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Relationships between mother and child chartacteristics and

the interaction networks

Six of the child and eight of the mother behaviours in play
éan be grouped into the three primary networks of
interaction described earlier (Figure 6.14). Each
interaction network centres around a coded interactive
variable, Harmony, Mutual Affect and Diversity of Play. The
influence of the mother and child characteristics, as
measured by the seven descriptor variables, on the
interaction networks is assessed in two ways. Correlations
with the constituent variables of each network are
considered (Table 6.19), then bivariate and multivariate

relationships with the interactive variables themselves.

Correlations with the constituent variables of each network

For the sample as a whole (Figure 6.17a), there are
relatively few Dbivariate correlations between the
descriptor variables and the network constituent variables.
The networks are linked evenly to both mother and infant
descriptors. The Diversity of Play network shows the
greatest number of correlations, especially with Adversity
and cognitive development (MDIR). The Mutual Affect network

has fewer links and the Harmony network only two.

The seemingly simple pattern that is displayed for the
whole sample (Figure 6.17a) masks a more complex set of
relationships that emerges when disabled and nondisabled
groups are examined separately. For the nondisabled group
(Figures 6.17b), the Diversity of Play network remains
strongly linked to Adversity, but there is no relationship

to developmental level (PDIR, MDIR). The Harmony network
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emerges as a focus of interaction, linking with all child
descriptor variables, but there is only one 1link to the

mother descriptors.

When relationships are examined for the disabled group
alone, a completely different pattern is revealed (Figure
6.17c). All three networks are closely linked to both
mother and child descriptors. Infant descriptors,
especially the developmental variables, are correlated not
only with the Diversity of Play network as might be
expected, but also with the Harmony and Mutual Affect
networks. However, the three networks are dominated by the
mother descriptor variables. Though Adversity is again
important, links with personality variables emerge,
particularly with the Harmony and Mutual Affect networks.
It is also noteworthy that it is only in the group with a
disabled child that the mother’s mental health (Malaise) is
correlated with the interaction networks. This descriptor

is linked to all three networks.

It is clear that in some cases the correlations are working
in different directions between nondisabled and disabled
groups (see above and Table 6.19). The main contrast that

emerges is the mother’s contribution to the interaction in

the disabled group.

Relationships with the interactive variables

The relative contribution of the descriptor variables to
interaction was examined through multiple regression. The
lead variable (Harmony, Mutual Affect and Diversity"of

Play) from each of the three interaction networks was used



in turn as the dependent variable (Table 6.20).

For Mutual Affect there were no significant correlations
for the sample as a whole. For the disabled group the best
prediction comes from mother’s extraversion (EPIE), but for
the nondisabled group comes from cognitive development

(MDIR) with mother’s neuroticism (EPIN) (Table 6.20).

Similarly, for Harmony there were no significant
correlations for the sample as a whole. Once more the best
predictive relationship for the disabled group differs from
that for the nondisabled group. For the disabled group
mother’s mental health (MALS) provides the best equation.
No other variables add to the explanation. For the
nondisabled group the best explanation again comes from
cognitive development (MDIR) and mother’s neuroticism

(EPIN) (Table 6.20).

For all three groups, the relationships with Diversity of
Play are dominated by adversity (ADV). Only in the
nondisabled group is the explanation improved by taking
into account other variables, mother’s neuroticism (EPIN)
and mother’s mental health (MALS) (Table 20). To assess the
impact of variables other than Adversity on Diversity of
Play, a separate set of regressions was run (Table 6.20).
For the total sample and for the nondisabled group the best
single predictor, in the absence of the Adversity variable,
was mother’s neuroticism (EPIN). In neither case did the
level of explanation improve by the addition of other
variables. For the disabled group the best single predictor

was cognitive deveiopment (MDIR), but the explanation level



Table 6.20 Multiple Regression Analysis of Mother and Child
characteristics and interactive play behaviours.

Mutual Affect (MA)

Total sample (n = 65)

Bivariate Relationship: No significant correlations
Multiple relationship: No significant correlations

Disabled cases (n = 25)
Bivariate Relationship: MA = -4.06 + 0.375 EPIE

R = 0.43; adj R? = 15.3; 8 = 2.569
Multiple relationship: No significant improvement

Nondisabled cases (n = 40)

Bivariate relationship: MA = -6.92 + 0.0803 MDIR
R = 0.34; adj R® = 9.,1; s = 1.600

Multiple Relationship: MA = - 7.71 + 0.0791 MDIR + 0.818 EPIN
R = 0.42; adj R? = 13.1; 8 = 1.565

Harmony (Hy)

Total sample (n = 6€5)

Bivariate relationship: No significant correlations
Multiple relationship: No significant correlations

Disabled cases (n = 25)
Bivariate relationship: Hy = 10.0 - 0.213 MALS

) R=0.35; adj R2 = 8.8; s = 3.106
Multiple relationship: No significant improvement

Nondjsabled cases (n = 40)

Bivariate relationship: Hy = -3.85 + 0.124 MDIR
R =0.35; adj R® = 9.8; s = 2.387

Multiple relationship: Hy = - 4.98 + 0.122 MDIR + 0.108 EPIN
R = 0.41; adj R® = 16.9; 8 = 2.352

Diversity of Play (DP)
Total sample (n = 65)
Bivariate relationship: DP = 5.85 - 0.591 ADV

R = 0.44; adj R’ = 17.8; s = 3.091
Bivariate relationship (excluding ADV):

DP = 5.67 - 0.185 EPIN

R =0.28; adj R = 6.4; s = 3.299
Multiple relationship: No significant improvement
Multiple relationship (excluding ADV):

No significant improvement

Disabled cases (n = 25)
Bivariate relationship: DP = 6.45 ~ 0.764 ADV
R = 0.67; adj R® = 42.2; s = 2.183
Bivariate relationship (excluding ADV):
DP = 0.84 + 0.0337 MDIR
R = 0.40; adj R? = 12.0; s = 2.693
Multiple relationship: No significant improvement
Multiple relationship (excluding ADV):
DP = 1.83 + 0.0279 MDIR - 0.112 MALS
R = 0.44; adj R? = 12.4; s = 2.687 (p=0.09)

Nondisabled cases (n = 40)
Bivariate relationship: DP = 5.51 - 0.487 ADV
R = 0.33; adj R? = 8.8; s = 3,571
Bivariate relationship (excluding ADV):
DP = 5.88 - 0.200 EPIN
R = 0.27; adj R® = 5.0; s = 3,644 (p=0.089)
Multiple Relationship: DP = 15.4 -0.618ADV ~0.268EPIN +0.339MALS
R = 0.46; adj R® = 21.1; s = 3.504
Multiple relationship (excluding ADV):
No significant improvement

Best equations shown, non significant correlations (p>0.05)

omitted.

Varjable 1list (see Table 6.19): ADV, Adversity: EPIE,
Extraversion: EPIN, Neuroticism: MALS, Malaise: MDIR, Cognitive
development.
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was improved by also taking into account mother’s mental

health (MALS) (Table 6.20).

when the disabled and nondisabled groups are treated
separately, the levels of explanation resulting from the
multiple regression analyses ranged from 8.8% to 42.2%
(Highest for the disabled group: predicting diversity of
play from adversity). What 1is very clear from both
analyses, the correlation analysis of the constituent
network variables and the multiple regression analysis of
the interactive variables, is the contrast between disabled
and nondisabled groups. For the nondisabled group, infant
descriptors are more prominent. For the disabled group the
characteristics of the mother are more telling,
particularly her level of adversity. The differences are
most pronounced in Diversity of Play. These results fit
very well with Sameroff and Chandler’s model of the

continuum of caretaking casualty (1975).

However, mothers and infants vary enormously, bringing a
wide range of characteristics to interactions. Preterm
pirth or emerging disability in the child have been shown
to modify interactions with mothers, but how this happens
is not clear (see for example Greenberg and Crnic, 1988;
wasserman et al., 1985b). The results reported here suggest
that the characteristics of mother and child are important
put in different ways, depending on whether disability is
present or not. Sameroff, Seifer and Elias (1982) have
pointed out that the way that particular mothers come

together with particular children is crucial to outconme.

The next chapter will pursue this theme in depth.
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CHAPTER 7

»MOTHER?INFANT INTERACTION : THE SYNTHESIS
Introduction

The behaviours of the 65 dyads have been examined in
Chapter 6. This was done first through considering mother
and baby behaviours independently and then through an
examination of interactive behaviours. Four correlation
networks were identified that related the observed
pehaviours to one another. The influence of the
independently measured characteristics of mothers and
pabies and of mother and baby behaviours, on interactive
pehaviours was also assessed. Some differences in the
networks of relationships could be observed between

disabled and nondisabled groups.

Numerous correlations, significant at the 0.01 level, were
jdentified. However, these were of a moderate order with
few exceeding 0.5. In other words, rarely was more than 25%
of the variance explained by correlations within the
networks. Although this may be satisfactory for
identifying the structure of the networks (the
relationships between behaviours), it would be inadequate
to form the basis for prediction of mother/infant

interactions.

To do this a more sensitive approach might be to

characterise the types of mother and the types of baby, and
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then go on to identify the types of interaction that result
from particular combinations. Rather than being based on
the relationships between variables, through correlation
and regression analyses, this approach requires the
identification of characteristic styles of behaviour,

through the classification of individual mothers and babies

through their observed play behaviours.

There has been relatively 1little previous work on
classification of mother and baby behaviours in play. Some
(eg Cox et al. 1991, Murray, 1988), has been at the
microanalytic level, with little synthesis of the results
into a classification. One attempt at classification is
that by the Harvard Preschool Project (White and Watts,
1973) . Mothers were classified into three groups on the
pasis of the performance levels of their first child. The
pehaviours of the mothers in groups A and C were then
studied in detail in relation to their second babies. This
classification was therefore very simple, and aimed
primarily at identifying optimal childrearing practices.

Though David and Appell (1969) explored mother-child
relationships through interaction studies, they identified
5 prototypical case studies, rather than establish

empirical categories.

In order to identify characteristic styles of behaviour,
this chapter therefore opens Wwith a consideration of
possible classification procedures. The advantages and

shortcomings of a simple categorisation based on the
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observed interaction behaviours themselves, and of
bivariate and multivariate classifications of mother and
infant behaviours, are discussed. A choice is made to use
a nonparametric tercile-based multivariate system. Using
this system, five mother types and five baby types are
identified and characteristic interactions between these
are presented. Two conclusions emerge: first that most
interactions are mother led, although some are baby led,
and second that the match or mismatch between mother and
paby is fundamental to the interaction. Only in this

context can the impact of disability be fully understood.

Methodology

The focus of this chapter is interaction, expressed by the
three directly observed play interaction behaviours; Mutual
Affect, Diversity of Play, and Harmony. For this reason a
classification procedure had to be devised that provides an
explanatory framework for the observed interactive
pehaviours. This section on methodology starts with a
simple classification of the interactions on the basis of
the three interaction variables alone. It then considers
the use of bivariate classifications of mothers and infants
in the identification of interaction styles. It finally
considers multivariate procedures, before identifying and
describing the classification technique finally chosen, a

nonparametric tercile-based multivariate system.
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particular type of mother combines with any particular type
of child to produce a specific kind of interaction needs a

different approach.

Table 7.1 Classification of play interactions by
combined tercile scores on Harmony, Mutual
Affect, and Diversity of Play behaviours.
Harmony Mutual Diversity N Dyad number
Affect of play

17,66,86
34,93
09,35
27,31,39

3

2

2

3

0]

0]

0]

1 59

6 21,48,49,52,69,73
6 14,16,19,22,23,51
1 18

2 44,74

2 41,43

2 45,89

1 54

2 10,11

4 56,60,78,92

1 81

0
1l
4
5
2
5
1
4
5

12

28,62,64,79
04,25,68,84,87
80,83
55,58,76,82,85
30

05,29,40,53
32,38,71,75,77

Bivariate classification

There were 11 mother and 8 child behaviours observed
individually. It ought to be possible to characterise

mother/infant interaction on the basis of some or all of

these.
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The networks of behaviours that were described in Chapter
6 could be used. For the mothers two networks of behaviour
variables were found, one centered on Sensitivity, the
other on frequency of Instructs. These two variables tap
very different aspects of maternal behaviour and were
therefore appropriate to use as the basis for a bivariate

classification of the mothers (Figure 7.1).

For the children there was only one network of behaviours.
Within this, Sophistication and Activity have a high degree
of covariance, and both reflect developmental level. It was
decided to use one of these, Sophistication of Play, in the
pivariate classification. Sophistication was not directly
1inked to the Positive Affect variable, nor to cChild
protest, which was the only variable not linked to the
network at all. In order to maximise the degree of
independence, Child Happiness (the variable derived from
child Positive and Child Protest) was used as the other

classification variable (Figure 7.2).

In both bivariate plots (Figures 7.1 and 7.2), there is a
disparate peripheral distribution with a concentrated
cluster of points at the core. Superimposed on the plots

are lines representing upper and lower tercile values.
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Using tercile values as cut-off points, categorisation of
mothers into nine types is possible (see Figure 7.1). This
process separates mothers into groups on the basis of
Sensitivity and activity (as reflected by Instructs).
However, there are problems of interpretation. The numbers
in the peripheral cells are small, for example only two
mothers are categorised as Active/Sensitive and only four
as Inactive/Sensitive. These 1low frequencies at the
extremes, coupled with a bunching in the centre, make any

possible comparison of types of mother very difficult.

Secondly, whilst the use of terciles gives an objective
edge to each class of mothering behaviour, there are often
problems at the class boundaries. Like can be split from
like, whilst cells can link like with unlike. The impact of
the class boundary problem is magnified by the system being

pased on only two variables.

For example Mothers 68 and 16 each score exactly the same
for Sensitivity and exactly the same for Instructs.
Therefore they would be classed the same as Moderately
sensitive/Inactive. These two mothers have very little else

in common in their observed behaviours as Table 7.2 shows.

For only 5 out of the 11 variables do these two mothers
share the same tercile. If the individual scores on each
pehaviour variable are examined, then striking differences
are found. Mother 16 is more 1labile and enables her

daughter to complete play behaviours herself. She also, by
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monitoring the child’s behaviour, follows her initiations

of play.

Table 7.2 Scores and tercile position for Mothers 68
and 16 on 11 mother behaviour variables

Variable Mother 68 Mother 16
1 2 1 2

Sensitivity 9 Medium 9 Medium
Mother positive 5 Low 15 High
Mother links 4 Medium 4 Medium
Mother Follows 2 Medium 5 High
Enables 0 Low 4 Medium
Checks 0 Low 7 High
Monitors 0 Low 5 Medium
Stops 5 High 1 Medium
Instructs 14 Low 14 Low
Poor Timing 17 Medium 10 Medium
Mother Negative 0 Low 5 High

1 Score 2 Tercile

Mother 68 in contrast, displays little affect. She does not
monitor nor check her son. She follows his initiations
only twice and does not Enable his actions at all. Neither
mother is particularly sensitive or insensitive to their
baby, and they both issue the same number of instructions.
By using only this bivariate classification, both these
mothers are categorised as Moderately Sensitive/Inactive.
Despite the very real differences in their mothering

pehaviour they are lumped together in the same class.

Finally to illustrate how groups of mothers with very
similar bivariate scores are split by the use of tercile
poundaries, two groups of mothers can be considered.
Mothers 43, 09, 31, 19, and 51 have very similar scores on

the two classification variables (see Figure 7.1), and
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would appear to have much in common. However, the location
of the tercile boundary puts Mother 19 into a separate
class. In other cases mothers whose scores are located at
or very near tercile boundaries may well have more in
common with the more or less extreme group. Mothers 53, 11
and 92 may have more in common with the Active/Insensitive
mothers than with Mother 25, who in turn may be more

similar to the group of Insensitive/Inactive mothers (see

Figure 7.1).

Similar problems arise when the 9 cell categorisation of
the infants is attempted (Figure 7.2). Using tercile scores
as boundaries, it is possible to identify 9 groups of
pabies. Since the infants’ behaviour scores cluster more
towards the centre, the problems of using a bivariate
classification are accentuated. Baby 52 has more in common
with Babies 49 and 93 than with Baby 23 (see Figure 7.2).
Babies 86, 31, 54 and 68 are much closer to the central

core of babies than to the more peripheral members of their

groups (see Figure 7.2).

Tt would appear that simple bivariate classifications of
mothers and infants do not produce easily interpretable

‘categories. A multivariate approach might be more

sensitive.

Multivariate procedures

Using the 11 mother variables and 8 infant variables, it
14

ought to be possible to define clusters of mothers and
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children based on how similar individuals are to each

other.

The standard technique of cluster analysis is designed to
deal with many variables simultaneously (Everitt, 1980).
From an initial correlation matrix of all possible pairs,
intercorrelated groups are extracted such that the
correlation between all possible pairs which are members of
the group is greater than, or equal to some arbitrarily
selected level of correlation. There are a number of
weaknesses with this method of clustering. Firstly, the
degree of congruence required to accept or reject a member
to or from a cluster is subjective. Secondly, the clusters
arrived at all depend on the choice of the first "basic
pair". The clustering depends very much on which two are
chosen. If a different pair is used, then different
clusters result. With a set of data, the solution ie.
numbers of clusters, depends on the starting point.
Furthermore, the method assumes normality and equal

weightings for the data ranges.

The particular mother and child variables in this study
were not in a form that was readily usable in cluster
analysis. A number had somewhat skewed distributions; data
ranges differed, and the combination of ratings and scores
would have been difficult, if not impossible to standardise

for use in multivariate parametric statistics.

Instead of using cluster analysis, a procedure for the
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derivation of a non-parametric similarity index was
devised. The purpose of a similarity index is to compare
each individual with every other individual, to give a
similarity score for each pair. High scores indicate pairs
with high degrees of similarity; low scores indicate pairs
with little in common. Examination of the matrix of scores,
built up in this way, allows individuals to be grouped

together at pre-selected levels of similarity.

Ssimilarity indices, based on the 11 mother behaviour
variables and the 8 infant behaviour variables, have
therefore been used in the classification of the mothers
and babies respectively. At this stage disabled babies and
their mothers were treated in exactly the same way as the

nondisabled. The impact of disability is considered later.

The first step in constructing the mother similarity
indices was to 1list the 65 mothers, and their tercile
placings (high, medium or low) on each of the 11 mother
behaviour variables. Individual mothers were then paired
with every other mother. For each pair of mothers, the
tercile placings on the 11 variables were compared. For
each variable, a score of +1, 0 or -1 was recorded. If the
mothers were in the same tercile, either high medium or
low, they were allocated +1 for similarity. If they were in
different terciles they scored zero for similarity, unless
they were in opposite terciles, in which case they were

allocated a score of -1. For each pair of mothers, the 11
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variable scores were summed to give a total score for the
similarity index. Perhaps this is_best illustrated by an
example. Table 7.3 shows the degree of similarity between
Mothers 23 and 31.

Table 7.3 Similarity index score for Mothers 23 & 31,
derived from terciles.

Variable Mother 23 Mother 31 Similarity
score
Sensitivity Medium Medium 1
Mother Positive High High 1
Mother Links High High 1
Enables Medium Medium 1
Mother Follows High High 1
Checks High High 1
Monitors Low Low 1
Stops Low Low 1
Instructs High High 1
Poor Timing High High 1
Mother Negative Low Low 1
Total = 11

These two mothers with a similarity score of 11 are very
similar to each other in the way that they were observed

playing with their infants.

In contrast Mothers 17 and 43 scored -6 on the similarity
index (Table 7.4). These two mothers have very little in

common when playing with their children.

By considering all possible pairings a matrix of scores was
puilt up, from which the groupings of mothers were derived.
The maximum possible score would be +11, the two mothers
would be in the same terciles as each other for all 11
pehaviours. The minimum possible score would be -11, the

two mothers would be in opposite terciles for all 11



Table 7.4 Similarity index score for Mothers 43 & 17,
derived from terciles.
Variable <6-Mother 43 — -Mother 17
Similarity
score
Sensitivity High High 1
Mother Positive Low High -1
Mother Links Medium High 0
Enables Low High -1
Mother Follows Low High -1
Checks Low High -1
Monitors High Low -1
Stops Low Medium 0
Instructs Low High -1
Poor Timing Medium High 0
Mother Negative Low High -1
Total = -6

variables. A score of zero would indicate a balance between
similar and opposite terciles, the remaining behaviours
registering differences no more than one tercile away from
each other. A positive score would indicate more similar
than opposite behaviours, a negative score the reverse (see

Tables 7.3, 7.4).

From this matrix, pairs of mothers with the greatest
similarity could be identified, starting with a threshold
of pairs scoring +11, followed by +10, then +9 and so on.
At each stage the web of similarity 1links grows more
complex, and groupings of individuals begin to emerge.
Eventually, the optimal threshold level is reached where
any further reduction in threshold would result in a
within-group coherence. For the

decrease in mother

similarity indices identified here, this occurs at a
threshold score of +7, which results in the specification

of five main groups of mothers. This procedure is
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illustrated diagrammatically on Figure 7.3.

Grouping mothers in this way worked well for all but 6
subjects. In these 6 cases, each individual mother scored
no more than +6 in pairings with any other mother. For the
purpose of categorisation, these mothers were linked to the

mothers with whom they scored the highest.

The 65 infants can be categorised using a child similarity
index derived in much the same way as the similarity index
for mothers described above. Each infant was listed
alongside his/her score and tercile on each of the 8 infant
behaviour variables. A total similarity score was derived
for each pairing of infants, based on comparison of tercile
scores between pairs. In this way, just as for the mothers,
a matrix of similarity scores was constructed. Because
there were only 8 infant variables, the range of possible
scores was from +8 (for infant pairs in the same terciles
for ail 8 behaviours), to -8 (for infant pairs in opposite

terciles for all 8 behaviours).

The matrix was examined, and the threshold score of +6
identified. This process however left 10 children
unconnected to any other infant, and 8 more infants linked
only in pairs. For these 18 children their next order
1inks (at a score of +5), were assessed and the children
allocated accordingly. The procedure resulted in the
specification of five groups of infants (Figure 7.4). The
full tercile groupings on which the mother and infant

similarity indices are based are given in Appendix V.



—— 7 links

More than 9 links

8 links

— — — — Next highest link available

Figure 7.3 5 groups of mothers
based on similarity index links.
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Results : Classification of Mothers and Babies

Mothers

Using the similarity indices, 5 groups of mothers were
delineated, each group having more links within the group
than across boundaries to other groups (Figure 7.3). Once
the groups had been delineated objectively, the common
characteristics of each group were identified from the
original tercile data set (Appendix V). The five groups are
described below as Mother Types 1 to 5, with their

characteristics summarised from the original tercile data

on Tables 7.5 to 7.9.

Mother Type 1

Type 1 mothers are positive and happy with an active style
of play, engaging and reacting with their infants (Table
7.5). Almost all score high on Mother Positive and on at

least three of Mother Links, Mother Follows, Checks and

Enables.

Table 7.5 Summary characteristics of Type 1 Mothers
(n=14): Totals for the Type 1 mothers in high
medium, and low terciles for the 11 mother ’
behaviours

Totals Behaviours

in terciles S M+ ML En MF Ch Mo St In PT M-

High 5 7 3 7 5 s
Medium 9 2 3 7 4 2 4 5
Low 0 0 3 2 5

—-———— ——— - T - - T — — ——— — —— —— ——— > = = ———
- - —— -
- - o -

ss= Sensitivity: M+= Mother Positive: ML= Mother Li

. 1 . =
Enables: MF= Mother Follows: Ch= Checks: Mo= Moni€§§° gg—
stops: In= Instructs: PT= Poor Timing: M-= Mother Negaéiv R
For definitions see Chapter 6 and Appendix IV. s
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At the core of Group 1 is Mother 22. Her behaviour is
typical, down on the floor playing with her daughter. She
is smiling and positive, praising her child’s efforts. She
rarely stops the infant’s play, relying instead on
different ways to play with the toys to distract her
daughter and prevent her becoming bored. Sometimes her
timing is poor and the odd negative comment creeps in, but
overall play activity never lags and she appears to enjoy

interacting with her daughter.

Away from the core group of Type 1 mothers, level of mother
play activity, in particular 1Instructs, is very high.
Because these mothers are so active, they also have more
opportunities for poor timing. However, they are still very
positive and warm. Right at the periphery are Mothers 44
and 45, who are less active than most of the Type 1

mothers, but who have more in common with group 1 than with

any other group.

Mother Type 2

Type 2 mothers (Table 7.6) are quite distinct from Type 1.
They tend to sit back and watch their infants (high
Monitor), intervening as and when they think it is needed
(low Stops). They are very attuned to their children’s
behaviours, but interact only in a very low key fashion.
Emotionally, they are not demonstrative. They are very

sensitive in their approaches to the child’s play.



Table 7.6 Summary characteristics of Type 2 Mothers
(n=}2): Totals for the Type 2 mothers in high,
medium, and low terciles for the 11 mother

behaviours.
Totals Behaviours
in terciles SS M+ ML En MF Ch Mo St In PT M-
High 9 1 3 1 0 1 6 0 2 0 1
Medium 3 8 7 5 6 6 5 2 3 4 1
Low o 3 2 6 6 5 1 10 7 8 10

Typical of Type 2 mothers is Mother 49 who scores in the
medium to low range for affect (medium Mother Positive; low
Mother Negative) and low on initiating behaviours (Mother
Links; Enables; Stops and Instructs). She watches her
child’s play and follows his leads when he initiates play

(high Monitors; medium Mother Follows). Overall she scores

very high on Sensitivity.

Again towards the periphery of the group there are mothers
who have less in common with the core group. Two in
particular merit discussion. Mother 18 does not 1link
strongly with this group, in fact she links hardly at all
with any mother in the whole sample. It is impossible to
examine her style without reference to her infant, who is
severely physically and mentally disabled. This makes it
impossible for the mother to react to any infant behaviours
since there are none (no score assignable on Enables;
Mother Follows; Stops; Poor Timing). Her behaviours that
can be scored are highly tuned to her child’s capabilities.

Soft voiced and gentle in her movements, she is a very
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sensitive mother. The closest group of mothers in style was

group 2, who were also quiet, sensitive mothers.

Mother 28, though sensitive, is more active than core Group
2 mothers. She sits squarely on the boundary between Groups
2 and 3. It was decided to place her in Group 2 because her
extreme scores were more similar to those of Group 2
mothers (high Sensitivity; low Poor Timing; low Mother

Negative).

Mother Type 3

Type 3 mothers as a whole are characterised by scores on
many different variables that 1lie in the middle ranges
(Table 7.7). To borrow a phrase from Winnicott (1965), they
are "good enough" mothers. Because this is such a large
group (41% of the mothers), encompassing such a wide range

of behaviours, several subgroups can be identified (Table

7.7) .

Type 3a mothers are mid-tercile mothers for most
behaviours, except for Mother Links and Stops where the
majority were in the lower tercile. These are the moderate
mothers. Mother 73 is typical. 10 of her 11 behaviours 1lie
within the'mid—tercile. Only Stops lies within the lower

tercile. This is a mother who displays no extremes of

behaviour.



Table 7.7 Summary characteristics of Type 3 Mothers
(n=27): Totals for the Type 3 mothers
(subdivided into Types 3a, 3b-d, 3e) in high,
medium, and low terciles for the 11 mother

behaviours.
Totals Behaviours
in terciles SS M+ ML, En MF Ch Mo St In PT M-
Type 3, Total (n=27)
High 1 2 6 3 3 4 6 7 6 14 5
Medium 18 22 15 16 14 18 13 9 16 11 10
Low 8 3 6 8 10 5 8 11 5 2 12
Type 3a (n=10)
High o 1 1 1 2 1 1 o0 1 1 o
Medium 8 8 3 4 5 9 7 3 9 7 5
Low 2 1 6 5 3 0 2 7 0 2 5
Types 3b-d (n=12)
High 0 1 3 2 1 3 1 3 3 11 4
Medium 7 9 9 9 8 5 5 5 6 1 2
Low 5 2 0 1l 3 4 6 4 3 0 6

Type 3e (n=5)

High o 2 0 0 0 4 4 2 2 1
Medium 3 5 3 3 1 4 1 1 1 3 3
Low 1 0 0 2 4 1 0 o0 2 o0 1

Groups 3b, 3c and 3d are also characterised by mid-tercile
ljevels of behaviour, but almost all mothers in these sub-
groups also display high levels of Poor Timing. A high
proportion of their play with their children is not well
attuned to the children’s behaviour. Group 3c is
distinctive in also being of low sensitivity. These mothers
show low levels of monitoring the children’s behaviour and
checking on their needs. With group 3d mothers, of whom
there are only three, behaviours start to exhibit more
negative aspects, with high levels of intrusive behaviour

(Stops, Instructs, Poor Timing). Two of the three also
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display high levels of negative affect. None are
particularly warm. For example Mother 12, a 3d mother, has
her own agenda for play, and this leads to her frequently
stopping and cutting across her son’s play. She does not
wait to see what he will do (low Monitor), but she does
frequently ask what he wants (high Checks). Sometimes she
does manage to follow his initiations of play (medium
Mother Follows). Overall, she tries very hard to play with

her son but somehow never quite gets it right.

Group 3e mothers also have mid-tercile characteristics, in
particular they do not show extremes of affect, neither
positive nor negative. They are the most intrusive of the
Group 3 mothers, with high levels of Stops, and medium to
high levels of Poor Timing and Instructs. Though they do
monitor their children, much of the time this does not lead
to reciprocal play. Perhaps this is because these mothers
are less sensitive to their children’s cues. Perhaps they
have different play agendas, which is indicated by their
high to medium levels of poorly timed behaviours. Mother 79
is typical. She tended to alternate between bursts of
instructions, showing the infant what to do and then
sitting back watching. When she did play, sometimes the
child picked up on her cues, but often she cut across the
child’s play already in motion. She rarely tuned in to the

child’s initiations of interaction.
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Mother Type 4
Insensitivity is the distinguishing characteristic of Type
4 mothers (Table 7.8). They are critical (high Mother
Negative, low to medium Mother Positive), bossy (low Mother
Follows; medium Mother Links; low Monitor; high Instructs),
and intrusive (low Monitor; high Instructs; high Poor
Timing). Much of the interaction with their children
consists of instructions and demonstrations, and when the

children fail to comply with expectations, high levels of

criticism.

Table 7.8 Summary characteristics of Type 4 Mothers
(n=6): Totals for the Type 4 mothers in high,
medium, and low terciles for the 11 mother

behaviours.
Totals Behaviours o
in terciles Ss M+ ML En MF Ch Mo St In PT M-
High 0o o 1 o o0 2 2 1 5 4 s
Medium 1 3 3 3 2 2 0 4 1 1 1
Low 5 3 2 3 4 2 4 1 0 1 0

Mother 41 lies at the centre of this group. She decided
that her daughter would learn to use the toys in specific
ways. She began by lining up the rings in size order,
cutting across several attempts by the child to examine
them. She then spent the time in demonstrating the toy and
instructing the child in its use. Any attempt by the little
girl to play with the rings was stopped. When the infant

failed to accomplish the mother-set task, she was roundly

critisised.
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Mother Type 5
Type 5 mothers can best be described as noninteractive.
They display low levels of all kinds of behaviour, both
play and affect (Table 7.9). They do not initiate nor
follow play. They do not show their children how things
might work. Since they do so little they do not display
poor timing. However, there is a great difference between
these mothers and Type 2 mothers, who are also relatively
inactive. Type 5 mothers "remove" themselves from the play
situation. They may watch, but they are not part of an
interaction. They are insensitive to the children’s
behaviours. A typical Type 5 mother was Mother 76. She sat
her son on the carpet and placed the toy in front of him
with the instruction for him to play with it. She then
retreated to the sofa where she sat watching him. However,
she was not watching in order to intervene as and when he
needed help. Her role was rather that of a spectator. When
he whimpered with frustration she sometimes commented to
him to be a good boy or to entreat him again to play with

the toy. At no point did she actually get down and play

with him with the toy.

Table 7.9 Summary characteristics of Type 5 Mothers
(n=6): Totals for the Type 5 mothers in high
medium, and low terciles for the 11 mother '

behaviours.
Totals Behaviours
in terciles SS M+ ML En MF Ch Mo St In PT M-
High ©o o 0 0 0 0 2 2 o 1 o
Medium 1 1 1 0 1 2 3 2 0 5 5
Low 5 5 5 6 5 4 1 2 6 3 4
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The two mothers who differ slightly are Mothers 85 and 68.
They are essentially noninteractive in play, but they
frequently stop their son’s actions. Their own initiating
of actions is usually poorly timed, and not geared to play

with the toys.

To summarise, 5 types of mother were identified: 1) happy,
active, playful mothers; 2) sensitive, low key mothers; 3)
"good enough" mothers who do an adequate job; 4) negative,
intrusive, bossy mothers who are generally insensitive; 5)

noninteractive mothers who do 1little and show 1little

affect.

Babies

Cclassification of the infants was carried out in the same
way as for that of the mothers, again using the similarity
index constructed for this study (Figure 7.4). 5 groups of
infants were identified, each group member having more
internal links in common than with infants in other groups.
The infants were not as distinct in their behaviour
patterns as were their mothers, and there are more links
across boundaries. However, these are often at the weakest
1evel. Once delineated, groups could be characterised by an
examination of the original tercile behaviour data. The
five groups are described below as Baby Types 1 to 5, with
their characteristics summarised from the original tercile

data on Tables 7.10 to 7.14.
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Baby Type 1
Type 1 babies are competent and self-sufficient. They are
quiet, active and interested in playing with the toys and
on the whole absorbed (high Activity:; high Sophistication;
high Child Initiates). They are aware of their mothers’
whereabouts (high to medium Social Referencing), but they
are usually absorbed in playing. They are happy babies who
express high levels of Positive Affect (Table 7.10).

Table 7.10 Summary characteristics of Type 1 Babies
(n=7) :Totals for the Type 1 babies in high,
medium, and low terciles for the 8 infant

behaviours.
Totals Behaviours
in terciles Ac So Hp SR CI CF C+ Pr
High 6 7 4 3 5 1 5 2
Medium 1 0 2 2 1 6 1 5
Low 0 0 1l 2 1 0 1l 0

Ac= Activity: So= Sophistication: Hp= Happiness:

SgR= Social Referencing: CI= Child initiates: CF= child
Follows: C+= Child Positive: Pr= Child Protests.

For definitions see Chapter 6 and Appendix IV.

Baby 52 typifies this group. He is curious about the new
toys, and soon becomes absorbed in exploring their
properties. He checks with his mother from time to time
(medium Social Referencing), but does not play with her
very much. He finds plenty of new ways of playing with the
toys for himself (Child Initiates). Though he is, for the

most part, happy and contented, when his mother intervenes

he protests forthrightly.

Baby 04 is a peripheral member of Group 1, placed here on

the basis of a link only with Baby 79. However, he is a



266
very competent, self-sufficient little boy who has much in
common with the play style of Group 1. He differs greatly
in that he is a sombre child, rarely expressing positive
affect. He also does not check on his mother very much; in
fact he ignores her at one point, turning his back on her

so that he can continue playing at his own sophisticated

level.
Baby Type 2

The babies of Type 2 are a happy, sunny-natured crowd (high
to medium Happiness; high Child Positive; low to medium
child Protest). They are also sociable (high to medium
Social Referencing; high to medium Child Follows). The
capabilities of the babies vary, and the group as a whole
is not particularly active, nor do the children play at a
very sophisticated level (low to medium Activity; low to

medium Sophistication) (Table 7.11). 5 of the 13 are

physically disabled.

Table 7.11 Summary characteristics of Type 2 Babies
(n=13): Totals for the Type 2 babies in high
medium, and low terciles for the 8 infant '

behaviours.
Totals Behaviours
in terciles Ac So Hp SR CI CF C+ Pr
High 1 1 9 o s 6 11 1
Medium 6 10 4 4 7 6 3 4
Low 6 2 0 0] 1l 1 0 4

Baby 66 is a typical member of this group. Not particularly

skilled at fine motor control, he nevertheless is content
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to play at his level with the toys and to follow his
mother’s suggestions. He is a happy little boy, often with
a big smile on his face, and he rarely protests
vigourously. However, if things get too stressful he is
quite capable of pushing his mother’s hand away from the

toy, or whimpering in protest.

Baby 10 has only a weak affiliation to Group 2, but the
only links he does have are with Baby 19. He was placed in
this group on the basis of this weak pairing and because
his style of play (low Activity; medium Sophistication;
high child Initiates; high Child Follows) is similar to
that of many members of Group 2. Baby 10 though is an
unhappy, fraught little boy (low Happiness; high Protest).
The combination of competent play style and unhappiness can
only be explained by reference to his mother. Though she is
active and initiating, she 1is also unpredictable. The
coding scheme did not include ways to rate teasing
behaviour, which this mother used. For example, she would
offer the blocks to the child, then snatch them away saying
"No, they’re mine, and you shan’t have them". When the boy
was about to cry, she would invite him to play, with a big
smile. This behaviour was mixed with high levels of
initiating and following behaviour from her. The ambivalent
style adopted by the mother was probably the source of the
baby’s unhappiness. He is unlike any other baby in the

sample in this combination of play and affect behaviours.
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Baby Type 3

The core group of babies of Type 3 is the most strongly
linked of the five groups. Babies 38, 92, 82 40, and 89
have numerous links within the group and only two 1links
across boundaries to other groups (Figure 7.4). All the
pabies have much in common in the way they play, and much
of this behaviour is in the middle range (medium Activity,
Sophistication, Child 1Initiates, Child Follows) (Table
7.12). Toward the peripheries particular behaviours deviate
towards the extreme range, for example Babies 22, 16, 09,
and 81 have a more sophisticated level of play. Socially
Group 3 babies are also in the middle range. In mood they
present a somewhat stoic front (medium to 1low Child

Positive; medium to low Child Protest; medium to low Cchild

Happiness).

Table 7.12 Summary characteristics of Type 3 Babies
(n=20) : Totals for the Type 3 babies in high,
medium, and low terciles for the 8 infant

behaviours.
Totals Behaviours -
in terciles Ac So Hp SR CI CF C+ Pr
High 4 4 0 2 4 5 0 0 T
Medium 13 14 20 14 12 12 14 11
Low 3 2 0 4 4 3 6 9

Typical of this group is Baby 23, who has all 8 of her
pehaviours scored within the mid-tercile. She shows no

extremes of behaviour at all.
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Baby Type 4

The infants of Type 4 are similar to those of Type 3, but
their play behaviours are more mixed, with some children
scoring in the high terciles and others in the 1low
terciles. What distinguishes Group 4 is the 1level of
unhappiness = all but three score in the low tercile for
Happiness (Table 7.13). What is more, these are babies who
protest - all but two are in the high tercile for child
Protest. The children are frustrated by the intervention of
their mothers, and this is what provokes their protest
behaviour. If left alone, they do not protest nor demand
attention. Their capabilities vary from a child who is
plind but quite sociable (Baby 51) through various levels
of motor disability (Babies 14, 80, 64, 78, 11, 77 and 87)

to very competent children (Babies 05, 83, 29, 27, 30, 48

and 75).

Table 7.13 Summary characteristics of Type 4 Babies
(n=17): Totals for the Type 4 babies in hignh,
medium, and low terciles for the 8 infant

behaviours.
Totals Behaviours
in terciles Ac So Hp SR CI CF C+ Pr
High 3 2 0 2 2 4 3 15
Medium 13 11 3 9 10 9 12 2
Low 1 4 14 6 5 4 2 0

e - " 4 == - S T - S - - —— = = = -

Group 4 is a well linked group on the whole, but mention
must be made of Baby 41. This child had the fewest links to
any other, and was only associated with Babies 75 and 11 at

a similarity score of +4. Baby 41’s contradictory behaviour
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pattern can be explained by reference to her environment.
Her father is unemployed and the family live with the
paternal grandmother in a small two bedroomed council flat.
The three generations (and a large alsation!) spend most of
their time in the living room which measures 12 feet by 12
feet. Observing the parents playing with Baby 41 on other
occasions, it was obvious that she is their main interest
and diversion in life. They spend their time together in
this confined space and the result is a competition for the
infant’s attention. The child tends to ignore their

overtures, alternating between smiles and whimpers of

protest as she tries to play.

Baby Type 5

Type 5 babies form a distinct cluster with only three weak
links outside. They cannot or do not do very much, and
cannot or do not express emotion either. With a few
exceptions they score in the lowest terciles for all types
of behaviour (Table 7.14). All, except Baby 58, are
severely motor disabled, and Babies 55, 32, 71, and 74 are
also severely visually disabled. Five of the babies are

very restricted in their range of movement, and cannot play

independently with the toys.

Baby 71, who is blind, is actually quite mobile, but seemed
not to know what to do with the toys, and ignored what was
placed in her grasp, preferring to sit and rock herself to
and fro as she sat. Baby 58 is not disabled, and has fairly

good gross and fine muscle control. Again he seemed not to
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know what to do with the toys. He sat where his mother
placed him, alternatively sucking on the rings or blocks or
banging them together. Since his mother initiated no play,
he could not follow her leads. The whole group showed
little emotion, neither smiling nor protesting. The one
exception was Baby 71 who wailed loudly when her mother
interupted her self-rocking.

Table 7.14 Summary characteristics of Type 5 Babies
(n=8): Totals for the Type 5 babies in high,
medium, and low terciles for the 8 infant

behaviours.
Totals Behaviours T
in terciles Ac So Hp SR CI CF C+ Pr
High o o o o o 1 o 1~
Medium 0 0 6 1 0 2 3 3
Low 8 8 2 7 8 5 5 4

Thus 5 clusters of babies can be derived from the
similarity matrix: 1) competent, self-sufficient babies; 2)
happy, sociable babies; 3) stoic babies, of medium ability;
4) fraught, unhappy babies; 5) babies with low ability

levels, and low levels of expressed affect.

Summary

To summarise, the 65 mothers can be categorised into 5 main
types and the 65 babies can also be categorised into 5§
types on the basis of their observed behaviours in play.
Each member of each group is more similar to other members
of that group than to a member of a different group. Thus

the problems arising froem the bivariate classification



272

discussed earlier have been largely dealt with.

Discussion of classification

The classifications of mothers and babies delineated here
are empirical, based on close observations of behaviours in
play situations. Very clear differences in mother and in

baby styles could be identified.

How far do the empirical categories reflect the attributes
of the mothers and babies described in Chapters 3 and 47
The means for each of the mother descriptor variables,

broken down by mother type, are shown in Table 7.15.

Table 7.15 Mean scores (SD) on 4 mother descriptor
variables for the 5 Types of Mothers.

Mother Eysenck Eysenck Malaise Adversity

Type E N Inventory Scale

P 15.1(4.6)  9.1(5.3)  3.3(3.7)  2.2(2.0)
2 15.8(3.1) 11.1(4.8) 4.4(5.3) 4.3(2.9)
3 15.9(3.7) 12.6(5.2) 4.9(4.3) 4.1(2.0)
4 16.5(3.4)  11.3(5.1) 6.2(5.9) 3.5(1.9)
5 13.2(4.4) 13.7(4.8) 4.7(2.7) 7.0(3.0)

There is a trend for Type 1 Mothers to be less neurotic and
for Type 5 Mothers to be more introverted. Overall, though
there are no significant differences between the types of
mother on the basis of personality, as measured by the
Eysnck Personality Inventory. Nor are there any significant
difference between mother types according to how depressed
the mothers were. Mothers with the less interactive styles,

Types 2 and 5, were not more depressed than other types of

mothers.
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on the other hand, Mother types are distinguished by their
levels of psychosocial adversity. Only 2 out of the 14 Type
1 mothers have high levels of adversity. This was a
significantly different level to Type 2 (t= 2.4, p= 0.05),
Type 3 (t= 2.87, p= 0.01), and Type 5 (t= 3.60, p= 0.01).
They were not distinguishable from Type 4 mothers on the

pasis of their levels of adversity though.

Type 5 mothers were in disadvantaged psychosocial
circumstances, 5 of the 6 had high levels of adversity.
They were significantly different from Type 1 mothers (t=
3.60, p= 0.01), from Type 3 mothers (t= 2.28, p= 0.05) and

from Type 4 mothers (t= 2.45, p= 0.05).

Baby types also reflect to some extent the baby

characteristics that were described in Chapter 4 (Table

7.16) .

The competent behaviour styles of the Type 1 babies are
reflected in their cognitive developmental 1levels as
measured by Bayley MDIR. These are significantly higher
than Type 2 (t= 3.15,p= 0.01), Type 3 (t= 3.05, p= 0.01),

Type 4 (t= 2.44, p= 0.05) and Type 5 (t= 5.24, p= 0.001).

The low level of physical development achieved by Type 5
pabies (PDIR) 1is a reflection of their disabilities.
However, the very large standard deviations found for both
MDIR and PDIR show that the babies of Type 5 are by no

means all severely disabled.



Table 7.16 Mean scores (SD) on 3 baby descriptor
variables and Mother Psychosocial Adversity
Scale for 5 Types of Baby.

Baby Mental Motor Difficult Adversity
Type Development Development Temperament Scale
MDIR PDIR Bates (FI)
1 111(5.3) 48(2.9) 36.7(9.3) 2.6(1.3)
2 100(8.5) 41(7.3) 38.9(10.2) 3.7(2.4)
3 102(9.7) 43(5.8) 37.2(6.7) 3.6(2.8)
4 94 (27.5) 41(9.0) 38.8(7.5) 3.9(2.3)
5 48(33.5) 20(10.8) 42.4(13.2) 6.4(2.0)

In terms of the level of difficulty perceived by their
mothers (Bates Factor I), the babies showed no significant

differences from one type to another.

since the mothers’ levels of adversity were in many ways a
reflection of the environment in which the babies were
1iving, the impact of this variable on baby types was also
examined. Type 1 babies come from homes with the lowest
jevels of psychosocial adversity, but they are only
significantly different from Type 5 babies (t= 4.36, p=
0.001). In contrast Type 5 babies have significantly
higher levels of adversity than Type 2 (t= 2.76,p= 0.02),

Type 3 (t= 2.94, p=-0.01) and Type 4 (t= 2.78, p= 0.02).

gimple data derived from questionaires are not sufficiently
sensitive to predict the distinct styles of mother and baby
pehaviour, defined by this classification. oOnly the

adversity scale, a derived measure, and the objective
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Bayley developmental assessments are reflected in the
categorisation, and then only in a rather basic way. The
clinical implications of this classification scheme will be
discussed in Chapter 8, but first the interactions between

mother and baby behaviours must be examined.
Results : Interactions

Now that the mothers have been satisfactorily classified
into five main types and the babies also into five types,
it is possible to consider which types of mother and baby
commonly occur together, and what styles of interactions

are characteristic of particular combinations of mother and

baby types.

Table 7.17 shows that some combinations occur quite
frequently, even dominating a particular mother or baby
type. Others occur singly or in small numbers in an
apparently random pattern. Some potential combinations just
do not occur. The common occurrences and non-occurences may

give some indication of the interaction processes at work.

For instance, Types 1 and 2 mothers occur with all baby
types, but most commonly with Type 2 babies. Perhaps the
happy sociable mien of these babies is itself partly a
response to the positive mothering styles of these two
mother types. Type 3a ("good enough") mothers are normally
associated with ("average") Type 3 babies, whereas Type 3b
mothers ("poor timers") are most commonly associated with

wfraught" Type 4 babies (Table 7.17).
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Equally important are the low or non-occurences. Competent,
self-sufficient Type 1 babies are not associated with
noninteractive, nonstimulating Type 5 mothers, nor do they
have Type 3a, 3b or 3c mothers, who range from average to
somewhat intrusive in style. Type 2 babies are not found
with Types 3b, 3d, 3e and 4 mothers. In other words happy,
sociable babies do not occur with intrusive, controlling or

insensitive mothers (Table 7.17).

The style of interaction is characterised by the tercile
classes on the three observed interactive behaviours,
Mutual Affect, Diversity of Play, and Harmony. An
assessment can now be made of the relative influence of

mother and baby types on these three interaction variables.
The contribution of each of the mother and baby types to

the interaction will be considered in turn.



Table 7.17 Frequency of co-occurence of mother and baby

types
Baby Baby Bab;-—--;;; -------------------
Y Bab

Type 1 Type 2 Type 3 Type 4 Type 5 Mother
_________________________________________ Types
Mother oTTTTTTTmTEETTTTeS
Type 1 1 4 5 3 1 14
Mother
Type 2 2 4 2 2 2 12
Mother
Type 3a 0 2 5 1l 2 10
Type 3b 0 0 1 4 0 5
Type 3c 0 2 1 1 0 4
Type 3d 1 0 1 1 0 3
Type 3e 2 0] 1 2 o 5
Mother ,
Type 4 1 o 2 2 1 6
Mother
Type 5 0 1 2 1 2 6
Totals  TTTTTTTTTTTTTTTTTes
Baby 7 13 20 17 8 65

Types
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The mother’s influence on interaction

The influence of mother types on the interactive behaviours

is shown on Table 7.18 and Figure 7.5.

Interactions involving Type 1 mothers are characterised by
high levels of Diversity of Play (Table 7.18). These
mothers find novel ways to explore and play with the toys.
The ability 1level of the baby does not seem to be
important, for these mothers can stimulate plax even with
severely disabled babies. For example, Mother/ié’has a son
with hemiplegia and no trunk control. She propped him with
pillows in a high chair, and placed the toys between them
on the chair’s tray. In this way she was able to facilitate
his limited range of movements, and to develop with him

several games with the toys. For Type 1 mothers levels of

Harmony are medium to high across the range of baby types.

There are exceptions to these general observations of
interactions with Type 1 mothers. The dyad involving Baby
10 has already been mentioned. Though there is a medium
level of Mutual Affect between him and his mother, the
interaction is fraught (low Harmony). The ambivalent
teasing style adopted by the mother was probably the source

of the fraught interaction.



Table 7.18 Influence of mother types on interactive
behaviours

High Medium Low
Mother Type 1 (Happy, Active)
4

Mutual Affect 7 3
Diversity of Play 11 3 0
Harmony 4 8 2
Mother Type 2 (Sensitive, Low Kkey)
Mutual Affect 4 7 1
Diversity of Play 2 6 4
Harmony 5 7 0
Mother Type 3 (Moderate)
Mother Type 3a
Mutual Affect 2 2 6
Diversity of Play 2 5 3
Harmony 2 7 1
Mother Type 3b
Mutual Affect 1 3 1
Diversity of Play 1 4 0
Harmony 0 3 2
Mother Type 3cC
Mutual Affect 3 1 0
Diversity of Play 1 2 1
Harmony 0 4 (0]
Mother Type 3d
Mutual Affect 1 1l 1
piversity of Play 2 1 0
Harmony 0 0 3
Mother Type 3e
Mutual Affect 0 3 2
piversity of Play 0 2 3
Harmony 2 1 2
Mother Type 4 (Insensitive, Bossy)
Mutual Affect 0 1 5
piversity of Play 0 3 3
Harmony 1 1 4
Mother Type 5 (Noninteractive)
Mutual Affect 0 0 6
piversity of Play o] 1 5
Harmony 0 4 2
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only three of the Type 1 mothers are in interactions which
are characterised by low levels of Mutual Affect. In these
cases the baby was diplegic with some wupper 1limb
involvement too. Because the infants lacked trunk control,
the mothers propped them against their own bodies, between
their knees. This meant that they could support the
children in a sitting position, and have their hands free
to play. Unfortunately this arrangement precludes any
display of mutual affect, since the infant cannot see the

mother’s face, and lacks the ability to adjust position.

The interactions of Type 2 mothers, the quiet sensitive
mothers, are characterised by Harmony. None have low
jevels, no matter what kind of baby they have. The more
competent the infant the higher the level of Mutual Affect.
The only example of low level of Mutual Affect is with a
disabled child whose mother props him against her body. The
diversity of the interaction tends to vary directly with
the competence of the child. Half of the babies of Type 2
mothers are disabled, four of these severely. Where there
are low levels of diversity, this is related to disability
in the child. Perhaps a low key mothering style provides
insufficient stimulation to overcome the child’s
difficulties. In the case of Baby 18, the baby is so
disabled that she is incapable of responding. Play

jnteraction possibilities with a child 1like this are

severely limited.

It was found that while Type 3 mothers have some behaviours
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in common, the different characteristics of the subgroups
did affect interactions. Type 3a mothers had broadly
similar interactions with their babies, to Type 2 mothers,
though Mutual Affect is lower. It is interesting to note
that the most common type of baby of a 3a mother is a Type

3, the "average" mother with the "average" baby.

In terms of their play styles, Type 3b mothers differ very
1ittle from Type 3a mothers, and this is reflected in the
similar levels of Diversity of Play that occur in the two
groups. However, all Type 3b mothers but one, had Type 4
(fraught, unhappy) babies. These babies had more impact on
the interaction than did Type 3 babies, resulting in lower
jevels of Harmony. The babies’ state modifies the mothers’

pehaviour creating the distinctive subclass of Type 3b

mothers.

Type 3c mothers are distinctive for their higher levels of
poor Timing and low levels of Checks and Monitors, however
this lack of sensitivity to the baby did not appear to
affect‘interaCtions‘ Mutual Affect on the whole is high,

Harmony levels are moderate, and only in one case was the

piversity of Play low.

Thus the interactions involving Types 3a, 3b and 3c mothers

are are quite similar.

There are only three Type 3d mothers, but they all have

jnteractions with their children that are characterised by
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low levels of Harmony. Even with a Type 1, competent baby
the intrusive mothering style produces fraught interaction
(Dyad 54). In all three cases, Diversity of Play is high to
medium, but there is no pattern to Mutual Affect. In many

respects, Type 3d mothers are like Type 4 mothers, but not

as extreme.

Type 3e mothers mark the transition between Types 3 and 4,
and this is born out by the style of the interaction. With
more competent babies (52 and 79) interactions are more
affective and harmonious. With Type 3 and 4 babies the
interactions are characterised by low Harmony, 1low to
medium Diversity of Play and low or medium Mutual Affect.
pyad 81 (Type 3e mother: Type 3 baby) at first appears
discordant, but the observed interaction was affected by
the environment. The little boy had only just learned to
walk, but had not mastered speed nor direction control.
Along one side of the room was a rough, fieldstone,
decorative wall about 18 inches high, topped with sharp
edged slate slabs. This was a distinct hazard. There was
also an unguarded fire alight. It is hardly surprising that
the mother was worried about these, and did not display
much positive affect as her son careened around the room.

The child had great fun! This is an example of a sensitive

mother who displays high stopping behaviour.

Though totally different mothering styles have been

described for Type 4 and 5 mothers (above), the resulting

jnteractions are very similar. No matter what the type of
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baby, low levels of interaction are characteristic in all
three domains. With the least competent babies (Types 4 and
5), the lowest levels of overall interaction are observed,
and even a happy Type 2 baby (Baby 68) can only improve
interactions to the medium level. Thus, whether the mother
is insensitive or merely noninteractive, levels of Affect,

Diversity of Play and Harmony are low.

The baby’s influence on interaction

If interactions are examined on the basis of baby types,
different patterns emerge (Table 7.19, Figure 7.5). With
Type 1 babies, the competent self-sufficient ones, Mutual
Affect, Diversity of Play and Harmony are medium to high.
This is especially true with Types 1 and 2 mothers. As the
level of mother competence falls away, the levels of
interaction also decrease. Dyad 04 (Type 1 baby: Type 4
mother) is characterised by medium levels of Diversity of

Play and Harmony, but low levels of Mutual Affect.

Ssociable, happy Type 2 Dbabies have interactions
characterised by high or at worst medium levels of Mutual
Affect and Harmony. Diversity of Play varies depending upon

the abilities of each child, but tends to reach medium to

high levels.



Table 7.19 Influence of baby types on interactive
behaviours

Numbers in terciles

High Medium Low

Baby Type 1 (Competent, self sufficient)

Mutual Affect 4 2 1

Diversity of Play 1 5 1

Harmony 2 4 1
Baby Type 2 (Happy, sociable)

Mutual Affect 8 4 1

Diversity of Play 6 5 2

Harmony 4 8 1
Baby Type 3 (Medium, stoic)

Mutual Affect (0] 9 11

Diversity of Play 7 7 6

Harmony 5 11 4
Baby Type 4 (Unhappy, fraught)

Mutual Affect 3 9 5

Diversity of Play 4 8 5

Harmony 1 8 8
Baby Type 5 (Low performers)

Mutual Affect 0 1 7

Diversity of Play 1 2 5

Harmony 2 4 2

Two dyads with Type 2 babies have rather different patterns
of interaction. The low Harmony in Dyad 10 has already been
described. Baby 68’s environment must be explained in order
to understand the interactions observed. He is part of a
three generation extended family in which he is the only
male. His mother, a gruff voiced rather brusque lady, is
the only member of the family who works outside the home,
and Baby 68 is routinely cared for by his grandmother, aunt
or older sister. His mother (a Type 5 mother) does not
often play with him, but he is used to this and to her

noninteractive style. Thus he remains positive and does not
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protest even though she does not play with him. They are
not used however to interacting on an affective 1level.

Hence the low level of Mutual Affect.

Type 3 babies have medium levels of competence. Types 1 and
2 mothers who stimulate this type of baby, produce high
levels of Diversity of Play. However Diversity of Play was
clearly mother led, since with less skilful mothers, Types
3, 4 and 5, only low levels of Diversity of Play were
observed. With stoic Type 3 babies the level of Mutual
Affect observed during play tends to be low (Table 7.17).
The low levels of Mutual Affect can not be explained by
disability as only 1 of the 20 babies was disabled.
overall, levels of Harmony tend to be in the medium range,
no matter what type of mother is involved. The exceptions
are where Type 3 babies have intrusive, bossy mothers,
Types 3d and 4, where Harmony levels are low. Perhaps this

is a reflection of relatively competent babies being

thwarted in their play.

Interactions with Type 4 babies are striking for the
relative absence of Harmony. With the more capable mothers
(Types 1, 2 and 3a) Harmony reaches the medium level. With
the poorest mothers (Types 3d, 3e, 4 and 5) it almost
always in the low tercile. The only exception out of the 17
interactions is that with Baby 41 described above. Even
with a Type 1 mother, these interactions can be
characterised by low Harmony. For example, Baby 29 jis

particularly strong-willed, and negative behaviours are
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observed whenever she is invited to do anything she had not
thought of for herself. Even with her sunny natured, active

mother, Harmony is low.

Mutual Affect is moderate where Type 4 babies are paired
with Type 1, 2 and 3 mothers. With insensitive mothers
(Types 3e, 4 and 5) Mutual Affect levels are low. Diversity
of Play interactions vary considerably from high to 1low,

reflecting in part the mothering styles of Types 1, 4 and

5 mothers.

9 of the 17 Type 4 babies are disabled. It may well be that
these babies are frustrated in their efforts to play, which
in turn is responsible for the fraught nature of their
interactions. However, the 8 babies who are not disabled
also show high levels of obstreperous behaviour. The
behaviour of both disabled and nondisabled Type 4 babies is

similar, and the interactions are fraught in one way or

another.

Finally Type 5 babies, who because of their disabilities
could contribute very little, are in dyads characterised by
low levels of interaction. Levels of Mutual Affect are very
low, mainly because the mothers do not position their
pabies in such a way that mutual affect behaviours can take
place. The one exception, Baby 18, sat sideways on her
mother’s lap and then medium levels of Mutual Affect were
observed. With Type 1, 2 and 3a mothers who have adapted to

their babies’ disabilities, levels of Harmony are medium to
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high. With insensitive mothers (Types 4 and 5), Harmony is
low. The 1levels of Diversity of Play, which are 1low,
reflect the limiting nature of the babies’ disabilities.
Mention should be made of Baby 58, who is the only Type 5
baby displaying no functional motor disability. This family
is very poor, and there are few age-appropriate toys in
evidence in the house. His mother was severely depressed
throughout his first year of his life. During the video
assessment she literally did nothing except stare at the
floor. The baby sat on the floor beside her and did not
move, not even to wriggle about. He "played" with the rings
and blocks, in that he mouthed and sucked on them and
panged them together. At no time during the play session
was there any real interactive contact made between mother
and infant. Harmony was scored as medium in this case,
since there was no disharmony observed. The mother appeared

indifferent to her son, and he appeared to have learned not

to "bother" her.

summary

Having looked at the 5 mother and the 5 baby types, it is
clear that they have a differential impact on interaction.
The three areas of interaction can be examined separately.
The primary influence on the level of Diversity of Play is
the type of mother (Table 7.20). If there is a Type 1
mother present then levels of Diversity of Play are high.
Interactions involving Types 3e, 4 and 5 mothers produce

only low levels of Diversity of Play. Baby type appears to
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have little effect, except that most dyads with a child
with severe disability (baby Type 5) are part of
interactions that are low in Diversity of Play.

Table 7.20 Diversity of Play: mother and baby types,
numbers in terciles.

High Medium Low High Medium Low

Mother Baby

Type 1 11 3 0] Type 1 1 5 1
Type 2 2 6 4 Type 2 6 5 2
Type 3a 2 5 3 Type 3 7 7 6
Type 3b 1 4 0 Type 4 4 8 5
Type 3cC 1 2 1 Type 5 1 2 5
Type 3d 2 1 0

Type 3e 0 2 3

Type 4 0 3 3

Type 5 o 1 5

In contrast, Mutual Affect is much more strongly influenced
by baby style (Table 7.21). Low levels of Mutual Affect are
observed in the interactions of only 2 of the 20 Type 1 and
2 babies. In contrast, only 3 of the 45 Type 3, 4 and 5
pabies are in interactions with high levels of Mutual
Affect. The mothers do still influence the level of Mutual
Affect in that Type 4 mothers (controlling, intrusive) and
Type 5 mothers (noninteractive) are in interactions
characterised by low levels of Mutual Affect, whilst the
more skilful mothers, Types 1 and 2, are in interactions

where Mutual Affect is at a medium to high level.



Table 7.21 Mutual Affect: mother and baby types numbers
in terciles !

High Medium Low High Medium Low
Mother Baby
Type 1 4 7 3 Type 1 4 2 1
Type 2 4 7 1 Type 2 8 4 1
Type 3a 2 2 6 Type 3 0 9 11
Type 3b 1 3 1 Type 4 3 9 5
Type 3cC 3 1 0 Type 5 0 1 7
Type 3d 1 1 1
Type 3e 0 3 2
Type 4 0 1 5
Type 5 0 0 6

The Harmony of the play interaction again shows the
importance of the mothering style (Table 7.22). Very few of
the Type 1, 2 or 3a mothers are in discordant interactions
(low Harmony), whilst only one of the Type 4 and 5 mothers
is found in a harmonious interaction. The impact of the
baby style is less important for Harmony. Not suprisingly
Type 4 babies, the unhappy, fraught children, are most
often found in discordant interactions, though this is not
necessarily causal. It may well be that the discordant

relationships in play are the trigger for the babjes’

unhappiness.



Table 7.22 Harmony: mother and baby types, numbers in

terciles.

High Medium Low ;;;;--Q;;IG;--;;;
wother Baby
Type 1 4 8 2 Type 1 2 4 1
Type 2 5 7 0 Type 2 4 8 1
Type 3a 2 7 1 Type 3 5 11 4
Type 3b 0 3 2 Type 4 1l 8 8
Type 3C 0 4 0 Type 5 2 4 2
Type 3d 0 0 3
Type 3e 2 1 2
Type 4 1 1 4
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Discussion : Match and Mismatch

The mothers’ and infants’ behaviours have been examined
individually; the types of mother and baby have been
described; and the interactions that occur in play have
been characterised. One common thread occurs throughout -

that of match (or its converse mismatch) between mother and

child.

A match occurs where the mother’s expectations and
understanding of her infant, correspond to the capabilities
of the child. This manifests itself in medium to high
levels of Harmony, Diversity of Play and Mutual Affect. The
matching does not necessarily occur only with very
competent mothers and children. Indeed there is only one
dyad (Dyad 31) that combines a Type 1 mother with a Type 1
infant. A match can also occur for example between a "good
enough" mother (Type 3a) and an average, stoic infant (Type
3). In such a case (Dyad 59), Harmony is high, Mutual
Affect and Diversity of Play are medium. This mother and
paby are well matched. In another case, a happy, sociable
Type 2 infant with a Type 3a mother (Dyad 86), produce high
levels of interaction in all three spheres assessed. As

long as the mother appreciates what her child is capable of

and has realistic expectations, then they can interact well

together.

Interactions begin to deteriorate where there is a mismatch

petween mother and infant. This is observed in heightened
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levels of discord (Low Harmony), and in lowered levels of
Mutual Affect and Diversity of Play. In cases of mismatch
either the needs of the baby are not met or the
expectations of the mother are unfulfilled.
Understimulation in one form or another is usually the
reason for the baby’s needs not being met. This can result
when the mother is suffering from depression, in which case
she is so wrapped up in her own needs she has no energy to
devote to her child’s. The most extreme case of this has

already been described (Dyad 58, Type 5 mother: Type 5

baby) .

secondly, the mother’s style can be too restrained for the

baby, leading to lack of stimulation. Not engaging the

child leads to 1low levels of interactive play, 1low

expressions of affect and heightened discord (for example

in Dyad 38, Type 3a mother: Type 3 baby).

A third kind of mismatch can occur where the baby is

smarter than the mother, and his/her need for stimulating

play exchanges are not met. This can lead to discord as the

paby tires of the low level of play the mother offers (Dyad

21, Type 3cC mother: Type 4 baby).

Fourthly some mothers and babies appear unaccustomed to

playing with each other. There is no evidence of a history

of reciprocal play- The baby’s need for play in these cases

is often met by an older sibling (Babies 04, 53 and 68).

one mother admitted not playing with her child, since in
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her opinion this made him more demanding. This child was

just not played with (Baby 85, Type 5 mother: Type 3 baby).

Aside from the baby’s needs not being met, mismatch also
results from mother’s expectations being unfulfilled. In
such cases the mother appears to be ignorant of what
pleasures such play experiences would bring to her child.
The behavioural manifestations vary. Occasionally mothers
have no concept of child development at all, or are unaware
that young children need to be taught to play (Mother 71) .
Some interactions are characterised by the mother getting
the child to perform "tricks" that have been learned.
Noncompliance on the child’s part 1leads to maternal
withdrawal of attention (Mother 77). Some mothers demand
levels of concentration and attention that are beyond the
capabilities of their children, or indeed of most one year
olds (Mothers 12 and 30). Other mothers have styles of play
that are appropriate for much older children, for example

using teasing behaviour and withdrawing attention when the

child cannot comprehend the rules (Dyad 10).

In all these mismatches of mother and baby, 1levels of
Harmony in particular, but also Diversity of Play, are
depressed. Discord may escalate rapidly, and a fraught

jnteraction with a protesting or avoidant baby is the

result.
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her opinion this made him more demanding. This child was

just not played with (Baby 85, Type 5 mother: Type 3 baby).

Aside from the baby’s needs not being met, mismatch also
results from mother’s expectations being unfulfilled. In
such cases the mother appears to be ignorant of what
pleasures such play experiences would bring to her child.
The behavioural manifestations vary. Occasionally mothers
have no concept of child development at all, or are unaware
that young children need to be taught to play (Mother 71).
Some interactions are characterised by the mother getting
the child to perform "tricks" that have been 1learned.
Noncompliance on the child’s part 1leads to maternal
withdrawal of attention (Mother 77). Some mothers demand
levels of concentration and attention that are beyond the
capabilities of their children, or indeed of most one year
olds (Mothers 12 and 30). Other mothers have styles of play
that are appropriate for much older children, for example

using teasing behaviour and withdrawing attention when the

child cannot comprehend the rules (Dyad 10).

In all these mismatches of mother and baby, levels of
Harmony in particular, but also Diversity of Play, are
depressed. Discord may escalate rapidly, and a fraught

interaction with a protesting or avoidant baby is the

result.
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Impact of disability

So far children with disabilities and their mothers have
not been differentiated from control babies. This section
examines the dyads with a child with a disability as a
separate group, and compares mother and baby types and

their interactions. Table 7.23 shows the number of babies

in each Baby Type by disability.

- —— ———— — — —  ——— o —— — — ——— — ——— " T ———— - — > ———
- we an e we

Disabled Nondisabled Total

(N=25) (N=40) (N=65)
Baby Type 1 1 6 7
Baby Type 2 5 8 13
Baby Type 3 3 17 20
Baby Type 4 9 8 17
Baby Type 5 7 1l 8

The most obvious contrast is between Type 1 and 5 babies.
with one exception, babies with disability are not found in
the most competent group, Group 1. The exception is Baby
whose slight hemiplegia does not interfere with his

04,

play development. It should be noted that able-bodied

children (e.g. Baby 58) can also appear in the least

capable group (Type 5), which otherwise is dominated by

children with disability.

very few of the disabled children were classified as Type
3, the rather stoic babies with medium levels of ability.
only 3 out of the 25 disabled babies were Type 3’s, This
compares with 43% of the babies with no disability (17 out

of 40). It is as if disability precludes medium levels of

behaviour.



296
Five (20%) of the disabled babies were happy, sociable Type
2’s. However, this proportion is the same as for the
nondisabled group (8 out of 40 : 20%). Nine of the 25
babies with disability (36%) were fraught, unhappy Type
4’s. This compares with 8 out of 40 nondisabled children

(20%), a difference,but not statistically significant (X2 =

2.11).

The distribution of the mothers of disabled and nondisabled

children into the 5 mother types is shown in Table 7.24.

Table 7.24 Distribution of 65 mothers of disabled and
nondisabled children by mother type.

Disabled Nondisabled Totals
children children
(N=25) (N=40) (N=65)
Mother type 1 6 8 14
Mother type 2 6 6 12
Mother type 3a 3 7 10
Mother type 3b 2 3 5
Mother type 3c 1 3 4
Mother type 3d 2 1 3
Mother type 3e 0] 5 5
Mother type 3 (total) 8 19 27
Mother type 4 4 2 6
Mother type 5 1 5 6

The most striking contrast between mothers of disabled and
nondisabled children occurs within the less skilled Types
3e, 4 and 5. The noninteractive, withdrawn mothers, Type 5,
are not associated with disabled children. This is also
true of the intrusive Type 3e mothers. However, the more
extreme, bossy, insensitive Type 4 mothers are found with
disabled infants. There is a pattern but no simple

explanation.
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Almost 50% (12 out of 25) of the disabled babies have
skilful mothers, Types 1 and 2, compared to only 35% (14
out of 40) for the nondisabled babies, though this is not

statistically significant.

Wwhat these two trends suggest is that emerging disability

in the infant inhibits "average" mothering. The mothers

either adapt their styles and cope well (Types 1 and 2), or
’

their skills prove inadequate (Type 4).

In fact the themes of match and mismatch between mother and
child are equally valid where disability is present. A Type
1 mother with a severely disabled, but happy Type 2 baby,
produces a play interaction high in .levels of Mutual
Affect, Diversity of Play and Harmony (Dyad 17). The reason
for this is the mother’s acceptance of the child’s
disability. She facilitates interaction by supporting her
son in a chair, and by challenging him to interact. This is
all done in a warm, positive way with much praise for his
slightest achievement, and much enabling of his smallest
jnitiative. Thus, a child with very limited movements is
encouraged to be an active partner in play, from which he

and his mother derive much enjoyment.

Mismatch, unfortunately, occurs frequently in dyads with a
disabled child. There are mothers who have unrealistic
expectations for their qisabled child either in his ability
to interact (for example Dyad 12, Mother Type 3d: Baby Type

3), or to accomplish physical achievements (for example
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Dyad 78, Mother Type 2: Baby Type 4; and Dyad 87 Mother
Type 3a: Baby Type 4). Inappropriate levels of stimulation
for their child’s level of development are provided by some
mothers. This can take the form of bombarding the infant
with things to do (Dyad 32, Mother Type 4: Baby Type 5),
not playing at an advanced enough level (Dyad 04, Mother
Type 4: Baby Type 1), or with a depressed mother not

stimulating the child socially (Dyad 25, Mother Type 3a:

Baby Type 5).

The impact of disability varies considerably. For the
disabled infants, there are more fraught, unhappy, negative
pabies than happy, sociable ones. For the mothers of
disabled babies the picture is more complex than previous
research would predict. Withdrawal from disabled infants
has been observed during the second year (Wasserman and
Allen, 1985), but this has not been found in this study.
Type 5 mothers, those who do not interact with their
infants, are not found with disabled children. What is
found are Type 2 mothers. They have a quiet style of
mothering and are sensiﬁyely attuned to their babies’
needs. They cannot be said to be withdrawn) for their
jnteractions with their infants are always characterised by

high or medium levels of affect and/or harmony.

The other finding from previous work is the increased level
of controlling behaviour in mothers of disabled children
(Barrera and Vella, 1987). The present study would support

this, but increased activity on the mother’s part is not



299
necessarily maladaptive. Again it depends on the mothering
style. The twelve mothers of disabled children who show
high levels of activity are split evenly between Type 1 (N
=6) and Type 3d and 4 mothers (N= 6). The amount of
interactive activity is highest with Type 1 mothers. These
mothers are very happy and interactions are very positive,
high in | harmony. They can be said to have adapted
sensitively and positively to their children’s disabilities
and to have adapted their level of activity to compensate
for the children’s disabilities. Type 3d and 4 mothers’
activity on the other hand takes place in a fraught
atmosphere. Their interactions are characterised by lower
levels of harmony and mutual affect. The mother’s activity

level in these cases is intrusive and negative.

The interactions between mothers and their disabled infants
are very varied. They cannot adequately be characterised by
simple variables such as frequency of smiling, or touching,
or by number of approaches made by either partner. It must
be remembered that there is no one good style of behaviour
for mother or for infant or indeed for interaction. Mothers
and babies evolve a style éf interacting over the first
year of 1life that attempts to accomodate the

characteristics of both.

conclusions

From the classifications of mothers and infants developed
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in this chapter, five types of mother can be identified and

five types of baby.

The types of mother identified were :

Mother Type 1 Happy, active

Mother Type 2 Sensitive, low key

Mother Type 3 Moderate (3a to 3e, see above)
Mother Type 4 Insensitive, bossy

Mother Type 5 Noninteractive
The types of baby identified were :

Baby Type 1 Competent, self sufficient
Baby Type 2 Happy, sociable

Baby Type 3 Mediun, stoic

Baby Type 4 Unhappy, fraught

Baby Type 5 Low performers.

From an examination of the occurrence of mother and baby
types, what emerges is that some combinations occur singly
or in pairs with no apparent pattern, but others are quite
common, and some potential pairings do not occur at all,
The extent to which the style of interaction can be
predicted from combinations of mother and baby types has
peen explored in the preceding sections. To a large extent
the strength of the interaction follows logically from the

combination of mother and baby types (Figure 7.5).
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The interaction between mother and child is often seen as
a fundamental component in the development of the healthy
child (see Ch 1). In a transactional model of development
sameroff and Chandler (1975), see the child’s development
as a result of continuing dynamic interactions with the
mother and the environment. It has already been shown that
jnteractions of mother and child are crucial to the

development of for example cognitive skills (Murray, 1992).

Of the few previous attempts to classify mother-infant
interactions only that by David and Appell (1969) is of
relevence here. Several of their prototypes are mirrored by
some of the combinations identified here. However, their
study was intuitively based on case studies rather than on

a systematic approach to classification.

so far, there has been little other work on the behavioural
aspects of interactions, nor of the behavioural components

of a transactional model. This chapter has been an attempt

to rectify that deficiency.

As a whole what emerges is the importance of the mother
matching her expectations to the child’s ability, so in
this way the style of interaction appears to be mother led.
A skilled mother (Types 1, 2, and 3a) is able to adjust her
pehaviour to accomodate her baby’s capabilities. Levels of
interaction rarely fall into the lowest terciles, no matter
what type of baby is involved. In contrast the 1least

skilled mothers (Types 3e, 4, and 5) have behavioural
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styles that do not accomodate the babies’ needs. With these
types of mother, babies’ development appears to lag,
whether this is in the cognitve or emotional sphere.
Interactions where there are Types 4 and 5 mothers rarely
rise above the lowest terciles. Strikingly, with only two
exceptions, there are no instances of competent happy
pabies (Types 1 and 2) being paired with mother Types 4 and
5. Good mothers facilitate high levels of interaction. Less

skilled mothers impede interaction.
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CHAPTER 8

DISCUSSION AND IMPLICATIONS

summary of main results

At the outset the broad aims of the thesis were to assess
the behaviour and interactions of mothers and their one
year old infants at play. These behaviours were to be
viewed within the context of mother and infant
characteristics objectively measured over the infants’
first year. With this group of preterms, one aim was to

assess the impact of disability on the mother-infant

relationship.

The core of the analysis, that presented in Chapters 6 and
7, was based on a series of behaviours captured on
videotape. Each videotaped encounter between mother and
child is embedded in a year long, ongoing set of
experiences, and is set in a context that encompasses
immediate and extended family and the community in which
the pair live. Over the first year of the infant’s life the
two participants will have changed and will have adapted

one to the other.

Nearly half of the mothers were vulnerable to psychosocial
deprivation. This was reflected in high rates of maternal
depression and neuroticism. Some of the mothers had the
added stress of caring for a child with disability. This

seemed to have no detectable impact on them. They were not,
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for example, more depressed. It may well be that the effect
of their high 1levels of psychosocial édversity was so
strong that it swamped the weaker effects that emerging
disability in the child may have had. Protective factors
which were associated with mentally healthy, happier
mothers were a stable relationship with a partner, good
social support from family, and the financial stability

that employment brings.

The infants in the study had all been admitted to a special
care baby unit, following preterm birth. Their
developmental course over the first year was varied. Some
developed motor and sensory disabilities, as had been
predicted on the SCBU, others did not. The children’s
temperaments ranged from easy to difficult, in proportions
similar to those found for fullterm infants. Disability was
not associated with any particular range of temperament.
Its effect was evident, though, in both cognitive and motor
development. Where functional disability was severe, the
infants were up to seven months delayed developmentally.
Less severe disabilities delayed the infants by two months,
whilst control infants were beginning to catch up to their
chronological age markers. The infants, like the mothers,
felt the effects of deprived environments. Both cognitive
and motor development were delayed for all children where

there was psychosocial adversity.

These then were the characteristics of the mothers, the

infants and their environments. The main body of the
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analysis was concerned with the behavioural observations of
the mothers and children in standardised play situations.
Two networks of mothers behaviours were identified through
correiation analysis, one centred on Sensitivity and the
other on the level of Instructs, itself reflecting activity
level. Presence of a disabled child did not radically or
consistently modify mother behaviours. Only one observed
pehaviour, Checking, was increased for dyads with disabled

children. None, not even affective behaviours, were

decreased.

one network of behaviours, which did not include negative
affect, was identified for the children. It included both
activity related and positive affect behaviours. The impact
of disability was greatest on activity levels, but was not

evident in mood related behaviours.

There was no observable modification of interactive
pehaviour in the presence of disability. The level of
innovative play and the harmony of the interaction showed
similar ranges for disabled children and controls. There
was a lowered score for displays of mutual affect, but this
was apparently due to the mothers’ positioning of infants
which precluded face to face interaction. In the en face

position, mutual affect levels were not depressed.

From the behavioural analysis a typology of mother and
infant styles of behaviour was derived. Combinations of

particular styles of mothering with specific kinds of
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infant produced distinctive interactions. Disability was
not a major factor in determining interactive style, though
there was a tendency for the disabled children to occur in
some groups rather than others. Of the context measures
used, those relating to the developmental level of the
infants, and psychosocial adversity had a significant

impact on the observed behaviours.

piscussion

The broad hypotheses of the thesis, identified in cChapter
2, relate to three main areas - the bases of mother infant
interaction in play, the effects of prematurity and the

effects of disability. Two broad hypotheses were proposed.

1. The style of interaction was expected to reflect the
characteristics of the mother and the baby. Within the
context of the personality of the mother, poor psychosocial
environment and poor maternal mental health were expected
to lead to disrupted interactions. Similarly, developmental
delay and difficult temperament in the infant were

expected to contribute to disrupted interactions.

2. Within the general context of prematurity, the impact of
disability was expected to be expressed by interactions
involving lowered levels of positive affect, increased
jevels of maternal control and intrusiveness, coupled with

overall maternal withdrawal.
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In the context of the first set of general hypotheses, the
measured mother and baby characteristics do have an
influence on the observed interactive behaviours (see
Cchapter 6), however the relationships are neither complete
nor absolute. The infant developmental 1level has an
important effect on the individual play behaviours (Chapter
6), on the interaction (Chapter 6), and on the mother and
infant typology (Chapter 7), but temperament seems to have
1ittle direct effect. The mothers’ mental health and
personality, as measured, have 1little effect on the
jnteractions, though a selective influence of personality
can be identified for interactions with disabled children
when the 1linkages are examined seperately from those
jnvolving nondisabled children (Chapter 6). The most
important of the context variables 1is psychosocial
adversity. Its influence can be identified at all levels in
the analyses of the observed behaviours in play; at the
jevel of the individual behaviour variable, at the level of
the networks of behaviours, and at the level of the mother
and infant typology. The child most at risk 1is one that

develops disability within a disadvantaged psychosocial

environment.

The second general hypothesis deals with disability itself.
1t is expressed in both infant and mother play behaviours
relating to activity rather than to affect. The influence
of disability feeds through the correlation networks so
that different correlation structures are identified for

dyads with and without a disabled child (Chapter 6). There
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is also an effect of disabilty on the mother and infant
typologies. The children who develop disability are not
found as Type 1 (competent, self-sufficient), nor as Type
3 (average, stoic), with one exception. They do occur as
Type 2 (happy, sociable), Type 4 (unhappy, fraught) and
Type 5 (low performers). Their mothers typically respond in
one of three ways. Some are found as negative, intrusive
Type 4s, others as happy, active Type 1s, and others as
sensitive, low key Type 2s. Mothers of disabled children
were rarely characterised as Type 3 (moderate) or Type 5

(noninteractive).

some of these results show marked differences from
previously reported empirical work on mothers and their
children with motor disabilities. For the infants studied
here, decreased levels of smiling and general positive
affect were not found (compare Brooks-Gunn and Lewis,
1982; Kogan et al, 1974; Kogan, 1980), nor were increased
1evels of negative affective behaviour. The children with
disability did not differ in these ways from preterm
controls. Nor was there any detectable impact of the
child’s disability on the mother’s 1level of positive
affect. The finding that mothers withdrew from disabled
infants (Wasserman and Allen, 1985) was not replicated
here, although a quiet, warm, low key style of mothering
(Type 2 mothers) with disabled children was identified.
However, this style was also displayed by some mothers of

non-disabled children.
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There is qualified support for the previous reports of
increased levels of activity and controlling behaviour
(Barrera and Vella, 1987; Wasserman et al., 1985a; 1985b).
This could be either positive and adaptive to the infant’s
capabilities (Type 1 mothers), or maladaptive and

unrealistic in expectations (Type 4 mothers).

The differences, noted above, between this and previous
studies, could be attributable to different sample
jdentifications, different age of assessment and, in this
study, a more complex conceptualisation of the problen.
This sample of infants was very tightly identified, whereas
in some other studies a range of disabilities was included.
All index babies in this study, had similar neonatal
courses, including respiratory distress and cerebral
haemorrhage. The disability of the 25 functionally impaired
children could be traced to their neonatal experience. The
size of the sample used in this study was also much larger

than those used in the other studies. This study is

therefore less prone to sampling problens.

A1l the children in this study were assessed within two
weeks of their first birthday (corrected age). Previously
reports relate to children of varying age ranges (both
within and between studies), with an overall range from 9
months to 4 years. It could be that some of the differences
orted in other studies had not yet emerged in the

rep
younger children and their mothers assessed here.
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This work was conceptually different from most of the other
studies, in that a whole array of mother and infant
pehaviours was assessed together, and in the context of the
development of the child. In so doing it has been possible
to identify two forms of increased maternal activity, one
that is adaptive and one that is intrusive. It has also
been possible to distinguish between warm, accepting, quiet
mothers, and mothers who have withdrawn from their
children. If we consider the applied aspects of these
findings (see below), in the context of service support,
these distinctions could become crucial. Simple, unifactor

descriptors may not be particularly useful.

Implications

This study provides an empirical example of a transactional
model of development at work (Clarke and Clarke, 1986;
sameroff and Chandler, 1975). Some light has been shed on

the structural complexity of mother-infant interactions in

general.

one of the conundrums raised by transactional models is why
some children interact with their environment and thrive,
whilst others in very similar circumstances, develop
problems (Kopp, 1983; Garmezy and Tellegen, 1984; Rutter,
1985; Rutter and Garmezy, 1983). Perhaps some of the
answers could be found through a better understanding of

mother-infant interactions.
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Within a clinical population, improving maladaptive mother-
infant interactions could be crucial for the optimum
development of the child. Wwhat is needed is a way of
screening those mothers and children who are at risk. The

typology of mothers and infants developed here goes some

way to doing this.

In the case of child disability, the way that the child
learns to interact with his mother, and her ability to cope
with him, could well lead either to resilience or to the
disabliity becoming a handicap. It is through interacting
that the child can develop resilience. If the mother’s
skills are maladaptive then interactions are not always at
an appropriate level. The typology presented here could be
developed into a screening device for the identification of

dyads who have not achieved a matching interactive style.

If problem dyads can be identified, then intervention could
pe targetted appropriately. For instance Type 1 and Type 2
mothers, can cope very well, in their different ways, with
their child’s disabilities, and would probably benefit
relatively little from intervention. Although Type 3
mothers can cope well with nondisabled children, with
disabled children their interactions become more fraught.
Low key intervention could help these mothers adjust their
styles to accomodate the disability. Type 4 mothers, with
their intrusive, controlling, negative style do not
interact well with disabled children. Withdrawn,

noninteractive Type 5’s do not provide good play
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interactions either. With both these types of mother more
intensive intervention would be necessary to help change

their maladaptive mothering behaviours.

The theoretical underpinnings of the interaction
assessment developed here need to be understood more fully.
validation of the mother and infant types is needed, based
on full term healthy one year olds. Replication of the
results on another disabled group also needs to be carried
out. It is also necessary to widen the sample assessed to
jnclude a lower proportion of psychosocially at risk
families. Over the longer term it ought to be possible to
follow up some of the children in order to assess the
predictive validity of the typology. If the assessment
could be validated and proved reliable in this way, then
work could begin on simplifying the identification of the
core behaviours, with a view to the development of an

instrument for use in clinical screening.



Altmann, J., 1974, "Observational study of behaviour:
sampling methods", Behaviour, 49: 231-261.
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APPENDIX I THE USE OF ULTRASCAN SCREENING FOR THE DETECTION

OF CEREBRAL HAEMORRHAGING IN NEONATES

The use of trans-fontanelle scanning with a real time
ultrasound scan machine on neonates was first suggested by
Cooke (1979). The technique is non-invasive, and does not
disturb the baby. A small amount of jelly is applied to the
fontanelle area of the skull. The scanning device is then
touched gently to the fontanelle and moved into position.
A series of scans is taken through the coronal, sagittal
and axial planes of the ventricles, and the results printed

out for later examination.

The scans detect haemorrhage from the subependial plate
(the germinal matrix). The production of glial cells from
the subependymal plate is most active between 24 to 34
weeks gestational age. During this period the plate is
supplied with blood through a rich matrix of poorly
supported, fragile capillaries. Irregular blood flow
associated with irregular respiration leads to rupturing of
these capillaries, periventricular haemorrhage (PVH). If
the vessels rupture upwards into the body of the lateral
ventricles then interventricular haemorrhage (IVH) is said
to have occurred (Levene, Williams and Fawer, 1985).
papille, Burstein and Koffler (1978) suggested a grading
system for IVH. Grade III haemorrhage is defined as a
rupture of the blood vessels with bleeding into the

ventricles with subsequent dilation.
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For a Grade IV haemorrhage to occur there is extension of

the bleeding into the parenchyma.

The natural history of PVH is unpredictable. 1In the
majority of cases there is complete resolution of the
ultrascan appearances. For those with IVH, the sequelae of
haemorrhage can include porencephaly, cystic degeneration

and hydrocephaly.

From 32 to 34 weeks changes in the pattern of the cerebral
vasculature occur with the disappearance of the
subependymal layer together with the rapid growth of the
cortex and the white matter. With this growth there is an
increase in the vascular requirements for these regions.
Periventricular leukamalacia (PVL) results from ischemic
lesions in the border regions between central and cortical
arterial capillaries (see Figure I.1). The lesions are
often bilateral and separated from the ventricles by a

layer of glial tissue (Levene et.al., 1985).

The sequelae of IVH and PVL are varied. 1IVH with
enlargement of the ventricles but no parenchymal bleeding
has a good prognosis. Babies tend to normalise despite an
initial developmental delay. If there is parenchymal
bleeding and development of cysts adjacent to the
ventricular wall, then as ventricles dilate the cysts are
absorbed. Again the prognosis is good, and there may nhot

even be a motor developmental delay. If the parenchymal
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bleeding becomes cystic there may be motor delay depending
on the size of the lesion. However porencephalic cysts with
ventricular dilation often lead to later motor

developmental delay as does the presence of PVL.

If the haemorrhage is restricted to one side of the brain
then contralateral hemiplegia may result. Depending on the
exact location of the parenchymal damage, one, two or all

four limbs may be involved in motor delay.

The size of the lesion will determine how much intellectual
functioning is compromised. With small lesions, such as can
occur with PVL, there may well be no resulting intellectual

impairment (DeVries, Dubowitz, Dubowitz and Pennock, 1990).
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APPENDIX II
EXCERPT FROM THE PHYSIOTHERAPY IMPACT PROJECT SEMI-
STRUCTURED INTERVIEW SCHEDULE: QUESTIONS AND PROBES USED IN

THE THESIS INVESTIGATION

Current Conditions (Taken from the 6 weeks interview)

I/d like to ask you some background questions. I use this
information to group mothers together, so that each person
remains anonymous.

How old are you? yrs
Are you married/living with someone? Yes No
Marital status of mother Ma?ried
Single

Widowed

Separated

Divorced

How old is he? yrs
How long have you been together? yrs

If no cohabitee, Do you have a steady boyfriend? Yes No
How long have you been going together? yrs

Cohabitibg status of mother ' No boyf;ignd
Boyfriend, not cohabiting

Living with partner

Married, living with spouse

Note extent of contact with natural father by mother and
child.
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Oother persons _in the household

Can you tell me all the other people who live here
with you?

Sex Age Relationship to mother

Anyone else?
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Housing
Establish number of homes in the last year.

How long have you been living here? __yrs
e of housing. Detached
TP Semi
Terrace/Townhouse

Purpose built flat
Conversion flat

How many rooms do you have? Living rooms
Bedrooms
Kitchen
Bathroom

Do you own the home / rent privately / rent froq council/
/ share with others eg. parents, friends, relatives?

How do you find living here?

Are there any problems? House None
Some
Major

Environment None
Some
Major
If housing problems, ask for specific items

eqg. poor repair, dampness

If environment, ask for specific examples

eqg. burglaries, muggings, drug problems, vandalism

ou feel about living here?
How do y Happy, no wish to move
‘ 0.K.
Resigned, no option
Would really like to move
Plans to move altready under way
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Mother’s employment

Are you working at the moment? Yes
No
Maternity leave

what do you do?

What arrangements do you have for minding the baby while
you work?

Mother not working

Minded in own home by father or relative
Minded in own home by outside minder

Minded ouside home by relative

Minded outside home by minder, not a relative
Nursery or day care centre

If not working, do you receive government payments?
what kind?

How do you manage for money?

No problems

Some problems, but we manage
Problems paying bills

Major problems
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Co-habitee’s employment

Is your husband / partner working? Yes No

What does he do?

How long has he been in this job? . yrs

Has he been unemployed in the last 3 years? Yes No

List employment history for last three years.

Source of income Social Security payments only
Income from co-habitee’s earnings only

Income from own employment only

Income from both partners
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Extracts from 6 month and 1 year schedules.

current conditions

When I last saw you you were living with

Is that still the same or has the situation changed?

Yes No

Probe : Are you living with someone ?
Have you married?
Do you have a steady boyfriend?
Have you split up?

Have there been any changes in the number of adults living
in the household?

Or changes in number of children?

List these No change
Adult(s) has left household

Adult(s) has joined household

New baby born to mother

Child(ren) has left household

Child(ren) has joined household
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Housing changes

Have there been any changes in your housing situation?

Yes No

If there have been changes,
How long have you been living here? __mths
Type of housing. Detached
' Semi

Terrace/Townhouse
Purpose built flat
Conversion flat

How many rooms do you have? Living rooms
Bedroons
Kitchen
Bathroom

Do you own the home / rent privately / rent from council/
/ share with others eg. parents, friends, relatives?

How do you find living here?

Are there any problens? House None
Sonme
Major

Environment None
Some
Major

If housing problems, ask for specific items

eg. poor repair, dampness

If environment, ask for specific examples

eg. burglaries, muggings, drug problems, vandalism

How do you feel about living here?
Happy, no wish to move
0.K.
Resigned, no option
Would really like to move
Plans to move already under way
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Enmployment changes

when I last saw you, you were .

Have there been any changes? Yes No

Probe: Have you gone back to work?
Have you given up work?
Have you changed to part time work?

1f working, what arrangements do you have for minding the
baby while you work?

Mother not working

Minded in own home by father or relative
Minded in own home by outside minder

Minded ouside home by relative

Minded outside home by minder, not a relative
Nursery or day care centre

If not working, do you receive government payments?
what kind?

How do you manage for money?

No problems

Some problems, but we manage
Problems paying bills

Major problems

Have there been any changes in partner’s work situation?

Yes No
Unemployment since last interview? Yes No
Partner currently working? Yes No
Source of income Social Security payments only

Income from co-habitee’s earnings
Income from own employment only
Income from both partners
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Have there been any problems that you’ve had to deal with
since I last saw you, things not to do with the baby?

Probes : Unemployment
Housing
Problems with other children
Problems with family of origin
Problems with in-laws
Problems with own health
I11 health in family
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sSupport networks

How often do you see your parents?

How often do you see your partner’s parents?

Are there other family members that you see on
D ois? Y a regular
Who are they? How often do you see them?

Relationship When seen

How do you feel about the amount of contact you have with
your family?

We’ve talked about your family, now I‘d like to ask you
about friends that you see.

Are there friends that you see on a reqular basis?
where do they live? How often do you see them?

Friend Location When seen

How do you feel about the amount of contact you ‘
your friends? you have with
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Emotional support

Do you ever feel lonely? Yes No

Who do you discuss day-to-day problems with?

Partner
Mother
Sister
Mother-in-law
Other relative
Friend
No-one

When you get upset or angry, who do you talk to?

Partner

Mother

Sister
Mother-in-law
Other relative
Friend

No-one

If answer to above is no-one, Do you wish there was someone
you could talk to?

Yes No

Wha do you think understands your present situation the
best?

List the reply.
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APPENDIX III ADVERSITY SCORES FOR MOTHERS AT 1 YEAR
INTERVIEW

Subject Adversity Subject Adversity
Number Score Number Score

76
77
78
79
80
81
82
83
84
85
86
87
89
92
93

04
05
09
10
11
12
14
16
17
18
19
21
22
23
25
27
28
29
30
31
32
34
35
38
39
40
41
43
44
45
48
49
51
52
53
54
55
56
58 1
59
60
62
64 1
66
68
69
71
73
74
75
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APPENDIX IV DISABILITIES EVIDENT AT ONE YEAR

The 35 babies recruited to the control group had not
developed observable functional disabilities by one year.
5 of the babies predicted to develop motor problems did not
appear to have any problems at 1 year.

Subject number : 30, 40, 43, 58, 83.

25 babies were showing evidence of motor problems of
varying types and degree.

Baby 04 : Weakness in left arm, favours right arm.

Baby 11 : Right leg weak, visual problems.

Baby 12 : Weakness in evidence on right side, squint in
both eyes.

Baby 14 : Severe visual problems.

Baby 17 : Right hemiplegia, weak trunk control, good head
control.

Baby 18 : Quadriplegia, no head nor trunk control.

Baby 22 : Motor weakness in both legs, good head control.

Baby 25 : Spastic diplegia, no trunk control, good head
control.

Baby 28 : Problems involving stiffening of wrists only.

Baby 32 : Quadriplegia, no head nor trunk control.

Baby 34 : Weakness in both legs, spastic diplegia, good
head and trunk control.

Baby 39 : Poor fine motor control, visual problems.

Baby 44 : Spastic diplegia, also some involvement of left

arm, poor trunk control.
Baby 45 : Spastic diplegia, impaired use of arms, no
trunk control, good head control.

Baby 51 : Spastic diplegia, no trunk control, good head
control, blind.

Baby 55 : Quadriplegia, no head nor trunk control.

Baby 64 : Weakness in left leg.

Baby 66 : Poor fine motor control, clumsy.

Baby 71 : Severe visual problems.

Baby 74 : Spastic diplegia, both arms weak, no trunk
control.

Baby 77 : Severe visual problems.

Baby 78 : Spastic diplegia, good trunk control, good head
control.

Baby 80 : Spastic diplegia, poor trunk control, good head
control.

Baby 87 : Weak motor control in legs, good trunk and head

control.
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APPENDIX V CODINGS USED IN ANALYSING THE VIDEORECORDINGS
Frequency Counts
Affective Behaviours

Mother Positive

Definition

Mother verbally or nonverbally displays positive affective
behaviours directed towards the child.

Examples :

Smiles at the child

Caresses the child

Kisses child

Praises child with positive voice tone - Well done. Good

boy .

Mother Negative

Definition

Mother verbally or nonverbally expresses negative affective
behaviours towards the child.

Examples :

Negative gesture or facial expression - Raising eyes
heavenwards

Mother smacks child

Negative comment coupled with negative tone - Stupid!
That’s naughty. Bad girl.

Teasing comment or behaviour - Holds toy just out of reach
with comment It’s mine, you can’t have it.

child Positive

Definition

Child expresses positive affective behaviour either
verbally or nonverbally.

Examples :

child smiles
Child makes contented, happy noises eg. babbling
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child Protests

Definition

Child expresses upset or dislike at what is occuring, may
be verbal or physical.

Examples :

child cries or whines

child makes angry, protest noises
child pushes mother away

child wriggles to escape from mother
child throws toys angrily

Temper tantrum

Mut Affect
Definition

Mother and child display positive affect simultaneously, or
mother responds to child’s display of positive affect with
an expression of positive affect, or child responds to
mother’s display of positive affect with expression of

positive affect.

Examples :

Mother and child both smile together as child knocks over
a tower of blocks

Cchild smiles at mother who responds with a kiss or caress
Mother praises child with a positive tone and child

responds with a big grin

Play Behaviours

Mother Monitor

Definition

Mother watches child’s activity, allowing the child to
determine his own activity and timing. A 5 second time
interval without verbal or physical intervention by mother
is necessary to code monitor. Mother must be paying
attention to child, and not engaged in an additional

activity, for example talking to a sibling. Each monitor is
coded only once, no matter how long it continues.
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Examples :

Mother presents toy to child and then waits to see what the
child does

child plays with toy while mother sits back and watches tie
child’s activity

Mother Enable
Definition

Mother facilitates the initiation and/or completion of a
child behaviour. A difficulty does not need to have
ogcgrreq. Mother may have foreseen a difficulty or
limitation and circumvented it.

Guidelines

Code each Enable that occurs. Take into account whether the
child can play with the toy without the mother’s help. If
mother directs child physically to enable the child to
play, in this cae it will be enabling.

Examples :

child is trying to fit a shape into a hole, but has the
wrong pngle, so mother moves container slightly so that
block is aligned.

Instructs

Definition

Mother instructs or directs child’s behav1our. This may be
a physical or verbal directive.

Guidelines

Code every separate instruction, even if child has no time
to respond to the previous directive.

If a mother changes the disabled child’s body position
when the child is incapable of making such a correction '
do not code Instruct eg. if a child with no trunk controi
slips sideways and mother sits the child upright.

Examples :

Mother points to Stack-a-Ring and says "Put it on here."
Mother places her hand over child’s to hold a block, and
puts block through the hole in container for the ch11d
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Mother Links

Definition

A mqther’s nqnidirective verbal or nonverbal action that is
designed to initiate a new or expanded way of playing from
the child.

Guidelines

This behaviour ig coded only on the first occasion it is
observed, even if the child does not follow (see Child
Follows), and the mother repeats the action.

Examples :

Mother shakes the container of blocks to draw the child’s
attention to the blocks inside.

After the chlld'has been playing with the blocks, mother
builds several into a tower for the child to knock down.

child Follows
Definition

child responds either verbally or physically to mother’s
linking behaviour.

Guidelines

Code only after a Mother Link behaviour. A similar action
when repeated is not a follow. Child Follows is not coded
after Mother Instructs.

Example :

Mother shakes container of blocks and puts it down (Mother
Link). child bends over container and looks right inside.

Mother holds ring to her face and says "Peek-a-boo" (Mother
Link). Child laughs.

Poor Timing
Definition

Mother behaviour is poorly timed. The mother, not bein
aware of the child’s current activity, cuts across thg
child’s flow of behaviours. The inappropriateness is in he
timing not in her behaviour per se. -
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Guidelines

Every occurrence of Poor Timing is recorded even when
repeated.

Examples :

child ig taking rings off stack and examining them.
Mother insists each one is given to her.

Child attempts to take lid off blocks container.
Motpey either not aware of or ignoring the child’s
activity, gives the child a block to insert.

child has a block in each hand.
Mother offers a third block.

Stops

Definition

Mother physically or verbally stops the child’s behaviour.
Examples :

child tries to wriggle away from mother and the toy.
Mother physically restrains by holding child’s arm.

child is sucking on ring. Mother pulls ring from child'’s
mouth.

child starts to move ring towards mouth. Mother says "Ack-
ack. Dirty. Mustn’t".

child Initiates
Definition

child verbally or nonverbally initiates an interaction with
the mother.

Guidelines

code only the fir§t occurrence of an initiation. If child
repeats the behaviour at a later point in time, this does
not count.

Examples :
child says "Hiya".

child looks into the blocks container.
child bangs with the stack on the floor.



357

Mother Follows

Definition

Motheg follows up the child’s initiation by a contingent
behaviour of her own. This may be verbal or nonverbal.

Guidelines
Follows is coded only the first time it occurs. To be coded
as a Follow the mother’s behaviour must occur immediately

after the infant’s initiate. The sequence cannot be
interupted by other behaviours.

Examples :

child says "Hiya".
Mother replies "Hiya".

child looks into blocks container.
Mother says "What’s in there?"

child bangs with the stack on the floor.
Mother repeats the action.

other Checks
Definition
Mother verbally or nonverbally tries to determine what it
is that the child wants or needs. Recognition by the mother

that the child is a separate individual with different
needs and wants from her own, must be implied.

Examples :

child is reaching towards two blocks. Mother picks up both
and says "Do you want this one or this one ?"

child fusses while playing. Mother says "Are you tired?"

child Social Referencing
Definition

child looks towards mother to check on her state or her
reactions.
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Examples :

child puts a ring on the stack. Looks at mother’s face to
see what she will do or say.

thld is absorbed in own play. Looks up to see where mother
is.

child crawls away from toy towards television, looking at
mother the whole time.

Ratings

child happiness

This rating relates to the overall demeanor of the child
across the total time of the coded play session.

5 Very happy. Child frequently smiles, and makes positve
vocalisations. Absence of crying, whining or protest. Also
applies to a child who is quietly and happily absorbed in
an activity such as playing with a new toy.

3 Bland. The child does not display signs of happiness nor
unhappiness nor protest.

1 Very unhappy. Consistent prolonged crying spells, or

temper tantrums. Alternatively the child keeps up a
constant grizzle of discontent or unhappiness.

child Sophistication of Play

9 In playlng with the toy the child accompllshes the task
inherent in the toy eg. rings on stack in order, blocks
through correct holes. Child may then go on to mature

creative play.

7 Shows initiative in exploring toy, may learn rudiments of
task set by toy, but at a more immature level eg. some
rings on stack but not in order.

5 Accomplishes low level appropriate play with toy egq.
rings taken off but no attempt to replace them, blocks out
but puts them back again without the lid in place.

4 Throwing toy with purpose, banging with purpose.

3 Low level of interaction with toy eg. purposeless
banging, just looking at the toy.

2 Mouthing and sucking of toy.

1 Ignores the toy or disability precludes play with toy.
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Activity level of child in play

9 child in constant motion.

7 Child in motion 75% of the play session.

5 child active 50% of the play session.

3 child only active for 25% of the play session.

1 child just lies or sits, moves very little.

Harmony of interactions between_ mother and infant during
play session

7 Balanced, contented play session. No evidence of
disagreement nor discord.

5 There may be some discord but this is short 1lived.
overall the session is characterised more by accord than by
discord.

4 The session is characterised by indifference. There is no
discord but neither can the interaction be said to be
harmonious. It is characterised by blandness.

3 There may be some agreement but this lasts only a short
while. Overall the play session is characterised more by
discord than by accord.

1 This play session 1is characterised by discord,
disagreement and ‘battle’.

Sensitivity of Mother (Ainsworth et al., 1974)

9 Highly sensitive This mother is exquisitively attuned to
baby’s signals, and responds to them promptly and
appropriately. She is able to see things from baby’s point
of view; her perceptions of his signals and communications
are not distorted by her own needs and defences. She
‘reads’ baby’s signals and communications skilfully, and
knows what the meaning is of even his subtle, minimal and
understated cues. She nearly always gives baby what he
indicates he wants, although perhaps not invariably so.
when she feels it is best not to comply with his demands -~
for example when he is too excited, over-imperious, or
wants something he should not have -~ she is tactful in
acknowledging his communication and in offering an
acceptable alternative. She has ‘well-rounded’ interactions
with baby, so that the transaction is smoothly completed
and both she and baby feel satisfied. Finally, she makes
her responses temporally contingent upon baby’s signals and
communications.
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7 Sensitive. This mother also interprets baby’s
communications accurately, and responds to them promptly
and appropriately - but with less sensitivity than mothers
with higher ratings. She may be less attuned to baby’s more
subtle behaviours than the highly sensitive mother. or,
perhaps because she is 1less skilful in dividing her
attention between baby and competing demands, she may
sometimes ’miss her cues’. Baby’s clear and deffinite
signals are, however, neither missed nor misinterpreted.
This mother empathises with baby and sees things from his
point of view; her perceptions of his behaviour are not
distoted. Perhaps because her perception is less sensitive
than that of mothers with higher ratings, her responses are
not as consistently prompt or as finely appropriate - but
although there may be occasional 1little ‘mismatches’,
mother’s interventions and interactions are never seriously
out of tune with baby’s tempo, state and communications.

5 Inconsistently sensitive. Although this mother can be
quite sensitive on occasion, there are some periods in
which she is insensitive to baby’s communications. Mother’s
inconsistent sensitivity may occur for any one of several
reasons, but the outcome is that she seems to have lacunae
in regard to her sensitive dealings with baby - being
sensitive at some times or in respect to some aspects of
his experience, but not in others. Her awareness of baby
may be intermittent - often fairly keen, but sometimes
1mperv1ous. Or her perception of baby’s behaviour may be
distorted in regard to one or two aspects although it is
accurate in other important aspects. She may be prompt and
approprlate in response to his communications at some times
and in most respects, but either inappropriate or slow at
other times and in other respects. On the whole, however,
she is more frequently sensitive than insensitive. What is
striking is that a mother who can be as sensitive as she is
on many occasions can be so insensitive on other occasions.

3 Insensitive. This mother frequently fails to respond to
baby’s communications appropriately and/or promptly,
although she may on some occasions show capacity in her
responses to and interactions with baby. Her insensitivity
seems linked to inability to see things from baby’s point
of view. She may be too frequently preoccupied with other
things and therefore inaccessible to his signals and
communications and interpret them inaccurately because of
her own wishes or defences, or she may know well enough
what baby is communicating, but be disinclined to give him
what he wants - because it is inconvenient or she is not in
the mood for 1it, or because she 1is determined not to
’spoil’ him. She may delay an otherwise appropriate
response to such an extent that it is no longer contingent
upon his signal, and indeed perhaps is no 1longer
approprlate to his state, mood or activity. Or she may
respond with seeming appropriateness
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to baby’s communications but break off the transaction
before baby is satisfied, so that their interactions seem
fragmented and 1ncomplete or her responses perfunctory,
half-hearted or impatient. Despite such clear evidence of
insensitivity, however, this mother is not as consistently
or pervasively 1nsen51t1ve as mothers with lower ratings.
Therefore, when the baby’s wishes, moods and activity are
not too deviant from the mother’s wishes, moods and
household responsibilities or when the baby is truely
distressed or otherwise very forceful and compelling in his
communication, this mother can modify her own behaviour and
goals and, at this time, can show some sensitivity in her
handling of the child.

1 Highly insensitive. The extremely insensitive mother
seems geared almost exclusively to her own wishes, moods
and activity. That 1is, mother’s interventions and
initiations of interaction are prompted or shaped largely
by signals within herself; if they mesh with baby’s
signals, this is often no more than coincidence. This is
not to say that mother never responds to baby’s signals;
for sometimes she does if the signals are intense enough,
prolonged enough or often enough repeated. The delay in
response is in itself insensitive. Furthermore, since there
is usually a disparity between mother’s own wishes and
activity and baby’s signals, mother, who is geared largely
to her own signals, routinely ignores or distorts the
meaning of baby’s behaviour. Thus, when mother responds to
baby’s signals, her response 1is characteristically
inappropriate in kind, or fragmented and incomplete.
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APPENDIX VI TERCILES FOR CODED BEHAVIOURS IN PLAY
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H M L: In high, middle and low terciles respectively
Vvariable codes:

Mother:

SS sensitivity, M+ Mother positive,

ML Mother links, En Enables, MF Mother Follows, Ch Check,
Mo Monitor, St Stop, In Instructs, PT Poor timing,

M- Mother negative,

child:

Ac Infant activity, So Sophistication,

Hp 1Infant happiness, SR Social referencing, CI cChild
initiates, CF Child follows, C+ Child positive, CP Child
Protests,

Interaction:
H Harmony, A Mutual affect, CRI Child response index, MRI
Mother response index, D Diversity of play.
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APPENDIX VII REGRESSION ANALYSIS OF CONCURRENT AND LAGGED
MOTHER AND CHILD DESCRIPTOR VARIABLES

Variables

EN Eysenck Neuroticism,

health, ADV Adversity score,

difficultness, PDIR Motor development,
Cognitive development;

BAT Infant

MAL Mother’s mental

MDIR

at 6 weeks (0), at 6 months (1), at 1 year (2).

Regressjon Equation

EN2
EN2
EN2

BAT2
BAT2

BAT2

EN2
EN2

PDIR2
PDIR2

BAT2
BAT2

MAL2
MAL2
MAL2

MAL2
MALZ2

PDIR2
PDIR2

ADV2
ADV2
ADV2

PDIR2
PDIR2

ADV2
ADV2

MDIR2
MDIR2
MDIR2

4.

84 + 0.689 ENO

2.20 + 0.661 ENO + 0.938 BAT1
1.35 + 0.649 ENO + 0.101 BAT2

22.3 + 0.525 BAT1

20.3 + 0.484 BAT1 + 0.279 EN2

20.5 + 0.505 BAT1 + 0.249 ENO

7.28 + 0.684 ENO -~ 0.105 PDIR1
6.89 + 0.685 ENO - 0.050 PDIR2

0.67 + 0.680 MAL1

1.99 + 0.674 MALl
2.51 + 0.677 MAL1 - 0.038 PDIR2

9.41 + 1.33 PDIR1
9.94 + 1.32 PDIR1 - 0.036

EN2

22.0 + 0.482 BAT1 + 0.295 MAL1l

21.6 + 0.500 BAT1 + 0.307 MAL2

0.98 + 0.685 MALl
1.57 + 0.699 MAL1l

0.0086

8.07 + 1.35 PDIR1 + 0.151
9,42 + 1.33 PDIR1 + 0.001

-0.134 + 0.942 ADV1

0.281 + 0.929 ADV1 -0.159

-0.351 + 0.947 ADV1 +0.005

8.78 + 1.34 PDIR1 + 0.089
7.42 + 1.36 PDIR1 + 0.291

0.291 + 0.926 ADV1 +0.006
0.195 + 0.932 ADVl -0.003

§s gg%ﬁi T
0o

8 MDIRL - 0,501

0.021 BAT1

BAT2

0.042 PDIR1

MALl
MAL2

*

PDIR1
PDIR2

ADV1
ADV2

MDIR1

MDIR2

ADV1
ADV2

*

8

3.819
3.732
3.750

7.064
6.981

7.000

3.795
3.810

6.872
6.921

6.993
6.994

2.971
2.987
2.983

2.984
2.967

6.981
6.927

1.128
1.133
1.136

6.924
6.891

1.132
1.134

16.27
16.39
16.40

R

0.680
0.704
0.700

0.600
0.620

0.616

0.691
0.688

0.762
0.762

0.619
0.619

0.738
0.740
0.741

0.740
0.744

0.766
0.763

0.896
0.896
0.896

0.763
0.766

0.897
0.896

0.786
0.786
0.786

adi Rr?

45.5
47.9
47.4

35.0
36.5

36.0

46.2
45.7

57.5
56.8

36.3
36.3

53.8
53.4
53.9

53.4
53.9

57.3
56.8

79.9
79.7
79.6

56.9
57.3

79.7
79.7

61.2
60.6
60.6



