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In memory of Martha Harris, a teacher and a friend,
who was able to combine depth and sharpness of insight in her
work with the gift of her great humanity


FAUST:     But I am not searching for salvation through indifference; to be greatly moved is the best thing about being human; and when a man is moved, he senses the deep and infinite, even though the world makes feeling difficult for him.


Goethe, Faust
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FOREWORD


Donald Meltzer


The process of discovery of the borderline between animal and human, between brain and mind, between computation and thought, between facts and meaning, has been a steady one in the field of psychoanalysis. But this relentless progress has separated the movements (not necessarily the institutions) of psychoanalysis and the sciences, including the science of medicine. While the practice of analysis has become more and more self-consciously artistic, medicine has lost its art to the machine and the laboratory. The heart of this divergence lies in the acknowledgement that we are studying events that have at their core essential mystery: that we are only describing and not explaining, for the simple reason that there is nothing to explain. In other words, the field of study of psychoanalysis is a phenomenological one in which elements are bound not by causality, but by pattern and “family resemblances”.


When Melanie Klein, as a result of direct observation of children, focussed attention on the first years of life, she not only opened a field of study but also moved the methodology of psychoanalysis back into the realm of the natural sciences, where naming and describing serve the purpose of ordering man's picture of his world. Gradually, over the years, Freud's concern about mental pain and pleasure, as well as his aspiration to cure, have yielded place to concepts about uncertainty, about cognitive development, about the difference between adaptation and emotional development, about confusional states, misconceptions, thought disorder, and the differentiation of “worlds”.


In the early days of psychoanalysis it seemed completely reasonable to ask such questions as: “When is the neural apparatus sufficiently developed to enable it to perform certain functions?” This no longer seems a reasonable question, for it has hidden in it a subtext: “When does the tiny animal become a human being?” The wonderful developments in genetic studies have tended to perpetuate both the question and its subtext by allowing the implication that not only bodily structure but also behaviour is programmed by the genes. This elliptical addendum eradicates the mystery of the organism, for it does not admit the non-Darwinian evolution of the forms that generate behaviour. The Darwinian dictum may explain the survival of particular forms, and genetics may provide a mechanism for their reproduction, but they go no distance at all towards exploring the mystery of nature's infinite inventiveness, let alone the aesthetic of living forms.


The babies – the human babies – that Dr Romana Negri has worked with and here describes have indeed been born into this world “half made up”. But what they lack in physiological equipment can usually be met by the advances of medical science. This book is all about the emotional experience of the baby in this predicament, who has not had enough of one type of life to be able to transfer its emotional allegiances to the new one. The approach to this problem, as it is illustrated here, involves a philosophy that goes far beyond the humane attitude of alleviating suffering which operates in hospital medicine.


Through her work in mother–baby observation under Esther Bick and Martha Harris, supplemented more recently by observational research in foetal behaviour by means of ultrasound, Dr Negri has become deeply engaged in this philosophy of the essential individuality of the human being by virtue of its capacity to have experiences that shape the evolving structure of its person and personality. There is no purpose to be served in asking, “At what point in gestation do experiences – human experiences – begin?” They began many thousands of years ago with the beginnings of symbol-formation and the capacity to wonder, to question. Why do not horses speak? It is not part of their natural history – the Wittgensteinian answer. Having experiences is part of the human natural history. Freud struggled a bit with the problem in the “Wolf Man” paper where he found he could not decide at what age the actual observation of the primal scene took place: at 30 months, at 16 months, or at 6 months. What he seems to have realized is that the function we call “memory”, as distinct from the computer function of “recall”, is an imaginative reconstruction – as Paul Schilder described in The Image and Appearance of the Human Body.


One of the amazing and mysterious aspects of mentality is that it makes use of the near-infinite capacity of the human brain for recall. The unconscious availability of recall for imaginative reconstruction as memory is continually being demonstrated in the analytic procedure. The appearance in dreams of items from unconscious observation (the entire sensory field) that have taken on emotional significance in the transference is a continual clinical experience. As Freud pointed out: in the first instance the ego is a body-ego. The neural apparatus records the experiences, but it is the body that has them. The baby “knows” its mother from its nine-months’ sojourn in a deeper and more complex sense than it will ever again “know” another being.


The recall of events then serves as the matrix from which the imaginative reconstruction of memories of experiences takes place, thus transferring the venue from brain to mind, from the precision of the computer to the idiosyncratic world(s) of phantasy, available for symbol-formation and thought, through dreaming and the creation of meaning. There is no need to ask when this process commences: it is in the tissues that the primary events take place, and in the building of structure – of the body and of the mind – that they are incarnate. Structure is memory. Thus it is that man's picture of his world and his story of his personal past is in constant re-construction and modification. Were it not so, psychoanalysis would have no claim to profound modification of the personality. This may seem an excursion into the realm of philosophy of mind, but it is not so. It is a statement of the implications of the development in discovery of the phenomenology of the analytic consulting room, contained in the history of scientist-artists from Freud to Bion.


To return now to the important work of Dr Negri, whose orientation was, as I have said, inspired by her work in mother–baby observation under the tutelage of Esther Bick and Martha Harris, augmented by her experience in recent years of the ultrasonic study of non-identical twins in the womb, followed by mother–baby observation, and continued through the toddler stage into nursery school. These babies were struggling to survive in a new environment for which they were neither physiologically nor emotionally adequately prepared. The central psychological problem to which Dr Negri addressed herself was one that could only be approached from a communal angle: the community of parents, medical staff, nurses. It will be seen that Dr Negri functioned as observer and psychotherapeutic commentator, not as team-leader. She can hardly be said to have initiated anything, but rather, through her attitude, to have encouraged a view of the baby itself as the initiator in its struggle to survive. Even the function of formulation she has left to other participants, so that her own function, above all, is to be seen to respect the baby as initiator.


This attitude has its foundation in a conviction that the life in utero, as an experiential world, lies beyond the limits of external-world language. It belongs to the realm of what cannot be said but can only be shown. Wilfred Bion tried to show it in some sections of The Dawn of Oblivion (1979) (Volume 3 of his trilogy novel, A Memoir of the Future (1975-81). Meg Harris Williams has done it also in her contribution to this book: borrowing the language of the poets to “show” the mental state of the sojourn traced by Dr Negri for these premature babies.


In summary, what the reader will encounter in this volume, and what Mrs Williams is attempting to show from the baby's point of view, is the struggle to survive with the help of a transitional environment, both physiological and psychological, between life in the womb and life at the breast. It is clearly a no-man's-land between the companionship/service of the placenta and the breast/mind of the mother.













The ugly duckling


A story by Meg Harris Williams


The morning after the night when I was prematurely ejected from my mother's womb during a violent tempest at the gestational age of 32 weeks and 4 days, I awoke to find myself in many pieces, pinioned to the incubator floor, with my several senses separately trapped in distinct forms of torture: my eyes shut against insufferable brightness, my mouth scorched by dryness, my skin scratched by roughness, the sensitive mucosae of my nose crudely pierced by foreign tubes. Worst of all my ears – the portals of my body's harmony – detected no familiar music, no rhythmic consensus: nothing but a universal blank, with wisdom at all entrances quite shut out. Only pain made any link between my senses so that I could recognize they were all functions of myself, me. In contrast to the unnatural alertness of my senses was the moribund heaviness of my body, the deadweight of limbs and extremities which only hours before had danced in the amniotic fluid with surgings of power. Only the night before I had been treading Placenta's comfortable consistence in our waters dark and deep as half on foot, half flying, I explored the universe that had been created for us.




Now, I found myself wrecked on the shore, with every muscle tightly bound and every orifice exposed to the merciless digital probes and arrows of outrageous beings who stabbed relentlessly at my tissues, causing intense pain despite the immature myelinization of my nervous fibres. No longer a swimmer or a flyer, I lay randomly diffused in all directions, unable to prop my languished head. Though in pain, intimate impulse prompted my eyes momentarily to open of their own accord, and despite the terrible blinding light, I glimpsed with awe the huge and wondrous monolithic forms looming over me. My mouth could almost have gasped in amazement, “O brave new world”, could indeed have screamed aloud, were it not that my virginal lungs were held in check by an infrasensuous perception of my own: I suddenly divined that according to the colossal all-knowing all-powerful beings who encircled me, I was monstrously ugly, deformed beyond the power of expectation. I was a horrible mistake born of some hideous intercourse, some unnatural conjunction of the stars. The truth was out – I saw it face to face. I was a creature of the dark, taking the horrid form of darkness visible. And because I was a harbinger of death, with death's odour clinging to me, they pierced my nasal passages – an eye for an eye, a tooth for a tooth – and the arrows sunk in deep. I was pinned like Oedipus on Cithaeron. There was no venom in the pain they caused me through the immobilization of my muscles and the burning of my senses, for, clearly, I was not one of their own kind; I did not relish or pattern as they. I realized that they were making the preparations for my sacrifice; hence the judgemental severity of those impassive helmeted heads that nodded miles above me.


At this point I believe I must have lapsed into unconsciousness. Certainly it was aeons before I opened my eyes again. That time was spent at first mostly in a state of non-being, when I was perhaps not unconscious but not asleep or awake either, and often exhausted by the meaningless overwhelming stimulation of one or more of my sensuous orifices as fluids were drained in or out of me at feet, nose, or scalp. I was alternately abandoned for timeless periods to wallow in a sensuous desert, and then tossed restlessly on the parching wave of one sense-tip to another, in a way that utterly dislocated my sense of identity. In fact, that was the main cause of my suffering – more than the physical pain (to which I became habituated and which was in any case only intermittent). Yet even when I longed to yield the ghost, the envious air still flooded into my clockwork lungs to insist on my life's mechanical pant; indeed, this now dominated in significance the heartbeat that had always been my personal organic measure of existence. I gave up trying to work out the meaning of all this, or why the preparations for the sacrifice were taking so long – longer than my whole lifetime so far, it seemed. But while fluid still coursed in my veins, however tainted it was by some mysterious leprous distilment of unknown origins, I found myself in calmer moments, through some innate prompting, trying to remember my old life with Placenta in the womb – difficult though it was to use my present experience as a means of recollecting that original world of reality. Perhaps if I could remember what it was like before the shipwreck, I would not be lost in loss itself, condemned to a universe of death where peace and rest could never dwell.


As you can guess from the very fact that I am telling you this story from my now secure and well-established vantage point of three months’ post-partum age, being now in complete possession of my mother, I did pull through in the end. Every creature has its home, which gives it its dignity; but after my expulsion I was unhousel'd, disappointing, unanel'd; and my very homelessness showed me to be an ugly, worthless, and insignificant being. Gradually, however, the incubator itself became more like home. My left foot (the one that was not bandaged from heelpricks) began to recognize the smooth hardness of its rounded corner, my buttock to snuggle into the fleecy hollow of the mattress with an almost friendly sensation (though it was a sad change from the buoyancy of my amniotic fluid), and even to enjoy the fluctuations from dryness to wetness and squiggling into it; indeed, I found my muscles now seemed to be mercifully bound with elastic rather than rigid wires. Also there was at times a strange and haunting music, reminding me of a humming that I knew from long ago, but much louder, and which gave delight but hurt not. Another astonishing aid to recollection was an ambrosial wetness that occasionally approached my parched lips and was immediately sucked in greedily by my tongue, just as it had sucked and spouted the amniotic fluid. So I knew there were still riches in heaven. As well as this, I became aware of huge presences brooding motionlessly nearby for long periods, whose mellow omniscient effluence gave me comfort even though I was careful never to open my eyes. These mighty presences seemed to be the source not only of the painful probings to which I was accustomed, but also of other tactile manipulations of a soothing nature, to which I could respond with other pleasant sensations in my tummy and bowels.


It was after a succession of moments like these, which took on the character of a pattern, that a new truth dawned on me: I was not in hell, but in purgatory. For some reason I had been redeemed from death, in spite of my ugliness. My prison sentence was over, and I had entered a chrysalid existence. Now the incubator walls were a permeable membrane that allowed me to ruminate on the scents, sounds, and movements of my life, past and present. These ruminations began during my increasing periods of respite from irritation and dislocation. But it is only now, with mature hindsight, that I can piece together a properly philosophical narrative; and the story of my early life went something as follows.


At the very beginning, then, when the world was created for me shortly after the courtship of my sperm and ovum was consummated, my desire and will were revolved by the love that moves the sun and the other stars; I swam in all directions, and all directions were One. In my boundless wisdom I knew the depth without the tumult of the soul. It seemed I was the first that ever burst into that silent sea. Naturally I was a Pythagorean, guided by my innate sense of harmony, and after each revolution I swam upwards into the sweet-smelling clouds in order to tune my senses to the music of the spheres. It was on one of those regular flights of worshipful exuberance that, to my surprise, I first encountered Placenta, who had been created to be my friend and partner. Very soon I realized how much more satisfactory was mutual exploration than narcissistic reflection; and each day, under the rosy glow that filtered through the eyelids of the womb, we pursued our play hand in hand. How well we came to know and understand the world about us – its contrapuntal rhythms and tastes, pulsations, suckings, and excretions; I measured my newly developing hardnesses against Placenta's unresponsive soft recesses and convolutions; I timed his reassuring soufflé against my own distinct heartbeat; and beyond that, in complex syncopation, the heartbeat and other meaningful rhythms of our eternal Mother. The Sons of Morning sung their solemn music and our fancy was enwrapped. And when the day was over, I floated up into my favourite transverse position, curled over the back of the universe; and Placenta with a weight of pleasure sank down through the clouds and held me like a dream.


You might have thought there was nothing more we could want in life. An infinite variety of sensations were ours, and when the weather was inclement – for even in our womb there were sometimes unpleasant vibrations whose source we could only surmise – we always rode the storm together. If anything, these brief periods of anxiety strengthened our relationship; we were deeply religious and knew everything was conducted in our ultimate interest. We pledged to share our experience in bliss or woe, and I could not imagine our ever being parted. Yet if I recollect clearly, before the great tempest came which shattered our world, there were some rumblings of discontent, some unresolved questionings. For as my own strength and powers increased – as they did steadily – I sensed less willingness on the part of my world to accommodate them: a sort of rebellion, as it were, a jostling for position, even at times a blatant squeezing and constriction that I could no longer interpret as mere playfulness. Somewhere there was hostility. I knew Placenta was not to blame for this, and still every day I journeyed forth, and at eve resumed my position close to him on the back of the universe. But it seemed to me his attitude was becoming more fixed, less imaginative. I wondered if he was capable of the daring strides in speculation that I sometimes found myself engaged in. For by this time I knew our world pretty well, and the pioneering thrill of conquering terra incognita had lost its savour. Rather, I began to feel like the spiritual Cottager who knows that beyond his garden gate there are such things as the Andes and the Burning Mountains with their snowy peaks bright in the sunlight. On top of this, I had qualms about outside elements coming in, wafted on some dubious wave, encroaching on our narrow limits. I began to have suspicions about a third party impinging on our room, in mutual amity too straight, too close. Or possibly more than one: my fertile imagination suggested – and I shuddered to conceive of it – that the seas might be thronged with spawn innumerable.


Were any of these warning signs? I still don't know the answer, or if it would have made any difference. For it is certain that nothing in my tentative fond surmises prepared me for the sudden tempest in which Placenta and I were separated and lost, sent with hideous ruin and combustion down to bottomless perdition. In the terrible confusion of that roar and rout I don't know which of us was expelled first, but my head was rammed into the abyss, and as the life fluids were crushed out of me I saw Placenta in my mind's eye, his visage shattered by forced fingers rude and sent down the stream in bloody spongiform strips. Grim were the punishments meted out to those as evidently ugly and sinful as I knew I must be, left stranded on the shore to be swept by parching winds; while Placenta, I was sure, was discarded to become an island salt and bare, a mere quintessence of dust.


During the following aeons, I suffered in the ways I have already attempted to describe to you. There was one additional factor in my distress, which even now – secure in my rightful empire – I am not sure I have fully catharsized: was there any truth in my speculation that if not Placenta, then some other One, ousted me from my first home? Was that other One perhaps of nobler birth than me (a mere creature of earth), the one They really wanted, even though my ugliness was later redeemed and forgiven? The question arises, indeed, as to who occupies my first home now? Happiest are those who seek to know no more. Suffice it here to swiftly bring my history – which, as you know, is a happy one – to a close, on an optimal note.


For despite the traumatic conclusion of my tale-within-atale, this recollection of my early life seemed to have a healing effect on my critical condition as I lay in the incubator. The process of anamnesis reminded me that my severed senses once had their origin in an organic reality that was me, myself, and that my feeble muscular movements were also, however poor, mine own. Then, strange as it was, the priestly manipulations of the shadowy godlike beings stationed near me increasingly had the effect not of squashing me but of motivating my powers to function independently, even to express distinct propositions. The experience again became mine of more than one sense acting in unison, or at least relatedly, such as when my tongue sucked and my deepest bowels rumbled affectionately in response. To my joy I came to realize that, leading with my left foot, I could swivel my entire body round, until I was lying crosswise from side to side in the incubator, touching at head and feet, just as I had used to lie across the top of the uterus. Placenta had gone for ever, sunk beneath the watery floor; but my horizons had opened, and I began to believe that perhaps another friend might be found.


At the gestational age of 36 weeks and 2 days I reached the turning-point. Even before they came to extubate me, I was conscious of a strange thrill of anticipation, of rousing motions within me which disposed my preconceptions to something extraordinary. I felt barely a pinprick as the familiar tube was withdrawn, and there was only time for a split-second of panic and remorse as I realized how attached I had become to it, when with a sharp intake of breath my lungs filled my chest and head with the delicious taste of empyreal air – tempered by the immortals and never known by me till now. Clouds of glory issued from my whole being: my joy was so intense, bursting its grape against my palate fine, that I knew death could not be far away. Still I demanded one more favour from the archangelic Muse that supported me in the large recompense of its hands. As the hands stroked a line down my back from the nape of my neck, I was struck by the inspiration that I was a creature with a spine, an endoskeleton, an internally sustained identity; and all my senses at once sprang into order at the angelic command. To my terror I realized my eyes were about to open yet once more. I knew it must be death to presume to look into the heaven of heavens. But I had to know. I opened my eyes; I saw the bright stars that flamed in the forehead of the morning sky. In the midst of the dazzling white radiance that enveloped me closely, my mouth latched on to the nipple which was at its core. Simultaneously, the angel looked homeward into my heart of hearts, and I saw that I was a beautiful baby.
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INTRODUCTION


This is the second edition of this volume, which was translated in Britain in 1994 and in Greece in 2001. In respect to the previous edition, there are new two chapters on particularly significant issues concerning the newborn in intensive care, these being the death of the child (Chapter 2) and the problems encountered by his or her siblings (Chapter 9). The death of a child is not a rare occurrence in intensive care units, since newborns of an increasing lower age are now being hospitalized in this department. The occurrence, in itself a dramatic and painful event, has profound effects on staff and can influence considerably the work of the care providers. In the previous editions, although this issue was not dealt with directly and exhaustively, it was evident that such an event had a deep impact on discussion meetings with hospital staff. For the care providers the death of a newborn can imply failure of the treatment provided and produce repercussions damaging to their professional role. At the same time it can pose a threat to their feelings towards the child and the relationship which has been established. These situations imply a risk: that defensive measures will be established that become an obstacle to the optimal functioning of the department. Such measures may lead to a phenomenon causing a sort of paralysis of the work group and which is known as “burn-out”. The death of a child has serious effects on the parents, at both an emotional and existential level, and certainly requires careful consideration and particularly sensitive intervention by the care providers. All these aspects are explored, discussed and examined in this text through references to medical publications and the touching experiences undergone directly in the department.


The examination of the problems of the siblings of newborns in hospital includes the need to take into consideration their emotional state, which is revealed particularly clearly during the follow-up of the infant after discharge from the hospital, when parents talk about the elder siblings’ behaviour. This need proved to be such a great problem that it required a considerable amount of time in order to deal with it. The birth of a younger brother or sister usually leads to serious emotional difficulties in the elder siblings, problems which are hard for the parents to understand. The issue becomes more complex when the newborn needs to be admitted to an intensive care unit and leads to even greater problems in the elder siblings in cases where the younger child shows symptoms of infantile cerebral paralysis or a serious development disorder. This chapter describes behaviour which bears witness to the distress felt by the siblings of the newborn in hospital. It also describes the methods adopted by the family in order to face and resolve such difficulties as well as proposals for intervention aimed at the child or a wider family group.


The problem of the newborn is the source of distress not only for the elder siblings, but influences generally the relationship between the various family members and thus fundamentally affects family life and routine.


In medical publications there is always an emphasis on psychopathological risks as far as this category of children is concerned, based on a far greater percentage of cases than the group related to children affected by some form of child cerebral palsy. This requires far greater attention to be paid to those elements which I have called “alarm symptoms” and which allow a very early realization of potential risk factors. For this reason in this new edition I have explored and examined in depth that primitive form of communication which Trevarthen defined as mother–child rhythmic vocalization and with the help of which any abnormalities in development may be detected very early on. In Chapter 7, which is concerned with psychopathological risks, I have dealt with feeding and sleep disorders.


A premise of a neurobiological nature has been inserted into Chapter 6, which is on follow-up. Follow-up is a tool aimed at examining the quality of the interactive methods followed by the mother, and the relationship between parents and child after discharge of the infant from hospital. Studies carried out in recent years recognize how the emotional-affective elements deriving from the relationship between the mother and her child affect and improve the child's cell functions in the nervous system, thus perfecting synaptogenesis. They facilitate connections in those areas of the brain which regulate face-to face communication and eye contact between the mother and child. Interpersonal communication through eye contact is especially important during this period, since it is essential for subsequent socio-emotional ontogenesis.


The chapter devoted to treatment of the child at psychopathological risk (Chapter 7) has been developed further, and ample space has been devoted to therapeutic consultation. Here I have introduced the knowledge and experience that I have been able to acquire through my work over the years. These issues mainly concern the role of the therapist, his or her skill in knowing how to be patient and not interfere concerning the degree to which parents wish or do not wish to communicate, respecting their initial difficulty in speaking and talking freely about what they find lacking in their child or the incapacities they have encountered in him or her. The attitude of the therapist helps parents feel that they too have an important role to play in the treatment of the child. In order to improve the parents’ ability to reflect on their child's condition, I believe it is useful whenever possible for the therapist's interventions to be “non-saturated”: that is, they do not always express the reasons which in the therapist's opinion have caused a change in the child. Instead, it should be left to the parents to recognize these. The non-saturation aspect of therapy is the one considered least in the field of child psychotherapy. However, it is important to recognize its importance, not only in promoting the commencement of thought processes in the child during the course of psychotherapy, but also in stimulating deeper reflection by the parents during therapy sessions. As far as the parents’ experience is concerned, extremely significant are the stages of treatment which allow them to think about their feelings of guilt, their hopes for the future and the trans-generational aspects, as well as any unresolved sense of bereavement. During therapy various issues are encountered, some of them deemed favourable, such as the emotional moments experienced by the parents and their appreciation of the work carried out together with the therapist, as well as a less pessimistic interpretation of the risk factors noted in the child.


Box 10, dealing with continuous positive pressure, has been updated. Box 24 on regulatory disorders has been presented in more depth. Two further updates are Box 18 concerning feeding, and Box 13, which, referring to a preliminary observation study of three pairs of non-identical twins starting from the 12-week foetal stage, illustrates characteristics such as personality, foetal memory and the precursor to relational ability. This study allowed observation of these aspects in seriously preterm newborns while in the incubator and a better understanding of the importance of the early processes of introjection as observed in a baby boy, Giacomo, right from the age of 28 weeks. The observation of a child born at 25 weeks and 3 days, carried out from birth throughout the whole period of the infant's hospitalization, is described in this text.


When the techniques of neonatal reanimation were optimized, non-critical pathologies in newborns were given secondary importance, treated in local hospitals, while very premature babies were sent to regional hospitals. My experience of intervention in the extremely preterm child described in this volume however belongs to the earlier period in which care was given to both critical and non-critical newborns in the intensive care unit, as our department had two respirators. Consultation with the parents, work with hospital staff, and observation of the newborn right from the early days of the child's hospitalization, all took place during this period. What is described in the chapter devoted to the evolution and treatment of the child with infantile cerebral palsy (Chapter 10) and the group meetings with the mothers of such children, still, however, holds true.


Introduction to the first edition


The research recorded in this book originated in my experience working in the neonatal pathology division of the Treviglio-Caravaggio Hospital in Bergamo, where I worked for 18 years as an infant neuropsychiatric consultant on the basis of an agreement between the local health and the University of Milan.


The request for the intervention of an infant neuropsychiatrist, which was initially aimed at the early detection of cerebral palsy, was made in December 1976; but already in 1977, as a consequence of follow-up checks after discharge, the case analysis of young patients hospitalized during 1977 (Negri, 1980) showed a significant incidence of features, phobias, and other fears recognizable as typical warning symptoms of a psychopathological nature (Table 1).i The phobias of being undressed and of having one's feet touched are, I believe, particularly related to emotional experiences derived from drips and frequent heelpricks for the taking of blood, and in general to the traumas and manipulations to which these young patients are subjected (Earnshaw, 1981; Lezine, 1977; Szure, 1981).




TABLE 1





Alarm symptoms


•   averting the gaze


•   slipping away of eye-contact


•   continuously looking around


•   pretending to sleep


•   looking secretly when you're not being looked at


•   absence of smiling


•   absence of crying


•   stiff mimicry


•   absence of mother–child rhythmic vocalization


•   sound and movement stereotypes (such as repetitive hand gestures, etc.)


•   excessive or particular interest in movements of the tongue in the mouth


•   excessive attraction towards particular sensorial features of objects (for example their consistency, colour, shininess, etc.)


•   trembling (especially during the first two months)


•   hiccupping (especially during the first two months)


•   motor restlessness


•   postural anomalies


•   psychosomatic manifestations involving the skin or respiration


•   phobia of having the feet touched


•   fear of being undressed


•   other fears


•   feeding disorders


•   major alterations in biological rhythms (most frequent manifestations: sleep disorders or irritability)





These findings are understandable if we take into account the significance of mental life not only at birth but also during pregnancy, as confirmed by neurophysiological, psychoanalytic, and ultrasonic studies. Great importance is attached to the way in which the baby lives the first period of its life, which then reflects on its future development. Moreover, in the fields of neonatology and anaesthesia. several studies have been carried out on the suffering experienced by the child in relation to its pathology and to the invasive therapeutic procedures. Such considerations have been made only since the 8Os, since before that it was thought that the newborn child did not experience pain. There was a common belief that the low perception of painful stimulae by the child was due to the lack of cutaneous nociceptive sense receptors, the poor myelinization of nervous fibres, and subcortical reflex-responses. Therefore the child's behaviour was not seriously considered as a means of communication.


These are more recent findings (Gasparoni et al., 1990; McGrath, 1987; Orzalesi, Maffei, De Caro, Pellegrini-Caliumi, 1989; Porter, 1989; Sumner, 1993); in the past it was assumed (and this was reassuring for the nursing staff) that the paucity of cutaneous nociceptive sense receptors in the newborn, the poor myelinization of nervous fibres, and subcortical reflex-responses implied a low perception of the painful stimulus. Therefore, the behaviour of the child was not seriously considered as a means of communication. Crying, for instance, was regarded as a reflex (aspect of neurological semiology).


Saint-Anne Dargassies (1974) defines a peculiar kind of crying of the newborn, which is “irritating to hear”, as a symptom of severe cerebral suffering. This important neurologist thus gives an interesting description of the peculiarly intense suffering experienced by the pathological newborn: this kind of crying is so charged with anxiety that it is difficult for the adult (who finds it “irritating to hear”) to tolerate and understand it.


Research emphasizes that the newborn's existential condition during its early life is closely linked to the manner of interaction between it and its mother, and also that the first interactive processes play a significant role in the infant's future development. I would like to refer to a few authors: Kennell, Trause, and Klaus (1975) stress the existence of maternal emotional-affective sensitization soon after delivery. Klaus and Kennell (l983a, 1983b) describe orderly sequences, which are strong emotional vehicles in the mother's behaviour immediately after birth. Schaffer (1974), Brazelton et al. (1975), and Papousek and Papousek (1979) refer to the mutual interaction of mother and newborn with its self-adjusting characteristics. Leiderman et al. (1973) and Leiderman and Seashore (1974) point out the alteration of this function consequent on a separation of mother and child during the early days. Dunn (1980) stresses the newbom's ability to stimulate affective responses by the mother through its earliest feeding behaviour. Similarly, Thomas (1963) points out that these derive also from the newborn's ability to communicate its needs and condition.


Furthermore, according to Brody (1956), the mother's presence stimulates the newborn's visual attention, and handling activates the newborn's special sense endings (tactile receptors). Moreover, Brazelton et al. (1975) stress that the sensory input in the newborn is organized in terms of time through the harmonious cyclic modulation and integration of waking states. As far as the sensory aspect is concerned, already during the neonatal period – but also during life in the uterus – olfactory discriminatory skills are already developed, thus allowing the newborn to single out the mother's breast smell (McFarlane, 1975), as are also the gustatory discriminatory skills, thus allowing the child to distinguish the taste of milk as well as of other liquids (Johnson & Salisbury, 1975).


It is clear that the newborn admitted to the intensive care unit is exposed to a serious threat regarding its chance of acquiring the attributes studied by the above-mentioned researchers. It therefore became necessary to start a thorough and more detailed process of prevention. I have defined the measures I adopted as direct and indirect “preventive environmental actions” (Table 2).


It must not be forgotten that when these preventive actions were implemented, they were intended for newborn infants who in one way were subjected to hyperstimulation (Gottfried & Gaiter, 1985), but in another way suffered from serious deficiencies (Berrini & Carati, 1977). This is why it was stressed that it was a priority for parents to come close to the child from the very beginning of its hospitalization. At the same time, the need emerged to arrange meetings with the medical and nursing staff working within the unit. The work carried out with parents and with the medical and nursing staff over these years has allowed me to widen the scope and change the nature of the preventive actions according to the specific situation of the individual newborn (Negri, 1992).


It is difficult to identify systematically how much of the therapeutic effect is attributable to nurses and how much to parents. A close integration between the contributions of both was established, as well as a sort of “mutual feeding” aimed at best meeting the infant's needs. Nevertheless, in order to provide a more systematic presentation, the therapeutic actions are described separately.


TABLE 2





Preventive environmental actions


I. Indirect actions


a. on parents


• interviews from the first days of the child's hospitalization, near the incubator; and interviews away from the child


b. on medical and non-medical staff




	free-subject weekly group meetings


	filling in and discussing an ad hoc form


	discussion of observation material


	“open-door” observation of the preterm newborn


	participation in the children's follow-up after discharge





II. Direct actions on the child in the incubator


• observation


• posture


• light adjustment device to reduce light intensity


• dressing the baby from early on in coloured wool hat and socks


• cutaneous stimulation: lambskin undersheet; gentle and slow massage by parents or nurses; positioning mothers’ or nurses’ hands during feeding in a “containing” way


• acoustic stimulation: verbal messages from parents or nurses through the incubator opening; sound therapy (introducing into the incubator a recording of the maternal heart beat as received by the baby in utero; or of a tape recorded by parents)


• taste stimulation: by means of a piece of gauze soaked in sweetened water; rose hip syrup on the nurse's or mother's little finger or on the teat of a very small dummy belonging to a “Nata ora” (“newborn”) doll


• non-nutritional sucking


• proprioceptive and vestibular stimulations: hammock


• vestibular stimulation: oscillations from head to feet produced by rhythmical pressure on the water mattress on which the baby lies


• weaning from the respirator helped by respiratory re-education: “stretching” the thorax; “body scheme”


III. Actions on the child in the lower-dependency room


• particular attention paid by the nursing staff to emotional problems during their routine care of the child


• food given by the mother or father; parents are also invited to visit their child between meals


• skin-to-skin contact between parents and child: the naked child is given “kangaroo care” – positioned against the mother's or father's chest, wrapped around by a blanket


• supplementary breastfeeding: enabling the mother to feed her preterm newborn at the breast even when she has insufficient milk; also for children having sucking difficulties: training to suck from the breast


• developing a “rehabilitation attitude” in mothers and nurses towards children who are seriously affected neurologically, under the supervision of a physiotherapist


IV. Actions on the child after discharge


• follow-up







The preventive actions, which are specifically intended for the newborn, are based on infant observation, including all those measures aimed at helping the newborn find hospitalization more tolerable. The most meaningful ones, during the initial period, are such things as: a more satisfactory posture, a means of adjusting the ambient light, a lamb's fleece, fondling, “sound” therapy, taste stimulation, non-nutritional sucking, a water mattress, etc. (see Martin, Herrell, & Rubin, 1979; Scott, Cole, Lucas, & Richards, 1983; Scott & Martin, 1981; Burns, Deddish, & Hatcher, 1983; De Casper & Fifer, 1980; Field et al., 1986; White & Labarba, 1976; Field et al., 1986; Korner, 1986).


It is clear that deciding on the timing of the above actions is a sensitive problem. Every child, even a newborn, is different from any other child; and in this particular field the child's gestation age and clinical condition makes timing even more crucial and precludes easy schematizations (Als, 1986). We discovered that the way to find the most suitable programme of preventive environmental action was through infant observation.


___________


i   The original Table (1994 edition) included the “little-hat” phobia (fear of having the head touched); however the procedure that tended to stimulate this is no longer used.













CHAPTER ONE


Work with the parents


The post-partum days of a pregnancy are critical for the mother psychologically as well as: in reviewing the experience of giving birth, from the original phantasies of conception and pregnancy to the relationship with the newborn infant. During this stage the feelings and expectations that once focused on the future baby become blurred owing to the emergence of infantile parts of the self; these ask to be contained and comforted, in order that the woman's natural maternal instinct can express itself in her relationship with the baby. The baby needs to be fed, supported, and comforted by its mother in order to begin its new existence. This is a very critical time for the woman, who is in a fragile condition: “that very special condition which is similar to an illness even though it's perfectly normal”, as Winnicott (1958) has described it. This state should gradually disappear after a few days or weeks, thanks also to the relationship that is established between the mother and the newborn (“breast relationship” and “holding”) and to their mutual adjustment.


During pregnancy an internal rethinking process (at instinctual and phantasy level) takes place, moving from an initial narcissistic-fusional position to object investment with the progressive flowing of the woman's interest from herself to the child, which is perceived as being different from herself. Narcissism and the initial mechanisms of idealization and projective identification (the product of conception being confused with parts of the woman's body and with the expectations of the narcissistic self) gradually become less intense, with the progressive joining of mature and infantile parts of the self (maternal self and infantile self) in the woman, then with the acceptance of the child's separateness, which occurs with the physical caesura of childbirth, and eventually with the establishment of the new relationship with the newborn baby.


This is a process that can release ancient conflicts with the internal objects, and all the anxieties and disappointment resulting from the loss of fusion and omnipotence, as well as the anxieties and suffering of separation and depression. The process is accomplished, however, through the joining together of the woman's infantile and maternal parts of the self, leading to the emergence of the maternal availability that gives the woman her natural orientation towards her child. And during this process, from the beginning of pregnancy until the child's first weeks of life, the woman must relive and abandon a part of her own infantile experience and expectations (“abandon memory and desire”, as Bion, 1967b, would say), in order to become caring and to love her child in its present reality.


Gradually the mutual emotional experience of the breast relationship will lead to an identification with the child that is more mature and serene than that during the period immediately following the birth. It will also lead to the acceptance of a future and of needs that do not necessarily coincide with the phantasies and illusions of pregnancy. In the framework of mutual adjustment and satisfaction, trying to meet the needs of the newborn, the woman acquires the identity of a “good-enough” mother, identified with and supported by a “good internal mother”, which would also find support in the existence of a good external reality during the puerperium period and in the maternity ward itself (see Berrini & Carati, 1982; Elkan, 1981; Kennell et al., 1991; Klaus, Kennell, Robertson, & Sosa, 1980; Sosa et al., 1980).


Yet if the child is separated from the mother soon after birth (as may happen for various reasons), even for a short time, a significant interference with the above process takes place, with potentially depressive implications for the couple. And the child's hospitalization in the intensive care unit, especially when it is seriously preterm or affected by a severe disorder, produces an intense emotional upset, which involves not only the mother-child couple but the father as well. This event is a real trauma for the parents and causes an abrupt disruption of the family plans, which may not be the same for both parents but will have different characteristics according to their specific situations – the mother's in particular.


Sometimes the birth of a seriously preterm child can be the first experience of parenthood for a young couple. When a couple are very close and in agreement about starting a family, the child is “the person” who provides parents with the opportunity to “become a family”, to carry on developing, and to have “another life opportunity” (Brazelton, 1981). When conceiving a child, they wish it to be the expression of their own and of their parents’ best qualities. Furthermore, the child is seen as the means of achieving a more complete harmony.


Similar feelings may motivate close couples to have further children. Yet the child in need of being hospitalized in a neonatal intensive care unit is not always part of a family project. In socially less favoured couples or especially in couples affected by drug addiction problems, pregnancy and the birth of a child generally can be just physical acts that are not preceded by a thinking process. In such cases, the birth of a preterm child can be the event that for the first time dramatically confronts the parents with the existence of and responsibility for a child, and they find it frightening and oppressing.


Indeed, as far as a large number of preterm newborns are concerned, no rich and hopeful family project is visible, and mothers have often previously undergone several miscarriages or delivered other preterm infants who have eventually died during the neonatal period. In such situations, the child's birth is generally preceded by intense anxiety, and the desire for a new pregnancy is rarely the result of working through the mourning for the previously miscarried newborns. The new child is usually desired more as a replacement of the previous one, as an attempt to deny the interrupted pregnancy (Reid, 1993).


The mother of Alberico, a seven-month preterm infant, expressed herself as follows after five previous miscarriages:


“After all the miscarriages, I felt I was a failure, unable to have children. Even with this child, I was always afraid of losing him, and then I suffered for not carrying him to term. I don't know why. I have always wanted another pregnancy – maybe it was the wish to have something I couldn't have.


I've never analysed why I was doing it, why I persisted with all those examinations – even before I had Alberico, who then arrived by chance, even though I had done nothing to avoid it. It must surely have been an unsatisfied desire for maternity. After a miscarriage, I started all over again; I went on and always suffered. I was upset if I saw a pregnant woman. I had a miscarriage in September. In February my sister-in-law became pregnant; I cried. Even when I became pregnant with Alberico and my stomach grew, I was not happy. I was not convinced; it was probably the fear of losing him. It's strange, because even then, whenever I saw pregnant women I envied them. At the seventh month, I no longer feared losing him, but I was not serene, even though I could feel him; I was always tense, and I said to myself – I don't feel him enough, or too much.


I should have met you before, doctor. I tried, though, to be calm. I could have enjoyed my pregnancy much more. I went to bed early, I rested, but I felt tired, maybe because I was already forty.”


So even though the family framework within which the seriously preterm or the high-risk newborn is conceived varies from case to case, there are some emotional features that are the same for all these parents and which become more or less dramatic according to their personality structure.




The approach with parents


It should be stated in advance that, thanks to the cultural roots of this work – which may be traced back to the early 1950s (Prugh, 1953) and to the head physician's special sensitivity – mothers at the Treviglio-Caravaggio Hospital had been allowed since 1972 to come into direct contact with their child. This was initially for breastfeeding mothers and was later extended to all mothers, but was in any case limited to the period of time that the infant was spending in the lower-dependency room of the unit.


From 1978 on I invited parents to stay close to their child for as long as possible during the day from the beginning of hospitalization. In fact, the parents’ early closeness to their child is significant not only for the nature of the attachment, with which much literature has been concerned (see Bowlby, 1958; Brazelton, 1981; Ive-Kropf, Negroni, & Nordio, 1976; Klaus & Kennell, 1983a; Robson & Moss, 1970), but also, it seems, to avoid the development of tainted perceptions of the baby. The phantasies evoked by premature birth are increased by the menacing and unfamiliar presence of the department's technical equipment and by common superstitions regarding the future development of a premature baby (Lombardi & Argese, 1982).


Broussard and Martner (1970) confirmed the relationship existing between early maternal perceptions and subsequent child development by remarking on the higher incidence of emotional disorders in children born at term and examined at the age of four and a half, whose mothers – a month after delivery – had judged their child to be altogether inferior to the average baby. Yet such a feeling is readily found in parents – especially mothers – of babies in intensive care units, who generally have to face a deeply depressive situation. Observing the attitudes, feelings, and behaviour of the parents of high-risk newborns, Benfield, Leib, and Reuter (1976) found clear reactions of pain and anxiety in the majority of cases – particularly in mothers – that were similar to those of parents whose children had not survived. According to these authors there is a sense of anticipatory anxiety present, particularly after birth and immediately before leaving the hospital. The intensity of anxiety is not directly proportional to the seriousness of the newborn's illness, but relates to its need of either a respiratory treatment or of some traumatizing treatment.


The observations made by Klaus and Kennell (1970) are also very interesting: they compare the behaviour of mothers who had babies born at term with other mothers who had premature babies. These authors noticed that the first group of mothers behaved in an orderly and foreseeable way with their child in terms of “limb contact,” “body caressing”, and “glance seeking”. But the mothers of premature babies showed a retarded evolution and an erratic mode of contact. The authors found an explanation for this in the precarious health of premature babies who seem almost unable to survive, in the late contact made with the mother, and in the lack of experience owing to the barrier presented by the incubator.


It is not accidental that the “battered baby” syndrome involves twice as many babies who had experienced a long period in hospital, separated from their mothers or parents (Klein & Stern, 1971). In these cases, emotional difficulties emerge in the form of an attitude towards the child, as a result of a defective evolution in the “maternal attachment process” as it has been studied by Bowlby (1958) in the United Kingdom, by Klaus and Kennell (1983b) and Robson (1967) in the United States, and by Ive-Kropf et al. (1976) in Italy.


The parents’ early closeness to their child is significant not only for the parents’ emotional state but also for the child's physical and mental condition. In this context, Minde (Minde et al., 1980) has pointed out that the newborns who kept their eyes open were most often those who had been most handled and cuddled by their mothers. This finding is not fully confirmed by my personal experience – see Box 8, page 122. In fact, there are children who, though closely followed by their parents with love and care, spend most of their time sleeping, especially during the first stages of their hospitalization – a sort of “protective apathy”, as Tronick, Scanlon, and Scanlon (1990) define it. Minde also found a correlation between the child's motor activity and maternal smiles and handling. Moreover, Klaus and Kennell (1983b) stress that, generally speaking, premature newborns who are handled, lulled, fondled, or caressed frequently during their hospitalization, exhibit considerably fewer apnoea attacks, and have better weight growth, a lower number of evacuations, and a higher development of certain functions of the nervous system, which persist for a short period even after discharge and return home. Fau (1973) suggests the existence of a relation between feeding in the incubator without any contact and the rise of early and massive anorexia associated with the mother's need and desire to recover the time lost.


Starting in September 1982, I organized a series of interviews during the days immediately following childbirth, first with mothers and later with both parents of the newborn patients, aimed at helping them to work out their anxiety and also at establishing their relationship with the child (Marazzini & Mazzucchelli, 1990; Satge & Soulé, 1976). Bearing in mind the importance of the role played by the staff with respect to the child's health, the importance of the psychological state of the parents, and the importance of the conflict that often characterizes the staff and parents’ emotional relationship, I decided to involve the medical staff of the whole department in this new work (Paludetto, 1977). During our weekly meetings, therefore, we discussed the material of the parents’ interviews in order to try to understand the defensive mechanisms they might be using – such as denial or splitting and projection (this last often being acted out in relation to the medical and non-medical staff taking care of the child). In this way the staff were placed in a position to understand better the situation they were involved in, rather than having to act out through it.


In addition to this, discussion and comment on the observation sessions led to the increase and improvement of preventive actions. At the suggestion of one nurse, I thought of offering the interview not only to the mothers but also to the fathers, who are invited to the meeting together. The following is a part of a session concerning Pino, a little boy born at 33 weeks, who was the object of discussion in the nurses’ group; and after this observation the need emerged to invite fathers to the meetings along with their wives.


The mother and father arrive at the consultation. I introduce myself. The father teasingly says that this child will not grow, and he repeats this often, addressing himself to me also. The mother, however, answers that it is not true – that he has gained 100g over the past few days. Then she puts her hands in the cot, lifts the baby, and sits him down. The father just taps at the incubator glass, trying to attract the little boy's attention; then, looking at him, he says that “his face is not formed yet”. (Observer: G. Odone)


A psychoanalytic approach was used in these interviews, lasting about one hour and giving free play to the parents’ communications, so that they could express their experiences and their phantasies. In particular those parents whose children were admitted to hospital for only minor disorders communicated not only anxiety but also phantasies linked to more essential features of pregnancy. One mother reported that her elder child had asked her if the little brother, who was still in her tummy, had a little knife to use to get himself out of it and see the light of day.


Yet reflecting carefully on this type of work made me understand that offering this type of intervention indiscriminately to all parents of newborn patients could be dangerous: some of them, in fact, might experience it as evidence that their child's illness was extremely serious, even if admission was only owing to some minor problem. For this reason, during a routine weekly meeting with the staff of the department, it was decided to offer interviews only to the parents of severely preterm newborns or to those who manifest particularly deep depressive states.


Anxieties about death


Even when carefully adjusted to the various individual situations, however, this intervention did not appear to answer sufficiently to the proposed aim. In fact, it did not help these anxiety-swept parents to distinguish adequately how much of their anxiety was owing to their personal experience and how much to their feeling that the child was in danger of death.


The birth of a seriously preterm or a high-risk infant stirs death anxieties in the parental couple, rooted in the fear of imminent death of their parental as well as of their childish part – neither of which is initially distinguished from the newborn in danger. During this first period, parents report dreams in which much blood is in evidence. One preterm newborn's mother reported that after the first threatened abortion during her pregnancy, she had started “always dreaming of blood, I saw blood everywhere.” After the child was born, dreams no longer concerned herself, but the child: “I always saw it regurgitate blood.” Indeed, if she saw anything on her baby that could be related to blood, she would be upset all day long. Another preterm child's father reported nightmares with a great deal of blood: one night he dreamt that he was cutting some meat and there was a lot of blood; he suddenly woke up sitting on the bed. In a subsequent stage, the anxiety from experiencing the child as in danger of death can be so extreme that it helps one to understand the parents’ trouble in coming near their child, and why they often prefer to stay away from the incubator.


Here is how the mother of Maria, a girl born by caesarean section at 30 weeks, weighing 800g, illustrates the problem:


“Then, after she was born, I didn't see her; the next day I went up to see her in a wheel-chair, carrying my intravenous drip – because when they do the caesarean, they give you a drip for three days – and I saw her very small, ugly; I had a very unpleasant and painful feeling. Fortunately I had my husband near me, who was already attached to the baby; because I was worried and disappointed. I am sure we had a beautiful relationship before, but I must say I thought my husband was fabulous. Besides being very important for me, I believe he is also going to be very important for our daughter. It was he who made me notice how beautiful Maria was, even from behind the glass.”




One can see clearly here how the death anxieties – the “ugly” death projected into the child – come to the parents by means of “the unpleasant and painful feeling of seeing the child very small and very ugly and feeling worried and disappointed about this.”


The narcissistic wound


At this point a more general problem arises, concerning the meaning of what is usually called the “narcissistic wound”, which defines what the parents feel when they give birth to a handicapped child (Lax, 1972). Is this, then, a wound inflicted on the narcissism of a couple who have not created a very beautiful creature corresponding to their baby ideal; or is it an experience that is essentially connected with the projection of the “ugly death” into the baby, who is being seen as ugly?


The aesthetic conflict


It is well known from the literature that the emaciated appearance of the premature infant entails important repercussions on the parents’ emotional situation, which often weighs very unfavourably on the child's development.


Meltzer has clarified and deepened our view of this problem through his theory of the “aesthetic conflict”. According to him, in the very early stages of development it is important to consider the visual aesthetic impact perceived by the baby when it first emerges from the womb and makes contact with the world: “In the beginning was the aesthetic object and the aesthetic object, was the breast and the breast was the world” (Meltzer, 1986, p. 204). The aesthetic impact experienced in connection with the mother, with her external beauty centred in her breast and in her face, complicated by nipples and eyes, bombards the baby with an emotional experience that is passionate in its nature. In the same way the mother seems to be ravished by the beauty of her baby, and they both become lost in the reciprocal aesthetic impact.


This experience, which is very important for the child's mental evolution, then encounters conflict owing to the fact that it is able to see the goodness and beauty of the object in its exterior qualities, but is unable to know what is hiding inside it (Meltzer & Harris Williams, 1988, p. 22). The desire to know the inside – when aimed at discovering the good things – would constitute the basis of an interest in scientific research; whereas curiosity of a mainly intrusive character would produce an interest that is more oriented towards technology. The aesthetic experience that is not accompanied by a desire to penetrate the object would be the basis for development of the child's artistic qualities. “The impact of interferences such as prematurity, incubation, early separations, failures of breastfeeding, physical illness in mother or baby, reveal themselves in character development as unmistakeably as the ‘shakes’ in a piece of timber mark early periods of drought” (pp. 25-26).


According to Meltzer, autistic children are not so much disturbed by the absence as by the presence of their maternal object, whose beauty is simultaneously ravishing and perturbing, yet not sufficiently responsive and attentive for them. They are concerned about the interior of the object, which appears so inscrutable owing to the contrast between its external beauty and its expected internal benevolence. “It is necessary to plead for [this] recognition because the period of maximal beatification between mother and child arises very early, soon to be clouded by varying degrees of post-partum depression in the mother and…the baby's reaction against the aesthetic impact” (Meltzer & Harris Williams, p. 26). In line with Bion's ideas, Meltzer underlines the pregnancy of the emotional component of this experience, which implies the existence in the child of a passion for life, a passion for human relations.


I believe that the problem of beauty is a vitally relevant consideration within the sphere of intervention with these very young children. Here one can see clearly how a child's “beauty and weight” are directly related to its viability.




The methodology of intervention


The words of Maria's mother, therefore, express the priority of her need to be helped to look at her very small girl not with the eye that sees death, but with the eye that – through a paternal intervention such as the one her husband was able to offer her – will encourage her to establish a unique, intimate, direct link with her child, through the possibility of recognizing in it the features of a pretty and vital girl. But this is not enough. Maria's mother adds again: “Listen to this, now: I also wanted to ask you how one can get in touch with a child even in such difficult conditions, when amongst other things, anxiety is also increased by the presence of so many machines that just scare you.“


These words help us to understand how important it is that mothers or both parents be allowed to live near their child for a large part of the day. Helped by the department's staff, parents must be placed in a position where they do not feel passive or tolerated but rather, cooperate in the assistance plan organized for their child. This means making them responsible in certain limited fields, such as allowing them to check the correct functioning of the equipment, the regular flow of infusional treatments and continuous feeding, and noting the child's possible responses. To illustrate this statement, I would like to cite the experience of the mother of a little girl born at 30 weeks, weighing 1.3 kg. In the follow-up visits, she told me that during the baby's hospitalization in the neonatal intensive care unit her husband had had nightmares, because he could do nothing to help her, unlike his wife, who gave the baby milk. He used to dream that “blood came out of his little daughter's nails, as though it was spilling out.” This was a distressing recurrent dream, which ended after he had had the opportunity to give blood to his daughter through a transfusion.
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