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Changes in psychopathologyof parents
of NOFT (non-organic failure to thrive)
infants during treatment

Abstract This clinical case-study of
50 infants suffering from NOFT
(non-organic failure to thrive) and
their parents supports the idea that
the feeding problem is intimately
related to parental disorders. We
find a high rate (70~ of parental
psychopathology (axis I diagnosis
applying DSM-III-R) at the time of
referral and a significant reduction
(to 37070) during treatment of the
infants and their parents. After a
year only 12070 of the parents were
diagnosed with psychiatric disorders. In contrast personality disorders (axis II diagnosis applying
DSM-III-R) show more stability
and can be regarded as a trait variable, whereas the psychiatric disorders are o f a more reactive nature.
These conclusions may be influenced somewhat by the strictly hospital based design of our pilot
study (infants and parents contacted only after clinical referral) and

Introduction
Social development o f infants depends on the interaction
between parent and child; the feeding interaction is of
critical importance in establishing the quality of early relationships (14, 44). The association of maternal psychopathology with failure to thrive (FTT) and with maternal
attachment disturbances in FTT-infants has been discussed in several studies (6, 15, 25, 35, 40, 47). Traditionally, the child's growth failure has been attributed to inadequate parenting in the form of "maternal deprivation

by inclusion only o f firstborn infants. Nevertheless, they point to
the psychopathology o f parents as
a main cause for non-organic failure to thrive. Psychopathological
traits such as severe attachment behavior problems and primary bonding difficulties may have been latent
and only became manifest due to
the task of nurturing an infant for
the first time.
Key words Infancy - failure to
thrive - parents psychopathology
Abbreviations FTT, failure to
thrive - NOFT, non-organic failure
to thrive - ZTT-DC:0-3, ZERO TO
T H R E E : Diagnostic Classification
of the National Centers for Clinical
Infant Programs - CI, Cole's Index = body weight for length in ~
adjusted for age

syndrome" (1, 20, 31, 46). Studies o f the origin of F T T
in relation to mother - child interaction (10, 17, 18, 19,
22, 24, 36, 37), or to maternal psychopathologics such as
narcissistic personality disorders (9, 20, 21, 38) or to additional substance abuse (32) all involve psychiatric disorders in the parents.
Both Polan et al., (32) and Benoit et al., (4) find higher
rates o f psychopathology in mothers of FTT-babies than
in mothers o f normal or otherwise diagnosed in-patient
babies. Polan and Ward (33) observed less tactile contact
in mothers of F T T infants than in a control group. Other >~
studies indicate that vulnerable child characteristics (2, -~
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7, 11, 34, 41-43) might influence the development of
NOFT. Psychosocial stress tends to influence feeding behavior adversely (39); whereas help addressed to the developing families effects improvement (3). Some reports
indicate associations between maternal recollections of
their traumatic childhood experiences and self-esteem in
FTT cases (3, 5, 16, 29). According to psychoanalytical
theory such traumatic memories might have an important
impact on parental functioning (12, 23, 26).
Although Lieberman and Birch (27) and Drotar (13,
14) argue that FTT research must concentrate on clinical
examination of the whole family, rather than on just the
mother (28) we follow the general view that mothering
plays the most important role in the etiology of FTT. The
planning of this study was influenced by our experience
of the emotional reactions, profound psychopathology,
and anxiety symptoms of the distressed mothers at the
time of the infants' referral, and also by the sudden and
almost complete abatement of psychic symptoms in
mothers coinciding with the infants' recovery after successful treatment. The mothers' complaints included
sleep disturbances, mood disturbances, anxiety, exhaustion, panic attacks, fear, bad dreams, feelings of insufficiency, guilt, hopelessness, and suicidal fantasies. As
psychotherapeutically oriented pediatricians, we decided
to perform a case study on parental psychiatric disorders
in relation to NOFT and its treatment during a 14-month
period.

Sample
This study included 76 parents (48 mothers and 28 fathers) and their 50 firstborn infants - 23 boys and 27
girls - aged 6 to 18 months, admitted over a 14-months
period to the psychosomatic unit of the University Children's Hospital, Graz, Austria. All infants were nonhandicapped, term-born and organically healthy; birth
weight was in normal range. None of the infants was being breast-fed at referral. Referral of 22 infants occurred
by the Division for General Paediatrics and Gastroenterology after having undergone a standard organic
check-up, 13 infants were referred directly by pediatricians in private practice and 15 were referred by other pediatric hospitals. Of the infants, 47 were of Caucasian origin, 2 were racially mixed (I Phillipino-Caucasian, 1
Hamite-Caucasian), 1 was African. All infants and their
parents were assessed on a in-patient basis, admitted with
their mothers in the psychosomatic ward 2 - 5 4 days
(mean 16.2 days). FTT was diagnosed if the infant
showed a weight-loss or stagnation of weight-gain resulting in a Cole Index of < 85o70.
With the validated scale defined by Woolston (48) for
rating the proportion of organicity in FTT-infants in six
degrees of organicity we found: 34 infants showed no definable organic factor or only mild secondary complica-

tions of malnutrition (Woolston score 1-2). 16 infants
showed malnutrition-based motor developmental delay
and/or gastro-esophageal reflux (Woolston score 3). At
referral 16 of the 50 infants were being tube fed, 9 intermittently, 7 constantly for a period longer than 2 weeks.

Method
All infants and all available caregivers (27 cases of both
parents, 1 single father, 21 single mothers) were diagnosed
independently by three trained raters having previously
assessed inter-rater-reliability (0.87 for psychiatric diagnostic rating). All three raters are constant members of
the psychosomatic-psychotherapeutic team and have been
trained in psychiatry and psychotherapy including special
courses in baby observation (Tavistock model). The process of diagnostic assessment consisted of"
A semi-structured clinical psychiatric interview (approx. 30 min) in a German adaptation of the DSM-III-R
Non-patient Version (SCID-NP) for evaluation and assignment of psychiatric diagnosis.
A psychiatric interview (approx. 20 min) evaluating
DSM-III-R Personality Disorders (adapted after SCIDII) with the parents.
Two standardized Behavior Observation Scales rating
a 15-min play- and a 15-min feeding situation (applying
Chatoor (8) with 49/52 subitems) recorded on video during the first 2 days after admission.
The Child Working Model Interview (50) evaluates internal representations of the parents. This interview is
performed separately with each parent in absence of the
infant and provides an impression of the affective quality
of the parent-infant relationship with 14 sub-items.
Assignment of DSM-III-R diagnosis for each infant
and a diagnosis according to the ZTT-DC: 0 - 3 (30) including an assessment of the parent-infant relationship
according to the manual. The manual in its last revised
form provides seven options for relationship disorders
(overinvolved/underinvolved/anxious-tense/angry-hostile/three subcategories of abusive relationship) and three
degrees of severity: perturbance/disturbance/disorder.

Procedure
The full diagnostic assessment lasted 4 - 6 h, performed
mostly in the course of 2 - 3 sessions during the first week
of admission. The second assessment, 3 months later, included a check of the infants' weight and re-evaluated the
psychiatric condition of the parents. The third assessment
was done after 1 year. These diagnostic assessments included measurement of the infant's weight, length and
development. In the 3- and 12-month assessments the interviewers did not inform the parents about their previous
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diagnosis. (These interviewers were not involved in the actual treatment of the parents or the infants). For the assessment of the infant's relationship to its parents and
vice versa, a video (15 min) of the mutual interaction during play and another (10-15 min) of a feeding situation
according to the description of Chatoor (8) were recorded
at all three evaluations. Chatoor's Play Behaviour Scale
and her Feeding Behaviour Scale were evaluated by two
trained raters independently and blind to each other, having previously assessed inter-rater-reliability (0.76 for videotape rating).
According to Chatoor's rules (8), a score difference
greater than 2 requires re-evaluation on each sub-item.
Psychopharmacological treatment was offered in only
three cases of extreme maternal dyssomnia for a brief period. Psychotherapy and guidance were offered to all parents with varying degrees of compliance. Psychiatric disorders were treated supportively and dynamic psychoanalytical therapy was avoided. When requested by individual parents, psychotherapeutic treatment was encouraged
mostly outside the hospital setting. Additional sociodemographic information about the family was gained by
the medical staff and/or by the social worker of our team.
Treatment
All costs for medical treatment in Austria are covered by
the social security and national health services. Coverage
is independent of in- or out-patient setting and of duration of treatment. This allows therapy-planning according
to individual needs. Within a large general pediatric central University Hospital with 200 in-patient beds, our division is labeled "pediatric psychosomatics and pediatric
psychotherapy" and holds a separate in-patient ward with
14 beds, four of which can be adapted as mother-infant
units. The members of our team are pediatricians and
psychotherapists (two with independent training), in
charge of both medical and psychological disorders. As
members of a specialized division in the hospital, we are
responsible for "difficult" parents and for infantile symptoms associated with interactive or relational difficulties.
The nursing staff is also psychotherapeutically trained
and can generally cope well with emotional distress. Our
theoretical framework is influenced by the concept of "internal representations" (49). "Internal representation" is
the psychoanalytic assumption meaning the fantasies and
thoughts a mother experiences during pregnancy and after birth about her baby. Their sub- and pre-conscious
thoughts and feelings of the mother influence her interaction with her baby and are themselves influenced by the
mother-child interaction the mother has experienced herself. They can be assessed by a questionnaire (49) and are
used by us for diagnostic impression. (We find mostly severe deficits in internal representations.) The interview is
used as a basic exchange between the mothers and psy-
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chotherapists and is a starting point for psychotherapy.
Fathers are involved in all psychotherapeutic sessions if at
all possible. During the first 2 - 3 weeks the psychotherapy occurs weekly, then less frequently. A generous availability of the team members (available by paging) provides a sense of security for the parents, and also a feeling
of being able to share the burden of their problems with
knowledgeable and understanding counsellors. In addition to the ward, we have two rooms for psychotherapy,
one play-therapy room and one large room for family sessions, both the latter equipped with one-way mirrors for
observation, audito- and videotaping equipment, as well
as one extra room for pediatric examinations.
Treatment hinges on parental compliance with two
basic rules:
1) Offer the infant food if and only if a hunger cue has
been shown.
2) Stop feeding immediately after any hint of refusal of
food.
Compliance with these rules results in a marked
change in the feeding atmosphere: the stress level is reduced, leading to more relaxed behavior of the infant and
its parents. This is the first goal of treatment. Treatment
of NOFT must ensure weight gain while at the same time
de-emphasizing the topic of weight gain. This paradox is
a main focus of the in-patient setting. The parent and the
infant select the food they like (no pediatric diet plans).
Portions are too small rather than too large. The aim is
to stimulate the child to break the vicious circle of opposition against feeding under pressure.
The infants are offered food to experiment with at intervals, e.g., pieces of peeled apple, bread crusts, biscuits.
Food intake - content or quantity - is not registered or
controlled in any way. Body-weight is measured each
morning, a weekly gain of 200-400 grams being considered satisfactory. Feeding itself is performed only by the
mother, with support from members of our team as necessary, e.g., provision of high chairs, etc. The supportive
and psychotherapeutic ward-atmosphere allows the mothers to become receptive and open to the recommendations
of the nurses and thus they can be involved in new learning processes. As various relationships are being established between the mothers and members of the team,
transference and countertransference phenomena engage
the insecure mothers into a network of support and emotionality resembling a nourishing family atmosphere. The
"bad mother" feels she is being transformed into a "good
mother".
The focus of treatment is not the child, not the mother,
and not the food, but the parent-infant relationship. As
the spouse relationship is often found to be unbalanced
in cases of NOFT infants, the fathers are integrated into
treatment as soon as possible and marital issues are discussed independently of the feeding problems.
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Vignette # I
Barbara, the first-born girl of two archaeology students
aged 20 and 24 years, was referred to our team with the
diagnosis of suspected infantile anorexia nervosa. Barbara was 17 month old and had suffered two episodes of
gastro-enteritis at 11 and 14 months. Her mother, who
had herself suffered from anorexia nervosa from age
1 4 - 1 6 was becoming increasingly tense and anxious
about the topic of sufficient weight gain, especially since
Barbara had never been a good eater and was now failing
to catch up sufficiently after the two intestinal infections.
During 10 weeks of in-patient treatment in a traditional
pediatric ward, Barbara had been force fed and, since this
was unsuccessful, had been put onto continuous feeding
by nasogastric tube. During these 10 weeks no weightgain was achieved. Initially, Barbara had shown strong
opposition to all situations concerning feeding but she
gradually became passive and distant, even turning away
when her parents came for their daily visit. Both parents
and the ward staff were very worried since Barbara could
not be involved in any pleasurable activity, she only
played silently with her dolls and toys. (Cole's Index was
76~ at this point, and the infant was not dehydrated). In
the videotaped play interaction at the time of referral to
our team, both parents seemed eager to reach their
daughter by any means and were desperate at their inability to achieve positive contact. Barbara was withdrawn,
with frozen expression, automatically playing with a music-box. On admission to our ward with her mother the
nasogastric tube was removed. The parents were encouraged to handle Barbara as naturally as possible and to ignore the topic of food. Some 4 h after admission, Barbara
got hold of a peeled banana and squeezed it over herself,
joyfully catching some with her mouth. The next surprise
was that she found a roll and stuffed it eagerly into her
mouth. Both parents, after an elaborate psychotherapeutic talk, were persuaded to withhold from immediate
interventions; they followed Barbara's activities somewhat amazed and bewildered. The in-patient stay lasted 4
days. After a week, Barbara was back to normal eating,
as if the "whole thing had been a bad dream". Her weight
gain was impressive: she put on 2 kg in 2 months and
showed a CI of 103~ after 3 and 98~ after 12 months.
Supportive counseling and interaction oriented guidance
were the essential part of this treatment.
Vignette # 2
Alexandra had started having abdominal pains and
spasms at the end of the third month, about 2 weeks after
weaning from the breast. Her 29-year-old mother had
stopped breast-feeding earlier than planned because, as
she described, she could not free herself from being reminded of a cow. This provoked feelings of disgust, even
though at the same time telling herself that breast feeding

was the very best a mother could provide. At Alexandra's
birth her parents had been married for 7 years and had
a history of unsuccessful attempts to achieve pregnancy.
Alexandra was thus the fulfilment of her parents' dreams,
and both of them tried hard to be perfect caregivers. During pregnancy sexual contact between the parents stopped
to prevent any risk of miscarriage. Alexandra was referred
to our unit at the age of 5 months by the family pediatrician. Symptoms included a tendency to constipation and
flatulence; appetite was low and weight stagnation over 2
months was resulting in failure to thrive, with weight for
length 84~ CI at referral. The mother complained about
her own severe sleeping problems, nervousness and anxiety, and would not leave her baby 1 min unattended. A1exandra's parents insisted on in-patient treatment.
The mother's diagnosis was: adjustment disorder with
mixed emotional features and an obsessive-compulsive
personality disorder. The father also showed obsessive-compulsive traits but was not assigned a DSM-III-R
diagnosis. Apart from the impending FTT, Alexandra was
a healthy, happy, responsive and well attached baby. She
simply ended her eating activity about halfway through
the meal in a decided and determined manner, with unmistakable cues of refusal. Her mother was deeply upset;
she wept, uttered suicidal thoughts, and was sure that the
staff was hiding a terrible fatal diagnosis from her. She
spent hours feeding Alexandra or staring at her bowel
movements, waiting for stool. The father was also upset
and said that his wife was becoming more disturbed every
day. He was about to leave the country for some time for
professional reasons but could not part from his wife in
this state.
Individual interviews revealed a highly insecure personality in the mother, who had always depended on her
own mother. She was now aware of the need that she had
to detach herself from her own mother and take over responsibilities; especially since her mother had been diagnosed with T-cell leukemia during the pregnancy with AIexandra. She had feelings of guilt that Alexandra's presence was threatening her mother's life in a mysterious
way. Nine sessions of intensive supportive individual psychotherapy were offered, plus three interviews with both
parents. After 3 weeks of in-patient stay, Alexandra's
mother dared to try sleeping one night at home with the
baby. Her feelings of insecurity were so intense that we
were asked to hold the hospital room for 1 week, during
which she would sleep at home but spend several hours
daily on the ward using it as a day clinic. The feeding
problems resolved gradually, but Alexandra remained a
"difficult" baby for her mother. Only after long-term individual psychotherapy was set up for the mother did her
psychiatric symptoms subsided. There was complete normalization of Alexandra's weight-curve, but sleep disturbances became manifest at the age of 10 months and
needed another five sessions of combined pediatric-psychotherapeutic intervention at our division.
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After 1 year the psychiatric diagnosis for Alexandra's
mother was omitted, but the personality disorder could
be still found.

Measures
The data were processed using SPSS for Windows. Since
psychopathological data is non-parametrical, only frequencies were calculated. The examinations of parental
diagnosis and the measurement of the infant growth parameters are marked with B (at referral), D (after 3
months), E (after 1 year) on Figs. 1 and 2. The weight and
length of each infant were assessed weekly, but for the
study, five points were chosen: 1) birth (A), 2) referral (B),
3) I month after referral (C), 4) 3 months after referral
(D), and 5) 12 months after referral (E).
With the Tanner-Whitehouse Standards Sliderule and
a computerized program all growth data were transformed to Cole Indices and tested for normal distribution
using Kolmogoroff-Smirnoff Goodness of Fit Test. The
means of the indices were tested for significance using
simple x2-tests (SPSS for Windows).
Significant difference of all growth data and the Cole
indices were tested with Friedman two-way ANOVA.

Results
Ninety-three percent (46) of the mothers and 38070 (7) of
the fathers showed axis 1 pathology at the first assessment (axis IB), shown in Fig. 1. Together, this was 69.7070

60-

Number of cases
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of all assessed caregivers. The following diagnoses were
assigned using DSM-III-R: Depressive Disorders
296.2-3x (5x), brief reactive Psychosis 298.80 (Ix),
Dysthymia 300.40 (4x), Somatoform Disorders 300.8x
(10x), Eating Disorders 307.50 (4x), Adjustment Disorders 309.xx (20x), reactive attachment Disorder 313.89
(Ix), Alcohol Dependence 303.90 (2x), Dyssomnia 307.40
(Ix), Impulse control disorder 312.3x (2x), Gender Identity Disorder 302.85 (Ix), Sedative Dependence 304.10 (2x).
The second evaluation (axis ID) of axis I diagnosis found
a reduction in pathology to 36.8070 of all caregivers, 48070
(23) of the mothers and 19070 (5) of the fathers (Fig. 1).
The following diagnoses were assigned using DSM-III-R:
Depressive Disorders 296.3x (3x), Dysthymia 300.40 (4x),
Somatoform Disorders 300.8x (4x), Eating Disorders
307.50 (Ix), Adjustment Disorders 309.xx (10x), Reactive
Attachment Disorder 313.89 (Ix), Alcohol Dependence
303.90 (2x), Dyssomnia 307.40 (Ix), Impulse control disorder 312.3x (2x), Gender Identity Disorder 302.85 (Ix),
Sedative Dependence 304.10 (Ix). The third evaluation
(axis IE) showed pathology on axis I in only 11.8070 of all
caregivers, 14070 (7) of the mothers and 807o (2) of the fathers. The following diagnoses were assigned using DSMIII-R: Depressive Disorders 296.3x (3x), Adjustment
Disorders 309.xx (4x), Alcohol Dependence 303.90 (Ix),
Impulse control disorder 312.3x (Ix).
Axis II diagnosis showed a more stable manifestation
in all three assessments: 23.7070 (axis IIB), 23.707o (axis
liD), 18.4070 (axis liE) (Fig. 1). Relationship diagnosis
was assigned according to the criteria of the ZTT-DC"
0 - 3 manual in three degrees of severity at each assessment. This was overinvolved in 34 cases (27 mothers, 7 fathers), underinvolved in 21 cases (13 mothers, 8 fathers),
anxious-tense in 10 cases (all mothers) and mixed in 12
cases (9 mothers, 3 fathers). Additionally, there was one
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Fig. 1 Reduction of Axis 1/11 DSM-III-R diagnosis in 76 caretak- Fig. 2 Mean Coles's Indices (Weight for Height) Treatment period:
ers during the 1 year treatment period of 50 FTT infants
1 year, n = 50
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Table 1 Means of weight and length of the infants (before CI was
determined)
Weight and length

Mean SD
in kg

Mean SD
in cm

A = at birth
B = at referral
C = 1 month later
D = 3 months later
E = 12 months later

3.38__+_0.32
6.54_+ 1.8
7.32_+ 1.7
8.6 _+1.6
11.07_+ 1.1

50 _ 1.4
67.6 _+ 8.7
69.9 _+12.8
74.4 _+ 7.1
82.56_+ 4.9

Normal distribution using the Kolmogorov-Smirnoff Goodness of
Fit test
angry-hostile father-infant and one abusive mother-infant
relationship. The specific type of relationship disorder
proved constant for each parent-infant dyad over the
whole period of observation, yet the degree of severity diminished: at the first assessment, relationship disorders
were present in 100% of the mother-infant dyads (with
mainly high levels (3) of severity) and in 8 of the father-infant dyads. Yet 1 year after treatment only 23 of the mothers and the same 7 of the fathers showed relationship pathology but to a far lesser degree of severity. Overall a
striking correlation between the infants' degree o f recovery and the simultaneous regression of parental
psychopathology and of tension in the dyadic relationship was apparent.
Table 1 shows all infantile growth data. Cole indices
( B - E index) showed a normal distribution.
Figure 1 shows the dynamics of parental psychopathology over the course of 1 year. The change of weight/
length growth index of the related infants over the same
period of observation is demonstrated in Fig. 2. Using
Friedman two-way ANOVA a significant difference was
found p < 0.00001 level (chi-square 116,568).

Discussion
The aim of this study was to investigate parental psychiatric disorder and its course during treatment of affected
infants. The possible bias introduced by investigating a
clinically referred sample, as opposed to a non-referred,
community based population, means that our findings
cannot be generalized to a wider, representative group o f
F T T infants (28, 41, 42, 45). During the preparation of
this paper psychotherapeutic colleagues indicated that
one possible conclusion of our work could be that the
psychiatric illness o f the parents could be caused by their
infants' disorder: Thus the conclusion of the paper could
encourage doctors to focus in the infants weight-gain
alone, administering a "purely organic" pediatric, e.g., by
applying tube-feeding. To meet this criticism we have presented the case-histories and demonstrated our psychotherapeutic setting to illustrate our "psycho-somatic" approach.

There is a widespread tendency in pediatrics to regard
parents of FTT-infants as "difficult" parents. In other
words, the non-organic nature of the disorder is taken to
imply a "parentogenic" cause. The ability to assign
psychiatric disorders to parents of children suffering from
N O F T can be helpful or harmful because assignment of
psychiatric diagnosis can label these parents as lunatics.
We emphasize that psychiatric derangement of the parents responds well to appropriate psychotherapeutic treatment. This therapeutic focus shows significant success,
whereas when psychodynamic problems of the parents
are not addressed in parents of N O F T infants chronicity
and secondary complications are frequent.
The onset of treatment should be as early as possible.
Another result of treating disorders affecting the parentinfant relationship is that the parents tend to return to our
setting much earlier when new difficulties arise at a later
stage of childhood, thus facilitating successful intervention. In contrast to Polan's work (32) our results demonstrate a difference between pediatric and psychiatric attitudes. The pediatrician may commonly be confronted
with acute reactive psychopathology o f the parents,
which seems to be an adjustment reaction to the disorders
of the infants.
Due to the clinical nature of our sample, priority was
given to meet the emotional needs of as many family
members as possible in the shortest time possible. A
strictly standardized treatment was therefore impossible.
Standardization of treatment is a complex task since basically different kinds of variables influence each patient
and family differently. A straightforward recovery depends neither on the severity of the failure to thrive, nor
on the severity or specific nature of relationship disorders
or psychiatric disorders. The most important single factor
seems to be the quality of parental compliance, which is
related to the quality and type of transference-countertransference relationship established to the responsible
therapist. Various kinds of therapy were offered:
analytical psychotherapy; supportive psychotherapy;
dyadic, relationship-focused guidance; and family counseling. In two cases, therapy was declined (one alcohol dependence, one impulse control disorder).
The issue of causality must be discussed. Did the infants recover because their caretakers' anxieties and fears
subsided through counselling? Or did the infants recover
because the fathers were reintegrated into the dyadic conflict, restoring triadic communication? (In many cases an
impending separation could not be verbalized by the parents prior to treatment.) Or did the parents recover because the infants' feeding problem was finally being treated effectively? We think the chicken and egg question
cannot be resolved by means o f our study because we only met the parents after their child showed severe symptoms. Such basic questions could only be answered by a
prospective study design which starts when people decide
to marry or at least when a couple decide to have a baby.
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We criticize any purely pediatric approach which excludes the parent from the treatment of the FTT-infant.
The traditional in-patient method m a y lead to recovery,
when applied to infants classified with such terms as
"underinvolved" with avoidant attachment behavior and
"psychosocially deprived"; such infants tend to respond
well to professional pediatric care. But after discharge, the
infants tend to suffer a rapid relapse. In this group, the
need is not necessarily for psychotherapy, but rather for
psychosocial support such as early intervention, mental
health programes and regular growth monitoring. A m o n g
our cases o f underinvolved relationships (15 infants),
there were four infants who were subsequently separated
from their parents and transferred to foster care. This
subgroup showed the highest rates of inaccessible parental axis I pathology and personality disorders. The notable lack of parental co-operation in accepting the suggested treatment contributed to the decision for foster care in
these cases. Here the F T T was just one aspect of a general
state of neglect and maltreatment.
The large group o f overinvolved and anxious-tense relationships was characterized by strong individuation
conflicts, particularly after the age o f 7 months. This
situation calls for psychodynamic understanding of the
conflict: the infant's quest for autonomy, the mother's
need to control, and the inability to provide secure parenting. The combined in-patient admission of mother
and infant proved most effective in the cases of overprotective, overinvolved and anxious mothering, provided the
father was also willing to cooperate. In such cases the inpatient admission of mother and baby seems superior to
any other treatment paradigm. We had the impression
that the hospital atmosphere itself, be it the technical or
laboratory equipment (which was present but not utilized), had a direct therapeutic effect on this group of
mothers. In-patient stay in this group with a duration of
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7 to 42 days (mean 11.7) proved most convincingly effective in this subgroup, resulting in lasting recovery. In posttreatment care, most o f these infants could be sufficiently
supported by weekly visits to their family pediatrician,
who monitored weight and encouraged the parents. On
the other hand, the cases o f mixed relationships all
demanded some sessions o f psychoanalytical psychotherapy, ranging from short-term ( 5 - 1 5 sessions) to longterm ( > 100 sessions).
A possible new and effective approach to preventing
feeding disorders o f infancy would be the detection of
caregivers at risk during pregnancy by obstetricians and
within obstetric departments by means o f questionnaires.
Are children o f parents suffering from a psychiatric disorder likely to develop FTT? Or does insufficient weight
gain of the child provoke feelings of despair in all parents? One difficulty aggravates the other: a vicious circle
begins. Detection of mothers at risk would be most promising, including assessment of psychiatric-, personalityand relationship disorders of couples in a longitudinal design.

Conclusion
N O F T is not a static syndrome or disturbance like certain
congenital anomalies or metabolic deficiencies. N O F T
develops gradually and, with good treatment, can resolve
to a restitutio ad integrum in most cases. Parental attitudes towards an FTT-affected infant involve a dynamic
and interaction-related process, which will change as the
course of the illness proceeds. Long-term studies o f parental psychopathology must consider this dynamic factor and must be cautious with non-dynamic attributions
of any causality, be it of an individual or o f interactional
nature.
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