation period, we are asking
ourselves many questions. The developmental testing of Nina will
give us a fair assessment of the motor and cognitive development
of Nina and the areas of deficit, if they exist. But the test
will not help us to discern the qualities of infant-mother rela-
tionship. In our observations, we want to look for the age—appfo—
priate indicators of human attachment in the baby, and the ability
of the mother to respond to the range of signs and signals which
a baby can send to the mother, and the ability of the mother to
initiate and exchange social and affectionate signs with her baby.

In our initial observations we see a severely depressed young

mother and her child who is suffering from growth failure and a

severe attachment disorder. The depression of the mother is mirrored

in the baby's face. The baby is silent, stares off into space,
uninvested in her surroundings. She.rare1y turns to her mother
for a social exchange or for comfort. In our broader observations,
we see a limited number of attachment indicators. There is dis-
crimination of her mother from others, there is preference for her
mother. Nina has a limited repertoire of attachment behaviors,

but they are muted and joyless. Similarly, Karen shows some signs
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of affection for her baby, but she sinks back into depression and
solitude after each exertion.

As we look at the depressed and anorectic mother, we also
look at our own therapeutic dilemma. Karen cannot read the signs
of hunger and satiation in herself; how can she read the signs of
hunger and satiation in her baby? In fact, in every observation
during this assessment period of seven sessions, Karen seems unable
to read hunger in Nina, or misreads fhe signs.

Ideally, we would want our therapy to focus on the interlock-
ing aspects of Karen's depression and her’baby‘s attachment disor-
der. But soon after treatment begins, we find oursevles facing
a formidable therapeutic problem. If the therapist begins to
speak about feelings with Karen, to speak of sadness or anger, to
touch ever so gently upon the defenses against affect, Karen's de-
pression deepens and her symptoms are exacerbated.

Ctearly, we cannot yet deal with Karen's internal and objec-
tive conflicts without precipitating a grave conflict in personality,
and worsening the situation for Karen and Nina. We decide, then,
that we will work with Karen and Nina, for the indefinite future,
within the context of supportive treatment and developmental guid-
ance. This treatment brings about very substantial changes for
Karen and Nina.

Qur treatment focused on both the nutritional and psycho-

lTogical aspects of Nina's and Karen's interlocking conflicts.
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But both aspects of this treatment were solidly embgdded in the
context of human attachments. On the nutritional side, we worked
with Karen and the nursery in providing an optimal diet for Nina.
Karen and the nursery staff were helped to see how a baby's plea-
sure in eating was intimately related to pleasure in the arms of

a partner, most particularly the mother. Karen was encouraged to
take over the lunch feedings in the nursery as often as possible.
One (or at most, two) aides at the nursery was assigned as Nina's
special caregiver.

In our own sessions with Karen and Nina and the therapist
together 1in our playroom, the therapist focused on the relationship
between Nina and Karen, emphasizing in every way possible how
Karen was the most important person in the world to her baby, how
no one, not the therapist either, could get the special smiles
from Nina, and no one could comfort Nina in distress as well as her
mother could. Karen, who had never in her life believed she was
important or special to anyone, was deeply touched as she learned
to recognize these signs of preference and love in her baby. And
Nina, 1ike all babies, gave generous rewards to her mother.. Within
four months of work, Nina made tremendous progress toward nutritional
adequacy and psychological adequacy.

Karen, watching the therapist talk to Nina, was initially
puzzled. After all, Nina could not understand English. Karen had

no traditions in her family for talking to a baby, or indeed, for
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conferring personality upon a baby. As Karen watched her therapist,
she saw that Nina began to make responsive sounds, and it was easy
for the therapist to begin to speak about how babies learn to talk.
Within a short time, mother-baby dialogues appeared in all of our
sessions, and the quiet baby who never uttered a sound became pos-
itively quarulous.

Karen's conflicts with her own parents gave her no models
for parenting. Her own mother did not like babies and considered
a baby who cried as "just plain spoiled'. Her own mother did
not believe that a baby of Nina's age cared who took care of her.
Mothers were not important. Karen's therapist listened to Karen
and listened to Nina with most respectful attention to each. To
understand why Nina cried, or what Nina was trying to tell us,
became central to every session. To understand Karen's sadness,
Karen's inarticulate cries and griefs, were equally central to
the sessions. Karen was profoundly touched by her therapist's
concern for her, her listening, her sympathy, her praise, and her
confidence in Karen. No one had ever cared for her in this way.
Later she told the therapist how much this caring had meant to
her. Karen, whose own griefs were listened to, became a mother
who could 1isten, in every sense of the word, to her child's cries
and the everyday griefs of a small girl. She began to understand
Nin's pain at separation from her each day at the door of the nur-

sery. She had no alternatives in care for Nina but she could
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néw find words of sympathy and understanding for Mina which made
thé pain bearable. In short, what Karen received in emotional
sustenance from her therapiét, she could now give to her own baby.

At fourteen months of age, Nina had reached weight adequacy
and adequacy in our affective-social evaluation. She had also
made substantial gains in cognitive motor development.

Our health evaluation showed that Nina had gained weight
steadily in these seven months of work. Her weight was now nine-
teen pounds which placed her between the tenth and twenty-fifth
percentile. She was bright eyed, animated, strong, active, had
good color and muscle tone. (She sustained these gains in later
years.)

In the affective-social areas which had been seriously
affected by the time we first met her at seven months, Nina was
now age adequate. She had a good range of affective expfession.
She had strong and stable ties to her mother, with strong prefer-
ence for and valuation of her mother (as we saw in social situa-
tions as well as need states). Her pleasure in being with her
mother was manifest through warm and special smiles for her
mother, animated "conversations" with her mother, seeking her
mother to share?ﬁgﬁgggs and to touch base with her. She showed
age appropriate reactions to the daily separations from her mother
at the nursery. She protested, then settled down (with resignation)

to the less than ideal circumstances provided by this substitute
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care.

There were advances in cognitive motor development. At
fourteen months she scored an MDI on the Bayley of 133. Her
first testing at seven months had actually placed her within
normal range (110), but now we could see that Nin's potential in
mental development was higher than average. The gains reflected
to some measure the tremendous progress in language development
which was one result of our work.

During this period there was one developmental problem
that needed our special attention. Nina would waken briefly
at night wanting "to play" with her mother. We were not certain
of the meaning of this night waking. Was this associated with
the painful separations from mother at the nursery? Was she
also napping for many hours during the nursery day? We could
not be sure. And the nursery had no information, no records.
While we were still trying to understand this, the night waking
disappeared. We have no further information.

During this period we saw Karen develop into a responsible
and affectionate mother. As I illustrate, it is important to

keep in mind that Karen was still a seriously depressed girl and

was still anorectic.
We had already discovered that our treatment of Karen had
to be modified because of her inability to tolerate exploration

of her profound conflicts (mainly internalized rage). She could
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not tolerate even the gentlest therapeutic probing of her feel-
ings toward her mother and father, yet found comfort in the un-
derstanding and sympathy which the therapist expressed as she
listened to the reports of fights between the maternal grand-
parents, their constant blame of Karen for bringing a baby into
this home, their depreciation 6f Karen as mother.

Qur work, then, with Karen was mainly supportive and the
supportive work was united with observations of Nina and dev-
elopmental guidance. All of this brought significant developmen-
tal progress for Nina as we have seen. And for Karen, too, there
was brightening of mood, enhancement of self-image, new confi-
dence in herself as a mother. But the anorexia remained. Karen
could now feed her baby, but she could not feed herself.

In describing the therapeutic approach to Karen, I should
say that I am not generalizing about work with adolescents or
work with adolescent parents. In nearly every other case we
have worked with we were able to deal therapeutically with the
inner conflicts of our adolescent parents, and to do this fairly
early in treatment. Only in Karen's case was such an approach
contraindicated:

‘Actua11y, we had to wait two more years befofe Karen's love-
hate conflicts toward her parents could be dealt with therapeu-
tically (and, I believe, with great benefit to her). But what

we learn from this work is that long before the clinical picture
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of a mother's disorder can change, there are large possibilities
for change in the capacity to mother which can be brought about
through supportive treatment and guidance.

Between Nina's age fourteen months and twenty-two months,
we continued to work with mother and baby. For Nina, all gains
in health, affective and cognitive development were sustained.

At twenty-two months, Nina was a healthy, enthusiastic,
buoyant, outgoing child. In nursery school (a new school) she
was regarded by her teachers as intelligent, creative, socially
mature for her age. She was well liked by her teachers and her
peers.

In dol1 play in our observation sessions we saw Nina as a
tender and solicitous mother. She Joved "feeding" and "cooking"
for her dolls. We could not see residues of early oral conflicts.

Karen, herself, was a proud mother. Through guidance she
had become a very sensitive and empathic reader of signs and
needs in her child. She enjoyed Nina. She was: proud of her
spunkiness and assertiveness (a vicarious pleasure for a young
woman now eighteen years old, who could not yet assert herself
with her own parents, except in defending Nina). Some measure
of Karen's self-confidence was brought to improved school work
and a decision to enroll in a community college after high
school graduation.

It was not until the final year of treatment when Nina was
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three years old that Karen's profound conflicts which centered
in the relationship to her own parents, could be dealt with. At
last she felt strong enough as a person to allow herself to feel
rage and disappointment toward her own parents, to speak of the
heartbreaks, the childhood sense of worthlessness, the fear of
parental explosions. The depression 1ifted. The last vestiges
of anorexia disappeared.

Karen's joy in her child had been sustained through our work.
But now there was the beginning of pleasure for herself.

Karen, at last, was ready to move out of her parental home.
She made good plans for herself and Nina and entered a community
college technical training program. With the liberation from
parental love-hate bonds, Karen fell in love with a stable young
man who became devoted to her and to Nina. Within a year after
termination of treatment they were married.
Discussion

A single case of an adolescent mother and her baby cannot,
of course, illustrate all of the factors which I have identified
early in this paper as characteristics of the unresolved conflicts
of adolescence which impinge upon motherhood.

What we can see in the case of Karen and Nina are the effects
of profound inner conflicts in adolescence upon the capacity to
mother a baby. Karen, when we meet her, is a child, herself,

caught in a morbid love-hate conflict with her own parents. Her
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depression and anorexia speak for intense internalized rage toward
her own parents. The unsatisfied longings and hungers of ado-
lescence had led her to early sexual experience with boys in cas-
ual encounters. She became pregnant. And she wanted to keep her
baby. When we first met Karen and Nina we saw a starving mother
and a starving baby living in the home in which Karen's family
gave grudging shelter and neither affection nor support to their
child or their grandchild. If we give clinical attention to
Karen's own adolescent conflicts (imagining for a moment that

she does not have a baby) the therapeutic task appears a for-
midable one. The anorexia is severe enough to warrant hospitali-
zation, Depression has depleted Karen's resources. She is barely
able to function in school. Failures in love have marked her 11fe
from childhood to adolescence, now marked again by the failures in
seeking love from boys. There are unresolved oedipal problems in
the pursuit of "forbidden love" through transient boys.

But this adolescent, with some ordinary and many extraordin-
ary developmental problems, is a mother. And her baby is in great
danger.

Anorexia has distorted Karen's ability to read her own signs
of hunger and satiation. Anorexia has blotted out her recogni-
tion of hunger and satiation in her infant. Depression, which makes

her psychologically "absent" in aTI social relationships, has made
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her psychologically absent to a haby who is most imperatively in
need of mother nurture.

The baby, herself, seems not quite real to Karen when we first
meet her. She is uncertainly a mother. She still needs a mother
herself. Her own longings for nurture collide at times with the
baby's needs for nurture. And the fantasy baby who would satisfy
longings to be loved, and the yearning for self-renewal which are
universal in adolescence, is afterall only a baby with imperative
demands, and no promise of bringing self-renewal. The baby of fan-
tasy who would "fill the emptiness" only enlarges the sense of
emptiness. At best, if Karen summons all of her meager resources,
she can give mechanical care to Nina.

And Karen has no models for mothering. Her own mother's fail-
ure to mother leaves Karen bereft of knowledge and tradition.

We can sketch the treatment for Karen if Karen were not a
mother. Many months of intensive work would be required. Hos-
pitalization of Karen might be desirable. "But Nina, the baby is
our patient, too. She cannot wait for her mother's depression to
1ift, or for resolution of the complex problems that are bound
together in‘anorexia.

Our work with Karen and Nina focused on the needs of both the
baby and the mother. It was a delicate balance to sustain, for
Karen, 1ike many adolescent mothers we know, was desperately needy

herself. The largest number of sessions were held with both mother

27



and baby in the room. When necessary, private sessions for Karen,
herself, were arranged.

Psychotherapy is a form of undoing of the past. And so it
was for Karen, too, even though our access to the emotionally laden
memories of the past was limited by Karen's own defenses against
powerful affects. Where rejection by parents had led to Karen's
feelings of worthlessness, the relationship to the therapist could
give to Karen a sense of worth as an adolescent, and as a mother.
Where unsatisfied longings for mother-love had led to morbid symp-
toms, therapy could provide a form of psychological nurturance which
sustained the adolescent girl and had the effect, I think, of undoing
some part of the injuries of the past. Where failures in under-
standing had marked the relationship with parents, understanding
and profound sympathy from a therapist had the effect of healing
the old wounds. Where the baby was somehow "a child of sin" with
echoes from an unremembered past, and censorship from the maternal
parents, the baby was given, through our work, the rights of every
. baby to be cherished and to bear no shameful stigma.

Where the baby was uncertainly a fantasy baby, who belonged
to an oedipal romance, we helped to make the baby a real baby, a
real person, which had the effect of detaching the baby from child-
hood conflicts even though we were unable to deal witﬁ those fan-
tasies directly. And long before we were able to deal with the

inner conflicts of Karen in our treatment, Nina, herself, began
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to fulfill her mother's adolescent dream of renewal of self, a
rebirth through giving birth to a child. Nina, through our work,
became a loving intelligent, social 1ittle person who gave her
mother huge rewards for motherhood. The mother who could not love
herself or value herself when we first met her could'know love

and valuation from her child. Some measure of self-love could now
grow in Karen, which means of course, that for Karen, as well as
all parents, a loving and rewarding child brought enhancement of
self-love, the healthy narcissism that is the privilege of all
parents.

Nina's progress in treatment was far in advance of her mother's
during the first two years. Nina was brought to adequacy on all
measures of personality development by the time she was fourteen
months old. But in this work we have two patients, a mother and
a baby. As long as Karen's depression remained Nina was regarded
by us as at risk and her mother's psychological state was regérded
as precarious. When treatment was terminated at Nina's age three
and a half, we were satisfied that Karen's internal conflicts had
found resolutions and that Nina was sturdily progressing in her
own development.

Therapeutic work with adolescent mothers andvtheir babies needs
to accomodate objectives for the treatment of two patients, each
of whom may be suffering from a developmental disorder. This

therapy has the aim of bringing optimal development for an adoles-

29



cent who is also an adolescent mother and for a baby whose dev-

elopment is endangered.
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Notes

1. A full clinical report of this case and three other cases
of adolescent mothers are included in Selma Fraiberg, editor,

Clinical Studies in Infant Mental Health: The First Year of Life,

Basic Books, Inc., New York, 1980,





