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Abstract

[bookmark: _GoBack]Primary objective: The primary objective of this study was to explore trauma and maternal representations of the child in a select group of South African mothers with low reflective functioning. The qualitative approach selected endeavoured to obtain a deeper and more nuanced understanding of these phenomena. Research design: A psychoanalytic, multiple case study approach was adopted in order to perform an in-depth inquiry, facilitating an awareness of unconscious processes and the use of inferences. Theoretical framework: The study adopted an integrative approach, incorporating both psychoanalytic and attachment theory Methods and procedures:  Four participants were selected from a previous, South African study (Bain, Dawson, Esterhuizen, Frost, & Pinninski, 2016) in which reflective function was measured. Mothers scoring low in reflective function were approached and asked to voluntarily participate in this study. The data was analysed using the combined methods of thematic and narrative analysis (Cartwright, 2004; Braun & Clarke, 2006; 2013), with particular attention paid to the mothers’ histories of trauma and their maternal representations of their children. Main outcomes and results: This research identified the nature of the trauma in mothers with low reflective function in South Africa; namely loss and abandonment of primary caregivers, physical and sexual abuse, HIV / AIDS and deprivation. It revealed that these mothers showed patterns of idealising and devaluing their children and perceived their children as comforters and saviours at times, and as persecutors at other times. In times of heightened emotions in interactions with their children, the mothers showed lapses in their ability to reflect as the unbearable feelings elicited were reminiscent of her own traumatic experiences. In these moments the mothers’ representations of their children became more profoundly distorted and they reported hitting their children and showing contradictory behaviours towards them. Most significantly this study highlighted that the Western psychoanalytic concepts of reflective function and maternal representations appear to have relevance in the South African context. The study also identified that further research is required to explore how the gender of the child, when intersected with trauma, affects maternal representations. 


Acknowledgments
This research would not have been possible without the help and guidance from my supervisor, Dr Katherine Bain. I am very grateful for your persistent encouragement when I was struggling to find the motivation to write it. Thank you for steering me in the right direction and providing such valuable input.
To Ububele, thank you for graciously opening up your doors and allowing me to access participants for this study. 
To my participants who, despite their daily challenges, were willing to share their experiences and participate in this research. 
To my family, Martin, Alex and Daniel, thank you for the many sacrifices you have made and for your patience and support while I was researching and writing this thesis. I am very aware of how difficult how this was for you at times and so appreciate your love and understanding.



Contents
Chapter 1: Introduction and rationale for the study	6
Chapter 2: Review of the Literature	12
Chapter 3: Methodology	29
Research Aim and Questions	29
Participants	29
Research design	30
Theoretical Framework	31
Method of data collection/instruments.	32
Analysis	33
Trauma	35
Maternal representations of the child.	37
Reflective function	38
Ethical Considerations	38
Reflexivity	41
Chapter 4: Case studies - Results and findings	43
Jelani: ‘I’ve got more power than him’	43
Nekana: ‘I always just cried’	55
Zuberi – ‘There’s always a horror. There’s always a horrible story to tell’	62
Nthombi – ‘I was hurt, hurt, hurt but now I’m fine’	73
Chapter 5: Discussion	80
The nature of trauma in these mothers with low reflective functioning	80
Quality and content of maternal representations and links between trauma and maternal representations of the child	82
How do trauma, low reflective functioning and maternal representations inter-relate?	87
Chapter 6: Conclusion	92
References	95
APPENDIX A	108
APPENDIX B	110
APPENDIX C	113
APPENDIX D	115
APPENDIX E	116
APPENDIX F	117
APPENDIX G	118
APPENDIX H	121

[bookmark: _Toc476913358]Chapter 1: Introduction and rationale for the study

Aims and Objectives

This study aims to use a case study methodology to explore how maternal trauma and maternal representations of the child inter-relate in a group of South African mothers with low reflective function. More specifically, it aims to obtain a deeper and more nuanced understanding of these phenomena, while holding in mind their relevance in the South African context. Further objectives of the study include gaining an understanding the nature of the trauma in this group of mothers, exploring the quality and content of the mothers’ representations of the child, and examining possible links between maternal trauma and maternal representations of the child. The study has been approached from a psychoanalytic perspective. Not only is this approach consistent with the key concepts (which are rooted in psychoanalytic theory) but it also lends itself to an in-depth inquiry, facilitating an awareness of unconscious processes and the use of inferences (Fonagy, 2013).  
Rationale
The South African context is particularly challenging for mothers living in disadvantaged communities. These communities display high levels of poverty (Berg 2003, 2012), HIV (UNAIDS, 2016), domestic violence and sexual abuse (Seedat, Niekerk, Jewkes, Suffla, & Ratele, 2009), maternal depression (Berg, 2012; Cooper et. al., 1999, Tomlinson, Cooper, & Murray, 2005) and poor attachment histories (Berg, 2012; Tomlinson et. al., 2005). It has increasingly been recognised that disorganised attachment patterns are more prevalent in infants from families with these high social risk factors (Fonagy, 2001; Lieberman, 2004; Lyon-Ruth & Block, 1996). 
Although few attachment-based studies have been performed in South Africa, a study by Tomlinson et al. (2005) revealed that rates of disorganised attachment are high; making up as much as a quarter of the sample. A growing body of research also indicates that secure, avoidant and resistant attachment patterns are not, in fact, strong indicators of either adaptive or maladaptive behaviour later on in life. Rather, it is disorganised patterns that tend to be a far more reliable predictor of later psychological disturbances (Carlson, 1998; Lyons-Ruth, 1996; Ogawa et al., 1997). Howe (2011) highlights that this “group of children will make the biggest demands on society’s mental health, criminal justice and welfare services” later on in life (p. 182). 
What remains a concern is that not only is the prognosis for individuals with disorganised attachment poor, but that these patterns have been shown to be transmitted intergenerationally (Ainsworth & Eichberg, 1991; Bus & Van IJzendoorn, 1992; Fonagy & Target, 2003; Main, Kaplan & Cassidy, 1985). International studies have revealed a link between unresolved maternal trauma and disorganised attachment patterns in infants (Ainsworth & Eichberg, 1991; Main & Hesse, 1990; Schuengel, Bakermans-Kranenburg & Van IJzendoorn, 1999; Van IJzendoorn, 1995). Main and Hesse (1990) observed that mothers with unresolved trauma tended to display disturbed patterns of relating to their infants. Further studies in mothers with unresolved trauma have also found atypical maternal behaviour towards their infants (Lyons-Ruth, 2003; Lyons-Ruth & Block, 1996; Schechter et al., 2008).  
While the processes of intergenerational transmission are not yet fully understood, developments in attachment research have implicated reflective functioning (Fonagy Steele, Steele, Moran & Higgit 1991; Fonagy & Target, 1997; Fonagy & Target, 2003, Slade, Grienenberger, Bernbach, Levy, & Locker , 2005) and maternal representations of the child (Fonagy, Steele & Steele, 1991; Lieberman 1999; Schechter et. al., 2005; Silverman & Lieberman, 1999 in the transmission of disorganised attachment. 
Reflective function is a relatively new concept and research is still in its infancy. Reflective function (from here on referred to as ‘RF’) is defined as the ability to understand one’s own mental state and those of others in order to make sense of the behaviour of one’s self and the other (Fonagy & Target, 1997). It has been shown that mothers with low RF struggle to respond to their infants in a manner that indicates an awareness of the infant’s mental states (Fonagy, 2001; Fonagy, Gergely, Jurist, & Target, 2002; Slade et. al., 2005). Consequently, without sufficient accurate maternal responsivity the infant does not build coherent internal working models nor the ability to regulate their emotions. A study by Fonagy et. al. (1991) established evidence for RF in the transmission process. Slade et. al. (2005) found that mothers of infants with resistant and disorganised attachment patterns displayed the poorest capacity for RF. Slade et. al. (2005) also noted that mothers with higher RF demonstrated fewer disturbed behaviours towards their infants, suggesting that higher RF acts as a protective factor when the mother is confronted with a distressed infant. 
Maternal representations of the child bring a deeper understanding of the atypical behaviour displayed by mothers with unresolved trauma. Maternal representations are “fixed beliefs that the mother has about the child’s existential core, beliefs that she perceives as objective, accurate perceptions of the child’s essence” (Lieberman, 1999, p.738). The traumatised mother, uncontained in her experiences of fear, anger or helplessness during childhood, disavows these affects to safeguard against re-experiencing her trauma (Fraiberg, Adelson, & Shapiro, 1975). Motherhood, however, introduces a confusion between the present relationship with her child and that of the traumatising objects from her past (Fraiberg et. al., 1975; George & Solomon, 1999; Lieberman, 1999), as it evokes the same helpless, angry and frightened affects within the mother, preventing her from being able to respond to her infant in a fluid manner (Fonagy, 2001; Fraiberg et. al., 1975; Lieberman, 1999; Sandler, 1987). 
Mothers displaying negative maternal representations of their children have shown significantly more disturbed patterns of relating to the child than mothers with balanced maternal representations (Schechter et. al., 2005). Both the quality of maternal representations (how the mother speaks about her child) and the content of maternal representations (what the mother says about her child) are thus useful indicators as they reveal whether the mother responds to, misinterprets or ignores her infant (Fonagy, 2001; Fraiberg et. al., 1975; Lieberman, 1999). 
The current literature shows that there is a gap in research around trauma, with few studies focusing on dyads where mothers have a history of social risk factors. Post 2000, international studies have focused on mothers with a history of substance abuse (Suchman et al., 2010, Suchman, Decoste, Mcmahon, Rounsaville, & Mayes, 2011) and violence-related PTSD (Schechter et al., 2005; 2008). Only two studies have focused on mothers with childhood histories of neglect and abuse (Berthelot et al., 2015; Ensink, Berthelot, Bernazzani, Normandin, & Fonagy, 2014). In South Africa there is no research available other than the fact that group interventions with these very high-risk dyads are often not particularly successful (Bain, 2014). 
RF and maternal representations are closely related. It is thought that a mother’s distorted representations of her child interferes with her ability to accurately perceive and respond to the child’s emotional cues, rendering her capacity for RF lower (Slade et al., 2005). There appears to be something unique, however, in the way the concepts of reflective functioning and maternal representations interact in mothers with a history of trauma, which has a considerable impact on the efficacy of interventions aiming to improve RF and shift maternal representations. Only a handful of published studies have been able to demonstrate a significant change in maternal representations of the child due to intervention (Fonagy, Sleed, & Baradon, 2016; Fraiberg et. al., 1975; Lieberman, 1999; Toth, Maughan, Manly, Spagnola, & Cicchetti, 2002). Similarly, international studies by Suchman et al. (2010, 2011) and Schechter et al. (2005, 2006), incorporating both maternal representations and reflective functioning, have not been able to demonstrate a shift to healthier maternal representations, even with an increase in the mothers’ ability for RF, particularly in groups of mothers with poor attachment histories themselves or a history of trauma. 
Numerous quantitative studies with these dyads (Fonagy et. al., 2016; Schechter et al., 2005, 2008; Suchman et. al., 2010, 2011) have not yet achieved a clearer understanding of the relationship between maternal representations and trauma and there is still much to be learnt about these concepts. There is also debate around the relevance of these theoretical concepts in the South African context. These debates are explored in the literature review to follow and held in mind throughout the study. 
The unique contribution of this in-depth, qualitative study is its focus on a group of South African mothers with a history of trauma. Current literature pertaining to this population is lacking. By exploring the transmission processes from their origins in the mother – from parental trauma, through representation and RF, this study provides a view of how trauma manifests within maternal representations of the child, as distortions in maternal reflective function. While providing some support for the applicability of these Western-derived concepts within an African setting, this study provides important clinical models for practitioners working with mother-infant dyads. This is important for community centres providing support to these dyads as it suggests similar interventions to those employed by Western populations may be adopted in South Africa. These interventions not only promote infant mental health, but with time, may assist in breaking the cycle of intergenerational transmission. 
This chapter has provided a brief overview of the study, highlighting its relevance in the South African context. In Chapter Two, the literature regarding trauma, RF and maternal representations of the child will be explored further. Chapter Three details the case study methodology adopted by the study and explains the benefits and limitations of this selected approach. In Chapter Four the individual case studies are presented, with special reference to maternal trauma histories and maternal representations of the child. While some literature is mentioned in the presentation of the case studies, the overall findings are related to literature in Chapter Five. Chapter Five also presents and answers the research questions. The final chapter, Chapter Six, concludes the study by summarising its findings, listing its limitations and making recommendations for future research.
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South African mothers living in disadvantaged communities face many adversities. Local studies have highlighted that many of these mothers are young, single, do not have a fixed abode, lack support, are unemployed and poverty-stricken (Berg, 2003, 2012), and extremely preoccupied with their own stress (Berg, 2003; Frost, 2012). Many also suffer from depression (Berg, 2012; Cooper et al., 1999; Tomlinson et. al., 2005) and often have adverse attachment histories themselves; having been raised by a grandmother or family member, sometimes begrudgingly, due to the loss of a parent/s (Berg, 2012; Tomlinson et al., 2005). High levels of domestic violence, rape and sexual abuse are also known to exist in these communities (Seedat et. al., 2009). Furthermore, HIV is an enormous pandemic in South Africa. There are close to 3.4 million people on treatment which is recorded as the highest in the world (UNAIDS, 2016). In 2013, the prevalence of HIV among pregnant women stood at nearly 30% (National Health Department South Africa, 2013). Given this backdrop, it is not surprising that Williams et. al. (2007) found that many South Africans have experienced at least one trauma in their lifetimes.
Studies have increasingly recognised that disorganised attachment patterns are more prevalent in infants from families with these high social risk factors (Fonagy, 2001; Lieberman, 2004; Lyon-Ruth & Block, 1996; Tomlinson et. al., 2005). While securely attached infants are more resilient children and adults and display a range of healthy personality attributes, disorganised attachment has been shown to lead to aggressive behaviour in childhood and is considered a risk factor for maladaptive behaviour in adulthood (Carlson, 1998; Fonagy, 2010; Lyons-Ruth, 1996; Ogawa et al., 1997). 
There is a dearth of South African studies in the area of attachment, however, it appears that disorganised attachment is high in disadvantaged communities. Tomlinson et.al. (2005) found that 26% of a sample from the Western Cape community of Khayelitsha displayed disorganised attachment patterns. These high levels are concerning given the findings of international studies relating to the intergenerational transmission of trauma. The studies revealed a significant link between unresolved maternal trauma and disorganised attachment patterns in infants (Ainsworth & Eichberg, 1991; Main & Hesse, 1990; Schuengel et. al. 1999; Van IJzendoorn, 1995).
Fraiberg et al. (1975) brought some understanding to the process of intergenerational transmission by proposing that mothers with a history of trauma are led, by unconscious processes, to perceive aspects of their infants’ behaviours as representative of the traumatising figures of their past. The mother forms an identification with her aggressor under extreme conditions of terror and impotence elicited by her distressed infant (Fraiberg et. al., 1975; Anna Freud, 1936). Ever since the influential work of Fraiberg et al. (1975), many theorists have puzzled over exactly what ‘linking mechanisms’ are responsible for transmission. 
Main and Hesse (1990) observed a pattern that connected parents’ unresolved loss / trauma in childhood to disorganised attachment patterns in their children and hypothesised the linking mechanism to be frightened or frightening parental behaviour. Lyons-Ruth and Block (1996) expanded on Main and Hesse’s (1990) work by suggesting that it is not purely the parents’ frightened and frightening behaviour but also “behaviour that fails to maintain a minimally responsive stance toward the specific content of the infant’s affective communications” (p. 273). This finding is embodied in the concept of RF. 
RF is a relatively new concept that has been cited as playing a role in the intergenerational transmission process (Fonagy et. al., 1991; Slade et al., 2005) and has been employed in a number of attachment-based interventions over the past decade and a half (Berg, 2012; Frost, 2012; Pajulo, 2012; Schechter et al., 2005, 2008; Slade et al., 2005; Sleed, Baradon, & Fonagy.,2013; Suchman et al., 2010, 2011). A study by Grienenberger, Kelly & Slade (2005) revealed that maladaptive maternal behaviour, such as withdrawal, hostility and intrusiveness has been linked to low maternal RF and that these mothers are unable to regulate their infants’ affect, particularly in times of distress.
A pivotal theme that permeates the literature on the process of intergenerational transmission is the importance of affective experiences in the interaction between parent and infant.  It was Sandler (1960) who, perhaps ahead of his time, proposed placing conscious and unconscious feeling states, rather than innate drives, at the centre of the psychoanalytic theory of motivation. This has had powerful implications. It has enabled an understanding of how affective experiences become the instruments that determine the ‘shape’ of maternal mental representations or internal working models of the child (Sandler & Rosenblatt, 1962). Sandler and Rosenblatt (1962) provided a bridge between attachment theory and defence mechanisms. This has allowed the concepts of identification with the aggressor, hypothesised by Anna Freud (1936) and Fraiberg et. al. (1975), and projective identification, proposed by Klein (1946), to be restated in representational terms. 
Like RF, maternal representations of the child have also been cited as playing a role in the intergenerational transmission process (Schechter et.al, 2008) and frequently manifest through the process of projective identification. The infant becomes the recipient of the mother’s fears and disavowed affects related to her childhood trauma (Lieberman 1999; Lieberman & Van Horn, 2009; Sandler & Rosenblatt, 1962). As a consequence of these unconscious processes, the mother becomes selectively attuned to her infant (Lieberman, 1999; Lieberman & Van Horn, 2009; Sandler & Rosenblatt, 1962). This interaction between the mother and infant brings pressure on the infant to conform to the mother’s attributions in order tolerate unbearable affect, and, through this process the infant’s representations come to resemble that of the mother (Lieberman, 1999; Lieberman & Van Horn, 2009; Sandler & Rosenblatt, 1962). RF and maternal representations are closely related. It is thought that the ability for maternal RF may be the mechanism that explains why a mother’s distorted representations of the child interferes with her ability to accurately perceive and respond to the child’s emotional cues (Slade et al., 2005). However, studies have not seen interventions targeting RF translate into healthier, more balanced maternal representations of the child, particularly in mothers with a history of trauma and poor attachment histories (Schechter et al., 2005; Suchman et al., 2010, 2011). There appears to be something unique in the way the concepts of RF and maternal representations interact in mothers with a history of trauma (Berthalot et al., 2015; Ensink et al., 2014). 
Knowledge of how trauma, reflective functioning and maternal representations interact is crucial to bringing a greater understanding to the processes of the transmission of trauma through the attachment relationship. In South African communities where social risk factors are high (Berg, 2003; Berg, 2012; Cooper et al., 1999; Frost, 2012; Tomlinson et al., 2005; Seedat et al. 2009) and are likely to lead to high levels of disorganised attachment patterns (Fonagy, 2001; Lieberman, 2004; Lyon-Ruth & Block, 1996,), this knowledge would aid clinicians in their attempts to interrupt the cycle of transmission. 



Applicability of psychoanalytic concepts in the South African context 
It is important to consider the cross cultural applicability of using psychoanalytic concepts, from Western countries, in the South African context. The current trend in infancy research is to speak about the self and other. This differs from many South African communities where the concept of “Ubuntu” prevails and the thinking it is still community based (Berg, 2003; 2004). The notion of Ubuntu is shared among many African cultures meaning “A person is a person because of another person” (p. 271, Berg 2003). Children’s well-being is the collective responsibility of the community: “The child in the street is everybody’s child; the person at your door becomes everybody’s responsibility (Berg, 2004, p.244). Local attachment-based studies have highlighted how this distinctive cultural characteristic has had a significant influence on Western attachment rating scales and their subsequent classifications (Minde, Minde & Vogel, 2006; Tomlinson, 2001).
Astrid Berg has pioneered parent-infant psychotherapy in South Africa, predominantly in the Western Cape community of Khayelitsha. In her work Berg (2014) promotes the concept of a ‘translator of meaning’ or community counsellor / member to work with the clinician in order to bridge the cultural divide during consultations and provide the clinician with a fuller understanding of the patient’s world (p.97). Psychoanalytic work relies heavily on facilitating an awareness of unconscious processes and the use of inferences which could easily be misinterpreted without the assistance of an interpreter.   
Berg (2014) and another South African who is actively involved in community work in Alexandra, Frost (2012), have incorporated the use of RF in their parent-infant work. While both have anecdotally acknowledged success with this intervention (Berg, 2012; 2014; Frost, 2012), they have not published empirical studies and their findings should be considered tentatively. Local studies incorporating maternal representations of the child have not been conducted. 
Given that the Western concepts of RF and maternal representations of the child are still relatively new and untested in South Africa and studies to support their applicability are lacking, their cross cultural relevance will be kept in mind in this study.  

Trauma
For the purpose of this study, trauma will be defined from a psychoanalytic perspective as an experience that shatters the “protective shield” of the self and disrupts the individual’s psychic structure (Freud, 1920, p.29). In early development this protective shield is represented by the care and nurturance provided by the parents (Freud, 1926).
While the social risk factors in disadvantaged South African communities have been well documented (Berg 2003, 2012; Cooper et. al., 1999; Seedat et. al., 2009; Tomlinson et. al.,2005; UNAIDS, 2016), to date there are no South African studies that have specifically focused on the mother’s history of trauma resulting from exposure to these high social risk factors. Furthermore, a study by Bain (2014) revealed that group interventions with these very high-risk dyads are often not particularly successful. A handful of global studies, however, give some indication of how these mothers interact with their infants. It should be noted that a key assumption of psychoanalysis is that unconscious mental processes are responsible for both behaviour and the content of conscious thinking (Freud, 1915). This should be borne in mind when contextualising the mother’s behaviour towards her infant detailed in the sections that follow. 
The precipitating factors for trauma (or a rupturing of the protective shield) are understood by examining the body’s biological responses. A universal fear, existing in all humans, is the fear of death or ‘annihilation anxiety’ (Freud, 1920). In situations of near death, the body instinctively responds with a fight / flight impulse (Lemma & Levy, 2004). Automatically, thought processes are bypassed and the body primes itself by mobilising resources to respond to threats by either fleeing or fighting (Lemma & Levy, 2004). The biological function of attachment is to protect the infant from predators (Bowlby, 1969). Attachment theory thus posits that the infant seeks close proximity to its attachment figure for protection in situations of fear (Bowlby, 1969). This, however, presents a paradox for the infant when the attachment figure, itself, is both the source of safety as well as the source of fear (Main & Hesse, 1990). The fight/flight response is thus inhibited, the infant experiences helplessness, anxiety overwhelms the psyche and a rupturing of the protective shield occurs (Lemma & Levy, 2004). Trauma of this nature often leads to disorganisation (Hesse & Main, 1999) and long after the traumatic event has past, individuals re-experience the event as though it were recurring in the present (Herman, 1994).
Studies have shown that mothers with a history of trauma tend to display atypical behaviours in relating to their infants. Main and Hesse (1990) observed that mothers with unresolved loss and trauma displayed frightened and frightening behaviour towards their infants. This frightened and frightening behaviour was hypothesised to be a repetition of the mothers’ pattern of relating to her own mother whom she perceived as both the source of safety as well as fear (Main & Hesse, 1990). Notably, in the South African study by Tomlinson et. al. (2005), significantly higher levels of frightened and frightening behaviours were observed in the mothers of infants classified as disorganised as opposed to the other attachment categories. This makes a strong argument for the occurrence of high levels of unresolved maternal trauma in South African samples. 
A further finding by Main & Hesse (1990), in their work with mothers with unresolved trauma, was a pattern of “role reversing” in dyads (p. 165) where the child would respond to the mother either by caregiving or being punitive towards her. Fonagy (2001) suggests that mothers who have suffered trauma struggle to regulate their affect and often turn to their children to perform a soothing function.
Lyons-Ruth and Block (1996) went into further detail and noted that mothers with a history of physical abuse tended to adopt a hostile stance towards their infants, while parents with a history of sexual abuse, tended to display emotional and physical withdrawal from their infants. A relatively recent study by Schechter et al. (2008) found that mothers with a history of violence-related PTSD displayed hostile, intrusive, negative and frightening behaviour towards their infants but did not display frightened behaviour. 
Certain studies have claimed that individuals with disorganised attachment patterns tend to respond to traumatic experiences with dissociation (Bradfield, 2011; Hesse & Main, 1999; Liotti, 2004; Lyons-Ruth, 2003).  These dissociative symptoms have an effect on a second generation as they lead to deficits in the affective communication between caregiver and infant (Bradfield, 2011; Hesse & Main, 1999; Lyons-Ruth, 2003). Lyons-Ruth (2003) noted the affective communication errors that most significantly affect the attachment relationship. These included contradictory affective cues given by the caregiver, inappropriate affective responses to the infant’s cues, specifically emotional unavailability, and role confusion. Role confusion consisted predominantly of self-referential behaviour by the caregiver.
It is clear from these studies that trauma influences the mother’s ability to show empathy towards her infant, however, it is not clear how this differs depending on the nature of the mother’s trauma. Further research is required in order to identify patterns in the nature of the trauma and related atypical behaviours in mothers, specifically in South African samples. 

Intergenerational transmission
Earliest understandings of the intergenerational transmission of disorganised attachment are linked to the work of Anna Freud (1936) and later Fraiberg et al. (1975). Their work on the notion of the defence termed ‘identification with the aggressor’ (or object) brings further understanding to the atypical behaviour of traumatised mothers towards their infants. During infancy and early childhood that is marked by early relational trauma, the mother forms an identification with her aggressor under extreme conditions of terror and impotence (Fraiberg et al., 1975). This identification is born out of the dangerous threat the aggressor places on the ego (Fraiberg et al., 1975). The mother’s disturbance of responsiveness (eg: hostile behaviour towards the infant) is as a result of a disavowal of vulnerable affects in order to guard against re-experiencing feelings (such as fear, helplessness & rage) associated with her own abuse. 
Fraiberg et al. (1975) advocates that maternal empathy requires the mother to experience vulnerable affects towards her past objects which then enables her to put these affects in the past and move towards more appropriate responses to their own child’s affect. This is an extension of Freud’s (1909) notion that repression of affects leads to the compulsion to repeat. While Freud (1909) incorporated only the defence mechanism known as repression of affect, Anna Freud (1936) and Fraiberg et. al. (1975) recognised two defences in mothers with a history of trauma; namely repression of affects and identification with the aggressor. In identification with the aggressor, the mother attempts to revoke her experience as the helpless victim associated with her childhood trauma. Anna Freud (1936) and Fraiberg et. al. (1975) bring some understanding as to why motherhood may present a traumatised mother with unbearable demands. 
Bradfield (2011) terms the repression of painful and intolerable affects, associated with trauma, ‘dissociation’. He suggests that dissociation is largely responsible for the intergenerational transmission of trauma due to the effect it has on the attachment relationship. Dissociation keeps the affective experiences related to the trauma out of consciousness in both the mother and infant (Bradfield, 2011). The mother is unable to know and therefore unable to express emotion related to these memories. Consequently the infant, too, remains disconnected from these affective experiences; never having the opportunity to develop a language for these emotions (Bradfield, 2011). Lyons-Ruth (2003) captures Bradfield’s (2011) point by stating that “…it is through the mother’s responses to the child that the child will experience what can be integrated into a thinkable relational experience” (p.12).

Reflective function
For the purpose of this study RF is defined as the ability to understand one’s own mental state and those of others in order to make sense of the behaviour of one’s self and the other (Fonagy & Target, 1997). This study will focus specifically on maternal RF whereby the self represents the infant and the other represents the mother (Slade, 2005). 
RF is a relatively new construct that has its roots in mentalisation (Fonagy & Target, 2003). Fonagy and Target (1997) propose that RF emerges in the mirroring relationship with the mother. The infant gradually comes to realise its own feelings and thoughts when the mother provides meaning to these internal experiences through her expressions and responses (Fonagy & Target, 1997; Gergely & Watson,1996).This process allows the infant to focus on its internal experiences so they become meaningful and manageable (Fonagy & Traget, 1997). Maternal RF thus contributes to affect regulation in the parent-infant interaction when the mother accurately recognises the infant’s intent and correctly interprets the infant’s emotional cues (Fonagy & Target, 2003).
RF has been the subject of attachment-based studies both globally and in South Africa (Berg, 2012; Frost, 2012; Pajulo, 2012; Schechter et al., 2005, 2008; Slade et al., 2005; Sleed et. al., 2013; Suchman et al., 2010, 2011). Mothers with low RF have been shown to struggle to respond to their infants in a manner that indicates an awareness of the infant’s mental states (Fonagy, 2001, Fonagy et. al., 2005; Slade et. al., 2005). The mother is thus unable to regulate her infant’s affect, particularly in times of distress. Slade et. al. (2005) noted that mothers with higher RF demonstrated less atypical behaviours (such as frightening, frightened or hostile responses) towards their infants, suggesting that higher maternal RF acts as a protective factor when the mother is confronted with a distressed infant. 

Maternal representations
Maternal representations will be defined according Lieberman’s (1999) definition: They are “fixed beliefs that the mother has about the child’s existential core, beliefs that she perceives as objective, accurate perceptions of the child’s essence.” (p.738).].
Attachment theorist, John Bowlby (1969) introduced the concept of ‘internal working models’ or ‘mental representations’. During early development, repeated interactions with the caregiver lead to the creation of relational models which are stored as memory templates (Bowlby, 1969). Two components make up these internal working models; the ‘self model’, or one’s sense of self, and the ‘other model’, one’s perceptions of others (Bowlby, 1973, 1988). The interaction between these two components leads to the construction of the infant’s subjective experiences and the formation of dynamic mental representations (Bowlby, 1973, 1988). Bowlby (1973; 1988) emphasised the critical role of the caregiver in this process, particularly in the first year of life, as he believed that the mother-infant interaction creates an enduring pattern for social relationships. 
Many psychanalytic theorists provide support for the notion that the caregiver’s role is vital during the early years of development. Winnicott (1960) stresses that inappropriate caregiving during the stage when the infant moves from a state of complete dependence on the mother to a level of separateness can be detrimental as the ego is not sufficiently formed. An infant that is challenged too intensely or too soon may lead to high levels of anxiety and disintegration (Winnicott, 1960). Winnicott (1960) also claims, however, that the mother’s care need only to be ‘good enough’ as her appropriate failures provide opportunities for the infant to grow. 
Similarly, Klein (1946) describes that infants deprived of food and appropriate maternal care feel persecuted and become overwhelmed with anxiety. Severe, ongoing frustration of these needs, contributes to an unintegrated ego (Klein, 1946), whereby paranoid schizoid modes begin to control psychic functioning (Lemma & Levy, 2004). Under these circumstances, the infant is unable to internalise a good, nurturing mother (Klein, 1946) which leads to poor resilience in the face of future adversities (Fonagy et al., 2002)
Sandler and Rosenblatt’s (1962) concept of internal working models resembles Bowlby’s prominent formulation, however, there are points of disjuncture between the two which require discussion. While both theorists correspond closely regarding the idea that mental representations of self and other develop through interactions with the caregiver, Sandler’s (1960) conceptualisation moves beyond innate drives proposed by Bowlby (1969) and emphasises the important role of affect and the infant’s wish to maintain safety as the motivating forces in development and behaviour. Sandler and Rosenblatt (1962) propose that, although the infant interacts with the outside world, it also builds an internal world based on subjective experiences. This is an important distinction as it allows for the integration of attachment theory with ego psychology and Kleinian theory which highlight the importance of maternal representations in the transmission process.
Sandler and Rosenblatt (1962) propose that the infant is able to manipulate subjective experiences by constructing fantasies. This mental manipulation of representations is referred to as ‘shape’ and integrates well with clinical traditions of mechanisms of defence (Sandler & Rosenblatt, 1962). Shape of self-object representation is used “to denote the particular form and character assumed by the representation or image in the representational world at any one moment” (Sandler & Rosenblatt, 1962, p. 135). It is by restating the concept of identification with the aggressor and projective identification in representational terms that enables one to link Sandler and Rosenblatt’s (1962) work with that of Anna Freud (1936), Fraiberg et al. (1975) and Klein (1946).
Projective identification is a way of disowning or getting rid of an unwanted part of oneself by projecting it into the representation of the other (Klein, 1946; Lieberman, 1999; Sandler, 1994). This can be understood in terms of the mother-infant relationship whereby the mother modifies the representation of her infant into an unwanted aspect of herself (Lieberman, 1999; Sandler, 1994). In mothers with a history of trauma, these unwanted aspects are made up of unconscious fears and disavowed affects related to her trauma. Consequently, the mother exercises selective attunement towards her infant. Both the quality of maternal representations (how the mother speaks about her child) and the content of maternal representations (what the mother says about her child) are thus useful indicators as they reveal whether the mother responds to, misinterprets or ignores her infant (Fonagy, 2001; Fraiberg et. al., 1975; Lieberman, 1999). Through this process the mother may then manipulate the infant so that it in fact comes to function in a way that is consistent with her own unwanted characteristics (Lieberman, 1999; Sandler, 1994). This model is dynamic in that the infant, in turn, may need to distort his/her representations of the mother to tolerate unmanageable affect (Lieberman, 1999; Sandler, 1994). Slowly the infant’s representations come to resemble that of the mother. 
Current trauma literature supports these findings and has recognised that both identification with the helpless victim (whereby the mother’s split off aggression is located in her infant leaving her vulnerable to feeling persecuted by her infant) and an identification with the aggressor occurs in traumatised individuals (Caper, 1999; Klein, 1946; Lemma & Levy, 2004). These are referred to as paranoid schizoid forms of functioning (Caper, 1999; Klein, 1946) and explain Main and Hesse’s (1990) findings that mothers were, at times, frightening towards their infants, most likely when identification with the aggressor occurs, and also frightened of their infants possibly in  identification with the helpless victim. 
Following from this, research has identified that disorganised internal working models prompt shifting in representational processes (Liotti, Cortina, & Farina, 2008). Representations of the other (i.e. the attachment figure) and the self (i.e. the child), oscillate among the three poles of “the Victim, the Rescuer, and the Persecutor” (Liotti et. al., 2008, p. 303). Liotti et. al. (2008) explain these three poles. The attachment figure may be represented negatively as the persecutor and, at other times, positively as the rescuer. When represented as the rescuer the frightened attachment figure comforts the child but remains oblivious to non-verbal cues of fear which stem from a history of unresolved trauma. The child thus feels both comforted and fearful. Similarly, the child may convey powerful and malevolent self-representations. The attachment figure, in these moments, may come to represent a fragile and vulnerable other. Finally, the child may perceive itself to comfort the frightened attachment figure. In other words the child constructs itself as the rescuer of the attachment figure. These shifting representations, between victim, perpetrator and rescuer, bring understanding to the process of intergenerational transmission.
Sandler (1987) introduces another important concept of ‘primary identification’. Primary identification is a state of confusion whereby a momentary collapse in the boundary between object and the self exists (Sandler, 1987). In more serious psychological disorders this may be experienced for longer periods (Sandler, 1987). Sandler (1987) highlights that, although the physical boundary between self and other exists, the mental world of mother and child may be experienced as a unity. Lemma and Levy (2004) describe this collapse in symbolic functioning as “the loss of the psychic facility to interpose thought between impulse and action” (p.13) suggesting that it is one of the most destructive consequences of trauma. RF interventions help the mother to think about both her own, and the child’s behaviour, and to see the child’s internal life as separate from her own (Slade et al., 2005).
Testament to Sandler’s work is that many have made use of his model (Emde, 1988; Stern, 1985). Sandler’s work also complements clinical work and his formulations are consistent with contemporary thinking in cognitive psychology (Fonagy & Target, 2003). It also has clear implications for the transference-countertransference relationship that most psychoanalytic clinicians use to guide their work (Fonagy & Target, 2003).   
Admittedly empirical evidence in support of this model is in its infancy, however, a meta-analysis, including 18 studies, showed that mental representations of the parent’s own childhood could explain almost a quarter of the variance in the infant’s behaviour in the Strange Situation (Van IJzendoorn, 1992). A recent study by Schechter et al. (2008) also found a significant association between mothers with violence-related PTSD and distorted maternal representations of their children. 
Reflective Functioning and Maternal Representations
RF and maternal representations are closely related and a change in maternal behaviour is unlikely to improve the interaction between the dyad unless it is a direct function of change in maternal representations (Slade et al., 2005). Thus, interventions employing RF attempt to improve maternal representations of the child by helping the mother to think about both her own, and the child’s behaviour, and to see the child’s internal life as separate from her own (Slade et al., 2005).
One would expect that low RF would correlate with distorted maternal representations and vice versa, however, evidence of this has been elusive, particularly in mothers with a history of trauma (Schechter et al., 2005, 2008; Suchman et al, 2010, 2011). An increase in the mothers’ ability for reflective functioning in these studies did not indicate more balanced maternal representations. A recent study by Fonagy et al. (2016) successfully managed to shift maternal representations but the catalyst for this shift was attributed to parent-infant psychotherapy and not improved RF as expected (Fonagy et al., 2016). 
In fact, although maternal representations have been cited as an important linking mechanism in the process of intergenerational transmission (Schechter et al. 2008; Van IJzendoorn, 1992), empirical evidence has shown that few interventions have been successful in shifting maternal representations of the child (Fonagy et al., 2016; Fraiberg, et al., 1975; Lieberman, 1999; Toth, et al., 2002).
Berthelot et al. (2015) recognised that there is something unique about mothers with a history of trauma and highlighted the importance of trauma-specific mentalisation in these mothers. Traumatised mothers do not have a broad inhibition of reflective functioning but tend to show a definite failure to mentalise about their trauma (Berthalot et al., 2015). This absence of mentalisation regarding trauma makes the mother vulnerable to ‘identifying with the aggressor’ when the infant shows signs of distress (Fraiberg et. al., 1975; Fonagy, 1993).  
It is evident that while the mechanisms of maternal representation and reflective functioning are cited as sources of transmission (Fonagy et al., 1991; Fonagy & Target, 1997; Fonagy & Target, 2003; Lieberman 1999; Schechter et. al., 2005; Silverman & Lieberman, 1999; Slade et. al. 2005). Schechter et al., 2008), how these are impacted by trauma, specifically, is not entirely understood. This study hopes to contribute to a clearer understanding of the processes of transmission from their origins in the mother - from parental trauma, through representation to reflective function - with a view to informing treatment processes.



[bookmark: _Toc476913360]Chapter 3: Methodology

[bookmark: _Toc476913361]Research Aim and Questions

This study’s primary aim is to examine how maternal trauma and maternal representations of the child inter-relate in a group of South African mothers with low reflective function.
The following research questions will be considered in order to achieve this aim:
1. What is the nature of the trauma (in early childhood and across the life course) in this group of South African mothers with low maternal reflective function?
2. What is the quality and content of maternal representations of the child in this group of mothers with low reflective function?
3. What are the links, if any, between maternal trauma and maternal representations of the child in these cases?
[bookmark: _Toc476913362]Participants

The participants for this study were selected from a previous, South African study (Bain et al., 2016) conducted on the efficacy of a home visiting programme offered by a Johannesburg NGO, Ububele, for high-risk mother-infant dyads.  Ububele is an NGO in Johannesburg, which aims to improve the emotional development and well-being of disadvantaged children, their parents and their caregivers in Alexandra Township. Alexandra is characterised by high social risk factors, such as crime, poverty, overcrowding and a migrant population (Frost, 2012). It is recorded as one of Africa’s most densely populated settlements with most of the dwellings consisting of informal shacks (Frost, 2012). 
The RF of mothers participating in the home-visiting programme was measured using the Parent Development Interview (PDI: Slade, Aber, Bresgi, Berger, & Kaplan, 2004). Mothers for this study were recruited via Ububele, using purposive sampling. Four mothers were selected from this broader study. More specifically, mothers who displayed low RF and showed no improvement after taking part in the intervention targeting the development of RF, were selected, or those with low RF in the control group. The second inclusion criterion was that the mothers selected from the original study needed to have also indicated experiences of previous trauma in their initial demographic interview. In this interview in the previous study, mothers were asked to indicate whether they had ever experienced any previous loss, abuse or domestic violence, and to indicate the quality of their relationship with their own mother (a poor relationship was understood to indicate possible early relational trauma). Mothers who answered positively to any of the above trauma criteria were included in the potential participant pool and were contacted and invited to participate in this study. 
Contacting the individuals, who met the criteria for the study, proved to be difficult. Two years had passed since the original study and many of the participants’ contact numbers were no longer valid. With the help of the Ububele home visitors, who resorted to visiting the potential participants at their homes, four participants were found who were willing to be interviewed for the study. 
[bookmark: _Toc476913363]Research design

A qualitative, psychoanalytic, multiple case study approach was used in order to obtain the in-depth information required to explore the interplay between low-RF mothers’ experiences of trauma and their maternal representations of their children. A psychoanalytic, multiple case study approach is considered valuable in that it adopts a narrow focus, exploring only a few individuals’ experiences in considerable depth (Dreher, 2000; Edwards, 1998; 2004). In addition, it allows for comparison within and between cases. In the drive towards evidence-based research it appears that quantitative research has been privileged over the case study method (Fonagy, 2013), however, there is evidence of this trend changing, albeit slowly (Willig & Stainton-Rogers, 2007). While quantitative studies are able to offer researchers the ability to measure and control variables, they do not have the advantage of providing information about the unique characteristics of individual cases (Edwards, 1998). It is often the study of individual cases that has contributed to knowledge and led to the development of psychoanalysis and clinical psychology (Edwards, 1988), as well as the development of interventions (Baxter & Jack, 2008). 
Case study methods have shown importance in medicine, particularly psychiatry (Fonagy, 2013) and have been used by prominent psychoanalysts, such as Sigmund Freud, Klein, and Winnicott in the development of psychoanalytic theory (Midgley, 2006). This method is seldom used to categorically prove or disprove something, rather, it enables the researcher to systematically examine a phenomenon of interest, make findings and test the credibility of certain theories or extend certain theories (Edwards, 1998) and often provides useful insight for future research (Fonagy, 2010). It is for these reasons that the case study method has been selected as a viable choice for this study. Furthermore, the constructs to be explored (i.e. trauma, maternal representations and RF), have been investigated by numerous quantitative studies which have not provided a clear understanding of how they inter-relate (Fonagy et al., 2016; Schechter et al., 2005, 2008; Suchman et al., 2010, 2011). 
Although there are numerous benefits to the case study approach, some limitations exist. The findings of studies of this nature are not able to be generalised to the broader population, particularly when the participants are so few and sometimes even limited to one. There are two further limitations of the case study approach. The first being the scope for observer bias which, driven by the interviewers personal conflicts, may influence the results of the study, albeit unconsciously. (Cartwright, 2004; Fonagy, 2013). The second is the influence of transference and countertransference as both elicit affective responses during the interview process. These responses may exert influence over what the interviewer selects as significant in the interview (Cartwright, 2004). If the affects evoked arise from the intersubjective relationship between the interviewer and interviewee, it is not problematic. If, however, these affects are influenced by personal conflict, then the risk of observer bias occurs (Cartwright, 2004). Affects arising from personal conflicts are often difficult to distinguish from those arising from the intersubjective relationship between interviewer and interviewee in practice (Cartwright, 2004).
[bookmark: _Toc476913364]Theoretical Framework

This research study is theory led and adopts an integrative approach, incorporating both psychoanalytic and attachment theory. Despite a history of disjuncture between these two theories, there appears to be growing rapprochement between them which has been highlighted by theorists such as Sandler and Rosenblatt (1962) and Fonagy (2010). Rapprochement has become possible for many reasons but most significant for this study is the shift in attachment theory from a historical focus on the infant’s physical environment and behaviour to an interest in mental representations of the infant and caregiver (Fongay, 2010). 
[bookmark: _Toc476913365]Method of data collection/instruments.

The data collection took place in one sitting for each participant, in which two instruments were administered. The first of these instruments was the Life Events Checklist (LEC) which was followed by a semi-structured questionnaire. The duration of the interviews ranged from 45 minutes to 80 minutes and took place in a private room at Ububele, with the exception of one interview that took place at the Milky Lane in a nearby shopping centre as Ububele was closed on the day the interview took place. These interviews were conducted and transcribed by the researcher. 
The semi structured questionnaire was constructed using select questions from the Adult Attachment Interview (AAI) and the Working Model of the Child Interview (WMCI), as well as some questions probing deeper into the participant’s previous experiences of trauma. These instruments (i.e. the AAI and WMCI) have been used in a number of quantitative studies and, while they are able to be scored and used quantitatively, for the purpose of this study were analysed qualitatively. For this reason the researcher did not need to attend training on how to score the interviews. The interview questions are suited to a qualitative study in that they are open-ended and are able to provide rich data, thus promoting interpretation validity. In addition they have been shown to elicit representations (Zeanah, Benoit, & Barton, 1995), which was important for the purposes of this study.
It should also be noted that many of these measures use sophisticated language which presented a risk that the participants would not understand certain words in the questions. Where necessary these words were substituted with synonyms that were easier for the participants to comprehend. The researcher was careful to avoid changing whole questions which may have changed the meaning of the questions. This ensured the participants had a good understanding of the questions asked and minimised the risk of misinterpretation. 
[bookmark: _Toc476913366]Analysis

Data analysis was performed on the responses to the semi-structured interview. The transcripts were analysed using Braun and Clarke’s (2006; 2013) interpretive thematic analysis to extract themes relating to the participant’s individual experiences. Braun and Clarke’s (2006; 2013) guidelines for analysis were followed. The first of which is familiarising oneself with the data. After transcribing the interviews, all four interviews were re-read in order to search for patterns and meaning, specifically hidden meanings, within the data. This was done while holding the research questions in mind. The second and third steps of initiating general codes and identifying themes were then followed. The fourth step entailed reviewing potential themes. While the general themes that emerged were considered, those specifically relating to trauma and maternal representations of the child were extracted for further interpretive analysis through psychoanalytic and attachment theory lenses. This analysis specifically looked for how the mothers’ spoke about their trauma, examining how they positioned themselves in relation to others in their relating of these experiences and the kinds of defences evident in their narratives (Cartwright, 2004). In addition, Main and Hesse’s (1990) guidelines for the identification of unresolved/disorganised thinking in narratives was used to establish whether the trauma may remain unresolved in the participants’ minds. The final step of naming and defining the themes was then performed.
Thematic analysis is a popular and beneficial approach for qualitative research (Attride-Stirling, 2001; Boyatzis, 1998; Braun & Clarke, 2006; Guest, MacQueen & Namey, 2011). There has been some debate as to whether thematic analysis constitutes a credible research method (Boyatzis, 1998; Guest et al., 2012), however, Braun and Clarke (2006, 2013) argue otherwise and state that its bad reputation lies in the poor application of thematic analysis rather than the process itself. Braun and Clarke (2006; 2013) clearly demarcate the process of thematic analysis whilst allowing maximum flexibility (one of the method’s main advantages) at the same time. In addition to flexibility, another strength of thematic analysis is its ability to identify patterns in the data (Braun and Clarke, 2006; 2013). These patterns may be identified at either an explicit (semantic) level or at an interpretive (latent) level (Boyatzis, 1998). Latent or interpretive thematic analysis examines the underlying concepts and assumptions that inform the content of the data (Braun & Clarke, 2006) and includes non-verbal communications (e.g. hesitations) and ‘missing themes’ (Ryan & Bernard, 2003) . 
This study focused on the latent (interpretative) level as it strongly complements the psychoanalytic perspective selected, which focuses on unconscious processes and the use of inferences. Cartwright’s (2004) guidelines were held in mind when analysing the interviews as they integrated well with thematic analysis. The first is that language may be considered a metaphor for aspects of the self. The importance of language lies in the manner in which the self constructs meaning (Schafer 1989; Wyatt 1986). Repeated themes in an individual’s narrative often provide insight into the individual’s intrapsychic life. The second is that through the unconscious, thoughts are associated with one another .Focusing on how the individual constructs their narrative provides an understanding of the unconscious. Thirdly, the importance of context is emphasised, specifically attention to feelings states as this reduces the chances of misinterpretation. 
Main & Hesse’s (1990) criteria were also applied in order to identify traumatic experience that continued to disorganise thinking. Unresolved trauma was noted when the participants went into great detail in describing their trauma, when they displayed an abrupt change in tone and affect, when they expressed disbelief that someone close to them had died, when their language appeared to be disorganised and disoriented when relating their trauma or when there was evidence of a loss of monitoring of reasoning.  
A number of mechanisms were put in place to ensure the trustworthiness of the data analysis and interpretation. The first of these was a ‘coding check’ whereby the researcher coded one of the interviews in its entirety. The verbatim interview, along with the coded interview was reviewed by the project supervisor (Dr Katherine Bain) who then evaluated the thematic categories to ensure that the researcher was not imposing her personal motives, popular themes or research biases. The project supervisor also reviewed the final analysis in relation to the contents of the transcripts. Secondly, the researcher kept field notes recording my thoughts, ideas and countertransference during the interviews. The field notes were used in the data analysis and interpretation and were consulted when writing the reflexivity section of this report. Thirdly, the researcher was mindful of the influence her presence may have brought to the interviews (e.g. that the participants may not answer truthfully for a variety of reasons). Finally, the findings were triangulated with previous research and theory, where possible, to determine their validity and possible transferability. 
[bookmark: _Toc476913367]Trauma 

The Life-Events Checklist for DSM-5 (LEC-5, Appendix A) was used together with a semi-structured interview to gather more detailed information around any trauma these mothers had experienced.  The LEC is a 17-item checklist of potentially traumatic events from natural disasters to accidents, sudden losses to combat, and interpersonal violent events. All events across the lifespan were included (from infancy through to adulthood). This checklist was used to introduce the topic of trauma to the participants. The motivation for including the check list was to make clear to the participants what type of events may constitute trauma and to assist in eliciting their traumatic experiences for further discussion.
It is recognised that developments in the area of memory have revealed that it is highly unlikely that individuals are able to remember events predating the age of three or four years. The very early events that may exert a significant inﬂuence on the development of the psyche are most likely encrypted in procedural memory (Lemma, 2003). It is thus probable that, in the absence of conscious declarative memories, there are unconscious procedural memories of infantile experiences (Lemma, 2003). While these pre-verbal experiences cannot be brought to consciousness and translated into words, most analytic therapists agree that they are expressed indirectly and may be retrieved through the skilled use of transference and countertransference (Lemma, 2003). While it is not likely that a once-off interview will reveal detailed transference and counter-transference patterns, it was possible to glean some of this information. 
This self-report measure (i.e. LEC-5) was administered first and was used as a basis for the semi-structured interview (Appendix B, questions 7-9). The LEC encouraged the mothers to start thinking about the type of trauma they had experienced and provided a starting point in order to probe deeper into the participants’ traumatic experiences. An example of one of the questions from the checklist is as follows: “Have you ever been physically assaulted (for example, being attacked, hit, slapped, kicked, beaten up)”. Mothers were invited to tell the researcher, as far as they felt comfortable, a little more about the traumas they had marked positively on the LEC. They were asked to share any details that they felt comfortable to speak about. Due to the vulnerable nature of this population, great care was taken to manage participant reactions to this section of the data collection. Emphasis was placed on how they coped with their trauma and how they managed any difficult feelings they experienced relating to the trauma. This assisted in containing affective responses relating to their traumatic experiences. They were also asked to discuss if they felt any of their experiences had affected their parenting, and if so, in what ways.
The mothers’ childhood experiences were explored using the semi structured interview (Appendix B, questions 1-6). The Adult Attachment Interview (‘AAI’, George, Kaplan, & Main, 1985) was used as the basis for these questions but was not used in its entirety. The AAI was developed to explore adult representations of attachment during childhood. The questions delve into the participant’s childhood history and early relationships. An example of a question asked in the interview is as follows: “I’d like you to try and describe your relationship with your parents as a young child if you could start from as far back as you can remember?”
The combination of having the participants think about their trauma, prompted by the LEC, and encouraging the participants to talk about their childhood experiences elicited some information about their childhood trauma.  
The semi-structured interviews were audio-recorded with the mothers’ permission and transcribed verbatim. All the mothers managed the interviews in English, however, second language errors (e.g. mix-ups of gendered pronouns) are frequently found in the direct quotes used in the results chapter. These were not corrected as the participants’ meanings are still clear.
[bookmark: _Toc476913368]Maternal representations of the child.

The semi-structured interview (Appendix B, questions 10-23) was also used to elicit the quality and content of maternal representations of the child. The Working Model of the Child Interview (‘WMCI’, Zeanah, Benoit, & Barton, 1995) was used as a basis for these questions but, like the AAI, it was not used in its entirety. The WMCI is a valid and useful clinical and research tool and has been used in a number of studies with high risk samples (Schechter et al., 2005; Suchman et al., 2010). Although it is similar to the Parent Developmental Interview (‘PDI’, Aber et.al., 1985), this semi-structured questionnaire is theoretically rooted in attachment theory and attempts to measure maternal representations of the child and the relationship more directly (Schiborr, Lotzin, Romer, Schulte-Markwort, & Ramsauer, 2013). An example of a question used from the WMCI was as follows: “Pick 3 words (adjectives) to describe your child’s personality. After you have told me what they are, I will ask you about each one.”
The use of the questions from the WMCI allowed for the identifications of patterns in the mother’s representational world (Zeanah, 2009). While the content of the maternal representations was considered, how openly and coherently the mother was able to recount and describe her memories was also deemed significant (Zeanah, 2009).
[bookmark: _Toc476913369]Reflective function

Parent Developmental Interviews (PDIs) were conducted as part of the previous study (Bain 2014). These were coded by PDI accredited coders and the same scores are used for the measurement of RF in the current study. The PDI is a semi-structured interview which is designed to examine parents’ representations of their children, themselves as parents, and their relationships with their children (Slade, 2005). Examples of questions include describing a time when the mother and the child really ‘clicked’ or when they didn’t ‘click’ (Slade, 2005). The questions focus on frequently occurring, emotionally demanding aspects of parenting that typically require RF (Suchman et al., 2010). . 
RF is scored on a scale of 1 to 9, with 1 being very low and 9 being very high. An RF score of between 4 and 6 is average. Mothers in high risk samples, such as prison populations (Sleed et. al., 2013) and homeless mothers (Bain, 2014) tend to score between 1 and 4. Higher RF scores are awarded if the mother has a sense of her child’s internal world, is able to recognise the child’s mental states as well as her own mental states, and demonstrates the ability to link her child’s mental states to her child’s behaviour (Slade, 2005). 

[bookmark: _Toc476913370]Ethical Considerations
External ethics clearance was obtained for this study. The research was carried out at Ububele (Kew, Johannesburg). The researcher declared that she had no financial or material interest associated with Ububele or the participants in the study. Formal, written consent was received from Ububele allowing the researcher to contact the participants and to use their facilities for the interviews (Appendix G). Ububele further gave permission to be named as a research site and to be named in the study.
Four mothers (between the ages of 20 and 35) were selected from a previous study conducted at Ububele (Bain et al., 2014, 2016). The data was collected using a self-report measure (Appendix A) and a semi-structured interview (Appendix B). The participant information sheet (Appendix C) was given to the participants and included protection of the participants’ identity (i.e. confidentiality, anonymity, data storage and security). The participants’ participation in the research was voluntary and transport costs up to a maximum of R40 were reimbursed to them (Appendix C & G). The information sheet also contained a brief statement regarding limits to confidentiality, in that, if anything was revealed in the interview suggested some risk to the participant or her children, that I may be obliged to report this. This was discussed with all the participants and they were informed that in this event, that the researcher would discuss possible avenues of support with them. One of the cases suggested serious risk to the participant’s child and in this case, the participant was phoned after the interview and she agreed to having her case discussed by the researcher with Ububele in order for her to receive a home visit and further support.
Consent forms were signed by the participants in order to obtain their permission to conduct the interview (Appendix D) as well as to audio record the interview (Appendix E). The information sheet and consent forms were read to them prior to starting the interviews. The mothers had already signed consent for their PDIs to be used for research purposes, with confidentiality and anonymity in reporting guaranteed. This study upheld those conditions. Due to the length of the interview, the participants were provided with a snack and a drink for their journey home.
It was recognised that the probing nature of this research led to the exploration of sensitive topics which was potentially a risk to the participants (Richards & Schwartz, 2001). Furthermore, the LEC interview and semi-structured interview gathered data on traumatic life experiences which provoked some distress in the participants (Richards & Schwartz, 2001). The researcher was highly mindful of this risk and managed the interviews with a high degree of sensitivity. If at any point mothers became distressed speaking about a particular issue, the researcher contained their distress and the topic of conversation was moved. In addition, all participants were informed that they had the option of free follow up care with a psychologist at Ububele. The contact details for the follow up care were listed on the participant information sheet (Appendix C) along with the numbers for the Emthonjeni Community Clinic and Lifeline. A few days after each interview, the researcher checked in with the mothers as to how they had experienced the interview and reminded them of the free counselling facility and how they could access this assistance. 
The researcher was also mindful of the power dynamics that existed in the research relationship (Richards & Schwartz, 2001). This power imbalance was exaggerated by the fact that the researcher was a White, privileged Masters student and the mothers in the sample were Black, from underprivileged backgrounds with low levels of education.  Every effort was made to ensure that the participants felt as comfortable as possible and did not feel pressurised in any way.
Trauma analysis is still a relatively new area of research and consideration thus needs to be given to some of the debates concerning trauma theories and methods as they carry certain risks (Radstone, 2007). Trauma research requires the researcher to bear witness to human suffering. Events concerning natural disasters tend to willingly elicit sympathy from the researcher for the victim (Herman, 1994). Traumatic events resulting from human causes are somewhat different in that the researcher may become unconsciously caught up in the struggle between the victim and the perpetrator (Herman, 1994) or “by less easily acknowledgeable fascinations and fantasies concerning victimhood grounded in aggressivity, or a drive to voyeurism and control” (Radstone, 2007, p.23). It becomes impossible for the researcher’s work not be inflected by these processes and this should be borne in mind when trauma analysis is performed (Radstone, 2007). In order to mitigate this risk the transcribed interviews were read by the researcher’s supervisor, as were the case studies.  
[bookmark: _Toc476913371]Reflexivity

Reflexivity requires the researcher to declare any biases, values, beliefs or assumptions they may hold that could potentially have influence over the study. The researcher must explain how the biases, values, beliefs or assumptions were controlled for or suspended during the study (Creswell & Miller, 2000). 
Although I approached the data using a psychoanalytic framework, certain factors required self-monitoring. I was deeply aware of my identity as a white Master’s student with access to resources, both financial and emotional. The felt differences between my means and those of my participants became very apparent and my role as researcher was therefore a complex one. I was aware that my role as the perceived knowledgeable authority, particularly on the subject of parenting, may have complicated my presentation to the participants. I had to both be aware and monitor, to the best of my ability, how this would contribute to a developing dynamic in the interviews where the participants may have felt the need to impress me, obscure or hide things from me or present their narratives in more palatable ways. This had to be carefully negotiated as I only had one opportunity to collect the data and the nature of the study required the participants to expose themselves in vulnerable ways. With this in mind, during the interview planning, I consciously made the interviews longer in the hope of establishing rapport and diluting possible power imbalance in the room, keeping front of mind what it would mean for these women to expose sensitive subject matter to a women who had no experience of their level of support and resources. 
As a mother of two, I had to be cognisant of over-identifying with a mothering role. While some of the participants’ stories resonated with my own failures as a mother, others however, I found disconcerting and, at times, challenging to bear witness to. I could feel that in certain instances I may have wanted to impose my own values onto stories I found difficult to bear and foreign to my own understandings and experience of motherhood.  I had to remain aware of my own judgement and related feelings, particularly when I could not find commonality of experience with the participant. 
While attempts were made to approach the data from a distanced, researcher’s perspective, I am also fully cognisant of how the data was read, analysed and reported from my own subjectivity and from particular theoretical perspectives, namely those of psychoanalysis and attachment theory. This necessarily means that data that may not fit with these theoretical perspectives may have been overlooked. This approach also acknowledges that the research process, from data collection, to my feelings of countertransference, to analysis and final report writing, was influenced by unconscious material. While every effort was made to stay mindful of these complications, the unconscious material in the interview space is acknowledged. 




[bookmark: _Toc476913372]Chapter 4: Case studies - Results and findings

In this section the individual case studies will be presented with special reference to maternal trauma histories and maternal representations of the child. It should be borne in mind that these participants had previously been scored with low RF in a study by Bain et. al. (2014, 2016), scoring either a one or a two on the PDI. Main and Hesse’s (1990) guidelines were used in order to identify unresolved trauma in the mothers. 
While some literature is mentioned in the presentation of the case studies, the overall findings are related to literature in the Discussion Chapter. Due to the psychoanalytic nature of this study, the case studies include both trauma occurring in the participants’ early developmental years and subsequent traumas. The affective responses to these traumas are discussed, followed by the content and quality of the maternal representations of the child that emerged from each mother’s interview. All names used are pseudonyms.
[bookmark: _Toc476913373]Jelani: ‘I’ve got more power than him’

On collecting Jelani for her interview, I could not help taking in the extreme poverty of the settlement in which she lived. Hundreds of shacks backed onto one another, sewage water ran down the road and women queued patiently with babies on their backs to do their washing at what appeared to be the only tap with running water. Jelani arrived with her two month old baby in her arms and her sister’s nine month old child on her back. She did not complain as she struggled to juggle the two of them and I began to get a sense of her strong character. As her stories unfolded, Jelani revealed the multiple traumas she had suffered in her life; extensive loss, physical abuse, sexual assault, and severe illness. I found myself captivated by her stories; laughing at times and moved to near tears at others. I admired her strength and resilience in the face of such adversity and perceived her as an immensely strong woman (Researcher clinical impressions after the interview, 2016).  
Jelani is 35 year old woman who lives with her partner and her three month old baby. She works at a supermarket. At the time of the interview, however, she was on maternity leave. Jelani had been involved in the previous research study with her older child, who had subsequently passed away.
During her first year of life Jelani experienced the losses of her mother and father. Soon after Jelani’s birth in KwaZulu Natal, her mother left her in her grandmother’s care and moved to Johannesburg to find work. Jelani reported that she had never met her father and only knew him from the photos she had seen of him. 
Jelani’s two older brothers also lived with her grandparents. Her two younger brothers, on the other hand, had not grown up with them. One had died when he was ‘small’ and the other lived with her mother in Johannesburg. She reported that her older brothers frequently visited their mother during holidays. Unlike her brothers, Jelani was not able to go to Johannesburg as her grandfather did not feel it was appropriate for a female to visit a big city: “[quoting her grandfather] Woman she has to stay at home. She can’t go to the city”. Consequently, Jelani saw very little of her mother during childhood: “My brothers were coming to visit my mother but I wasn’t coming”. This may have left Jelani feeling loss and abandonment by her mother and perhaps resentful of her brothers’ male privileges.
Jelani described having a special relationship with her grandmother and would sometimes refer to her as ‘mother’: “Yes, yes, she made me feel special a lot”. Her grandmother was a protective figure in her life. In her narrative it became apparent, however, that her grandmother was not always available to watch the children and Jelani appeared to suffer the most: “Because when I was fighting with my older brother, she [her brother] used to beat me a lot when my grandmother wasn’t there”. 
At eight years old Jelani suffered another traumatic loss when her grandmother passed away. Thereafter, Jelani went to live with her mother’s aunt, who would beat Jelani and her brothers at times. She was later uprooted again and moved to live with her uncle, with whom she established a good relationship. These frequent moves were accompanied by uncertainty and inconsistency. 
Jelani was unable to describe her caregivers in any depth or with much emotion. Her grandmother’s death was stated in a matter-of-fact manner and Jelani tended to minimise negative experiences in her life and to view them as normal. Despite the affection of her grandmother Jelani did not appear to receive sufficient, dependable care required for the development of buoyant working models (Bowlby, 1973; 1988). Fonagy et. al. (2002) suggest that inadequate care during the first years of development leads to poor resilience in the face of future adversities. Evidence of Jelani’s early negative experiences became apparent in her unresolved trauma and her difficulties in coping.
In particular, Jelani struggled to cope with the extensive losses she suffered as an adult, following the death of her grandmother. These included the death of her uncle, her younger brother, her son, her older brother and her mother. Her uncle passed away when she was in her early twenties. He represented a positive paternal figure who had dreams and aspirations for her and was potentially another ‘substitute mother’ for Jelani. “Then he used to say this one’s [Jelani] going to be a pilot, I’m telling you”. Jelani found his death inconceivable. Main and Hesse (1990) propose that unresolved loss and trauma is identifiable by the immense detail of the description the individual provides in relation to the trauma. This was present in the attention to detail and disbelief with which Jelani described her uncle’s death: 
Then something told me like ‘no, I must go check my uncle’. I went to check my uncle then I find him he’s not on the bed. When I went inside he’s in the front of the bathroom. When I picked him up I thought maybe he was going to the bathroom then he fell. He couldn’t wake up. Then when I picked him up, he just breathed a long breath. Then he just died. On my hands. Then I couldn’t think that he died, I thought maybe he fainted. I took the cold water and poured on him. And I was alone that time. No one else…I called him, you know: ‘uncle, uncle, don’t do this to me’ [taps her face]. Then I phoned my other uncle that was here in Joburg. I phoned him. Then he said: ‘No, you can’t cry now. If he died you must take him to the mortuary’. I said: ‘No, you think he died. No, you are very cruel you. He’s not dead he’s just fainted’. Then I dropped the phone because I was angry because he was telling me that he died. I didn’t want him to die (Jelani). 
When Jelani was 30, her younger brother was shot dead in Alexandra. Although she did not grow up with him she reported being very close to him. At the age of 33, she suffered the painful and traumatic loss of her 14 month old son. He died of unknown causes.  Jelani was particularly heart-sore, and appeared to slip into a depression afterwards: “Yoh, my son, it was worse. He didn’t, I can’t compare with anything because I used to wake up each and every time he used to drink his bottle at night at 2 o’clock. About 2 o’clock every day I used to wake up and cry because I was missing him”. Jelani described feeling so depressed that she was unable to complete her daily tasks: “Sometimes I used to stay at home, don’t go to work. I used to stay on the bed, don’t wake up even the whole day. Staying in the bed crying, I don’t eat, I don’t bath. I don’t do anything. I used to stay in the bed and cry only because I used to miss him a lot”. Her pregnancy helped her to overcome her depression: “But it got better when I had…when I bought a pregnancy test. I saw I’m pregnant and that stress just slowed down a little bit but now I’m better”. Jelani’s story presented repeated themes of painful losses and substitution. 
Klein (1946) proposes that the ongoing frustration of an infant’s needs during the early years, as was suspected in Jelani’s case, results in the formation of an unintegrated ego. In such cases paranoid schizoid modes begin to control psychic functioning (Klein, 1946). A common trait associated with this type of psychic functioning is the idealisation and devaluation of objects. Jelani used the stereotyped words, “She was very nice” to describe her grandmother, her mother and her aunt. Her memories were often superficial: “She was a very nice mother. I used to wear her clothes”, and her stories reflected a possible idealisation of the figures and the time they spent together. “I was feeling, eh the warmest time that little time she [her mother] was home”.
Caper (1999) noted that mothers who had suffered trauma often display a more extreme form of paranoid schizoid modes of functioning. These individuals form identifications with the perpetrator at times (Caper, 1999; Fraiberg, et.al, 1975; Anna Freud, 1936), and identifications with the helpless victim at other times (Klein, 1946). Evidence of these identifications were apparent in Jelani’s narrative.
Jelani was in a serious car accident at the age of 16. She broke her leg in a number of places and was unable to attend school for two years as she could not walk. The same year of her accident she was sexually assaulted. In Jelani’s stories of her trauma, she tended to attach unrealistic, positive endings when she recalled her sexual assault and perceived herself as a strong heroine who managed to triumph over her perpetrators. Her sexual assault by an adolescent boy was also recalled in great detail and with some notable incoherence through her relaying of direct speech, indicating that the trauma may remain unresolved in her mind (Main & Hesse, 1990). She recalled defeating and humiliating him.
Then I don’t know what happened, he was pushing me to the bush. I asked him, ‘What? What’s wrong with you?’ Then he wasn’t talking to me, he was like breathing differently. I noticed no, it’s not him that I know. He was breathing and when I was fighting back he was overpowering me. I thought no, I mustn’t fight. I was listening for everything he was doing for me. He put my skirt upwards and my panty down and he opened his zip. After he opened his zip, he took my hands and he put it here and he pressed me here [puts hands on neck] so I mustn’t scream…Then I managed to take out this left hand [her baby cries again]. Then, after that when my left hand, he couldn’t catch my left hand. Then with my left hand I pulled his penis and I squashed it then he cried ‘no, no let’s talk’ and I said ‘no we can’t talk now. Let’s do what we are doing because you even didn’t talk to me before then you did what you are doing so let’s do it, let’s go ahead’. Then I left him sleeping there because I squashed his penis. I squashed it really bad. 
When Jelani was in her twenties she married a jealous and abusive man who would beat her twice a day: “Then he used to beat me in the morning and the afternoon every day”. She could not take it any longer and planned her escape: “I ran away. They went to the funeral then I got a chance to run away. Because I knew if I go when they are there, they going to beat me a lot. Then they went to the funeral to sleep over there and then the funeral was on the next or the following day. Then I woke up in the morning I ran away”. Jelani’s memories of her physical beatings from her husband demonstrated a similar pattern to her sexual assault in that she perceived that she could triumph over him. “If I wanted to beat him, I was going to beat him because I was overpowering him…”. Despite this, Jelani revealed that she would never beat her child: “But not to the child, to the children. I love children a lot… But I love children a lot. I don’t beat a child. I don’t shout at a child”. 
In what appeared to be an identification with the victim (beatings from her older brother and aunt), Jelani sought out a partner who beat her severely, twice a day (Caper, 1999; Klein, 1946). In contrast, Jelani’s identification with the perpetrator is presented in her defence of ‘revenge in fantasy’ (Lemma & Levy, 2004). She perceived herself as a strong ‘warrior’ woman who was able to triumph over and humiliate her offenders in her stories of trauma. 
Revenge fantasies are not uncommon in victims of trauma (Horowitz, 2007), however, there is barely any literature available investigating their benefits and dangers. Interestingly, Goldberg (2004) writes “Revenge fantasies are important healing tools because they help us to use thoughts and feelings in the service of harnessing our impulses and controlling our actions. Revenge fantasies are a way of acting without acting.” (p.6). This may be significant as revenge fantasies directly oppose the dangerous consequences of a collapse in symbolic thinking. While one does not know whether these idiosyncratic aspects of Jelani’s story are protective factors in the intergenerational transmission of physical trauma, and there is currently no evidence to support this claim, it highlights the need for more studies to be performed in this area in order to triangulate findings and extend theory. 
Freud (1920) highlights that control and mastery are considered important motivating factors for identification with the aggressor. Garland (2002) further suggests that identification with the perpetrator reverses the direction of the trauma and enables the victim to feel a sense of agency. Jelani seemed to achieve this mastery, control and the ability to reverse the direction of her trauma in fantasy. This is significant, as identification with the perpetrator in mothers with unresolved trauma, is often physically acted on in relation to the child (Fraiberg et. al., 1975; Main & Hesse, 1990). Jelani, however, explicitly stated that she did not beat her child. 
There may be many reasons for Jelani stating that she did not beat her child. The first is that she, in fact, does not beat her child. However, she may have wanted to present herself as a ‘good mother’ in the interview thus denying that she beat her child. It is also possible that Jelani’s baby of three months was not at the toddler stage (as was the case with the other participants) where the child’s behaviour, particularly tantrums, tends to evoke childhood memories of trauma (Lieberman, 1999) and invite opportunities for identifications and acting out of rage. She revealed that she had not beaten her toddler either, however, he was still very young (14 months) at the time of his death.
Jelani’s stories contained painful and frightening content yet she described them in a controlled manner and did not express feelings of hurt or fear. Despite her apparent defensive detachment from these affects, there were clues that her physical and sexual assault were distressing for her. An example of this was her severe somatic symptoms on the day of her sexual perpetrator’s court case: “I had a headache and my eyes were like tears coming out. I couldn’t even walk”. Similarly, Jelani’s stories of physical abuse illustrated her tendency to recall these experiences in a humorous manner as opposed to accompanied by the more fitting affects of pain, hurt, fear or anger. Her beatings from her husband, her childhood beatings from her aunt and her brothers were recalled with humour; almost as a game. This defensive use of humour to avoid her painful feelings became apparent in her stories.
There was a big place we used to swim there. They [her aunt] don’t want us to swim there. They said the crocodile there is going to eat us but they were lying because there was no crocodile there. Then we used to sneak and go there and swim. When we go back, we know we going to get beaten [smiles] because we did something that is wrong. We going to put the water there, we going to see the stick there and we going to run! 
Fraiberg (1975), like Freud (1920), proposed that unresolved trauma will be repeated if the individual is unable to remember the true affective experience of the trauma (i.e. if the true affect is repressed). Jelani’s later trauma appeared to lead to further repression of her pain, and fear.
Jelani described the beatings from her husband as the most distressing for her, when compared to her other traumatic experiences. She considered the beatings from her husband to be a catalyst for the anger she currently experiences and for the shift in her affect from her childhood: “I like used to cry when I was angry….But now I don’t know what happened to me but the man who was hitting me was hitting me a lot. Now it’s like I’m crazy”. Jelani further described how her anger had intensified over time and transformed into rage: “Yes, I’m getting very angry. Very, very, very angry…Like when you, when you make me angry it’s like I’m going to shout, I’m going to cry, I’m going to do whatever I’m want to do to you. I can even squash you”. Jelani endured and suppressed her feelings of pain and fear which built up into a diffuse anger in adulthood. 
Gender presented as a strong theme in Jelani’s narrative, both in relation to her own upbringing and her relationships with her children. Females were perceived as gifts from the ancestors and received special treatment. Jelani’s working models relating to gender appear to have developed from her early experiences. Jelani equated close, trusting relationships to those between females. This was seen in her description of her younger brother: “We used to share everything. I don’t have a sister but he used to be like my sister”. Her grandmother was a protective, warm female figure in her life, who had treated her like her own daughter after the loss of her mother. In contrast to this, her father was absent from her life and her older brother would beat her when her grandmother wasn’t present. Jelani also seemed to harbour resentment towards her brothers for the access they had to her mother, which she was denied by her grandfather. 
Added to this foundational trauma were incidents that entrenched Jelani’s working models regarding gender. After leaving her first husband, she became very sick and thought she was going to die. Doctors at the hospital informed her that she was HIV-positive and Jelani suspected that her first husband had infected her. Her anger and contempt, however, was not directed at him but towards all men: “When I was working in Durban I hate, I hated men.” All the ‘good’ male figures in Jelani’s life passed away (like her uncle, her son and her younger brother).
These working models relating to gender filtered into Jelani’s maternal representations of her child. Her female child was perceived as smarter than her male child, who had passed away: “[referring to her daughter] Mm, and now I can see she’s cleverer than the boy because she, when I’m playing with her now she plays back to me”. Jelani also perceived her daughter as needing to be strong and able to fend for herself: “This one is little bit soft but she’s clever”. Her fear around possible harm to her baby appeared to bring a need for her daughter to be a ‘warrior’ like herself.
Jelani named her daughter ‘there is still hope’ which is indicative of the important role she fulfils in Jelani’s life. Jelani had difficulty finding words to describe her child, and resorted to describing what her child meant to her instead. “Yes, it’s given me a reason for living’. ‘…Everything that she does I feel happy for it because I’m just happy for that I have a child”. This revealed Jelani’s struggle to reflect and think about her child, specifically her child’s emotional needs. These difficulties highlight Jelani’s low capacity for maternal RF (Slade, 2005).
Jelani’s daughter appeared to be a substitute for her son that she had lost: “No, she only reminds me of my son because she looks like her a lot”. Jelani also perceived her child to be similar to her cousin:
I don’t know, maybe sometime she’ll [her daughter] stop because my cousin she was crying a lot. She’s smaller than me. When I come from school, she used to cry for me that I must, I must put her on my back and don’t eat, I mustn’t sit down. She was, but now she’s the sweetest one. She is very sweet. I think she’s going to be because she was born in May also. So I think she’s [her daughter] going to be like her [her cousin]. She’s the sweetest one in our family (Jelani).
Jelani’s cousin was an accomplished nurse, her confidante and had taken care of her when she had fallen ill: 
…even when you like now in my house they know my status, everyone knows but when I’m sick she [her cousin] does say no, no, no she’s coming: ‘I know my sister’, she’s calling me my sister: ‘my sister I know the problem, I can’t just kick you outside because of your status. We all don’t know our status. Maybe we are worse than you, you are better than us because you know what you must do and what you mustn’t do’. Then she’s going to help me (Jelani).
Jelani’s seeing her cousin in her daughter suggests that Jelani may carry hopes her daughter will take care of her when she becomes sick, from an AIDS-related illness. Jelani’s awareness of her foreshortened future due to her HIV-positive status was evident: “Yes, yes. I just pray God that he must keep me until my child is finished schooling. When she knows how to handle herself, how to, and she’s working for her that when God can do whatever she wants”.
Jelani’s history manifested fairly clearly in her maternal representations of her child. Jelani’s daughter’s name, ‘there is still hope’, provides a sense that her daughter represented a saviour; someone who had come into her life to bring Jelani joy after so much loss. Jelani’s self-referential description of her child as someone who will fill a void for her given the pattern of loss and substitution that began in her first year of life ,could perhaps be understood as Jelani looking for her ‘lost mother’. . Jelani placed importance on her daughter being smart and to able to “handle” herself in the world. Her early trauma of her brother’s beatings and later her domestic and sexual abuse perhaps contributed to her need for her daughter to be a strong ‘warrior’, similar to her perception of herself. Lieberman (1999) refers to these types of maternal projections as “the cognitively organised manifestation of projective identification” (p. 744). These projections put pressure on the child to comply with the mother’s representations. 


[bookmark: _Toc476913374]Nekana: ‘I always just cried’

Nekana arrived with her two children; an older boy of 7, who is cognitively impaired, and her 3 year old daughter. Walking towards the interview room, her son slipped his hand into mine. He seemed desperate for attention, which was confirmed when he became demanding and disruptive during the interview. Nekana, who cradled her 3 year old in her lap, frequently dismissed her son and shouted at him intermittently. The interview became chaotic when he began to draw in a library book he had taken off the shelves in the room. Nekana chased him and snatched the book away. When he shouted and cried afterwards she removed her shoe and threatened to hit him with it. In the commotion, I began to get a sense of Nekana’s daily struggles. I felt sorry for her son who was desperate for her attention, but I empathised with Nekana as she appeared to lack the resources he demanded of her 
As Nekana spoke about her trauma, she revealed the deep sadness and pain she carried. She spoke softly and used few words to express herself. I found myself wanting to rescue her from her pain by moving the focus to lighter and more positive content. (Researcher clinical impressions after the interview, 2016). 
Nekana is a 30 year old woman who lives with her partner and her two children. She left school at the age of 16 and currently works long shifts (from 10am to 10pm) four days a week at a restaurant. Nekana described two recent traumatic incidents. She had been threatened by her neighbour with a gun and mugged at knifepoint. Her more prominent traumatic experiences, however, related to the loss of loved ones at an early age and the news of both her own and her daughter’s HIV positive status. Nekana discovered she was HIV positive when she was pregnant with her son and the news was devastating for her. Even more painful for her was the news of her daughter’s HIV positive status as she had tried to protect her from contracting the disease. 
Nekana’s story revealed the tragic loss of all of her primary caregivers. She described the two most significant losses as the loss of her biological mother and later her adoptive mother. Nekana was the only child of her biological parents. She provided little information about her life prior to the age of five or six. Her first loss was that of her biological father. Nekana recalled knowing him when she was a young child. She had no memory, however, of the reason for him withdrawing from her life, except that she was five or six years old at the time. Her biological mother passed away after a short illness when Nekana was 10 years old. After her mother’s death, Nekana was adopted by a family in Ladysmith and, at the age of 16, she witnessed the traumatic death of her adoptive mother. Three years later her adoptive father passed away. Such profound loss at a young age may have left Nekana feeling abandoned by her loved ones.
Nekana appeared initially to trivialise her difficult and tragic early life experiences. She described the period after the loss of her mother as follows: “They take me to the farms, so everything was well, I grew up well…ja. Everything was fine”. Despite this, there was evidence of her distress. Her mother’s loss had led to an abrupt change in her life. She moved from Newtown in Johannesburg to a farm in Ladysmith. She started at a new school and had to adjust to a family with five siblings after being an only child. Nekana struggled to acknowledge her painful feelings. Her initial nervous laughter, which appeared to defend against these feelings, turned to sadness and tears and her voice trailed to a whisper when she spoke about her mother’s death. Nekana displayed an abrupt change in tone and affect when she spoke of her mother’s death which is recognised by Main and Hesse (1990) as a sign that this loss remained unresolved. A similar pattern was seen in Nekana’s description of the loss of her adoptive mother. Her shock and distress were present when she described her dying moments: “Because he-she, she, she didn’t even get sick. She just wake me up and say ‘Nekana, Nekana, just take my baby!’ and then she died”. 
Nekana dealt with her losses during childhood by perceiving herself as strong and independent: “So I’m not depending on someone else”. In contrast, she also revealed that she was sensitive and cried easily: “Cause someone talking something that I don’t like…they know that I will cry. Even at work, I’ll cry”. She presented with confusion about her traumatic losses, particularly with regards to her affect. She struggled to recognise and separate pain and sadness from anger. They seemed to be one and the same thing for her: “I always just cried. Even when I’m alone I think I’ve got a anger … I don’t know”. Nekana’s inability to recognise her mental states suggests that her capacity for RF is low (Fonagy & Target, 1997). 
Nekana revealed that the pain of the loss of her biological mother during childhood only came to the fore during adulthood. She later described this pain as an anger that had intensified as she got older. This illustrates Nekana’s tendency to repress her affect. She could only identify anger. Fraiberg et al. (1975) and Freud (1920) propose that it is this repression of affect that increases the risk of repetition and perpetuates the intergenerational cycle of transmission. This became apparent in her interactions with her children. 
Nekana presented contradictory information about the loss of her two mothers. She attributed her angry feelings to the loss of her mother and expressed that this loss was the most significant of her losses, yet she admitted feeling closer to her adoptive mother as she was too young to remember her biological mother. This suggests some traumatic disorganisation in her thinking, and perhaps even a wish to ‘not remember’ her biological mother. Nekana was ten when her mother died and, at this age, one would expect her to have memories of her mother. From her narrative, the first loss of her biological mother appeared to carry the most pain and anger for her. 
Nekana was unable to provide descriptions of her relationships with her primary caregivers and dismissively used the words ‘all fine’ when prompted for this information. She did not appear to mourn the lost figures themselves, but rather the missed opportunities or the stress their losses translated into for her: “Because now I didn’t even finish my school”. Her concerns about her mother’s death were expressed as follows, “…and I don’t know when I’m dying where they can bury me, because I don’t know my father’s family”. Similarly, her adoptive father was described in terms of the material things he was able to provide for her: “Even when we need a uniform, everything, he, he was treating us the same”. In the context of deprivation, studies have shown that it is important to know one’s father. Nduna, Kasese-Hara, Ndebele, Pillay, and Manala (2011) performed a study in Alexandra Township and found that to know one’s father means the child has access to financial support. While these concerns of Nekana’s have cultural and practical utility, what is significant is that Nekana showed little emotional connection to these figures which highlights defensive functioning in relation to these experiences. Her lack of emotional vocabulary appeared to go beyond second language issues, to reflect direct avoidance of affect, suggestive of a low RF capacity (Slade, 2005).
Gergley and Watson (1996) propose that RF emerges in the mirroring relationship with the mother. The infant gradually comes to realise its own feelings and thoughts when the mother provides meaning to these internal experiences through her expressions and responses. This process allows the infant to focus on its internal experiences so they become meaningful and manageable (Fonagy & Traget, 1997). While details of Nekana’s critical first years were missing, one is able to make inferences about the type of mothering she received. Nekana’s inability to make sense of her internal world, at times becoming overwhelmed by her emotions and at other times repressing her emotions, suggests that she may not have received this necessary mirroring from her mother during her first years of life. This pattern of repression, in particular, was further entrenched by the loss of her biological mother when she had to grow up prematurely. 
Nekana’s interactions with her children provide a sense of how her history influenced her maternal representations of them. Her expectations of her cognitively impaired son and her perceptions of him appeared to be unreasonable and distorted. This was seen in the way she spoke about him: “He’s a naughty boy this one” and “…that one is a grown up man”. In her frustration with his behaviour, she spoke harshly towards him: “I wish you were at school today” and made light of his disability by mocking him: “[tapping her head and laughing] Are you normal here? Are you normal?”. She openly favoured her daughter over her son and admitted that this was partly because of his gender: “I think she [her daughter] thinks I like her so much, rather than the other child [her son]”. This may have been directed by Nekana’s feelings of anger towards the male figures in her life who abandoned and disappointed her; first her biological father, later her adoptive father. Nekana’s narrative revealed that females were perceived as beautiful, vulnerable and in need of protection: “[speaking about her daughter] She’s the little one”. Nekana potentially perceived her own vulnerability and need for protection in her daughter, however her expectation of her son is that he should be strong and grown up like she had to be after her mother passed away. 
Despite favouring her female child, Nekana’s description of her daughter lacked colour and richness. She described her child’s personality as “good”, “beautiful” and “I love her” and she was unable to describe their relationship other than “good”. Nekana reported finding it difficult when her child expressed anger or when she demonstrated strong-willed behaviour. She revealed that at these times, feelings of anger and guilt arose for her. She reported that she wanted to beat her daughter during these moments and perceived that the child’s anger and defiance were directed towards her, which she did not like. In describing her daughter’s behaviour when she was angry, Nekana said: “She’ll cry and bump on the bed, everything. Ja…she’ll not talk to you” and “I feel like I’ve done something wrong to my baby”. 
Nekana seemed to interpret her three year old’s normal toddler tantrums as aggression directed towards her. Lieberman (1999) suggests toddlerhood typically elicits negative maternal attributions because children begin to gain autonomy which leads to more assertive behaviour and expressions of anger. Projective identification (Caper, 1999; Klein, 1946; Lieberman 1999) often occurs in these instances where the caregiver experiences intolerable emotions evoked by their child’s behaviour and uses the child as a repository for these projections. In Nekana’s case it was potentially her child’s anger, which she perceived was directed at her, that evoked the same difficult feelings of rejection that she experienced in childhood, after the abandonment and loss of her loved ones.  In other words her child came to represent another rejecting other and Nekana became the helpless victim (Caper, 1999), feeling persecuted by her child.
Nekana expressed holding her daughter to calm her down when she threw a tantrum, but also revealed she would beat her with a wet cloth. Her daughter’s behaviour appeared to evoke opposing and inconsistent feelings and behaviours in Nekana, causing her to react in ways that are at times, loving and at other times, frightening. Main and Hesse (1990) identified similar atypical behaviours in mothers with unresolved trauma. 
Nekana worried about her daughter’s health and mentioned her concern repeatedly during the interview. She acknowledged that her long working hours affected her relationship with her children and that her working hours were particularly stressful when her daughter was sick. Her daughter’s HIV positive status had been difficult for her to accept as her early HIV test results had been negative and Nekana had of course hoped it would remain that way: “And, uh, I’ve tried to protect her when she was young, and when she was still at my stomach”. Her trauma became apparent when she stumbled over her words as she recalled the news, mixing up positive and negative. 
Overall, Nekana wished to present herself as a good mother: “I have to be with those things [treats for the children], chips at home, even though I’m getting little salary but I’ve tried to manage”. There were signs, however, that her children were a burden to her and she found their demands overwhelming: “Mmm, I feel like to beat her [laughs]. Ja, I’m a hard parent”. 
Nekana’s own childhood seemed to include feelings of having been loved and cared for, but also times where she suffered immense and traumatic losses, when it appeared she was required to grow up prematurely. After the loss of her adoptive mother when she was 16, she had not been able to finish school and had to very quickly learn to take care of herself. At times during the interview she presented as fairly dismissive and emotionally hard, embodying the strong, independent woman that she feels that she needs to be. However, at other times, she became childlike and presented as lost and vulnerable. Her behaviour towards her children appeared to mirror these opposing early relational experiences. At times, she appeared to expect her children to be ‘grown-up’ and obedient, becoming punitive and harsh. At other times, she reported feeling guilt towards them and then behaving in ways that suggest identification with their neediness (buying treats, cradling her daughter like a baby; and keeping her daughter home from crèche to ‘bond’ with her). According to Lieberman (1999) and Sandler (1987), these representations of her children will slowly influence her children into functioning in a way that is consistent with Nekana’s own patterns. Gradually her children’s representations will come to resemble hers. 




[bookmark: _Toc476913375]Zuberi – ‘There’s always a horror. There’s always a horrible story to tell’
Zuberi, a petite woman, arrived at Alex Clinic for her interview. She was fiery and talkative and her stories appeared to be exaggerated to bring colour and humour to them. As she recalled them, her voice would escalate and her emotion would intensify. To emphasise feelings of terror and fear she would widen her eyes which gave me a sense that she could vividly see these memories in her mind’s eye as she spoke about them. Zuberi’s flood of raw and mixed emotions, which included pain, fear, rage and desperation, left me feeling unsettled. Particularly disconcerting was an unavoidable intergenerational pattern she appeared to present. Zuberi described that her mother disciplined her harshly as a child and, despite her expressed disapproval of her mother’s beatings and her attempts to discipline her son differently, she confessed to moments when her anger became uncontrollable and she would perform similar beatings on her son. During the interview she appeared to be reaching out for help and, reflecting on the interview afterwards, I became anxious and began to fear for her son’s safety. The intense emotion evoked in me gave me a sense of Zuberi’s fear and I felt compelled to contact Ububele to request further support for her (Researcher clinical impressions after the interview, 2016).  . 
Zuberi is a 22 year old woman who lives with her partner and her three year old son in Alexandra. She did not finish her final year of school and is currently employed as a domestic worker. 
Zuberi’s trauma began in her first year of life with her initial experience of loss being that of her father. Her parents had a troubled relationship and her father left her mother when she was just three days old. Zuberi was the third child from their relationship. After her father left, her mother and her siblings moved in with her unemployed grandmother. At this time her mother began to gamble and drink heavily in the grandmother’s back yard. 
Zuberi’s description of the period from her birth to adolescence was one of extreme poverty and neglectful care from her mother. When Zuberi was a small baby her grandmother would spend most of her time ‘hustling’ food for her and her siblings while they were left in the ‘care’ of their mother: “…she [her grandmother] would go and hustle food for us, come back, bath us, do mealies for us and my mum would just be sitting there gambling, doing things like that…”. 
During childhood and adolescence Zuberi’s circumstances became even more dire as her mother continued to have more children. After Zuberi, her mother had five more children, bringing the total to eight. Zuberi recalled days when she went to bed without food and reported that her mother was physically abusive towards her and her siblings. She had very little relationship with her father, as he came into their lives for short periods and then left again. Her last memory of him was when she was eight years old and, when she was 18 years old he passed away.  
The first years of life, so critical to development, were characterised by inconsistent and neglectful care for Zuberi. Klein (1946) describes that infants deprived of food and appropriate maternal care feel persecuted and become overwhelmed with anxiety. Severe, ongoing frustration of these needs, contributes to an unintegrated ego (Klein, 1946), whereby paranoid schizoid modes begin to control psychic functioning (Lemma & Levy, 2004). This became apparent in Zuberi’s parenting of her son and her lack of resilience and difficulties coping with her stressful life circumstances (Fonagy & Target, 1997).
Zuberi’s loud and angry exterior appeared to present as a façade for her sensitivity and her deep pain which was evident in her narrative. She had attempted suicide a number of times. At the age of 10 she took a mix of her grandmother’s pills and later tried to hang herself: “The only way I’ll help my pain is crying. During crying, I’ll try to hang myself. I don’t know why but it feels like I’m healing somehow because like when I hang myself I’ll even feel heaven a little bit and then wake up. [sigh] I need relief”. In her final year of school she attempted suicide again and was hospitalised. These attempts appeared to be a cry for help and an endeavour to end the overwhelming pain she carried. Zuberi described feeling alone with nobody to trust or to turn to during these times: “I think back then I just needed someone to listen…I didn’t trust nobody back then. I didn’t like nobody. It was like everybody that sees me goes like ah, Zuberi this, Zuberi I hate, I felt like everybody hated me so I felt like me talking was me wasting my time”. 
Zuberi presented with a profound inability to regulate her affect. She expressed that she had had nobody to turn to in times of need during her childhood. Her description of mother as neglectful and abusive may explain her difficulties with affect regulation. Gergley and Watson (1996) propose that RF emerges in the mirroring relationship with the mother. Infants gradually come to realise their own feelings and thoughts when the mother provides meaning to these internal experiences through her expressions and responses (Gergely & Watson,1996; Fonagy & Target, 1997). It seems Zuberi’s mother provided little emotional regulation for her and was not able to accurately recognise her intent or correctly interpret her emotional cues (Baradon, 2009; Fonagy & Target, 2003). This may explain the raw and intense emotions Zuberi displayed in her interview. Fonagy and Target (1997) predict that mothers like Zuberi will continue this cycle and will not be able to provide a container for their own children, thus also presenting with low RF. 
In addition to poverty and early relational trauma, Zuberi disclosed other traumatic experiences in her life. She had been sexually assaulted at the age of 16. During the interview she struggled to describe this incident as it appeared to be too painful for her: “So it was in a park. So ja, that’s how it happened”. When she was pregnant with her son she became severely ill. She expressed feeling distraught as she was certain she was HIV positive: “It was a horror, horror, horror. Very, very horror”. Part of her distress appeared to be related to the stigma attached to the disease: “When they took me because I was sick. They [the neighbours] all gonna know Zuberi is sick, Zuberi is sick ja. The rumour gets published that fast”. Although her illness was confirmed to be pregnancy related and her test came back negative, Zuberi continued to have regular tests for HIV and her extreme fear of being diagnosed HIV positive became apparent. A further traumatic experience for Zuberi was her mother’s suggestion that she give her son to her sister after Zuberi’s sister lost her baby to meningitis at 16 months. Zuberi found this request inconceivable and she refused to oblige, despite finding it difficult to stand up to her mother. Without the support of a social worker, she expressed that she would not have coped: “I think I would have done a suicide a year ago because of life was, I was always breaking down. Two minutes, two minutes I’m breaking down. My mother wasn’t there”. 
Zuberi acknowledged becoming increasingly angry in adolescence and adulthood. Her narrative revealed an immense preoccupation with her mother: “I hate this women no matter what. I hate her…..She can’t even play the role of a parent, the role of my mother, the role of anything! [raised her voice to a shout]”. During the interview Zuberi repeatedly returned to the topic of her mother. She expressed feeling disappointed in her and recalled unpleasant memories of their relationship during her childhood. 
One of these memories was her need to prove to her mother that she had been sexually assaulted as, initially, her mother did not believe her. Zuberi’s hurt and distress were evident in the detail with which she recalled her vindication and suggests that this trauma remains unresolved in her mind (Main & Hesse, 1990):
She [her mother] understanded after a long time. After, I went to my uncle and said I swear to God I was raped. If you don’t trust me, let’s go to the police station and even the evidence is there because of that thing happened about a week ago. Let’s go, we’re going to the police station. He made a statement. The police, ja, the police car was ready for me. Went to the crime scene. They found everything actually. They found my panties, they found everything, every, everything. That’s when my mum trusted me. My mum was like, I’m sorry, I got angry you know. Ja.
Zuberi solicited the help of her uncle as she appeared to feel unheard by her mother. She referred to other occasions when she had tried to explain her pain to her mother and felt dismissed by her: “And if ever she’d let me cough up my pain then I’m gonna be fine, trust me. I’m gonna be fine. But all the time when I try to cough up my pain she’ll go like: ‘there we go again. You like talking too much’”. Additionally, Zuberi expressed hurt, shame and resentment towards her mother for having more children when she was unable to take care of her existing children: “Mum why don’t you stop doing pregnant and he’ll be like ‘no, it was a mistake’. Every baby is a mistake! Every! And we’ll be like ‘arghh, not again’”. 
A further childhood memory of her mother was Zuberi’s perception that she favoured her sister, which she described as hurtful: “My mum when I fought with my sister, she’s always take my sister’s side”. These feelings appeared to be perpetuated when her mother suggested that Zuberi should give up her son to compensate for her sister’s loss. After refusing to give up her son, she felt abandoned and punished by her mother:
Then the family started turning their back on me. I was left with the baby of father only…Even now my mum haven’t bought my child even a shoe or a pair of socks or anything. But I don’t blame her. It’s fine. She’s trying to teach me a tough love. And that’s fine. …Ja, I’ll have a year working now. When my son was only 2 years and through these 2 years we were, our breadwinner was the father of my child, not my mum, not my grandmother, not my uncle.
Zuberi’s mother appeared to consume her thoughts and it became apparent that she felt hurt, dismissed, misunderstood and unloved by her. Her mother’s unpredictable outbursts, rejection and unreasonable requests of Zuberi appeared to be profoundly distressing and confusing: 
And do you know that in my mind, I am happy and I expect everyone to be happy. When my mum comes in obviously she’s angry with the gambling part. I’d be happy: ‘mummy’[happy, high pitched voice] and she’d be like: ‘ don’t talk to me’ and I’d be like [deep breath in], not again, this woman she did this to me again. I’m gonna try again tomorrow because today’s not her day. Even tomorrow again: ‘not today’ and I’ll be like: ‘okay’.
Zuberi’s grandmother was her only dependable, loving figure and she appeared to idealise her. She further described that having had one loving figure in her life had saved her and her siblings from a life on the streets with no future: “We would have been a prostitute, we would’ve been, because my mum’s an alcoholist and is gambling you know. We would be saying like ah, this is our life you know”.
Zuberi found the burden of the responsibilities she had to bear overwhelming, particularly as more siblings were born: “Yes, more responsibility came. More stress came. More challenges came actually”. It appeared she was forced to grow up quickly and felt resentful for having to take on these responsibilities: “So it’s like I’m a mother to my son and I’m a mother again to 7!”. Despite this, she put pressure on herself to be a good influence in her siblings’ lives: “They’re looking at me with an idol eye, you know. They looking at me as a hero. If I do a mistake or I fall down now, they’re gonna be just like me”. She revealed that she did not want her siblings to make the same mistakes as she had made in her life and appeared to want to protect them and give them the guidance that she knew they would not receive from their mother. 
While she presented as committed to her siblings, in her narrative Zuberi expressed her wish to leave Alexandra. She described it as a war zone: “Like there’s always horror. Yoh, Alexandra it’s horror...my son no matter what, when he turns 7 years, we must be out of this place. This is not a place to raise a child, trust me”. Zuberi wanted to give her son a better life yet her description of her son and her interactions with him present a pattern in her maternal representations that was strongly influenced by her own traumatic past. 
Zuberi described her three year old son in a humorous and demeaning manner: ‘…he’s not a fatty, he’s just tiny, big head, whew that child looks like an alien, an alien’. Her stories of him highlighted his silliness and she laughed as she recalled them. Her laughter and humour, however, appeared to be a defence against her profound concern about his development: “I even came to - I went to the hospital, to the clinic and I was like ‘Um, my son is three years old and at his age he can’t even pronounce a sentence full’. At his age, he doesn’t have a weight. Always the scale says 10.5, 10.5. Always”. She also remarked: “He’s too silly for his age. He’s too everything for his age, and I just wonder, is he normal?”. Zuberi used the words, “smiley”, “peaceful” and “silly’ to describe her son’s personality. These descriptions, particularly “smiley” and “peaceful” seemed to be behaviour that Zuberi desired from her son and appeared to be misleading and not aligned with reality: [Speaking about her son] “Even at home he haven’t even beat anyone and I’ll be like really and they’ll [the crèche] be like ‘ja [her son] is very bullying’ and I be like I’ve never experienced that. I’ve never seen that part of my son.’”. It seemed as though Zuberi’s own anger may have created a need for her son to be calming and comforting towards her, while expressing his anger at crèche. Her perceptions of his behaviour appeared misattuned and distorted:
And one thing I like about him, he can tell when I’m angry. The moment he just sees me, won’t be-even if I’m angry he’ll be like ‘mama’. She won’t even complaining or talking too much. She’ll be like ‘mum, hi. Are you fine?’ and she’ll be saying ‘can I massage your feet today?
He understands me. More than his father actually. No, more than my mother! He understand, um, I fight with my sister [claps], or my mother, you know? He’ll be quiet. And by the moment I go out, he’ll come and he’ll be like ‘come mama, come and sleep here;. And when I lay my head he says ‘it’s gonna be fine’, and I’m like ‘ah’. That’s what I actually need. Someone to tell me that.
Zuberi perceived her son as able to read and understand her feelings of anger and wanting to calm her and pamper her after a difficult day. Her understanding of her son’s actions do not appear to include a sense of why he may feel the need to fill her own deprived internal world in much need of love and understanding.  Three year olds do not possess this capability because, developmentally, they are primarily egocentric and are unable to see another’s perspective (Piaget, 1952). Main and Hesse (1990) and Lyons-Ruth (2003), in their work with mothers with unresolved trauma, also noted this pattern of role inversion in dyads. Fonagy (2001) suggests that mothers who have suffered trauma struggle to regulate their affect and often turn to their children to perform a soothing function. Zuberi appeared to perceive her son as performing this soothing, regulating function for her.  
While Zuberi initially presented a representation of her son as a child who is highly attuned to her feelings and needs, later in the interview she was able to acknowledge his aggression. In the beginning she laughed at her son’s silliness but then described it as something she found difficult to tolerate, particularly when it involved play fighting. Zuberi appeared to distort the meaning of her son’s age-appropriate play fighting, describing it as upsetting and violent. She described her son’s behaviour as “silly” as she did her own behaviour when she was young. Lieberman (1999) describes how mothers, like Zuberi, tend to believe that their sons are inherently aggressive and will turn into violent men when they are older. She further states that traumatised mothers often unconsciously elicit aggressive behaviour from their children. Zuberi expressed that she found her son’s play fighting too violent and upsetting and it appeared to elicit memories of her childhood. 
Zuberi recalled being harshly disciplined by her mother when she behaves like her son does now:
Ja, when we were young hey. We used to be silly. I used to be the bully one actually. At school, at home so obviously my mum would discipline me [inaudible]. When you do something wrong you must be disciplined…in a way of….I don’t believe but that’s how they say that. Um, when I was born my father left my mother then she got you know like stressed, whatever. She used to be impatient. If you made a mistake obviously she was like hey [claps hands to make hitting sound] you know. I go out and play with someone, maybe I go out and slap [claps hands] just like that. Then they used to say I mustn’t take it [inaudible] because it was because of frustration and stress, something like that...She would actually use different things. Sometimes it would be a slap like, a slap. And then sometimes it’ll be a little strong. Anything actual that she will see by her side that’s be used…Ja, even if a pot. As long as it’s close to her she would just use it. So that’s why when she was young, she would, whenever she would call me I’d stand by the door and listen. I’d say ‘mum, what did you say’ [makes shouting noise in reply] and I’d run away again. 
She described with humour how she would stand at the doorway when her mother summoned her so she could run away quickly if her mother threatened to beat her. This humour, and calling herself ‘silly’ as she does her son, appeared to be a defending against a deep anger about her mother’s treatment of her as a child.  It appeared that her son’s behaviour would often evoke rage in her, in the same way she recalled provoking anger in her mother. Furthermore, she appeared to think her son invited her anger and gained pleasure from it:  “I think he enjoys me angry”. Zuberi formed an identification with the victim during these interactions with her son, whereby split off parts of herself (in this case her silliness) were located in her son leaving her vulnerable to feeling persecuted by him (Caper, 1999, Klein, 1946; Sandler, 1987). 
Zuberi confessed that, although she did not like to hit her son, she feared she would not be able to control herself: “…because of I was raised in a violent place so I don’t like hitting him but sometimes he just make you wanna [deep breath in], you know he takes out your anger, your everything…I feel like I can beat him like [gasps]. Like, I feel like everything I can touch I can beat him”. Again, the similarities between her descriptions of her own beatings as a child and her descriptions of her son’s beatings from her were notable. Zuberi was able to link her behaviour to that of her mother and described that in these moments she was reminded of her childhood beatings: “It takes me back to the beating part my mother was doing, which was me…Ja it reminds me of everything ‘cause they used to do this when I was young… eish and this child is just putting me in this situation again”. Her comments suggested that in these moments her child becomes represented as the perpetrator in her mind, ‘putting her in this situation again’. Zuberi appears to illustrate clear oscillating identifications, both as perpetrator and victim in these interactions with her son (Anna Freud, 1936; Fraiberg et. al., 1975). She further expressed that she did not trust herself in these situations with her son and this appeared to be reflected in the name she had chosen for him: “May God give me His patience with him”. 
It was upon reflection, after this interview, that I was left feeling highly unsettled and concerned for Zuberi’s son’s safety. In my follow-up phone call with Zuberi, I told her that I had heard the concern she expressed in her interview regarding her feelings of anger that sometimes emerge in relation to her son and I checked if I could ask Ububele to contact her to offer her further support. She agreed and I reported my concerns to the organisation. 




[bookmark: _Toc476913376]Nthombi – ‘I was hurt, hurt, hurt but now I’m fine’

Nthombi and I met at the Milky Lane for her interview. She presented as naïve and not very worldly and her choice of a Strawberry Sundae, which melted and spilt everywhere, emphasised her childlike nature. Nthombi was not forthcoming with information and I often struggled to understand her and be understood. Her replies to my questions were brief, her narrative lacked emotion, and it was difficult to obtain a coherent story about her childhood. Her early relational trauma, her teen pregnancies and her unemployment, left me with a sense of hopelessness and the wish to help her find a job (Researcher clinical impressions after the interview, 2016).
Nthombi is a 20 year old woman with two children; a boy of five and a girl of three. She is currently unemployed and lives with her maternal grandmother in Alexandra. 
Nthombi, an only child who grew up in KwaZulu Natal, experienced loss at a young age. Her father never lived with her and her mother. He later married another woman and, although he provided for her financially and visited during the school term, he did not play a significant role in her life. Nthombi may have felt both rejected and abandoned by him. At five years old her mother became ill, grew very thin and passed away. Nthombi did not know the cause of her death and it is possible that her mother’s death felt like an abandonment to her as well. 
Her parents were never married which created complications for Nthombi after her mother’s death. Her grandmother, living in Johannesburg, stepped in to facilitate where Nthombi would live and convinced her son (Nthombi’s uncle) to take care of her as he, too, lived in KwaZulu Natal. Nthombi reported being grateful to her grandmother for intervening as she feared she would have been treated badly by her step mother if she had gone to live with her father. Although Nthombi expressed relief that she did not have to live with her father and her step-mother, and that her grandmother had rescued her from this situation, her grandmother needing to intervene and find her a home suggests that her father may not have wanted the responsibility of taking care of Nthombi. 
Nthombi’s uncle enrolled her into boarding school at the age of seven. When she was eight years old her uncle married. His wife expressed unhappiness at the financial burden Nthombi placed on them and Nthombi was then forced to leave boarding school and move in with her mother’s sister and her husband. Nthombi expressed anger towards her uncle's wife and blamed this woman for her uncle withdrawing from her life and ceasing to fund her education: “Ja, then that heartless woman decided like, you know, I’m wasting her money so he must take me out from boarding school”. This was yet another rejection and abandonment for Nthombi. Her uncle, like her father, had prioritised his relationship with another woman. 
She continued her schooling until she fell pregnant in grade 9. At this stage, her grandmother suggested Nthombi should move to Johannesburg to live with her as she would then have the opportunity to return to school after the baby was born. Nthombi agreed and started school in Alexandra. Not long afterwards her father passed away in a motor vehicle accident. In grade 10 Nthombi fell pregnant again and made the decision to drop out of school. She lived with the father of her youngest child until he left her and her two children for another woman. Nthombi was unable to support herself and moved back to her grandmother’s house. Nthombi reported that her partner leaving her had been the most painful and traumatic experience for her, more so than her other trauma: “I was hurt, hurt, hurt…”. This suggests that her abandonment and rejection from her partner may have been a reminder of her early childhood experiences of abandonment, particularly from male figures in her life.
Nthombi perceived her grandmother as a dependable and caring and someone who fought for her after her mother’s death: “Yoh, my grandmother she mean the world to me”. She reported that her grandmother would visit her at the end of every month when she stayed with her aunt and had supported her and taken her in when she fell pregnant and when her partner left her. 
Nthombi struggled to describe her relationships. Although it may have been appropriate that she could not remember her mother, she used little emotion and sometimes described her close relationships in bizarre ways: [referring to her uncle] “He was a nice man ‘cause he was deaf”. Her father and her uncle were described similarly and appeared to be conflated in her mind. Both “paid school fees” and did “everything” for her. At times Nthombi reported living with her uncle: “…so he raised me. I was staying with him. He was doing everything for me. Everything”. At other times she denied this: “I was not living with him. I was staying at boarding school. He was paying the school fees”. This perhaps suggests Nthombi’s wish that her uncle had been more involved in her life. This wish, along with her conflation of her father and her uncle, perhaps suggests some traumatic disorganisation in Nthombi’s thinking. 
Nthombi described her objects in terms of their practical purposes rather than any emotional support they provided. This prioritisation of practical support extended to her relationship with her youngest child’s father: “Like I wouldn’t care for him to come back to me. I was need him to support my kids”. She described her father in a similar way: “Um, when my father passed away it was so painful 'cause he was doing everything for me- my school fees, everything. And if he was alive, maybe now I have finished my matric, maybe I’m at university now”. While Nthombi’s deprivation should not be overlooked, her lack of emotional vocabulary appeared to reflect her avoidance of affect, which suggests low RF capacity (Slade, 2005).
Nthombi was dismissive of her difficult past and her painful feelings. When asked whether her childhood trauma had affected her she replied: “No. I let it go”. Similarly, when her partner left her she described feeling “…hurt, hurt, hurt, but now I’m fine”. Nthombi’s lack of emotion in describing her objects and her tendency to minimise her trauma suggest that she may not have had the opportunity to express her feelings growing up and perhaps adopted a more dismissive, disconnected emotional stance, which she appears to have maintained into adulthood. As pointed out with the previous participants, Freud (1920) and Fraiberg et. al. (1975) propose that repression of affect in relation to her trauma puts the individual at risk of perpetuating the cycle of trauma. This was present in the punitive and contradictory behaviour Nthombi displayed towards her child. 
Throughout the interview, Nthombi repeatedly returned to the topic of her unemployment which showed that it weighed heavily on her mind. She expressed her concern around being unable to work and provide for herself and her children and was aware of the burden she placed on her grandmother: “And she [her grandmother] will be able to take care of us. I and my two kids"; "Yes, but my grandmother don’t have the power to handle us all”. In her mind, her inability to earn money rendered her impotent and helpless: “Maybe sometimes you wish to do something for your kids, but you don’t have the power to do it”. Finding a job seemed to be held in her mind as the answer to her problems: “Maybe like, if I could get a job, in the town. I will be fine”. 
Like the other participants, Nthombi’s maternal representations of her child were influenced by her trauma. Nthombi’s daughter’s name means “See now what we have…We have girls”. This suggests that she idealised females and is perhaps a reflection of her disappointment with male figures in her life. Her idealisation of females may also have been due to the unwavering support she received from her grandmother. 
Nthombi’s preoccupation with her unemployment and financial stress appeared to filter into her thinking when she described her child: “Maybe like she need money and we don’t have or something to drink or Danone, you see, and we don’t have money to buy for her, she will scream and fall down”. When asked if there was anything different about her child when compared to other children her response, again, led back to her financial situation: “In her age, some children are attending a crèche. Because their mother afford it”; “You know like something maybe food, like even now it’s month end, some mothers they’re taking their child out but I can’t afford”. Nthombi perceived her daughter’s crying as her behaving in a way that was financially demanding. 
Nthombi found her toddler’s tantrums aggressive and attacking and struggled to tolerate the emotions her toddler evoked within herself. For Nthombi, her daughter’s behaviour which she perceived as financially demanding may have been a reminder of her rejection, from her father, her uncle and her partner on whom she felt she was a financial burden. Nthombi appeared to feel persecuted by her child in what seems to be an identification with the victim (Caper, 1999, Klein, 1986). Negative maternal representations either colour the mother’s thinking about her child entirely or may be isolated to one aspect of her parenting (Lieberman, 1999). In Nthombi’s case, her preoccupation with her unemployment and poverty appeared to permeate all aspects of her thinking about her child. 
Nthombi revealed that she responded in a punitive manner in moments when her child threw tantrums and beat her out of her own frustration: “I beat her [her child]”. She did not appear to be able to accurately read her daughter’s emotions or needs. After beating her, she described that her child would “calm down”. She further described that her daughter would sometimes cry “for fun”. Her parenting style appeared to be inconsistent in that she would sometimes be calming and comforting: “Other times, I take her: ‘No my baby, it will be fine’ and I kiss her”, and at other times she would beat her child, particularly when she perceived her child’s demands as a reminder of her rejection. Grienenberger et.al. (2005) propose that mothers who show difficulty in their capacity to think about their children’s mental states and struggle to understand their children’s behaviour, as Nthombi did, have low RF. Main and Hesse (1990) and Lyons-Ruth (2003) identified disturbed patterns the way in which mothers with unresolved trauma related to their children, such as those Nthombi displayed towards her child.
Nthombi’s daughter reminded her of a close school friend whom she described as “…so sweet, she was talkative, even gossiping with me”. Although she reported having no memory of her mother, she described her daughter reminding her of her mother: “Like when I see her, her face…Like if I like, I just remind my mother’s picture, picture. She same like her. Yes, even her voice. And my grandmother says even she walks like my mother…”. Nthombi described her relationship with her daughter as a “bond”: “Because I don’t have a sister, I don’t have a brother, I don’t have a mother, a father so I like to bond with her, it means a lot to me”.  Furthermore, Nthombi reported that her daughter resembled her: “Because when she was young, young oh she was very ugly. But now like, she look like me now”. Significantly, all her descriptors of her child were based on external appearance or were behavioural comments. Nthombi was not able to give a sense of her daughter’s feelings. The only feeling mentioned in the entire narrative was ‘hurt’. Despite this dismissal of emotion, it was clear that Nthombi’s losses had been significant traumas for her and that her feelings of loneliness found some comfort in her relationship with her daughter. Her daughter appeared to represent all the things she longed for in her life; a best friend, her mother, a sister or brother and a father.
Most notable in Nthombi’s narrative was her inability to make any explicit links between hardships and losses that she had experienced and her current ‘hurt’, hopeless state of mind. While her preoccupation with finding a job has practical utility, it is also possible that parts of Nthombi wish to give her children the same kinds of practical, financial care that she received from her uncle, father and grandmother. She was unable to express any possible anger or frustration at her losses and abandonments. Instead, these seemed to be acted out through beating her child. Sandler (1987) describes that, although the physical boundary between self and other exists, the mental world of mother and child may be experienced as a unity. This collapse in symbolic functioning manifests as “the loss of the psychic facility to interpose thought between impulse and action” (p.13). This destructive consequence of trauma appeared to be apparent in Nthombi’s interactions with her child. 
In concluding the results section, while the themes identified across the four participants emerge from the case studies, it is important to explicitly name these themes. Themes relating to trauma include the nature of maternal trauma; these were predominantly loss and abandonment by primary caregivers, physical and sexual trauma, HIV/ AIDS and deprivation, unresolved trauma, which was identified in the way the mothers communicated their traumatic experiences, and the role of gender in trauma. Psychoanalytic and attachment related themes include the quality of the mother’s relationship with her caregivers, the quality of the mother’s relationship with her child, which the case studies highlighted often mirrored the mother’s early relationship patterns, and defences employed by the mothers and their affective responses to trauma. Themes relating to maternal representations of the child include the mother’s misattuned / distorted perceptions of the child, for which examples in the case studies comprised of idealising and devaluing their children and perceiving them as comforters, saviours and sometimes perpetrators, and finally, maternal behaviours associated with these misattuned perceptions.


[bookmark: _Toc476913377]Chapter 5: Discussion 

This section will summarise the findings of the study. In doing so, the following research questions will be addressed: 
1. What is the nature of the trauma (in early childhood and across the life course) in this group of South African mothers with low maternal reflective function?
2. What is the quality and content of maternal representations of the child in this group of mothers with low reflective function?
3. What are the links, if any, between maternal trauma and maternal representations of the child in these cases?
The discussion of these questions will then be used to answer the main research question which is ‘How do maternal trauma, low RF and maternal representations of the child inter-relate?’
[bookmark: _Toc476913378]The nature of trauma in these mothers with low reflective functioning

Although the participants brought various types of trauma, the traumatic experiences that were most noteworthy, and shared among them, were loss and abandonment by primary caregivers, physical and sexual trauma, HIV/ AIDS and deprivation. While South African studies have not specifically focused on the histories of trauma in mothers with low RF, the themes of trauma revealed in this study are not new to the South African literature.
The trauma of loss and abandonment by primary caregivers presented as the strongest theme pervading the narratives of the participants. Local studies by Berg (2012) and Tomlinson et. al. (2005) have highlighted the poor attachment histories of mothers in Western Cape communities. Notable was the loss of male figures in the participants’ lives. All of the participants were abandoned by their fathers, either at birth or during early childhood. This is similar to the findings of other South African studies which revealed that the absence of fathers is high in communities (Nduna & Sikwayiya, 2015; Padi, Nduna, Khundu & Kholopane, 2014). 
The physical and sexual trauma presented by the participants comprised childhood beatings, sexual assault and domestic violence. Seedat et al. (2009) found high levels of domestic violence and sexual abuse in South African communities. An HIV/ AIDS diagnosis was also highlighted by the participants as traumatic. The National Health Department South Africa, (2013) revealed that the prevalence of HIV among pregnant women in South Africa stood at nearly 30%. Deprivation, which for the purpose of this paper will include poverty and / or inattentive caregiving, was widespread among the participants. The participants showed a preoccupation with their dire financial circumstances and their stress interfered with their ability to think about their children. A study by Slade (2005) revealed similar results, as did local studies by Berg (2012; 2013) and Richter (2003). 
This current study confirmed the findings of the literature in South Africa that investigates the prevalence of risk factors for effective parenting and child development. It adds to the literature by focusing specifically on South African mothers with low RF and examining the nature of trauma found among this population and how this trauma manifests in the parent-child relationship.


[bookmark: _Toc476913379]Quality and content of maternal representations and links between trauma and maternal representations of the child

Using Main and Hesse’s (1990) guidelines for the identification of trauma-related disorganization in narratives, this study revealed that many of the traumatic experiences presented by the participants were not fully resolved in their minds. In other words, full integration of the trauma into consciousness had not occurred. In various ways, the mothers’ maternal representations of their children mirrored their own early traumatic relational experiences. International studies have shown a link in the manner in which a mother remembers her own childhood experiences and the quality of her relationship with her child (Grossmann, Fremmer-Bombik, Rudolph, & Grossmann, 1988; Main & Goldwyn, 1984, Main, Kaplan, & Cassidy, 1985). 
The participants displayed certain patterns in relating to their children. These will each be described below.
Victim-perpetrator dynamic
A strong theme emerging from the narratives was the mothers’ tendency to idealise or devalue their children at different times. This pattern of idealisation and devaluation can be hypothesized to relate back to the mothers’ histories of loss and inadequate care in infancy, which leads to the unconscious process of splitting (Klein, 1946). Splitting develops in early interactions with the mother as an attempt by the infant to maintain a ‘good’ representation of the self and the mother on whom it depends for care, and to keep the ‘bad’ representations split off (Klein, 1946). This idealisation and devaluation is common in mothers with traumatic histories (Lyon-Ruth, Yellin, Melnick & Atwood, 2003). 
As a consequence of their trauma and related deprivation, the mothers sometimes viewed their children as comforters and saviours, and at other times, as demanding, disappointed and aggressive perpetrators. Keeping their children in mind and reflecting on their child’s emotional needs, in particular, was difficult for these mothers. At times, the children were perceived as a means to provide the mothers with relief from their own emotional pain, fears and vulnerabilities resulting from their trauma. Jelani perceived her daughter as a saviour who would provide joy and take away the pain of her losses. Zuberi appeared to use her son to soothe her unregulated emotions. Main and Hesse (1990) and Lyons-Ruth (2003), found similar patterns in mothers with traumatic histories. Liotti et. al. (2008) refers to this as the rescuer role. The children became the rescuers who comforted their frightened mothers. 
Lieberman (1999) describes negative maternal representations as rigid and misattuned with reality and suggests toddlerhood typically elicits negative maternal attributions because children begin to gain autonomy which leads to more assertive behaviour and expressions of anger. The participants displayed this misattunement in their interactions with their children. Nekana, Zuberi and Nthombi all misinterpreted their three year olds’ normal toddler behaviour. They perceived tantrums or play fighting as aggressive or persecutory. 
In line with Anna Freud (1936) and Fraiberg et. al.(1975) findings, the participants demonstrated repressed emotions in relation to their traumatic memories, particularly with regards to the affects of anger, pain and fear. When these affects were elicited by their children, the participants resorted to projective identification (Klein, 1946; Lieberman 1999). The children became a repository for these projections (Lieberman, 1999; Sandler, 1994) and the mothers became identified with the helpless victim (Caper, 1999). The participants were also inclined to identify with the perpetrator (Caper, 1999; Fraiberg,et.al, 1975; Anna Freud, 1936) and would beat their children in a rage (with the exception of Jelani). These shifting representations of the self and the child, between victim and perpetrator, were identified by Liotti et. al. (2008) in traumatised individuals.  
Gara, Allen, Herzog and Woolfolk’s (2000) findings revealed that physically abused caregivers were more likely to express negative attributions of their infants than participants in the control group. This was confirmed in Zuberi’s case. Although Jelani exhibited a tendency to idealise her child, this was hypothesized to be related to the fact that her boy child had died at the age of 14 months, before the individuation of toddlerhood.  Schechter et. al. (2005) found that mothers with distorted representations displayed higher levels of disturbed patterns in relating to their children than mothers with balanced representations. This study showed similar findings. The mothers held representations of their children as saviours, comforters, similar to other caring people from their pasts, but also as naughty, silly, abnormal, enjoying making them angry, and as disappointed in them. These representations appeared to lead to the mothers being misattuned to their children and displaying opposing, contradictory and punitive behaviours in moments of heightened affect. 
Loitti et. al. (2008) emphasises the shifting representations of the mother and the child, between victim, perpetrator and rescuer, in individuals with disorganised attachment patterns. These shifting representations appeared to be present among all of the participants and, at times, their children. Using Zuberi as an example, the pattern of intergenerational transmission of trauma is seen through shifting representations involving three generations; namely grandparent (Zuberi’s own mother), parent (Zuberi) and her child. During her childhood Zuberi described being the victim of beatings and verbal abuse from her mother (the perpetrator). In Zuberi’s interactions with her child, her memories of this trauma seemed to cause shifting maternal representations. Sometimes she perceived her child as the perpetrator (her own mother) and herself as the victim. She reported that her child enjoyed seeing her angry and that his play fighting was violent and aggressive. At other times, Zuberi represented her own mother (the perpetrator) and her child represented herself (the victim). She described how she would become so enraged that she would beat her child, just as her own mother had beaten her. There were other times in her narrative when Zuberi referred to her child as the rescuer. She revealed that her son would ask to massage her feet and wanted to take care of her. Through these shifting representations, between victim, perpetrator and rescuer, the intergenerational pattern of trauma becomes clear.  
Gender in trauma
Strong themes of gender were present in three of the participants’ narratives, namely those of Nekana, Jelani and Nthombi. These participants tended to favour and potentially idealise females, which then filtered into their thinking and interactions with their children. This gender bias appeared to emerge as a consequence of trauma experienced in relation to male figures in the participants’ lives. Their first abandonment was that of their biological fathers. Not knowing her father left Nekana without a clear identity and without access to financial support resulting in her unable to finish school. For Jelani, male figures continued to abandon her or abuse her. She lost her son, her beloved uncle and her younger brother and suffered physical abuse at the hands of her older brother and her husband. Nthombi’s story also revealed abandonment and rejection by male figures. Literature describing how the gender of the child affects maternal representations is lacking and this appears to be a novel finding of this study. Further research in this area is required. 

HIV/AIDS as trauma
Two of the participants, Nekana and Jelani, disclosed their HIV-positive status in the interview. At the time of Jelani’s diagnosis, she became so ill that she feared she would die. While a near death experience is considered traumatic in that it invokes overwhelming, primitive annihilation anxiety (Freud, 1920), research suggests that an HIV-positive diagnosis is, in itself, traumatic for a number of reasons. In many South African communities HIV is often associated with the death of a loved one or a neighbour or witnessing someone become dreadfully sick and dying (Long, 2009). Zuberi, although HIV-negative, was terrified at the thought of being diagnosed and this fear escalated when she became severely ill during her pregnancy. Much of her fear was attached to the stigma around the disease. Long (2009) describes the anxiety and the fear many South African women suffer as knowledge of their HIV-positive status often leads to widespread rejection from family members, friends and neighbours and prejudiced remarks from others. Lee and Rotheram-Borus (2001) found higher levels of anxiety in HIV positive patients at the time of diagnosis and Murphy, Koranyi, Crim and Whited (1999) found post-traumatic stress and depression to be common occurrences in HIV-positive mothers. 
Nekana was distraught at the news of her daughter’s HIV-positive status. After months of receiving test results that she was HIV-negative, Nekana described her devastation when she later discovered that her daughter was HIV–positive. Her trauma became apparent when she stumbled over her words as she recalled the news, mixing up the words positive and negative, perhaps reflecting her wish that it was a mistake (Long, 2009). 
HIV-positive mothers are known to become preoccupied with thoughts of whether their children will become infected (Long, 2009). Behind this worry lies a fear of the disease becoming visible to others, the horror of the uncertainty around whether the baby will become ‘identified’ with the mother, and a feeling that the mother is responsible in cases where the baby is diagnosed positive (Long, 2009). Nekana returned to the topic of her daughter’s status a few times during the interview and revealed that she worried about her health immensely. It appeared she felt she had failed in her duties as a mother when her daughter was diagnosed positive: “And, uh, I’ve tried to protect her when she was young, and when she was still at my stomach…”. This is possibly driven by another social prejudice of HIV; that the disease is contagious. While many HIV-positive women are aware this is not true, it often fuels their anxiety and affects how they mother and think about their babies (Long, 2009). Mothers tend to show less warmth and spontaneity in their interactions with their children when they are unsure of their status (Long, 2009) which may have implications for their attachment relationship. 
Jelani and Nekana’s concerns about their own futures and those of their children, brought about by their HIV-positive status, dominated their thinking about their children and influenced their maternal representations. Resemblances between Jelani’s daughter and her cousin, a nurse who had taken care of her when she was ill, were mentioned in her narrative. Given Jelani’s HIV-positive status, it is likely that she foresees a need for care and carries the hope that her daughter will be the one to fulfil this role for her. Nekana perceived her HIV positive daughter as vulnerable and in need of protection which is potentially a reflection of her own vulnerability and need for protection brought about by her HIV-positive status.

[bookmark: _Toc476913380]How do trauma, low reflective functioning and maternal representations inter-relate?

This study brings together the three concepts of trauma, low RF and maternal representations of the child, illustrating the complex manner in which they are related. 
The effects of trauma were apparent among the participants. Repression of affect, highlighted by Anna Freud (1936) and Fraiberg et. al. (1975), was present, with the participants often describing painful and frightening content relating to their traumatic experiences with very little emotional expression. This repression of affect appears to manifest in atypical maternal behaviours, which is understood by setting trauma within the attachment framework. 
Attachment theory posits that the infant will seek close proximity to its attachment figure for protection in situations of fear (Bowlby, 1969). In a situation that invokes a fear of death, the body instinctively responds with a fight / flight impulse (Levy & Lemma, 2004). This, however, presents a paradox for the infant when the attachment figure, itself, is both the source of safety as well as the source of fear (Main & Hesse, 1990). The fight/flight response is thus inhibited, the infant experiences helplessness, anxiety overwhelms the psyche and a rupturing of the protective shield occurs (Lemma & Levy, 2004). Trauma of this nature often leads to disorganisation (Hesse & Main, 1999). 
This early trauma in mothers tends to lead to atypical behaviours when relating to their infants. Main and Hesse (1990) observed that mothers with unresolved loss and trauma displayed frightened and frightening behaviour towards their infants. This frightened and frightening behaviour was hypothesised to be a repetition of the mothers’ pattern of relating to her own mother whom she perceived as both the source of safety as well as fear (Main & Hesse, 1990). Frightened and frightening behaviour was described by the participants in their interactions with their children. 
Further atypical behaviours have been noted in mothers with a history of trauma. Certain studies have claimed that individuals with disorganised attachment patterns tend to respond to traumatic experiences with dissociation (Bradfield, 2011; Hesse & Main, 1999; Liotti, 2004; Lyons-Ruth, 2003).  These dissociative symptoms have an effect on a second generation as they lead to deficits in the affective communication between caregiver and infant (Bradfield, 2011; Hesse & Main, 1999; Lyons-Ruth, 2003). Lyons-Ruth (2003) noted the affective communication errors that most significantly affect the attachment relationship. These included contradictory affective cues given by the caregiver, inappropriate affective responses to the infant’s cues, specifically emotional unavailability, and role confusion. These behaviours were observed in the participants in this study. 
Having established the fight/ flight response, dissociative symptoms and atypical parenting behaviours related to trauma, how, then, does trauma effect RF and maternal representations of the child? Addressing RF first, Slade’s (2005) definition should be kept in mind. RF is the capacity to identify and name feelings, the ability to accurately attribute feelings to the self and others and the ability to link these to their behaviour (i.e. accurately identify others’ motives). Bradfield (2011) and Lyons-Ruth (2003) view repressed affective experiences associated with trauma in the context of the attachment relationship, taking it a step further than Anna Freud (1936) and Fraiberg et. al. (1975). Bradfield (2011) posits that dissociation keeps the affective experiences related to the trauma out of consciousness. The mother is therefore unable to express emotion related to these memories. Consequently the infant remains disconnected from these affective experiences; never having the opportunity to develop a language for these emotions (Bradfield, 2011). 
Maternal RF contributes to affect regulation in the parent-infant interaction when the mother accurately recognises the infant’s intent and correctly interprets the infant’s emotional cues (Fonagy & Target, 2003). Mothers with trauma display low RF as they struggle to respond to their infants in a manner that indicates an awareness of the infant’s mental states, particularly when these affects relate to the mother’s trauma. These mothers are therefore unable to regulate their infant’s affect in times of distress. Lyons-Ruth (2003) notes that “…it is through the mother’s responses to the child that the child will experience what can be integrated into a thinkable relational experience” (p.12). While the mothers from this study had been previously scored with low RF, the intergenerational transmission was apparent in their absence of emotional language when they described attachment figures and in their descriptions of their children.  
With regards to maternal representations, it was evident that the participants held distorted views of their children. The processes leading to these distortions will now be explored. When the infant is overwhelmed by trauma, their fight / flight response is inhibited (as discussed earlier in this section) and the unconscious process of splitting occurs. Splitting develops in early interactions with the mother as an attempt by the infant to maintain a ‘good’ representation of the self and the mother on whom it depends for care, and to keep the ‘bad’ representations split off (Klein, 1986). Mothers who have been brought up in traumatic circumstances, as hypothesized about the participants in this study, are less likely to be able to tolerate ambivalence. Liotti et. al. (2008) advocate that the traumatised mothers’ self-representations and those of their children shift between extreme roles of the victim, the perpetrator and the rescuer. Evidence of this was seen in the participants’ perceptions of themselves and their children. 
It should be noted that the mother’s shifting representations were triggered by them having to confront their repressed emotions, relating to their traumatic memories, as these emotions were elicited by their children. Through the process of projective identification the children became a repository for the mothers’ projections (Lieberman, 1999; Sandler, 1994) and the mothers became identified with either the victim, the perpetrator or the rescuer (Liotti et. al.,2008). For example, one child’s innocent play fighting was interpreted as aggressive and another’s age appropriate temper tantrums were perceived as attacking. 
In summary, unresolved trauma disrupts the maternal capacity to reflect, as unbearable feelings in the mother, reminiscent of her own traumatic experiences are elicited. These affects are frequently projected into the child. In specific moments of affective intensity the mother’s representations of her child become more profoundly distorted representing either the victim, perpetrator or rescuer. Berthalot et. al (2015) identified similar lapses in the mother’s capacity for RF in moments of heightened affect, between mothers and their infants, specifically when the infant evoked memories of the mother’s trauma. 
Despite cross cultural concerns about the applicability of the Western concepts of maternal representations and RF in South Africa, these concepts were identifiable in the participants and appear to confirm certain findings of international research. 




[bookmark: _Toc476913381]Chapter 6: Conclusion

This study made significant findings in a group of South African mothers with low RF. The nature of the trauma experienced by these mothers was established, namely loss and abandonment of primary caregivers, physical and sexual abuse, HIV / AIDS and deprivation. Loss and abandonment were the most prevalent and emphasises the dire need for attachment-based interventions as well as for projects to uplift the socio economic standards in South African communities. This study also revealed that HIV/AIDS is perceived as a significant trauma. Not only does the disease continue to be stigmatised in South African communities but it has implications for the attachment relationship and the mothers’ representations of the child. The effects of gender on maternal representations of the child were shown to be important in this study. Further research in this area is required as current research is lacking. 
Overall, it was found that mothers with low RF and a history of trauma showed patterns of idealising and devaluing their children and perceived their children as comforters and saviours at times and as persecutors at other times. In times of heightened emotions in interactions with their children, the mother’s showed lapses in their ability to reflect as the unbearable feelings elicited were reminiscent of her own traumatic experiences.  In these moments the mothers’ representations of their children became more profoundly distorted and they would beat their children or show punitive and contradictory behaviours towards them. These findings are in line with those of international studies on the intergenerational transmission of trauma.
This study has extended existing research on the intergenerational transmission of trauma into the South African context. In doing so, it has demonstrated that the psychoanalytic concepts of RF and maternal representations of the child appear to have cross-cultural relevance. This is significant as it has implications for clinical interventions. Lieberman et. al. (2005), for example, introduce the concept of an ‘angel in the nursery’ which they describe as one benevolent object in an individual’s early life. They further describe that these objects may serve as a protective factor against the repetition of trauma. Jelani, Zuberi and Nthombi revealed that their grandmothers fulfilled this role while Nekana’s adoptive mother appeared to be her ‘angel’. Lieberman et al. (2005) suggest that having an angel in one’s history is extremely advantageous in therapy as the caregiver is encouraged to access repressed memories in which they felt understood, accepted and loved. This therapeutic work has been known to offset the intergenerational damage that can be caused by ‘ghosts in the nursery’ introduced by Fraiberg et.al. (1975), and interrupt the cycle of maltreatment, even in cases of severe or multiple trauma (Lieberman et. al., 2005). This suggests this type of intervention could be successful with the four participants selected for this study (Lieberman et. al., 2005). 
Limitations of the study
The limitations of the study need to be considered. The small number of participants means that these results cannot be generalised and future studies should look to use a larger number of participants. Future studies should also perform multiple interviews with the participants in order to establish greater rapport which will, in turn, benefit the study as more information will be obtained from the participants. Language and cultural nuances presented limitations for the study and future studies should investigate the use of a cultural interpreter as suggested by Berg (2003). The ability to express emotions is easiest in one’s first language than in a second language.


Further research
Finally, this study stresses the importance of continued research on the intergenerational transmission of trauma. While progress has been made internationally, there is still much exploration and investigation needed both locally and internationally. Specifically, more research locally would enable extension of the findings of studies such as this one (for example, how the gender of the child, when intersected with trauma, affects maternal representations). Internationally further research on interventions to prevent lapses in RF in mothers with trauma should be explored. It is hoped that, in time, research will lead to interventions which will break the intergenerational cycle.  
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Life Events Checklist (LEC-5) 
 
Listed below are a number of difficult or stressful things that sometimes happen to people. For each event check one or more of the boxes to the right to indicate that: (a) it happened to you personally; (b) you witnessed it happen to someone else; (c) you learned about it happening to a close family member or close friend; (d) you were exposed to it as part of your job (for example, paramedic, police, military, or other first responder); (e) you’re not sure if it fits; or (f) it doesn’t apply to you. 
 
Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 
 
	 
	 
                        Event 
	Happen-ed to me
	Witnes-sed it
	Learned about it
	Part of my job
	Not Sure
	Doesn’t Apply

	1. 
	Natural disaster (for example, flood, hurricane, tornado, earthquake) 
	 
	 
	 
	 
	 
	 

	2. 
	Fire or explosion 
	 
	 
	 
	 
	 
	 

	3. 
	Transportation accident (for example, car 
	 
	 
	 
	 
	 
	 

	
	accident, boat accident, train wreck, plane crash) 
	
	
	
	
	
	

	4. 
	Serious accident at work, home, or during recreational activity 
	 
	 
	 
	 
	 
	 

	5. 
	
	Exposure to toxic substance (for example, 
	 
	 
	 
	 
	 
	 

	
	
	dangerous chemicals, radiation) 
	
	
	
	
	
	

	6. 
	Physical assault (for example, being attacked, hit, slapped, kicked, beaten up) 
	 
	 
	 
	 
	 
	 

	7. 
	
	Assault with a weapon (for example, being 
	 
	 
	 
	 
	 
	 

	
	
	shot, stabbed, threatened with a knife, gun, bomb) 
	
	
	
	
	
	

	8. 
	Sexual assault (rape, attempted rape, made to perform any type of sexual act through force or threat of harm) 
	 
	 
	 
	 
	 
	 

	9. 
	
	Other unwanted or uncomfortable sexual 
	 
	 
	 
	 
	 
	 

	
	
	experience 
	
	
	
	
	
	

	10. 
	Combat or exposure to a war-zone (in the military or as a civilian) 
	 
	 
	 
	 
	 
	 

	11. 
	
	Captivity (for example, being kidnapped, 
	 
	 
	 
	 
	 
	 

	
	
	abducted, held hostage, prisoner of war) 
	
	
	
	
	
	

	12. 
	Life-threatening illness or injury 
	 
	 
	 
	 
	 
	 

	13. 
	Severe human suffering 
	 
	 
	 
	 
	 
	 

	14. 
	Sudden violent death (for example, homicide, suicide) 
	 
	 
	 
	 
	 
	 

	15. 
	Sudden accidental death  
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	16. 
	Serious injury, harm, or death you caused to someone else 
	 
	 
	 
	 
	 
	 

	17. 
	Any other very stressful event or experience 
	 
	 
	 
	 
	 
	 


 
 
LEC-5 (10/27/2013) Weathers, Blake, Schnurr, Kaloupek, Marx, & Keane -- National Center for PTSD 
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Semi-structured Interview Schedule
(Preamble: I would like to discuss a couple of things with you which can be split into three sections. Firstly, experiences of your own childhood and how these may have affected your life as an adult. Secondly, as far you feel comfortable, some questions relating to any trauma you have experienced in your lifetime which you have indicated on the Life Events Checklist. Thirdly, your thoughts and feelings around your child and your relationship with your child. You may find some of these questions similar to ones that you have been asked in other interviews at Ububele, but please could I ask you to answer them again for me. If you do not understand any of the questions you may ask for them to be explained differently and if there are any questions you do not want to answer, that is also OK, we will carry on to talk about something else. You can take your time in answering the questions and please try to answer in as much detail as possible).
Section 1: Questions about experiences of your own childhood and how these may have affected you as an adult
1. Could you start by helping me get oriented to your early family situation, and where you lived and so on? If you could tell me where you were born, whether you moved around much, what your family did at various times for a living? 
This question is used for orientation to the family constellation, and for warm-up purposes
2. Did you have brothers and sisters living in the house, or anybody besides your parents / caregivers? 

3. I'd like you to try to describe your relationship with your parents / caregivers as a young child if you could start from as far back as you can remember? 

4. Now I wonder if you could tell me, to which parent / caregiver did you feel the closest, and why? Why isn't there this feeling with the other parent / caregiver? 

5. When you were upset as a child, what would you do? 

6. Have any of your childhood experiences affected you as an adult?

Section 2: Questions relating to traumatic events (follow-up from self-report questionnaire – Appendix A)

7. If you feel comfortable, could you tell me a bit more about the event/s you marked on the LEC? Was it life threatening or were you badly injured? (Or if no events were marked: Has there ever been a time when your life was in danger or you were seriously injured?)

8. What age were you when this event happened? And how many times did it happen?

9. How have you managed to overcome or cope with this traumatic event?

Section 3: Your thoughts and feelings around your child and your relationship with your child

10. I’d like you to begin by telling me your child’s name and a little bit about his / her development. 

11. Does your baby/child get upset often? (Give some time to respond before proceeding to specific queries) What do you do at these times?  What do you feel like doing when this happens?  What do you feel like at these times? 
 
(11a) What about when he/she becomes emotionally upset?

(11b) Tell me about a time when he/she was physically hurt a little bit (e.g., a bump on head, scraping knees, cuts, bleeding) – 

(11c) Tell me about a time when your baby/child was ill (e.g., ear infection, measles, flu/cold, etc), 

12. Pick 3 words (adjectives) to describe your child’s personality. After you have told me what they are, I will ask you about each one.

(12 a) At this point, whom does your child remind you of? In what ways? When did you first notice the similarity?  If only one parent is mentioned ask.  In what ways does the child remind you of (the other parent)?  The following questions should be asked whether or not the parents have been mentioned.  Which of his/her parents is your child most like now?  In what ways is your child’s personality like and unlike each of his/her parents’

13. What do you feel is unique or different about your child compared to (what you know of) other children? 

14. What about your child’s behaviour now is the most difficult to handle?  Give a typical example. 
 
(14a) How often does this occur?  What do you feel like doing when your child reacts that way?  How do you feel when your child reacts that way?  What do you actually do? 
(14b) Does he/she know you don’t like it?  Why do you think he/she does it?  

(14c) What does the child do after you respond to the difficult behaviour in the way you described?  How do you imagine the child feels when you respond this way? 
(14d) What do you imagine will happen to this behaviour as your child grows older?  Why do you think so/what makes you feel that way? 

15. Pick 3 words (adjectives) to describe your relationship.  For each word, describe an incident or memory that illustrates what you mean. 

(15 a) At this point, whom does your child remind you of? In what ways? When did you first notice the similarity?  If only one parent is mentioned ask.  In what ways does the child remind you of (the other parent)?  The following questions should be asked whether or not the parents have been mentioned.  Which of his/her parents is your child most like now?  In what ways is your child’s personality like and unlike each of his/her parents’

16. What pleases you most about your relationship with your baby?  What do you wish you could change about it? 

17. How do you feel your relationship with your child has affected your child’s personality?  Give ample time to respond. 
 
18. Has your relationship to your child changed at all over time (since birth)?  In what ways?  What’s your own feeling about that change? 
 
19. Tell a favourite story about your child – perhaps one you’ve told to family or friends.  I’ll give you a minute to think about this one.  If the subject is struggling, you may tell them that this doesn’t have to be the favourite story, only a favourite.  What do you like about this story? 
 
20. As you know, the first (age of child) months/years can be difficult at times – what is your worst memory of (child’s name)’s first (age of child) months/years of life? 
 
21. Are there any experiences which your child has had which you feel may have been a setback for him/her?  Why do you think so?  Indirectly, we’re trying to determine whether the parent feels responsible in any way for the setbacks.  

(21a) Do you have any regrets about the way you’ve raised your child so far? 

(21b) If you could start all over again, knowing what you know now, what would you do differently? 

22. Do you ever worry about your child?  What do you worry about?  How worried do you get about (list each worry)?
23. Do you think any of the difficult experiences that we discussed earlier have affected your relationship with your baby? If so, how?
24. How have you managed this?
25. What are the good things you think you will give to your baby going forward?
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Participant Information Sheet
[image: ColCrestTrans][image: Wits Vernacular logo2.jpg]		
Hello
My name is Kerry Meyer. I am studying a Masters degree in Clinical Psychology at the University of the Witwatersrand. I am conducting research on trauma and how this may affect mothers’ relationships with their children. I am inviting you to take part in this study. In this study I want to find out about your experiences of your own childhood. I would also like to find out about any hardships or trauma you have experienced in your life and how you have overcome or managed these experiences. Finally I am interested in your thoughts and feelings about your baby and your relationship with your baby. There will be five caregivers who will be asked to take part in the study; they will all have been participants in a previous study at Ububele.
If you decide to take part you will be interviewed in a separate room at Ububele by the researcher and a translator (name to be filled in) if one is needed. I understand that you will need to make special trip to Ububele for the interview and I will give you R40 to cover your transport costs. The interview will take 1 and a half hours and will be done by me with the help of the translator. You may choose not to answer any questions that you do not want to, there are no right or wrong answers and you may stop the interview at any time with no negative consequences. Participation is voluntary and you will not get any benefits or money for participating in the study.
Efforts will be made to keep your personal information confidential. Personal information (like your name or your baby’s name) will not be included in any part of the research reports or articles. It is necessary for me to record the interview in order for me to remember as much detail as possible. Your interview will not be heard by anyone else other than the translator and me. I will write up your interview (transcript), all your identifying information will be removed, and use it with all the other interviews to help me write my report. The digital interviews and transcripts will be kept in a password-protected file on a computer which only myself and my supervisor will have access to. The printed out transcripts will only be seen by my research supervisor and me and will be kept safely in a locked cupboard. My supervisor will not know any of your personal information and will only be reading the interviews to help me write my report. It is possible that direct quotes from your interview will be used in the report, however, no identifying information will be included and they will be used with quotes from other interviews. After the report is finished your interview recording will be deleted. The anonymised (no personal information) transcripts may be used for future research, if you give your permission for this. The finished report will be seen by the staff at Ububele, the people who mark my report and a copy will be kept in the library at the University of the Witwatersrand. My contact details and those of my supervisors are attached to this form.
If you do choose to participate please can you fill out the two consent forms attached and give them back to me; the one is consent to participate and the other is consent for the audio recording.
Please feel free to contact either me or my supervisor if you would like any further information, have any further questions, or would like to report any negative affects the study has had on you.
Kind regards
Kerry Meyer						Dr. Katherine Bain
(Clinical Psychology Student)				(Research Supervisor)
083 391 4921/	Email: kerrymeyer1973@gmail.com	011 717 4558/ Email: Katherine.Bain@wits.ac.za
If you would like to report any problems or complaints that you have with regard to any part of the research process you can contact Lucille Mooragan, administrator of the Faculty Ethics Committee (HREC), on 011 717 1408.
Counselling services
We do not expect that the interview will harm you in any way but if you feel that you are having difficulties after having participated you may access one of the following free therapy services. If during the interview you talk about yourself or your baby being at risk, I will help you to access assistance.
Ububele Umdlezane Parent Infant Psychotherapy service		011 786 5085
Emthomjeni Community Psychology Clinic (Dr Esther Price)		011 717 4513
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Consent Form (Interview)

I _____________________________________ consent to being interviewed by Kerry Meyer and (translator) for her study ‘Trauma and maternal representations of the child in mothers with low reflective function in South Africa ‘I understand that: 
· Participation in this interview is voluntary.
· I have the choice to not answer any questions I do not want to answer.
· I may stop the interview at any time.
· Direct quotes will be used in the report, however, no personal information that may identify me will be included in the research report, and my responses will remain confidential.
· After the report is finished a copy will be kept in the library at the University of the Witwatersrand and will be available to people who have access to the library. 
· The audio-recordings will be deleted after the study is complete and the anonymised transcriptions will be archived (kept in password protected files on the researcher’s and her supervisor’s computers). These may be used for future research, with your permission (please indicate below).
· There are no direct benefits for me in participating in this study.
· There are no anticipated risks for me participating in this study.

Signed __________________________________________
Date    __________________________________________

I give consent for my anonymised transcripts to be used for future research purposes (please tick):
Yes __________
No  __________
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APPENDIX E
Consent Form (Audio Recording)

I _____________________________________ consent to my interview with Kerry Meyer and (translator) for her study on ‘Trauma and maternal representations of the child in mothers with low reflective function in South Africa ‘to be tape-recorded. I understand that: 
· The tape and transcript (these are written documents which contain what has been said in the interview) will not be heard or seen by any person at Ububele
· The tape will be heard by the researcher and the translator only.
· When the tape is used to write up the transcript, only the researcher will listen to it. Everything will be kept in a secure place, which only she will be able to access, while the study is ongoing.
· No personal information, such as names (yours, your infant’s, your family etc.) or places (where you live, where you are from etc.), will be used in the transcripts.
· Only the researcher and her supervisor will have access to my transcript, however, the supervisor will not know any of my identifying information.
· After the report is finished my interview recording and transcript will be kept in a safe place, that only the researcher will have access to for 6 years.

Signed __________________________________________
Date    __________________________________________
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Remuneration Agreement

I _________________________________________ agree to participate in Kerry Meyer’s study on parenting and trauma. I have spoken with Kerry Meyer and we have agreed that R40 will be given to me at the end of my interview, to cover my transport costs. I will also be given the money even if I decide to stop participating in the study. 


Signed __________________________________________
Date    __________________________________________





















[bookmark: _Toc476913389]APPENDIX G
Ububele Consent
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Dear Katharine Frost (Director: Ububele) and Nicki Dawson (Manager: Ububele Home Visiting Project) 
My name is Kerry Meyer. I am conducting a research study for my master’s degree in Clinical Psychology at University of the Witwatersrand on the concepts of trauma, maternal representations of the child and reflective functioning in a group of South African mothers. The study aims to obtain a clearer understanding of how these concepts inter-relate and it is hoped that it will allow deeper understandings about the process of intergenerational transmission of trauma.
I believe this is a particularly valuable study in the South African context as many poorer communities display high levels of domestic violence, sexual abuse, and other types of trauma. It has increasingly been recognised that disorganised attachment patterns are more prevalent in infants from families with these social risk factors. Not only are the prospects for this group of children poor, but these patterns have also been shown to be transmitted intergenerationally. Knowledge gained about the sources of transmission may aid clinicians in their attempts to interrupt this cycle. 
While current research (mainly quantitative studies) has cited maternal representations and reflective functioning as sources of transmission, the process of transmission is not fully understood. This study will adopt a psychoanalytic case study methodology whereby in-depth interviews with a few mothers will performed in order to try to elucidate the nature of these relationships.
I would like to ask your permission to recruit four to five participants for my study from the Ububele Home Visiting project. I would like to invite mothers who scored fairly low on reflective functioning on the PDI or those with whom the home visitors found it difficult to work. Participation in the study would require the following:
· A 60 to 90 minute, semi-structured, one-on-one interview (performed at Ububele). The semi-structured interview consists mainly of questions from the Working Model of the Child Interview, some questions from the Adult Attachment Interview and as far as the participant feels comfortable sharing with me, a few questions relating to any trauma the participant may have experienced. Prior to the interview, participants will be asked to complete a Life Events Checklist which a self-report measure consisting of a 17-item checklist of potentially traumatic events, such as natural disasters, accidents, sudden losses, and interpersonal violent events. This will be used as a guide for the trauma questions in the semi structured interview. If possible, if the home visitor who worked with that mother is available, it would help if she could be present to ensure the mother understands the information sheet and the questions asked. If the mother is able to manage in English, this would not be necessary. I would be happy to co-ordinate times of interviews to suit the home visitors’ schedules.
· The interviews will be conducted by myself and I will ensure that participants are not pressurised in any way to answer the questions, particularly those around trauma. Participants will be informed that they may choose to withdraw from the study at any time prior to the writing up of the study or choose not to answer any questions should they not feel comfortable to do so.
· A request will be made to the participants regarding audio-recording of the interviews.
· The confidentiality of participants will be protected and only myself and my supervisor will have access to the audio-recordings and the transcripts of these recordings, which will be kept in a password protected file on our computers. 
· The research results will be reported in the form of a research report and will be made available in the university library. None of what is directly discussed with the participants will be reported back to your organisation, however, copies of the final research report will be sent to you both. Participants will be told that direct quotes will be used in the reporting of this study, but that these will not be linked to any identifying information. 
· The participants’ participation in the research is entirely voluntary, however, given that participants have to make a special trip to Ububele for the interview, transport costs will be reimbursed up to a maximum of R40.

If you agree for me to recruit participants from your Home Visiting project, please indicate your permission below.
If you would like any further information on the study, please contact me on 083 391 4921 or Dr Bain on (011) 717 4558 or katherine.bain@wits.ac.za
Kind regards, 


Kerry Meyer


Permission:
[image: ]
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