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GENDER IDENTITY DISORDER

by Sherryl Scott Heller, M.S.

Knowing one’s own and others’
gender is essential for our everyday
lives, 1t is one of the first pieces of
information that we encode when
meeting an individual for the first
time, and it can be very disconcert-
ing if that individual’s gender is
unknown.

There are three conceptually
different categories of psychosexu-
ality, The first category, gender
role, is defined as the individual’s
adoption of the behaviors that a
society or culture defines as
masculine or feminine (Zucker and
Green, 1992), Gender identity
refers to the gender that one
identifies oneself as being, that is,
an individual’s sense of him- or her-
self.  Finally, sexual orientation
refers to “whether a person is more
strongly aroused by members of his
or her own sex, the opposite sex, or
both sexes” (Bailey and Zucker,
1995, p. 43). Gender role and
gender identity emerge between the

ages 0of 2 and 4 years, whereas
sexnal orientation is apparent only
after puberty (Bailey and Zucker,
1995).

When the term gender role was
originally introduced by Money
(1955), it encompassed ail three
aspects of psychosexuality. Today,
this termn refers to those behaviors,
attitudes, and personality traits that
a culture defines as masculine or
feminine (Zucker, Bradley, and
Sullivan, 1992). The childhood
behaviors that are usually investi-
gated in gender role research
include the following sexually
dimorphic behaviors: gender of
preferred playmate (same- versus
opposite-sexed), interest in rough
and tumble play, toy choices,
fantasy roles, and dress-up play
{Zucker, Bradley, and Sullivan,
1992). In adolescents and adults,
personality traits that demonstrate
gender differences (i.e., aggres-
sjon, nuriuring behavior, or
language and math skills) or reports
of sex-typed behaviors in child-
hood, are usually the focus of
gender role research (Zucker,
Bradley, and Sulliven, 1992).

Some researchers distinguish
between observed behaviors and -
knowledge when investigating -
gender role (Zucker and Bradley,
1995). Some evidence supports -
this distinction, As children grow
older, they become more flexible
in their kntowledge of gender role -
behavior; that is, they are more -
likely to recognize that males and
females can both engage in certain
gender stereotyped activities or
careers {e.g., soldier or nurse},
‘Their actual gender role behavior,
however, usually continues to be
sexually-dimorphic (Zucker and
Bradley, 1995).

Gender identity is proposed to
develop across three cognitive
stages; gender labeling, gender
stability, and gender consistency
(Beal, 1994). The first stage of
gender identity, gender labeling,
begins around the age of 2, when
the child learns to discriminate
between the sexes (Zucker,
Bradley, and Sullivan, 1992; Cross
and Markus, 1993). By three years,
most toddlers are able to identify
accurately their own sex and the
sex of other people. This distinc-
tion between men and women
appears to be dependent on appear-
ance (e.g., hair length, clothing
attire) rather than biological
information (Beal, 1994). Stereo-
typical beliefs about gender
behavior are also present at this age
(e.g., toy preference, color prefer-
ence, aggression, and job types). In
the preschool years, some sex-
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typed behaviors, such as same-sex
peer preference and aggressive
behavior, first appear (Fagot, -
Leinbach, and Hagan, 1986). More
specifically, in boys aggression

increases and in girls it decreases, and

both boys and girls begin to display
same-sexed peer preferences (Fagot
et al, 1986). Toddlers who are able to
label genders accurately adhere more
closely to the sex-typed behaviors of
aggression and peer preference,
suggesting that the knowledge of
gender increases one’s awareness of

. gender role behavior. However, early

sex-type learning can occur before
the use of gender language. Imitation
of same-sexed models, for example,
is not dependent upon a child’s level
of gender constancy—ithe understand-
ing that one’s gender cannot change
(Lott and Maluso, 1993).

Around 3 or 4 years of age
children begin to recognize that rhey
will stay the same sex over time; this
is termed gender stability (Beal,
1994). However, they still do not
recognize that biological sex is
permanent across situations (e.g., a
change in appearance), Preschoolers
at this stage still lack the understand-
ing that one’s sex is determined
biologically and not by outward
appearance. .

It is not until 5 to 7 years of age
that gender constancy occurs (Gouze
and Nadelman, 1980; Marcus and
Overton, 1978), Prior to the develop-
ment of gender constancy, children
understand that one typically does not
change sex, but they do not understand
that one cannot change sex, Gender
constancy is dependent not only on
one’s knowledge of the deterministic
nature of biology regarding sex, but
also on children’s increasing cogni-
tive capacities (Beal, 1994), Gender
constancy develops in association
with a child’s general level of
cognitive development. More
specifically, gender constancy has
been found to coirelate with perfor-
mance on the Piagetian tasks that

involve conflict between appearance
and reality {Marcus and Overton
1978). 'In general, once gender
constancy develops, a child's atten-
tion to same-sexed models and
avoidance of opposite-sexed behav-
iors increases,

According to psychoanalytic
theorists, the acquisition of gender
identity (i.e,, gender discrimination,
toy preference, activity level, peer
preference, and aggression levels)
occurs as a component of separation
and individuation and is likely
consolidated when object constancy,
and thus gender constancy, is achieved
(Meyer, 1982), :

- Sexual orientation appears to
emerge in men and women after
puberty (Bailey and Zucker, 1995),
Sexual -identity refers to the sexual
orientation that one identifies him or
herself as holding whereas one’s
sexual orientation is conceptualized
as being distinct from one’s sexual
identity. For example, it is possible
for an individual to be primarily
aroused by homosexual stimuli but to
identify himself-as a heterosexual
(Zucker and Bradley, 1995).

For most people, these three
behavioral categories of gender—
gender identity, gender role and
sexual orientation—are consistent.
Most women, for example, display
female gender role behavior, hold a
female gender identity, and maintain a
sexual orientation toward men.
Nevertheless, research on sexual
orientation and gender identity has
found that in some individuals these
three aspects of gender are not
consistent. For example, some men
who have a female gender identity
(e.g., male-to-female transsexuals)
may also have a male sexual orienta-
tion, that is, they are attracted to
women, ]

In childhood, 2 to 5 % percent of
the population exhibit cross-gender
behaviors and express the desire to
become a member of the opposite sex
(Bradley and Zucker, 1990). These
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children are diagnosed as having
Gender Identity Disorder. According
to the DSM-IV, the diagnosis of GID
requires that a child must “perceive
him or herself as of the opposite sex
or express dislike about his or her
status as a boy or girl and desire to
change sex,” as well as to display this
preference in a variety of domains
(Zucker, et al, 1992, p. 76).

Most parents report that the onset
of GID occurs during the preschool
years, however, the average age at
assessment is usually 7 to 8 years
(Bradley and Zucker, 1990; Zucker
and Green, 1991). By middle child-
hood, chronic peer conflicts and
social isolation occur in children with
GID, associated with the general
behavioral psychepathology (e.g.,
depression and social withdrawal) that
is part of the GID clinical picture
(Bradley and Zucker, 1990), The
greatest risk for post-pubertal gender
dysphoria is ameng children whose
families have a high tolerance for or
actually encourage their child’s cross-
gender behavior, thereby facilitating
the child’s fantasy (Bradley, 1985;
Bradley and Zucker, 1990; Zucker and
Green, 19921).

I has been reported that the
degree of family approval of the
child’s initial cross-dressing behavior
correlates with a composite measure
of cross-gender behavior at the time
of clinical intake {(Zucker and Green,
1991). As this disorder is even more
rare in females, little research on or
description of GID in girls is available
(Bradley and Zucker, 1990).

Follow-up studies have reported
75 to 100% of GID or feminine boys
become homosexual or bisexual as
adults (Bradley and Zucker, 1990;
Davenport, 1986; Green, 1985), The
occurrence of transsexuality has been
lower than would be predicted from
retrospective studies, but higher than
would be expected based on the
prevalence of transsexuality in the
- normal population (Bradley and
Zucker, 1990). Thus, GID appears to
be a “necessary but not a sufficient

factor in a transsexval outcome”
(Davenport, 1986, p. 511).

Research with this population has
focused on the traits or characteris-
tics of the GID boys, their peer
relationships, family characteristics
{especially parental relations),
characteristics of the mother, and the
mother-son relationship. Less
research has focused on' the father, but
the need for an investigation of his
characteristics and his relationship
with his son has been acknowledged in
the literature (Coates, 1990). The
biological factors associated with
GID in children have not been widely
studied, although there has been
research on transsexualism and
homosexuality in this area. Fora
review of the findings as related to
GID see Zucker and Bradley (1995).

Characteristics of GID boys
Parental report

Some GID children have been
reported to be extremely difficult to
manage as infants. This disposition
could contribuie to frustrating parent-
child interactions, and, in turn, a lack
of certainty in the child’s mind about
parental affection (Bradley, 1985).
Maternal report, as measured on the
Child Behavior Checklist, rate GID
boys high on both depression and
withdrawal scales (Coates, 1950).
Mothers of GID boys also report a
high incidence of separation anxiety
in their sons (Coates, 1990) and a
preference, in their sons, for female
playmates (Coates, 1990; Coates and
Person, 1985). Parents of GID boys,
as well as controls, were also found to
be more likely than a normal control
group to describe their infant sons as
physically aitractive (Bradley, 1985;
Zucker and Green, 1991; Zucker,
Wild, Bradley, and Lowry, 1993).

In one study (Zucker and Bradley,
1995), GID boys and girls between
the ages of 6 and 11 were found to
display a significantly higher level of
disturbance as measured by the CBCL
{parent report) than non-referred

children (including siblings). Also, -
GID boys between the ages of 6 and
11 were three times as likely as GID
boys 4 to 5 years of age to have
scores in the clinical range and GID
girls (6 to 11 vears) were three times
as likely to have scores in the clinical
range as GID girls 4 to 5 years old,
Although internalizing symptomatol-
ogy was the prevalent patiern for the
GID boys, the GID girls were found
to be high on both externalizing and
internalizing behaviors.

Characteristics of GID boys:
childreport

GID boys often score in the
clinical range on depregsion and
withdrawal scales (Coates, 1990; -
Coates and Person, 1985), GID boys
report feeling lonely and not liking
themselves (Coates, 1990; Coates
and Person, 1985) and that their
friendships are usually with girls and
do not last long (Coates and Person,
1985). In adolescence, these boys
report experiencing verbal abuse
from peers (e.g., being called “sissy”
or “faggot™) and a dislike for athletics
due to incompetence and having to
expose their body to other males
(Coates and Person, 1985).

A high rate of separation anxiety,
as diagnosed by the DSM-IIIR, has
been reported in this population
(Coates, 1990; Marantz and Coates,
1991 citing Lowry and Zucker,
1990). These boys have been
described by clinicians as being
extremely sensitive, having a poor -
tolerance for anxiety, and displaying
borderline or narcissistic personality
traits (Bradley, 1985; Bradley and -
Zucker, 1990; Coates, 1990; Zucker
and Bradley, 1995). GID boys have
been observed to display extreme
anxiety, ofien expressed in the form
of fearfulness regarding new situa-
tions (Coates, 1990), GID boys have
been observed to express a sense of
body fragility, thus avoiding rough
and tumble play and other typical
male activities (Bradley and Zucker,
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1990; Coates, 1990). Investigators
also have observed an unusual
vulnerability to separation and loss,
an unusual capacity to maintain
positive emotional connection to
others, and an unusual ability to
imitate others (Coates, 1990).

Family Relations:
Parental characteristics

Fathers of GID boys have been
found to be withdrawn, psychologi-
caily unavailable, and to have diffi-
culty relating to their sons (Bradley,
1985). Clinically, it has been re-
ported that the fathers of these boys
do not intervene to help their sons
with the anxiety that they often
display (Coates, 1990). One study
found that a high number of fathers, in
their sample of 12, suffered from
some type of psychiatric diserder
{Zucker and Bradley, 1995 citing
Wolfe, 1990). Projective testing
indicated that many of these fathers
also demonstrated object relations
impairments (Zucker and Bradley,
1995 citing Wolfe, 1990).

Mothers of GID boys have been
found to have more symptoms of
depression and to more often meet
the criteria for Borderline Personal-
ity Disorder than do mothers of non-
clinical control groups (Coates and
Zucker, 1988; Marantz and Coates,
1991}). In addition, mothers of GID
boys more frequently reported
feelings of unhappiness during their
pregnancy and the first three years of
their sons’ life than di¢ mothers of a
non-clinical control gronp (Coates,
1990). Prolonged maternal depres-
sion in mothers of GID boys often
relates to marital dissatisfaction and/
or the father’s frequent absences
(Bradley, 1985). -

Mothers of GID boys have
described themselves as impulsively
seeking companionship, oftentimes
becoming involved in intense volatile
relationships (Coates, 1990; Marantz
and Coates, 1991). They describe
their interpersonal relationships as
being dependent, manipulative,

hostile, and devaluing (Coates, 1990).
‘These women’s view of men was
found to be extremely negative and
filled with fear and anger; not surpris-
ingly, these women often character-
ized both their husbands and fathers
negatively {Coates, 1990). On the
Diagnostic Interview for Borderline
Personality {Gunderson and Kolb,
1978), mothers of GID boys, were
found to be vulnerable to transient
periods of depersonalization, brief
paranoia, and psychotically depressed
ideation (Marantz and Coates, 1991).
According to Coates (1990), .
mothers of GID boys tend to describe

normal boys as troublemakers, to
prevent their sons from playing with
them, to reinforce quiet, non-active
play and to prevent the motoric
activity and exploration typical of
young boys. Further, rough and.
tumble activities are viewed, by
mothers of GID boys, not only as
dangerous and viclent but also as
resulting in injury to the boys, the
mothers, and/or others.

Half of the mothers in one sample
spontaneously reported exposure to a
traumatic experience. It is unclear if
these women experienced extremely
siressful life events or more intense
reactions to stressful events (Coates,
1990). In the majority of cases, the
cross-gender behavior, of these
women’s sons increased in intensity
and consolidated as a disorder after
the traumatic events occurred (Coates,
1980).

Other research suggests familial
transmission of cross-sex-typed
behavior in families of boys with GID.
For example, mothers of feminine
boys were found to be more likely to
describe themselves as tomboys than

were non-clinical controls. However,
these two groups of mothers were not
significantly different on self-report
measures of their own sex-typed
behaviors in childhood (Green,
Williams, and Goodwin, 1985;
Roberts, Green, Williams, and
Goodman, 1987). Although no
significant differences were found
between the two groups of mothers in
social and sexual experiences in late
childhood and adolescence, within
group differences regarding social °
and sexual experiences were found,
More specifically, the degree of
cross-gender behavior in the GID

: boys signifi-
cantly and
positively
correlated
with the
extent of
their
mother’s
report of her
own adoles-
cent and young aduithood dating and
sexual experiences (Roberts et al,
1987).

Parental psychopathology and
marital discord have not been found
to differ between parents of GID
boys and parents of other clinic
referred children (Coates, 1990). The
specificity of parental pathology and
the development of GID in children
has not yet been investigated (Zucker
and Green, 1991). Although high
levels of depression and borderline
personality disorder have been found
in this materna! population (Coates
and Person, 1985; Marantz and
Coates, 1991), no study has com-
pared them to a clinical control

group.
Parent.child relationships

Some have suggested that GID
boys have an overly close relationship
with their mother, who also may have
gender identity problems, and a
distant relationship with their father
(Stoller, 1968; 1975; 1980). Yet
clinically, an unpredictable mother-
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child relationship has been found in
this population {Coates, 1990; Coates
and Person, 1985; Marantz and
Coates, 1991). On the Interview for
the Measurement of Symbiosis
(Summers, 1978), mothers of GID
boys had a parental style which
significantly impaired autonomous
development in their sons (Marantz
and Coates, 1991). These mothers
described themselves as being very
dependent on their sons, unable fo
separate from them, undifferentiated
from them affectively, intrusive and
controlling with them, and disapprov-
ing of their sons’ relationships with
other people (Coates, 1990).

Interestingly, mothers of femi-
nine boys were found to recall
spending less time with their sons
than the conirol mothers (Green et al,,
1985; Roberts, et al, 1987). Fathers
of feminine boys were found, as
predicted, to recall spending less time
with their sons from the 2nd to the
5th year than the control fathers
{Green et al,, 1985; Roberts et al.,
1987). Nevertheless, quantity of time
spent together is not necessarily
reflective of the quality of a relation-
ship between a parent and child.

Clinical studies involving GID
girls describe a mother-daughter
relationship in which the daughter
“disidentifies” from. the mother
(Zucker and Green, 1991). This is
argued to be due to parental devalua-
tion of femininity and overvaluing
masculinity (Zucker and Bradley,
1995; Zucker and Green, 1991). It has
been suggested that femininity was
devalued out of the daughter’s
inability to connect with her mother
because she perceived her mother as
weak or helpless. It is believed this
perception was due to the mother’s
own history of sexual abuse or
affective disorder (Zucker and
Bradiey, 1995). Thus, the pattern of
parent-child relations with GID
children appears to differ for boys and
for girls,

The unpredictable relationship,
noted clinically, between GID boys
and their mothers (Coates, 1590;

Coates and Person, 1985; Marantz and
Coates, 1991), appears fo induce
separation anxiety in the GID boy
(Coates and Person, 1985), In an
environment containing a depressed,
dependent, and conirolling mother, a
withdrawn father, and family dysfunc-
tion, it has been posited that cross-
gender behavior develops in an
attempt to alleviate anxiety. A young
boy who is anxious, timid, and fearful
resorts to imitation as an aftempt to
restore ties with the “absent” mother
{Coates, 1990; Coates and Person,
1985; Zucker and Bradley, 1995). In
this preoperational phase of develop-
ment, imitating Mommy becomes
confused with having Mommy
{Coates, 1990; Coates and Person,
1985). This serves to decrease the
anxiety generated by the absence of
mother. " Stress within the families
{e.g, parental fighting, or a single
traumatic episode), threatens the
child’s sense of self (Bradley, 1985}
and his self-fusion with his mother
alters his gender representation
(Coates, 1990). This hypothesis is
supported by the finding that about
60% of GID boys meet the DSM-III
criteria for separation anxiety
disorder (Coates and Person, 1985;
Marantz and Coates, 1991 citing
Lowry and Zucker). However, most
boys diagnosed with separation
anxiety disorder do not develop GID
(Zucker and Green, 1991). Thus, the
exact relationship between GII and
separation anxiety remains to be
elucidated, -

Overall, GID boys describe
themselves as depressed and lonely.
They have also been observed to be
unusually timid, anxious, and highly
attuned to others, Mothers of GID
boys report symptoms of depression
and difficulty in maintaining healthy
relationships with their spousss. In
self-report measures, they depict
themselves as holding negativistic
views of men and as wanting to
prevent their sons from exhibiting
typical male levels of activity. These
mother’s report being highly depen-
dent on and undifferentiated from

their sons. Their maternal behavior
appears to be unpredictable and highly

~ anxiety-provoking for these young

boys. Father-son relationships are
described as distant, '

Treatment

In addressing the treatment of
children with GID, there is debate not
only on the method of treatment but
also about the goals of treatment.
Those clinicians who believe that it is
appropriate and ethical to ireat the
child in an attempt to eliminate their
cross gender behavior fall into to
groups: those who advocate behavior
therapy and those who advocatea
psychodynamic approach. These two
theoretical approaches will be
described briefly, followed by a
discussion of research questions.

Those who believe that the
therapeutic intervention should focus
on eliminating the cross-gender
behavior argue that this is the ethical
choice for several reasons (Zucker
and Bradley, 1995} (1) reduction of
social ostracism, (2) treatment of
underlying psychopathology to which
GID is viewed as secondary (e.g., -
anxiety; dysfunctional family dynam-
ics); (3) prevention of transsexualism,
given the emotional distress and '
physically and socially painful
measures often taken by adult
transsexuals to alter their biological
sex so as to match their gender
identity, and (4) more controversially,
the prevention of homosexuality.

Although not viewed as a mental
disorder, it is argued to create social
difficulties in an unaccepting culture
and by some as immoral, Obviously,
this fourth rationale is debated
vehemently in the literature.

The behavioral approach to GID
follows a social leaming perspective
and relies on general learning
principles to explain behavior (L.oft
and Maluso, 1993). This perspective
argues that children learn gender roies
via reinforcement and observation.
Furthermore, it is maintained that sex
differences in behavior exist because
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males and females are differentially
reinforced for sex-typed behaviors
(Beal, 1994). Social leamning
theorists view gender as a social
category that is consiructed via
cultural contingencies (Lott and
Maluso, 1993), Behaviors known to
be differentially reinforced depending
on the sex of the child include: toy
preference, success and failure,
independence, aggression, and verbal
communication (see Beal, 1994 for a
review). For example, boys receive
more positive peer feedback for high-
activity play than girls (Fagot, 1984a),
and both peers and teachers are more
likely to attend 1o the aggressive
behavior of boys than of girls (Fagot,
1984b). '
Children can assimilate informa-
tion regarding gender roles through
observing and imitating others. Once
acquired, however, the appropriate
reinforcing conditions are necessary
for the behaviors to be maintained
(Lott and Maluso, 1993). Further-
more, research has demonstrated that
children are capable of storing
information from observation and that
imitation is not necessary for -
information storage (Bandura, Ross,
and Ross, 1961). Thus, for social
learming theorists, role models are
believed to be important sources of
information on gender behavior.
Same-sexed parents act as role
models, especially in regard to.
gender-typed behavior. Some research
suggest that children whe live with
their same-sexed parent seem to be
better adjusted in their social devel-
opment {Sanirack and Warshak,
1979). Four year old boys who were
raised without a father were found to
be more likely to play with gender
neutral toys, less aggressive, and less
likely to engage in rough-and-iumble
play (Beal, 1994; Biller, 1981;
Stevenson and Black, 1988). Thisis
believed to result from a lack of a
role model, and also from differential
reinforcement of sex role behavior.
For example, single mothers are more
protective and less concerned with
stereotypic play compared to mothers

who are married (Beal, 1994; Biller,
1981; Stevenson and Black, 1988),
Father absence also affects girls’
social development. - Adolescent girls
whose fathers died were observed to
be anxicus and inept around males,
whereas girls without fathers, due to
divorce, were sexually assertive
{Hetherington, 1972; Stevenson and
Black, 1988). This difference may be
atftributed to the difference in
maternal role models: women who are
divorced are more likely to date than
are widows (Belsky, Steinberg, and
Draper, 1991; Booth, Brinkerhoff,
and White, 1984; Hetherington,
1972).

Interestingly, mother absence has
not been found to have much of an
impact on gender role development.
However, children are more likely to
have frequent and regular contact with
their mother even when the father is
awarded custody (Beal, 1994,
Sanfrock, Warshak, and Elliot, 1982),
Beyond parents’ role as models of
sex-typed behavior, the way parents
relate to each other and other persons
provides informatien on cultural
expectations for sex-typed behavior
(Lott and Maluso, 1993},

Thus behavior therapists focus on
extinguishing cross-sex behaviors and
reinforcing same-sex play. It is
unclear if one’s internal gender
scheme is altered or if this ireatment
generalizes to other situations (e.g.,
when the parent or clinician is not
present) (Zucker and Bradley, 1995).
To date there is no long-term follow-
up study of the effects of this type of
treatment (Zucker and Bradley,

1995). The longest follow-up in the
literature is 51 months after treatment
{Rekers, Kilgus, and Rosen, 1990)
which reportedly accounted for 20%
of the variance in the change score.

Int the psychoanalytic literature,
there are two major theories of
transsexuality, One, the conilictual/
defense hypothesis (Stoller, 1968;
1975; 19803, argues that this gender
dysphoria occurs as a result of an
intense childhood conflict with the
maternal figure. This conflict is

believed to involve neglect or
abandonment, exposure to trauma, or
early seductions (Zucker and Bradley,
1995). Most of the psychoanalytical
literature on gender disorders
involves case reports rather than
empirical research, and focuses on
castration or separation anxiety
(Friedemann 1966; Lihn, 1970; -
Meyer, 1982; Stoller, 1985). In brief,
it is hypothesized that the anxiety -
created by the threat of maternal .
abandonment is relieved by creating a
closeness to the mother through
cross-gender behavior (Coates, 1990;
Ovesey and Person, 1973; Zucker and
Bradley, 1995). ‘Thus, what once -
reduced the anxiety related to
attachment insecurity/conflict leads
to a gender conflict in later life.

Conversely, in the non-
conflictual theory (Stoller, 1968;
1975; 1980), the mother is hypoth-
esized to have a very powerful penis
envy and views the male child as her
phallus, This is believed to lead to a
blissful symbiosis between the
mother and son. The young boy
progresses normally through the
separation-individuation phase of
development, except in the area of
gender identity, The male child’s
femininity develops out of this
symbiosis and is positively reinforced
by the mother. According to the non-
conflictual theory of transsexuality
(Stoller, 1968; 1975; 1980), the
young boy does not experience an
oedipal phase of development because
the relationship with his mother
prevents the development of any
masculinity, the father is excluded
from the relationship, and there is no
masculine identification,

The psychoanalyst focuses on the
parent-child relationship, and often
times on the loss of the mother —
due to her death or an emotional
withdrawal refated to some traumatic
experience (Zucker and Bradley,
1995). Although some theorists have
described treatment involving a focus
on individuation that is necessary due
to the overly close relationship
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between the mother and son (Zucker
and Bradley, 1235), others advocate
that the therapist attempt to increase
the father's involvement in his son’s
life. Some argue that it is also
important to foster a relationship
between a male therapist and the
young boy in order to facilitate the
development of a masculine identity
(Green, Newman, and Stoller, 1972).

Currently, there is debate as to
whether it is indeed ethical to attempt
io eliminate a child’s cross-gender
behavior based on the four rationales
listed previously. Some therapists
and members of the transsexual
community argue that attempting to
change the behavior will not eliminate
the “disorder” and will further damage
the individual. These individuals
suggest that society be educated on
GID and transsexuality and that
therapy focus on helping the indi-
vidual adjust to society’s respoise to
their behavior. It is argued that the
depression and anxiety seen in these
individuals do not lead to the “disor-
der,” but rather result from society’s
stigmatizing and condemning re-
sponses to the individual.

Future Research

Formalized evaluation and long-
term follow-up on the various
therapeutic models of treatment
needs to be undertaken, not only to
determine the best mode of treatment
(behavioral versus psychoanalytic) but
also to determine if attempting to
extinguish the cross-gender behavior
is indeed the best course of action.
At this point, it is still unclear if
general psychopathology leads to GID
or vice versa or if some third factor is
responsible for both. If general
psychopathology leads to GID, then
treating the cross-gender behaviors
would not necessarily lead to a
healthy child. Furthermore it is
unclear if the psychopathological
characteristics noted in this popula-
tion and the adult transsexual are due,
in part, to social osiracism.

From a psychosocial perspective,
the maternal and paternal relation-
ships and their dynamics are essential
aspects of development, including
gender development. However, in
regards to the development of both
transsexualism and transvestism, the
extent and specificity of parental {or
societal) influence is not yet fully
understood. Further, the transactions
of biological, relational, and cultural
influences on development of gender
and associated disorders need to be
elucidated,

An individual’s experiences from
birth to 48 months of age appear to be
uniquely important in influencing
one’s gender identity and one's
attachment to the primary caregiver.
How or if these two domains of
development relate or interact with
each other has yet to be determined,
How children who suffer separation
anxiety differ from children who
suffer from both separation anxiety
and GID or GID only also needs to be
investigated.
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by Rifkat Muhamedralimoy

In 1998, an innovative group of
scientific workers under the supervi-
sion of Professor L.S. Chistovich at
the I.P. Pavlov Institute of Physiology
of the U.8.8.R. Academy of Sciences,
initiated work on the organization of
a social program in Leningrad
directed at the diagnosis and training
of children at an early age.

In that same year in Leningrad, as
in all of Russia, for the first time in
post-Communist period, the possibil-
ity arose to conduct democratic
elections for members of regional
and city Soviets. A group of employ-
ees from the Institute of Physiology
began to support and participate in the
work of the association Democratic’
Election of 1990, The results of the
election indicated that a large group
of people were oriented towards the
implementation of democratic
changes in society. Many were
elected to be deputies of the Soviets
and members of various commissions
and committees. These derocratic
changes included a shift of pelicy in
relation to socially unprotected layers
of the population.

In 1991, the mayor’s office of
the city newly renamed “St. Peters-
burg,” ordered the development of a
draft of a social program for disabled
infants and toddlers. In June 1992,
the status of the city prioritized social
program was conferred upon the
program of Infant-Toddler Habilita-
tion created by the initiative group
under the leadership of Professor
Ludmila Chistovich and her daughter,
Dr. Elena Kozenikova.

Followihg this, intensive work
was directed at an information search
and summary, the analysis of the
traditional Soviet system of services
for disabled children, and comparison

of this system with foreign ones.
Intense collaboration with foreign o
specialists first led to the appearance
of support groups transformed in
Sweden into the Friendly Support
Association of the Infant-Toddler

) Habilitation program, and as a result,

to the creation of an International
Council of Expetts on the program.
At that time Professor Arne Risberg
of the Royal Institute of Technology
in Stockholm, Sweden, was the first
president and director of the Swedish
department of the Council, and
Professor Michael J. Guralnick,
Director of the Center on Human
Development and Disability, Univer-
sity of Washington in Seattle, was the
director of the American department.
The initiating group of people
began at once creating a social
program. They organized the non-
governmental creation of & social
program, and they organized the
nongovernmental Early Intervention
Center with Dr. Elena Kozenikova,
director and Professor Ludmila
Chistovich as scientific director. An
interesting work started at the new
Centre in terms of standardization of
new diagnostic tools and habilitation

programs for the Russian society, e.g.

an infant and young children assess-

ment system based on the Kent Infant.
Development Scale (Reuter and
Reuter, 1990) and the Child Develop-
ment Inventory (Ereton, 1992). The
BOEL-screening test, developed by |
Karin Stensland Junker in Sweden was
also incorporated in the diagnostic
tools. In 1993, the Center was
transformed into the Early Interven-
tion Institute with the tasks including
continuing the Infant-Toddler Habili-
tation social program, organizing .-
courses for training and unprovement _
of qualifications for professmnals
who were going to work in this field,
and conducting scientific research on
early intervention. During the next
several years, the Institute orgamzed a
large number of seminars and
meetings with early intervention
professionals from Sweden, Norway,
and the USA, _
In July 1992, in the city soci_a_ll
program, a-Russian-Swedish Lekotek
was opened under the leadership of
Rifkat Muhamedrahimov. This center
was the first of its kind in Russna_ and
provided a district family-centered
early intervention program for 0-3

~ years old children with special needs.

Previously, these children had been
assessed and diagnosed in the Early |
Intervention Center. The work of the
interdisciplinary team of the Lekotek
atternpted to combine the main
principles of socio-pedagogical
programs for disabled infants and
their families developed in U.S, early
intervention programs (Public Law
99-457, part H, 1986, 1992) and in
Swedish habilitation centers and
lekoteks (Stensland Junker, 1971;
Bjorck-Akesson, Brodin, 1991). In
addition, the effort was made to
implement the ideas and propositions
of the early psychotherapy interven-
tion developed by infant mental health
professionals (Fraiberg et al., 1975;
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Lebovici, 1983, 1992; Cramer &
Stern, 1988; Stern, 1992, 1996),

In June of 1994, a group of
people from the Early Intervention
Institute and Russian-Swedish
Lekotek, took part in the WAIMH
Riga Conference on the Mental
Health of Infants, Children and
Parents. This meeting provided a
fortunate opportunity to meet a
number of WAIMH professionals, and
to learn about new ideas and ap-
proaches in the field of infant care.
We were able to exchange ideas and
approaches with colleagues from
Latvia and other Baltic Countries and
from different parts of Russia. With
the help of the Organizing Committee
and its Chair, Kaspars Tuters, we had
an opportumty to present the St,
Petersburg program to our col-
leagues.

The impression and mﬂuence of
the Riga-WAIMH Conference to the
work that followed in St. Petersburg
was outstanding. It had a beneficial
effect on the understanding of the
infant mental health issues (especially
the possibility for using new early
psychotherapy intervention ideas and
approaches in the program for
disabled infants and their famikies), as
well as on the organization of a new
professional association. For the
successful development of Infant-
Toddler Habilitation social program
in St. Petersburg, it was necessary to
create model early intervention
services and to organize their interac-
tion with one another in the frame-
work of a single program, This was
large]y completed by the Spring of
1994, It was also necessary to
prepare employees for work in model
services and to prépare new profes-
sionals, as well as to create a Hew
association, uniting professionals of
various spheres of early intervention.
Afier the Riga Conference, we
decided to approach this goal by
trying to organize in St. Petersburg a
regional professional association for
infant mental health. '

In the spring of 1994, the work of
the St. Petersburg Early Intervention
Institute and Lekotek was approved by
the American Association for the
Advancement of Sciences (AAAS) and
the American Psychological Associa-
tion (APA). In July of 1994, after the
Riga-WAIMH Conference, with the
help of Elizabeth Tuters, Rifkat
Muhamedrahimov was invited to join
the Canadian Group for their.Study
Week at the Anna Freud Centre. In
August, as the AAAS/APA Fellow, he
visited the United States. The "
Fel lo_wsh_lp_ __Pr_ogram outside of the
APA offered the possibility of .. -
traveling to and becoming familiar
with faculty at the Louisiana State
University Medical Center, Division
of Infant, Child and Adolescent
Psychiatry, and the Louisiana Infant
Mental Health Association; the
Univegsity of Colorade Health
Sciences Center, Department of
Psychiatry, Program for Early
Developmental Studies; the Univer-
sity of Washington Child Develop-
ment and Menial Retardation Center;
and to participate in the Continuing
Education Program, “The World of
Infant Research and Adult Psycho-
therapy” with Daniel Stern. Local
hosts, WAIMH President, Professor
Joy D, Osofsky, WAIMH Vice-
President, Professor Robert N. Emde,
CDMRC Director, Professor Michael
J. Guralnick, and Professor Daniel N,
Stern were very kind to provide the
opportunity of getting to know first-
hand up-to-date studies and informa-
tion in the sphere of infant develop-
ment and early intervention,

As a result of one year Post-
Fellowship activity, the 5t. Petersburg
Association for Infant Mental Health
was approved and received the legal
status of a professional non-profit
association, In June of 1995,
WAIMH President, Professor Joy
Osofsky, and Chairperson of the
Local Organizing Committee of the
WAIMH Sixth World Congress,
Professor Tuula Tamminen, visited St.
Petersburg to meet people from EEI,

Lekotek and the new regional AJMH,
and present about WAIMH and infant
mental health issues. This was .
another turning-point — the accep-
tance of the St. Petersburg AIMH as a
WAIMH Affiliate group and participa-
tion in the Sixth World Congress was
discussed. Very soon, with the
support of Joy Osofsky and Tuulg
‘Tamminen, the proposals to the
Program Committee of the Sixth
World Congress for organizing &
sympeosium entitled, “Early Interven-
tion in the New Independent State
{NIS) of the ex-Soviet Union” and a
video presentation, “Infant Interaction
in the Orhanage” were made.

In the autuman of 1993, WAIMH
Past President, Professor Serge
Lebovici, WAIMH Francophone
President, Professor Bernard Golse,
with the group of people from '
WAIMH in France visited St. Peters-
burg to get to know the situation with
child care, to meet professionals
from different Institutes, and to
present on mental health issues.
Having the very busy scheduls with
many meetings and visits to institu-
tions, they kindly found an opportu-
nity to observe the early intervention
program in Lekotek, In December of

" 1995, Rifkat Muhamedrahimov and

Elena Kozenikova were invited to
Paris by thé “Central and Eastern
Burope Commission” (Professor
Dominique Cupa-Perard) to partici-
pate in the Group WAIMH
Francophone Conference and together
with colleagues form Eastern and
Central Europe to be acquainted with
the French child mental health
professionals and their work.

In 1995-1996, the group of
people, including psychologists of the
EII Child Psychotherapy Department
and the staff of the Lekotek com-
pleted the Foundation Course in
Psychological Development and
Disorders of Childhood, organized in
St, Petersburg by professionals from
the Anna Freud Centre (L.ondon) and
the EIT Child Psychotherapy Depart-
ment. The Course Coordinator in
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London was Dr, Rose Edgeumbe and
in 8t. Petersburg — Dr. Nina
Vasilieva, The course provided an
opportunity for former soviet
professionals to lock into the new
psychoanalytic theory of normal
emotional development of children
and pathology, as well as for the first
time to present and analyze the cases,
especially the cases of infants with
special needs, disabled infants,

[n May of 1996, St, Petersburg
AIMH held a city conference con-
cerning different aspects of infant
mental health problems, briefly
presented by the feaders of AIMH:
“Diagnostic Classification of Mental
Health and Developmental Disorders
of Infancy and Early Childhood (The
Zero to Three Diagnostic Classifica-
tion), “Infants in the Orphanage,”
“Mother and Fetus,” “Psychoanalytic
Concepts of Infant’s Inner World,”

“Pedagogical Services in Early
Childhood,” “Infants Habilitation —
St, Petersburg Early Intervention
Program.” It was very interesting and
fruitful to combine and discuss all
these themes in one conference, and
to examine the different sides of the
same multidisciplinary infant mental
health issues. Living in the same city
and sometimes working in the same
place, presenters referred to different
theories of infant development and
argued the necessity to develop
different early intervention ap-
proaches. For example, early parent
education program or early parent-
infant interaction oriented psycho-
therapy. These differences are very
important for the development of
early intervention in St. Petersburg
and Russia, reflecting the multitude of
early intervention approaches. This
kind of activity also provided an

opportunity for every professional to
select from the large stream of the
new child development and early = ©
intervention information available in
western literature (or seminars and -
workshops provided in St. Petersburg
by the wide range of professionals” -
from different countries). '

1t is our hope that the experience
of the EII, Lekotek and St-Petersburg
AIMH will be helpful for profession-
als and initiative groups to start and
develop new programs of care,
intervention and prevention for infants
with special needs in Russia and other
New Independent Republics of the ex-
Saviet Union. ' S

Editor's Note: Rifkat
Muhamedrahimov is head of the
Fabilitation Department and Head
of Lekotek at the Early Intervention
Institute in SI. Petersburg, ;

President's
Perspective

Yvon Gauthier

In a workshop in which { was
recently involved, the two following
cases were presented for discussion:

Case #1. A young woman arrived
in a state of panic to a maternity ward,
bearing in her a womb a dead child.
She has learned this awful news five
days before on a Friday, from an
obstetrician whom she did not know
becanse her own doctor was on
vacation, She was told to come back
to see her own obstetrician on
Monday, and that her child would be
delivered “next week.” Following
this, she tried unsuccessfully to get
help from professionals (psychiatrist,
family physician) who did not seem to
understand her anxiety of carrying

within her a dead child and rather tried
to minimize the importance of what
was happening to her. Her husband,
however, had tried to provide her with

. some support.

A midwife greeted her at the
hospital and succeeded in calming her
anxiety by explaining gradually all the
steps leading to the delivery of her
child, When the patient expressed her
fear of seeing her dead child after
delivery, which had been presented to
her as a necessity so that she would
really mourn him, the midwife
decided to ask the child psychiatrist
for a consultation, Work done with
this patient in the following days
revealed that the warm support
received from the whole team all

throughout this experience awakened
the emotional deprivation of this
woman in her relationship with her
own mother, who was present all
throughout the postpartum but could
only talk in terms of, “You will get
another one; it is not so serious.”

Two very specific problems are
tied to the birth of a dead child and
have to be delicately approached: to
see or not to see the dead child, and
how to have the child put in the grave,
It is around this second problem that
the mother realized that she did not
want her child to lie near her father,
thus revealing the ambivalent relation-
ship that she had with him. Psycho-
therapeutic work was mostly centered
on the clarification of what belonged -
to the mourning of the lost child, and
what rather belonged to a conflictual
past awakened by this event. The
midwife was seen as playing the
essential role of “container” of the
anxiety, whereas the child psychiatrist
allowed the emergence of a con-
flicted and unresoclved past.
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Case #2. Another young woman,
mother of a first child, was pregnant
again. Her history revealed four
previous episodes of delirious
outbursts, and she was being followed
by a psychiatrist, Nevertheless, her
obsteirician was most anxious that
this new pregrancy would disrupt this
patient’s equilibrium, On her own,
this patient went to an “Early Infancy
Unit” to obtain help in becoming a
mother for this new child. She had
much difficulty in describing what
went on in her mind, particularly
around her personal history. It was
only when her therapist took the
initiative of a meeting between the

obsteiricians, the patient and herself, .

that the patient was reassured by this
“containment” by the team. Then, she
could finally approach the problem of
her relationship histery, specifically,
her parents’ divorce when she was 12.
She learned to differontiate between
this new child and these parental
images that she otherwise was
tempted to project upon him.

This is the kind of clinical
material that infant mental health
professionials who work in obstetrical
wards expected to encounter. Several
experiences have been published,
whether they were research or clinical
endeavors, showing the importance of
a psychological presence in obstet-
rics. Around 1975, in Montreal, at
Ste-Justine Hospital where I work, I
believe it was unustial, and probably
before its time, that the chief of
ohstetrics asked the help of a full-
time psychiatrist as consultant, to
help them understand not only
postpartum depressions and psycho-
ses, but clinical situations such as
threatened premature labor, severe
vomiting, death of a child or hypotro-
phy. The experience of Monique
Bydlowski in Paris is another instance
of a close collaboration between

-obstetrics and psychoanalysis which
started some 20 years aga, Francoise
Molenat in Montpelier (France) is
also conducting a most interesting
experience of close collaboration

with obstetrics (cf. Signal, vol 3, no.
i, 1995). - .

Such a psychological-psychoana-
Iytical presence in obstetrics already
has brought several interesting
results, Our knowledge has certainly
considerably increased rather than
staying at the level of reconstructed
theory, Mothers' verbalizations
which were felt by early clinicians to
be expressions of borderline pathol- .
ogy have now %ome to be seen as
unusual, but normal accessibility to
unconscious processes, 1 affects and
memories which are not usually
available to the conscicus mind—a
phenomenon observed by several
clinicians and described under
different names: “transparence
psychique” (Bydiowski), “permeabil-
ity of the unconscious” (Raphael-
Leff), “inconsient z fleur de peau”
(Lortie), “fluidity of deeper layers of
affective life” (Molenat). There also
seems to be a capacity for change
which is quite different from other
perieds of life. The regression to the
image or to the reality of the mother
has also been observed, as a source of
conflicts which have never been
completely resolved and now come
back to the surface, as for a definite
resolution.

Many authors are now describing
this period as a developmental crisis,
a “reamengaement d’identite.” The
birth-of & child is a very.special time,
for the mother and for the couple, and
we seem to begin to realize that we
should much more use this opportu-’
nity for the kind of therapeutic andfor
preventive work that can be done’
during these sensitive months.

Several methods and techniques
are being explored for efficacy. Of
course, a classical psychotherapeutic
approach can be used. Usually, itisa
brief-term therapy, conducted before
the birth of the child, preventing the
projection on him or her of these
unsolved conflicts, as seen in these
two vignettes previously reported, It
can also take the form of a beginning
awareriess that there are unresolved

probiems which have never really -
been worked on, which will lead the
patient to come back later, after the -
birth of the child, once the child.
leaves her some leisure! :

I have been able to observe that
very often work can be achieved only
after a close collaboration of the -
infant mental health professional has
been deveioped witl: the professionals
who are taking care of pregnant - -
women at all stages of the procreation
process. In many cultures, it is not -
the obstetrician who is the front-line
waorker, but a nurse, a midwife, and it
is these women who can be the main
instrument for reaching mothers . -+
whose pregnancy has awakened some .
unsolved psychological difficulty, -
The obstetrical world is a very
complex one, and if one can function
in a classical way in some places, one
has to be aware that often one has to
lean for & long time on front-line
workers, whose intervention can be
sufficient in itself or necessary to
open the door to a deeper approach
later. U '

This is especially true of vulner-
able women whose. traumatic child-
hood or adolescent experiences make
the approach fo motherhood very -
difficult. With them, 1t is particularly
important to offer a milieu which is
most “containing” (in a Winnicottian
sense), without necessarily offering a
direct psychiatric. intervention.

How long can all of this continue
to be done, in the midst of hospital
reforms which in many countries try
to decrease at the most minimum the
Iength of stay of women in obstetrics?
This is a threat which certainly
decreases possibilities of early
detection of problems, or follow-up
in hospitals of major anxieties. We
will have to make sure that prenatal
and postnatal teams, working with
outpatients are sensitive not only to
problems of physical health and
development, but also to old and
recent conflicts which may easily lead
to failures of interaction with the new
child.
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WAIMH WORLD CONGRESS:
How Often? '

Enclosed in this newsletter is a
survey authorized by the Executive
Committee. The survey asks for your
advice on an important decision that
the Executive Committee must make
in the coming months. The decision
concemns the frequency with which
WAIMH conducts its World Con-
gress,

When WAIMH was organized
from its two parent organizations, it
added 2 (IAIMH met biennially) and 3
(WAIPAD met triennially) and came
up with 4. In Tampere we ran into a
difficult situation concerning the
bylaws that regulate election of the
officers of the association. Our by-
laws require the members of the
Board of Directors to be elected by
the membership of the asseciation.
The Beard of Directors , then, is
required to elect the officers of the
association. For an international
organization of over 1000 members
from 30-40 countries, the by-laws
assure democratic election of the
members of the Board, while simulta-
neously assuring an organizational
structure that allows business to be
conducted in a timely and efficient
mannet, In Tampere, however, we

discovered a problem with the by-laws
that prevented voling on the officers
until after the business meeting. But
the business meeting took place late
in the congress and did not allow
adequate time for the new board to
elect its officers. This fall you will
teceive a ballot requesting a change in
the by-laws that will correct the
sequence of events and will assure
broad based member.input to the
election of Board members. The by-
law essentiaily allows for the ‘elec-
tions to take place months prior to the
World Congress, via mail ballot, and,
therefore, will allow election of the
officers to take place at the meeting
of the Board during the World
Congress, So, look for the ballot in
The Signal this fall.

As the By-laws committee
discussed WAIMH's organizational
structure it became unceasingly clear
that the commitiee sensed that the
world infant mental health community

. needed to meet more frequently than

every 4 years. The advances in
clinical research and the need to keep
policy makers alert to infant mental
health issues, requires that the infant
mental health clinical and scientific
community assemble more frequently
than every 4® year.- The by-laws
committee strongly favored a biennial
(every 2 years) schedule, but also
wanted to have a sense of the mem-
bers’ preferences before making a
recommendation to the Board of
Directors, The survey is enclosed
with this copy of The Signal.

Ss_gm the Red Cedar

1 support the biennial schedule
for the reasons noted above, but also
because it will allow WAIMH to
become more directly involved with
scheduling of Regional Congresses
during the off years. Arguments that
having biennial meetings will inter-
fere with other society meetings just
do not hold up because other societ-
ies do not restrict the frequently with
which they hold conferences in order
not to conflict with WAIMH. Our
society exceeds 1000 members. We
altract 1200 plus to our world
congresses, with approximately 40%
of that total consisting of WAIMH
members. The need for clinical
training, for exchange of clinical
research, and for discussion of policy
implications of our work requires
more frequent attention if we are to
move the agenda of infant mental
health world-wide. Please respond to
the survey and share your opinion with
the WAIMH Board of Directors so
that they can make a decision that is in
the best interests of WAIMH mem-
bers and the world’s infants. If we
move to a 2-year cycle, this means
that we will issue a call for site
proposals for 2002 and 2004 immedi-
ately, Moreover, it means that the
Board of Directors will begin
assertive planning for Regional
meetings as early, perhaps as 1998,
Piease take a few minutes to send
your opinion to the WAIMH office
via mail, e-mail, phone, or FAX,

The survey is found on page 20.
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by Hiram E. Fitzgerald

The text that follows is that of an after dinner talk that I was invited to
give af the 1997 annual meeting of the Michigan Association for Infant
Mental Health. It is a personal rendering of historical events related to
the origins of WAIMH and the Infant Mental Health Journal. As many of
our readers may know, Joy Osofsky and 1 have agreed to co-edit a four-
volute handbook of infant mental health. One of the chapters I am
preparing concerns the history of infant memal health. This is a chapter
that requires broad interdisciplinary and international input. Iinvite
every member of WAIMI to send anything fo me that he or she considers
to be of historical significance. History is composed of evenis; but all
events have a personal, subjeciive story and I would like to include this
story as much as possible so that the historical record is niore than a
dispassionate fog of events. So, if you have any comments, any issues,
any perspectives or point of view that you would like to see represented in
the history of infant mental health, please send your materials (o me via
regular mail (WAIMH office), FAX 517 355-4565 or e-mail
Fitzger9@pilot.msu.edu. Of course, I bear final responsibility for what
eventually is included and what is excluded from the historical record. [
look forward to receipt of all of your suggestions. In the meanwhile, here
are my dinner comments sans the really snazzy overheads that Tused to

illustrate the events described,
MAIMH's World direct result of decisions made by two
pioneering women in infant mental
health, a duo that exemplifies one of
MAIMH’s historic concerns, namely,
the link between clinical infant
tesearch and publie policy, Of
course, | am speaking of Selma
Fraiberg and Betty Tableman.

In 1972, Fraiberg had established
the Child Development Project at the
University of Michigan in order to
develop a home-based intervention
model designed {o enhance the quality
of the mother-infant relationship. In
1973 and 1974, Tableman, via her
position in the Michigan Department
of Mental Health, persuaded Fraiberg

O this the occasion of your 21
annual conference, I bring greetings
and warm wishes to you from Yvon
Gauthier, President of WAIMH, the
members of the WAIMH Board of
Directors, and my personal greetings,
both as Executive Director of
WAIMH, but also as a long-standing
member of MAIMH. 1t is especially
fitting that I offer greetings from
WAIMH, because I was asked to
speak this evening on MAIMH’s role
in the internationalization of the
infant mental health movement.

MAIMH'’s role of course, is the

.. 'to train selected employees of
*‘community mental health agencies as
- part of her goal to implement infant

mental health services throughout
Michigan,. Thomas Taflan-Barrett was
a member of the second class to train
with Fr: alberg--he was also a graduate .

student at Michigan State Umversnty o

in the clinical psychology program. -
One day in 1976 Tom dropped by my '

‘office-he was shopping for a faculty

member to chair his dissertation
research, Tom had been working with
a ped:amc cardlologlst trying to
understand fajlure to thrive among
infants who had recewed corrective
heart surgery. Tom’s description of
the problem fascinated me, and [
agreed to chair his dissertation
research, which he completed in
1997. Tom often channeled our
discussions about causal influences
on non-organic failure to thrive to
Fraiberg’s work and it was from those
discussion that 1 first learned about
her training programs and the group of
clinicians who organized MAIMH.
By 1978 Tom successfully persuaded
me to become a candidate for the
MAIMH board. Well, [ was elected to
a two-year term of office and in 1979
attended my first meeting of an infant
mental health board of directors--
little did I know then how many infant
mental health board meetings were in
my future! C

That meeting, held on April 27,
1979, was historic because the
MAIMH Board approved two propos-
als offered by Jack Stack. The first
proposal was to establish the Interna-
tional Association for Infant Mental
Health and the second was to establish
the Infant Mental Heaith Journal as
MAIMH’s official publication, with
TAIMH having co-sponsorship as well
ay ownership of the logo that has
appeared on the cover of the IMHJ
since 1980. Human Sciences Press
was selected as the publisher with
Jack Stack as founding editor.
Michael Trout was selected by the
organizing IAIMH Board as jts first
President. Members of the MAIMH
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Board who voted to create both the
journal and the infernational associa-
tion were Michael Trout (President),
Ruth Szabo, Jack Stack, Ann Safer,
Judith Evans, Mary Scoblic, Stan
Garwood, Tom Barrett, Mary K.
Peterson, Barbara Banet, Alice Marie
Carter, and Hiram Fitzgerald.

By 1984 I had served a term as
president of MAIMH and of TAIMH,
had committed to serve as Executive
Officer of MAIMH and Executive
Director of IAIMH, and was deep into
infant mental health organizational
activities, One of those activities was
to serve as the linchpin for organiza-
tional change. During the first few
years the IMHJ subscription list grew
rapidly and the number of submis-
sions to the journal increased
proportionately. Jack Stack turned
the editorial duties over to Sharon
Bradiey-Johnson and things continued
to progress well. Then we encoun-
tered difficulties with the publisher.
Quickly publication of the journal fell
more than a year behind schedule,
gatley proofs came to the editor with
portions of one article appearing in
another, pages missing, and typos
rampant, Sharon resigned in frustra-
tion and mid year in 1984, Itook on
editorial responsibilities for the
journal. We also began negotiations
with Human Sciences Press to take
copyright control of the journal,
With the help of a small publishing
company in Vermont, Clinical
Psychology Publishing Company
(CPPC), we were successful in
securing copyright contro! of the
journal, and CPPC, Inc. became our
new publisher with a five-year
contractual commitment that was
renewed continually until Wiley’s
recent purchase of CPPC. Coinciden-
tal in time to the problems with the
Jjournal, I had invited Bob Emde to
present a colloguium to the Psychol-
ogy Department at Michigan State
University. I knew Bob from my
graduate school days at the University
of Denver when he was a resident in
psychiatry at the University of

Colorado Medical Center. Afier the
colloguium we had an active discus-
sion about all of the infancy action of
the day, IAIMH, National Center for
Clinical Infant Programs, Interna-
tional Society for Infant Studies, and
the World Association for Infant
Psychiatry and Allied Disciplines
(WAIPAD), for which Bob was about
to become President. We discussed
the possibility of having both IAIMH
and WAIPAD co-sponéor the IMHJ
and also discussed the amazingly
similar mission and objectives of the
two organizations. We also discussed
the possibility of Joy Osofsky as

editor of the journal, ‘We planned a
follow-up meeting to take place at the
biennial meeting of the Society for
Research in Child Development in
Toronto. So the courtship between
IAIMH and WAIPAD had begun,

The planning commitice that met
in Toronto consisted of Bob Emde
(President of WAIPAD), Richard
Barthel (President of IAIMH), Joy . .
Osofsky (future editor of IMHY),
Dolores Fitzgerald (IAIMH Adminis-
irative Assistant), and me. Needless
to say, our discussion went well and
not only did Joy agree to a five year
term as editor, I agreed to serve as
program chairperson for WAIPAD's
triennial congress in Lugano, Switzer-
land. Bob Emde played an especially
key rolle in bringing the merger
message to WAIPAD, Everything
was in place for board members in
both orgenizations to get to know one
another, Moreover, a committee was

in place to review possibilities for
merging the two organizations intp a
strong interdisciplinary and interna-
tional force for infant mental health.
We had a conception!

Prenatal development went
smoothly: During the first rimester
(1988) Joy was announced as editor
of IMHI (which I think she will
remain forever). During the second
frimester (1989) 1 was announced as
program chair for Lugano. During the
third trimester (1990) the by-laws
commitieo (Bob Emde, Joy Osofsky,
Hiram Fitzgerald, Sonya Bemporad,
Serge Lebovici, Yvon Gauthier, Justin
Call) presented its recommendations
to a joint meeting of the IAIMH and
WAIPAD in Chicago and the boards
and members of each association
ratified establishment of the World
Association for Infant Mental Health,
And 1 agreed to a 10 year stint as
Executive Director, with central
offices located at Michigan State
University! The merger retained the
Affiliate structure of JAIMH. During
its 11 ycars of existence, MAIMH’s
child, TAIMH organized Affiliate
associations in Texas (1980),
Delaware Valley and Ilinois (1981),
Mexico, Ontaric and Iowa (1982),
Virginal and North Carolina (1983),
Quebec and Maryland (1985),
Minnesota (1986), Maine (1987),
Australia (1988), New Jersey (1590),
Oklahoma (1991), and Nordic
Countries (1992). WAIMH has added
Louisiana and Greece (1993), France
(1994}, Kansas and Russia (1995),
United Kingdom, Netherlands, and
Germany-Austria-Switzerland (1996)
io the fold. In sum, WAIMH has
affiliate connections to 19 countries
and individual memberships in excess
of 30 countries. Currently we are
working closely with colleaguss in
South Africa, Kaly, Finland, and [srael

- to develop Affiliates in those coun-

tries.

WAIMH has matured as a parent
organization, but its basic goals are
consistent with those of all of its
Affiliates. Specifically, WAIMH
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* Promotes education, research, and
study of the effects of emotional
development during infancy on
later normal and psychopathologi-
cal development.

* " Promotes research and study of the
mental heath of the parents,
families, and other caregivers of
infants,

* Promotes the development of
scientifically based programs of
care, intervention, and prevention
of mental impairment in infancy,

+ Facilitates international coopera-
tion among individuals concerned
with promoting optimal develop-
ment of infants and their families.

» Maintains with MAIMH a video
library of films about infant
development, infant mental health,
and family relationship issues,

= Sponsors the Infant Mental Health
Journal and provides members
reduced rates for subscriptions,

= Sponsors regional and world
congresses devoted to scientific,
educational, and clinicai work with
infants and their caregivers.

So, the pathway that began as a
study group of Selma Fraiberg trained
students, employed in Betty Tableman
supported community mental health
settings, bumped into convergent
pathways, merged with them, and
played a key role in shaping what has
become the pre-eminent professional
association for clinical infant studies
in the world, WAIMH. We look
forward to many, many years of
continved strong relationships with
MATMH and we wish you well as you
address issues of concern to infants
and their caregivers in Michigan.
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o o
by Natalia Trenchi and
Miguel Chierro Aguerre

We had known him for many
years. We had read his books and
articles since we were studying to
become Child and Adolescent
Psychiatrists. Then in 1994, during
the IACAPAP Congress in San
Francisco, while attending a pre-
congress activity organized by
WAIMH, a conspicuous white-haired
man sat beside.us. We noticed that
everybody heard his opinions with
evident respect. Natalia read his name
badge and asked me: “Could he be
‘our’ Noshpitz?”

She meant the Noshpitz we had
read 50 many times: the one of the
books and articles. In fact, we had

- just read his Pathways of Growth.
Precisely, he was, “our*” Noshpitz.

When we introduced ourselves,
he showed great surprise at being read
so much in our country. Being 50
polite and friendly, he became
interested in Uruguay, our work, and
in us personally. We asked him to
visit and he accepted right away,

During the IACAPAP Congress,
we kept talking as we shared different
events. During the farewell party at
the Museum of Asian Art we had the
chance to meet Charlotte, his wife,
They made a charming couple, lively
and joyful.

In 1995 Joseph and Charlotte
came as guests to the Psychiatry
Congress in Uruguay. “The Uru-
guayan Adventure™ had it all, even
annoying misfortunes that were
overcome with his excellent sense of
humor. He ever made some keen
remarks about our reality and the way
we perceive it.

We spent many unforgettable
moments with them and Aidaand
Floreal Loy. Joe loved life and teok

pleasure in what it offered him every
moment. He made us stop to enjoy a
sky fuil of stars in spite of the cold,
and he dared to touch the sand with his
feet defying the severe Uruguayan
winter, We all appreciated his
Joviality, his fine sense of humor, his
culture, his fraternity,

We became friends sharing
stories, confidences, and jokes in
English, French and Yiddish, the
language he rescued from his memory
in order to communicate with Floreal,
We were 50 close that we could even
call him “Pepe,” the way all “Joses”
are called in Spanish,

Afier this visit, we corresponded
extensively, and found a sensitive,
communicative, and warm Noshpijz.
We enjoyed every letter we recejved,
He communicated in a spontanedus
and simple way, with a fine poetic
register full of precision, warmth and
humanity.

We were really happy when we
met again in 1996 in Tampere,
Finland, at the WAIMH Congress.
That would be cur last time together,
Joseph participated with us in the
ISAP Symposium and presented his
topic “Idealization.” He was so kind
that he gave il to us to be miblished in
Spanish in one of our scientific
Jjournals.

The Noshipitzes invited us to have
dinner with them, and we set our
agendas aside to share that moment of
being honored. We met at the door of
the Tampere Hall, and we video
recorded Joseph sending an enjoyable
greeting in Yiddish for the Loys in
Montevideo.

We walked together to the
Lutheran Cathedral where we appreci-
ated the decoration and enjoyed an
organ concert, Afier the concert,
while we were looking for a restau-
rant, Joseph perceived that Charlotte

was cold. He automatically took off
his coat and offered it to his sweet-

. heart, who accepted it, knowing she
- was well cared for.

- *That last dinner we could rejoice
once again with Joseph’s great
stories. As uvsual, there was good
humor, the pleasure of being together,
and Joseph's wise remarks. In the
midst of anecdotes, jokes, and
laughter, he made this reflection
about Infant Psychiatry. “Itis the
most relevant of all the sciences,
What would all advances of other
sciences, computers, and space
travels be worth without the human
being? Our discipline deals with
obtaining better human beings...and
we are closer to achieving that goal
each day.”

After dinner we all walked to
their hotel. When we arrived, they
insisted on walking with us to the
corner so they could see us get to
ours. We laughed at the absurd idea
of accompanying each other forever.
Then we said good-bye with fraternal
love, , .

Today, February 5, 1997, we are
on vacation some miles away from
Montevideo. We almost never go
back to our hometown, but, as if it had
been predetermined, we had to return
to find out the sad news: Joseph had
died some days before. '

The Noshpitzes had invited us to
visit Washington, their beloved
hometown, but reality changed our
plans abruptly. However, love and
memories bring us the hope that in
some blooming spring we will be
there and meet Joseph again, “our®
dear Noshpitz, “our” dear Pepe, to
continue a dialog that shouid never be
interrupted.

Editor's Note: _

Atlantida, Canciones, Uruguay,
1997, Miguel Cherro Aguerre is
Psychoanalyst and Professor of
Child Psychiatry ot the University of
Montevideo, Natalia Trenchi is a
Cognitive Behavioral Therapist in
Montevideo,
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Centenri V\g Ex pertise

by Carol Harding

: he current emphasis on
E client-centered or family
centered practice, research,

and service acknowledges the
importance of the client/family for
the successful outcomes of owr
efforts, Our attempts to place those
with whom we work in the ceter of
the work acknowledges that they offer
a necessary expertise. However, it is
unclear that we or they understand the
role of their expertise or how best to
collaborate in our joint enterprises. A
better understanding of expertise and
the ways we think about its function in
the service of families may assist us
in strengthening our well intentioned
approaches 1o centering expertise
around them.

“Expertise” can be assumed to be
a human construction and, similar to
the ways feminist scholars talk about
“doing gender” (Lorber & Farrell,
1991), humans can also be assumed to
“do expertige.” _

Humans, over time and within our
societies, construct what is meant by
expertise (and lack of expertise) and
construct ways to recognize it, label
it, and evaluate it. In addition, we
begin to act as if power and privilege
are assigned on the basis of con-
structs such as expertise and over
time, come to think about and act as if
a phenomenon such as expertise
exists as part of some exfernal reality.

With the development of profes-
sions such as physician, psychologist,

teacher, social worker, and lawyer,
expertise has come to be situated in
“the expert”—the professional whe
has a set of skills and a body of
knowledge ready to be dispensed to
those who seek her services. Re-
cently, however, many of our profes-
sions and the disciplines underlying
those professions have begun to
consider expertise as an activity
rather than as a person or a character-
istic of a person. Post-structuralist
thought provides examples of the
limitations of the role of the expert
and the ways in which the activity of
expertise must change as the,disci-
plines of social science undergo
paradigm shifts away from the
certainty, abstractions, and universals
of modemn, positivist science.

Ingram (1994) describes a
primary activity of expertise as one of
discovery: “The discovery of what is
meaningful in relationship is not what
is normative, standard, correct,
prescribed, coded, approved, or
experimentally reproducible™ {(p.
191). .
Rather than validating the
standards and norms thai “experts”
have employed in diagnosing and
remediating the “problem” we now
find our disciplines calling for
methods of discovery and dialogue
within the context of the lives and
relationships of people —clients and
families—who see themselves as
needing to work on their “problem.”
Sometimes, in fact, it becomes clear,
that we—the experts—are viewed as

“the problem” or at least part of the
problem. Bogdan and Taylor (1992)
pointed this out in their article titled
The social construction of human-
ness: Relationships with severely
disabled people:
The[caregivers)reportthat they
have often been bombarded with
specialists’ judgments that, in
their eyes, underestimate their
partners’ capabilities. They ar-
gue that specialists arenot privy
to the long, day-by-day, hour-
by-hour observation of the per-
son .... Unlike the [caregivers],
professionals are not intimately
familiar with their clients and
therefore, are not attuned to the
subtleties of their sounds and
gestures, (Bogdan & Taylor,
1992; p. 283).

Most of us acknowledge that we
don’t and can’t know everything and
usually we can recognize the limita-
tions of the objective, neutral,
absiract knowledge base that has been
the foundation of our expertise. We
can agree that clients and families
must confribute to our knowledge of
them and their situations and that they
should be at the center of our atten-
tion. However, what it means to be at
the center and who gets to determine
that meaning are questions that must
be addressed. '

Some families have reported that
family-centered approaches indeed
put them at the center, but that at
times it feels like the center of a
bull’s-eye. Professionals use them as
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the “target” of their services, expect-
ing parents to know how to coordinate
the multitude of professionals
working with them, to identify
pricrities, and schedule varied and
often unrelated treatments. - Services
are “aimed” at the family, bombarding
the center. Some miss the mark;
others pierce the heart. Families may
feel that they have been placed at the
center of someone else’s target
shooting. - Neither the choices nor the
power are vested in the family.

In a proposal written to seek
funding for a parent driven support
network for families and children with
complex chronic illness, one parent
wrote of her experiences:, “Unlike
formal education, parents of children
with chronic illness didn’t have a
choice of what field of study they are
interested in or what school they want
to attend. We didn’t choose to be
educated experts in the field of
chronic illness—we had to be.” A
second parent wrote: “1 am developing
an information resource database to
provide referral information to help
families navigate through the maze of
services and programs .... Since | was
a constant in my child’s life, I felt 1
could do a better of and have more
control over the quality of care he
received while dramatically reducing
costs” {Goldberg, 1994).

Expertise is an activity taking
place at the center of the family-
centered approach, just as it occurs as
an activity engaged in by the profes-
sionals serving the family. In addi-
tion, and this is the important point of
this brief essay, expertise must be
viewed as an activity of discovery and
engagement occurring at all points in
the interaction. Dialogue is critical to
discovery and engagement and this
dialogue cannot cceur only as
prescriptions or advice directed at the
family, but as conversations (listening
as well as speaking) engaged in among
all the players—including dialogue
occurring between professionals.

For Ronald Heifetz (1994), a’
psychiatrist by training and a teacher

of leadership at Harvard University’s
Kennedy School of Government, the
activity of leadership and/or expertise
is “adaptive work,” which builds on
our personal and collective resources,
Adaptive work, for Heifetz, “requires
a change in values, beliefs, and
behavior” (p. 22). As-Heifetz (1994)
describes:

Formany problems, no adequate
response has yet been devel-
aped .... No clear expertise can
befound, nosingle sage has gen-
eral credibility, no established
procedure will suffice.... We
look to our authorities [experts]
for answers they cannot pro-
vide. What happens then? Au-
thorities, under pressure to be
decisive, sometimes fake the
remedy ortake actionthat avoids
the issue by skirting it ..., The
flight to authority is particularly
dangerous for at least two rea-
sons: first, because [it] often
occurs in response to our big-
gest problems and, second, be-
cause it disables some of our
most important personal and
collective resources for accom-
plishing adaptive work” (pp. 72-
73).

As a reflection of “our most
important personal and collective
resources,” we must keep our
families at the center of practice,
research, and service. However, that
center must feel less like the center

. of a buil’s-eye and more like the
"center of an embrace-—both caring

and supportive. To ensure that this
embrace is based on our best knowl-
edge and our best practices, we must
educate people to “do expertise” as
adaptive werk, a shared activity of
many players engaging in complex,
thoughtful, and en-going dialogues.
Just as parents must be helped to
develop expertise in playing their
roles at the center of the “embrace”
so must professionals be helped to
develop and practice expertise as one
part of that embrace.
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WAIMH Member Survey

Question: how frequently should
WAIMH hold its world congress?

Dear Member:

The WAIMH Executive Commit-
tee seeks your opinion about the
frequency of WAIMH World Con-
gresses. Prior to the merger of
WAIPAD and TAIMH into WAIMH,
WAIPAD met every three years and
TAIMH met every two years, When
the merger took place, a decision was
made to meet every four years. The
by-laws commiitee expressed
concern that the volume of scientific
and clinical research in infant mental
health justifies more frequent
meetings of the world community
concerned with infants, their
caregivers, and the contexts within

which infant development takes place.

This is particularly true if we expect
our work to have public as well as
scientific and clinica! impact.
Movement to a more frequent
schedule for world congresses also
would enharice the impact of regional
congresses, enabling WAIMH to plan
regional meetings more strategically
as part of its overall training and
technical assistance outreach. If the
schedule for World Congresses
changes, we will have to seek host

sites during 1998 because of the need
to secure possible sites, hotel
accommodations etc, as early as
possible. To this end, the Executive
Committee secks your opinion about
the frequency of World Congress
meetings,

I would liks to see the WAIMH
World Congress held;

Every 2 years
Every 3 years
Every 4 years

Other

The results of the survey will be
published in The Signal.

Return your opinion by mail, fax or
email;

WAIMH

Kellogg Center #27

MSU

East Lansing, MI 48824-1022

Fax: 1-517-432-36%94
email: waimh@pilot.msu.edu

Deadline: August 15, 1997

World Association for Infant Mental Health

ICYF, Kellogg Center #27
MSU

East Lansing, Ml 48824-1022

Headstart Program, USA

The National Head Start Bureau is
expanding its pool of peer reviewers
and consultants who will assist with
the review of current and future
activities, policies and research.
Contact Dakota Technologies
Corporation, Head Start Reviewers
and Consultants, W-A37, Fair Oaks
Commerce Center, 11320 Random
Hills Road, Suite 105, Fairfax. VA
22030, Fax 703-218-2483, email
dakatacorp@aol.com

Call for Papers

Gaza Community Health
Programme, 3rd International
Conference on Health and Human
Rights. Oect. 13-15, 1997, Contact;
Mr, Husam El-Nounou, PO Box, Gaza
City, Palestine, 972.7-865-949, fax:
972-7-824-072, email;
gemhp@baraka,org
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