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through the facilitation mother, that he/she controls and creates his/her 

world, to a state perception, where the becomes aware of the limits 

on his/her powers and develops an awareness of the independent existence of others 

(Greenberg & Mitchell, 1983). The relationship with transitional phenomena can be 

seen as fucilitating process. Transitional objects enable the child to withstand 

lci .. '!ltll ...... '" and deprivations and to deal with new Transitional phenomena 

can seen as standing between world of subjective objects over which the infant 

has control and the world of independent and others (Greenberg & 

Mitchell, 1983). 

Winnicott's (1971) theory of play adds to our understanding of 

self and is utilised by Jureidini (1999) to the hypothesis MSP is a 

form of pathological play. Winnicott's (1911) understanding will be explored 

so that it can be contrasted with Jureidini's (1999) conceptualisation of play. 

Melanie (1952) play in psychoanalysis was primarily 

COIllcerneO with the use of play, whlereliS Winnicott (1911) was interested in playing 

a concept. 

According to Wmnicott (1971) play can conceptualised, as an activity on its own 

which is supplementary to the concept of the sublimation of the instinct. Ifthere is 

too much instinctual involvement the play will stop or will become spoiled 

(Winnicott, 1911). According to Winnicott playing occupies a space which is neither 

·, .... c'.",'" nor . It occupies a potential space between baby and mother 

and this according to the life of the baby in relation to the 

mother This potential holds the tension between the inner world and the outer 

world which lies outside this boundary. Winnicott (1911) argues that playing is made 

up of the following play is to health, playing 

fucilitates growth and health, playing leads to group relationships, playing can be a 

form of communication in ps::y'Ch()th{:ra]:ty 

highly specialised form of playing. 

been developed as a 

It is important to an understanding of where play fits in the developmental 

process of the individual. According to Winnicott (1911) initially the baby and the 
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object are The baby's view of the IS and the IS 

oriented towards making actual what the baby wants to find. "object is 

repudiated, reaccepted and perceived objectively" (Winnicott, 1971, p.47). 

mother therefore alternates between "being that which the baby has the capacity to 

find to be found" (Winnicott, 1971, p,47). allows 

the baby to a sense of omnipotence which is described above. A 

playground develops between the mother and child. This playground is argued to be a 

potential space between the mother and the baby or joining mother and baby. Play is 

exciting in that it this which is made 

psychic reality and components objective reality (Winnicott, 1971). 

Initially mother fits into the child's play activities but with development the 

mOl:ner introduces her own playing into the picture. This can seen as paving the 

way playing together a relI1tl(Jlnslnp. 

Preoccupation characterises the playing of the young child where the content of the 

play doesn't matter. Playing is characterised by a 'near withdrawal' which 

cannot be easily left or intruded upon (Winnicott, 1971). Playing is not inner psychic 

reality it is outside the individual it is not external reality. playing the child 

objects external and uses m of sample 

derived from inner reality' (Winnicott, 1971). According to Winnicott (1971) playing 

involves the body because it involves the of objects. If the instinctual 

eX(~ltement involved in too much, the play will become threatened. 

This could in a a climax which is by a sense 

confusion and physical discomfort, or an alternative climax which involve 

provocation 

Playing is exciting and because it belongs to the interplay the child's 

mind of that is subjective (near hallucination) and that which is objectively 

npt"I'Pl'.,Prl (actual/shared reality)" (Winnicott, 1971, p. It is through playing that 

the adult is allowed to be IS a transitional 

phenomena to playing and from playing to shared playing to cultural eXJ:lencenc!e. 

Playing can be seen as contributing to creative activity and the search for the It 

is through playing the individual is to use the whole 
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personality it is only through being creative that individual discovers the 

(Winnicott, 1971). 

Winnicott (1965, 1986, 1990) an explanation of development which is firmly 

rooted in the child's early object relationships. development separate 

dependent on the provision of good enough mothering and is by use of 

transitional phenomena and the healthy development of play. Thus the emergence of 

a healthy, creative self is dependent upon certain environmental provisions. 

Winnicott's theory of development underpins many of the arguments used to explain 

MSP ( 1999; Polledri, 1996; Weldon, 1988) 

Mahler 

Psychodynamic Mahler's of separation-individuation 

to psychopathology in a perpetrator ofMSP, particularly 

notion that the perpetrator is symbiotically involved with the child-victim (Weldon, 

1988; Polledri, 1996). Mahler's perception of development is that the child begins in 

a state of symbiotic fusion with mother out of which independent selfhood 

"""'~"H~" (Greenberg & Mitchell, 1983). In MSP, the theorists that the there is a 

failure in the process of separation-individuation in the perpetrator's early object 

relations as well as in the way the perpetrator relates to the child victim (Polledri, 

1996; Weldon, 1988). 

Mahler's formulation of development of the self describes a movement from autism to 

individuation Mitchell, 1983). The normal autistic is orelient 

the first few weeks of life. During this phase of development the infant functions as a 

closed "autistic" and is totally removed from of the 

infant is based on the maintenance or disruption of physiological homeostasis 

Mitchell,1983). At the age of about three to 

starts to show sensitivity to external stimulation and the of normal 

symbiosis is in. It is this development that the infant 

experiences the self and the mother as existing in a dual unity. There is no 

differentiation two individuals' which the unit 

Mitchell, 1983). not see as met 
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from the outside, but as generated by the symbiotic fusion. of 

development good experiences, which are pleasurable to infant become split off 

from bad experiences, which are experienced as being painful to the infant 

(Greenberg & Mitchell, 1983). This is a stage of primary narcissism and there is no 

that are provided from the outside. 

The phase of differentiation can be seen as heralding the process of separation-

individuation. begins the of about to five months and until 

the of approximately ten months (Greenberg & Mitchell, 1983). It is during this 

phase that the infant becomes aware of the difference between mother and other and 

this period is often characterised During the practicing subphase, 

the infant begins to more and more the mother. This is 

nar'acten:se<1 by infant to crawl and later to walk. phase of 

development the infant is more aware that his are being met from the outside. 

The infant still treats the mother as a home and frequently returns to her for 

emotional (Greenberg & Mitchell, 1983). 

It is during the rapprochement subphase which occurs in the middle of the second 

of life that the aware 

the mother. Mahler described this phase as being characterised by 'ambivalence' 

(Greenberg & Mitchell, 1983). infant is seen as alternating between periods 

intense neediness and powerful child loss of the 

mother's love following his separation from her, on the one hand, and reengulfinent in 

symbiotic orbit his for on the other" (Greenberg & 

Mitchell, 1983, p278). Mahler regards the successful resolution of the rapprochement 

subphase as being a central developmental requirement for the avoidance of the 

evelopme'nt of severe psychopathology. "Mahler stresses that 

mother's reaction at all subphases, and particularly during rapprochement, decisively 

mnuenlces the final outcome" & Mitchell, 1983, p279). 

One of the main dev'elopment, which is by Mahler to an on~~OU:lg 

'hlF'VPlmpl,t of libidinal object consistency which starts in the third 

year It is only this process has occurred that child can develop a 

stable concept of self and of the other. is also an '''''''l'''Arion't step attainment 
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of individuality and ,",u".u",,, adequate functioning in the alJs:eD(~e of the 

"Separation to the from symbiotic with mother, 

individuation 'consists ofthose achievements marking the child's assumption of his 

own individual characteristics" (Greenberg & Mitchell, 1983). 

above exploration ofIGem, Winnicott and Mahler's contribution to Object 

Relations Theory will serve to place the subsequent psychodynamic explanations of 

MSP in context. 

4.2.2 

Most of the authors that the perpetrator consciously intends to hurt the child but 

the motivation for behaviour is unconscious (Bools, 1996; Feldman, 1994; 

Polledri, 1996; Schreier & Libow, 1993; Schreier, 1997,2000; Sheridan, 1989; Sigal 

et al., 1989; Weldon, 1988; Yorker Kahan, 1990). Many authors that 

mother gains a sense of exhilaration and control in on and the 

medical system and this way is able to assert her hostility (Kelly & Loader, 1996; 

Schreier & Libow, 1993; Schreier, 1992; Sheridan, 1989). Furthermore the child's 

other in her life, such as a dysfunctional 

marriage, and she is seen as seeking the maternal atmosphere of the hospital 

(Masterson et al., 1987). 

From a review of the literature, following psychodynamic explanations 

predominate: 

48 The behaviour is motivated by own 

.. The behaviour rp.rlrp.~Ip.n1t" a re-enactment of an early parent-child relationship 

.. behaviour is characteristic of a perversion 

.. The relationship with the medical system is essential in understanding the 

dynamics of the syndrome 

48 The victim is an object (Bools, 1996; 1994; Kelly & 

Loader, 1996; Polledri, 1996; 1J'''~ll''~''''~ & Libow, 1993; Schreier, 1992, 1997, 

2000; 1989; et 1989; Weldon, 1988). 

Each of the above psychodynamic explanations will be explored separately. 
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Perpetrators Need for Nurturance 

According to u .... 'u ......... (1989), the perpetrator of MSP believes that by parenting a 

child she will be able to solve personal conflicts, socially rewarded or may, 

from her experience of mothering associate illness with love. The medical system is 

thus seen as providing a and warm emrrrOOllllent. 

and Kahan (1990) expand on and state that behaviour is 

motivated the own need for caring which has split-off and repres:sed 

because of the anxiety these feelings engender in the mother. This explanation can be 

seen as on Kleinian notions of splitting, whereby 'good' and 'bad' 

aspects of se1f and other are split off in an attempt for the 'good', in this case the 

mother's neediness, to be protected from the 'bad' and annihilation. 

Through "caring" for others, projects own needy se1f onto the child and 

difficulty the child. The relationship between mother and 

child is described as symbiotic and the mother's for care are vicariously 

met through the child's 1llnlessc~s (Yorker & Kahan, 1990). This explanation draws on 

Mahler's of symbiosis, whereby and the mother are seen as a dual 

unity and needs of the mother and the ofthe infant are as 

fused. 

Feldman (1994) supports this argument and that 

responsibility is ofMSP behaviour. In an attempt to explain the denial, 

relcltrnm (1994) relates that through health is 

able to deceive herse1f into the belief that the attention and care she is receiving is 

warranted. According to Bools (1996), through the use ofthe de1:emre u"v...,~~ .... .uc.,~u 

projective identification, the mother projects her unconscious for nurturance 

onto child and thus the child the nurturance so wants. Thus 

acc:or<llan(;e with Kleinian theory, parts of the perpetrator's i.e. 

nurturance, are projected into the child-victim. result ofthe projective 

identification being that the with the projected part self, 

namely the need for nurturance (Segal, 1964). This can be seen as enabling the 
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n",,.n,,,t,.,,,tr ... ,, to rid of unwanted of the selfi"e. "'vvlllLl';» of vulnerability and 

fragility, as as control child-victim (Yorke, 1967). 

explanations appear to give greater insight into the motivation for this 

behaviour although they do not to adequately explain the hostility m 

this behaviour. The defense mechanisms of denial, and projection explain 

some of the motivations for this behaviour. They do not fully explain all the possible 

underlying The of the relationship with the 

doctor is not adequate COllSl(ler;ltlClU 

Re-enactment of the Parent-Child Relationship 

Gelkopf and Meadow (1989) focus on the relationship the perpetrator develops 

with doctor" state that patient-doctor can be seen as an re-

enactment of the parent-child relationship where doctor is seen as the 

authoritative, caring parent as well as the rejecting, punitive parent. argument 

appears to with theory whereby it is that in the analytic 

relationship, through the mechanism of transference, the analyst (doctor) comes to 

represent split between the good, nurturing parent and the bad, punitive parent 

(Frosh, 1987; Segal, 1964). to the 

medical sett:ine: as well as being a receptacle of intrapsychic and/or parental conflict. 

and (1996) on this state explanations 

have focused on the psychopathology present in the perpetrator without giving 

en()UI2:n consideration to systemic Kelly and (1996) see MSP terms 

life story. They state that MSP provides the perpetrator with satisfaction two 

contradictory unmet childhood needs, namely for love/affirmation and for 

revenge/anger" Thus through inducing/fabricating illness in their child, 

perpetrator is able to receive the longed for love/affirmation from the doctor who 

r""rlrp.~:""n1tc;: a powerful parental are also to their 

own angerlhostility towards their own parents for not meeting their needs by ensuring 

that doctor's to treat child fail. MSP is as the 

mother/perpetrator's attempt at self-therapy. perpetrator is thus able to be 

powerful repeats own experience of abuse onto her child. The medical 
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context is seen as the 

doctor replaces the husband and thus dysfunctional family system becomes 

dysfunctional medical system. This argument reiterates that MSP represents a re­

enactment of an earlier parental relationship (Kelly & Loader, 1996). 

Although Kelly and (1996) wish to offer a more understanding to 

MSP, they appear to offer an explanation of the psychopathology present within the 

perpetrator which appears similar in content to the explanation offered by Schreier 

and Libow (1993). The description of the behaviour as a life story is very similar to 

the vnaITIlC understandings of this pathology which IOC:US(~s on 

mother's unconscious umnet needs. 

MSP as a Perversion 

Schreier and Libow (1993) look at MSP terms of understanding dynamics that 

mother/perpetrator and the doctor. 

argue that the relationship with the doctor is paramount to the development and 

continuance ofMSP and that the mother's need for this relationship is grounded in her 

own sense of early abandonment, paternal abandonment. 

"The mother becomes a "perfect" mother in a perverse fantasized relationship with a 

symbolically powerful physician, the that to her child is but a by-

product ofthat relationship" Libow, 1993, p.85). 

to Schreier Libow (1993) MSP a in 

that the mother develops a perverse, sadomasochistic, distant and ambivalent 

relationship with the doctor, who is seen as a powerful paternal figure, who is 

powerfully loved and notions of splitting object 'good' 

and 'bad' to protect 'good' idealised from annihilation, re-

erulCte:a in analytic situation whereby in Schreier Libow's (1993) 

formulation, the doctor becomes both nurturing and punishing. Schreier and Libow 

(1993) state that a perversion does not necessarily refer to particular sexual 

fun:Cti(mlItg but can be understood as "a of mental in which 

and fantasy coexist, though their distinction is blurred" (P85). Schreier (1992) Q"O"I""''' 
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that a perversion relates to a "non-psychotic mode of mental function" (P422). The 

aim of a perversion is to try and rectifY revenge, whilst keeping out of 

conscIOusness traumatic experiences had as a child. Thus the perversion 

keeps traumatic events out of consciousness and therefore has to be compulsively 

repeated to at bay & 1993). 

According to Schreier (1992), pregnancy and birth of a child vulnerable 

mothers attention and they so crave from a powerful paternal figure. The 

mother is also able to express her feelings of hostility towards the powerful paternal 

doctor, by that he is devalued search for a 

diagnosis. The doctor needs be devalued in order for the mother to feel secure, but 

insofar as he unwittingly plays along, does not provide mother's sense of 

self with the protection and love she craves. The doctor serves as a source of 

nurturance and punishment and can be for both idealization hostility. 

IS about the own are 

transferred onto doctors. It is ....... ,,,,,,..-1 that there is a re-enactment of a past trauma. 

The mother thus develops a sadomasochistic relationship with the doctor which can 

be best described in terms of a perversion (Schreier & Libow, 1993). 

Schreier and Libow (1993) and ...:"1"'1"""1,,,,1'" (1997,2000) offer ext~~nsl've insight one 

psychodynamic understanding ofMSP. approach does not allow for other 

psychodynamic formulations syndrome. For example, inadequate attention is 

given to the perpetrators' early object relationships, particularly mother-child 

relationship, and how this could account the MSP behaviour in the present. 

Furthermore, there is a paucity of articles focussing on male perpetrators of this 

behaviour once again results limitations in our knowledge and 

understandings. Makar and (1990) give a case male perpetrator of 

MSP. paper is descriptive in nature but no explanation is given as to the 

psychodynamic factors which playa role in men who this of child 

abuse. 

.... '''''''n'cunrn<l1rn'p literature's focus is on pre-oedipal 

development which is seen as being largely responsible for the development of 
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perverse behaviour in both men women (Polledri, 1996; Weldon, 1998). Focus 

on pre-oedipal phase of development appears to a more comprehensive 

explanation of motherhood. 

In order to understand n",r"",r'"", mothering, it may be helpful to gain an understanding 

of what is meant by a perversion. Traditionally psychoanalytic explanations of a 

perversion on the Oedipal phase According to 

material that is repressed the unconscious is predominantly of a nature. 

Freud regarded sexuality as being different from what is considered to be 

normal genital and (Segal, 1964). sexuality 

bisexual, and of a markedly perverse polymorphous kind, including sado-masochistic, 

oral. anal, urethral, voyeuristic, exhibitionistic impulses corresponding to what, in 

sexual would be (Segal, 1964, pI2). In normal adult 

sexuality and predominate. argued that sexual instincts 

undergo development. Pre-genital instincts become during the Oedipus 

Complex as genitality dominant (Segal, 1964). According to Freud, the first 

sexual object, the breast, is abandoned and the infant becomes auto-erotic. 

Autoeroticism gradually progresses to narcissism, whereby the infants own body is 

eXJ)efl,en<~ed as an object. the phallic stage of development, the parents 

become the objects of desire the Oedipus Complex (Segal, 1964). 

This occurs at about the age of :five years. According to Freud, the boy to 

...... "'1''"'''''? as a object as well as Decomm!! aware of the sexual 

relationship that between his His for his IS seen as 

leading to a violent jealousy of his father which makes him hate his father and wish 

that he were dead. desires are seen as conflicting with both the 

love that he has fear being that his father will castrate him as a 

pUIllShmelnt for (Segal. 1964). This results the 

boy repressing his sexuality towards his mother and his ag~~ef)si(Jin towards his father 

with This is seen as the basis 

According to the love the boy for his father also has a ""' ..... ""cr "''''''''.u,,", 

component. The boy may 

may want to be np1"ptlr",t,,~rI 

his father sexually and see his mother as a rival. 

pos,sessea by his but this would to 



Univ
ers

ity
 of

 C
ap

e T
ow

n

"' .. u"''''''''''' ..... u\.,u (Segal, 1964). If this is not repressed, Freud argued that it could 

lead to the development of homosexuality in adulthood. Freud's explanation of the 

girl's working through of the Oedipus Complex can be regarded as based on 

purely a male model of sexuality, which has at core pems It is through 

development of a and ultimately the birth of a child that the 

woman is seen as ... Af-1r' ........ the penis so 

perversion has thus traditionally as any form of adult behaviour 

which heterosexuality is not goal (Rycroft, 1968, in Weldon, 

1988). person is seen as suffering from an unresolved Oedipus complex which 

has castration anxiety, as it's central and main component. It has that 

when the Oedipal reaches adulthood he is unable to reach genital primacy with a 

person of the opposite sex since his mother still 

feels extreme anxiety about being castrated by 

in his unconscious mind. 

and therefore oerlles 

differentiation of the sexes and creates a phallic mother. Laplanche and Pontalis 

(1973, cited Weldon, 1988) see a as accompanying all psychosexual 

behaviour which is associated with any atypical means of obtaining sexual pleasure. 

n""l""p,r<;1lO\" can be seen as relating to pre-genital expressions of sexuality where a 

breast), auto-eroticism or Although 

explanation may partly explain perversion in men it does not address the possibility of 

perversions in women. 

Traditional psychoanalytic explanations are based on a purely male-model and 

seen sexual as body/penis (Weldon, 1988). This has 

resulted in erroneous conclusion that women cannot have perversions because 

they don't have a penis. Thus about not traditionally 

been labelled as The that women's bodies are completely taken over in 

the course lnh,f'l"Pl!'1t nmctlonmg by nl"(\(,,1",f'!U1VP 

accompanied by perverse fantasies whose outcome materializes in their bodies, has 

largely (Weldon, 1988). There do not to be clear 

conceptualisation or acknowledgement of female perversions in the literature. 

According to Weldon (1988), perversions differ for men and women. For men the 

aim ofthe act is aimed at an outside part-object and for women the act is aimed 
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towards bodies or objects, which they see as their own 

creations, their babies. This could explain the MSP mother's behaviour towards her 

own baby, who is not treated as a being with hislher own needs, but rather as 

an extension of herself. This notion is consistent with both notion 

object relations which predominate during paranoid-schizoid position and 

Mahler's conceptualisation of symbiosis, which is intimately linked to an 

unawareness 

The perverse person is described as not having experienced a sense of her own 

development as a separate person with own (Weldon, 1998). 

has not experienced a whole being but as a part-object. Very on 

has felt unwanted, ignored, an important, but an unidentifiable part of her parents' 

lives (Weldon, 1988). It has that this extreme 

vulnerability and and results in an intense hatred for the person who 

inflicted this upon them, on whom they were most dependant. This explanation 

focuses on the early mother-child relationship in the ofthis disorder as 

opposed to and Libow's (1993) explanation which this very 

important pre-oedipal of development. Thus the perpetrator's relationship with 

the doctor and treatment of her is argued to more rooted in the 

elatiolli;h1p than the paternal (Weldon, 1988). 

Polledri (1996) ..... llJ"""''' Weldon's conceptualisation of a .......... ,""'"'''''.n ofthe maternal 

instinct to explain MSP behaviour. "These mothers have, deep in their maternal object 

world, an relatiomhip with own mothers which involves a seme 

of being bad, malignant, dangerous, suffocating, poisonous and rejecting, 

a corrosively pernicious (Polledri, 1996, 
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and separate individual, can be seen as informing Polledri's (1996) conceptualisation 

ofMSP. split-off mother-child object relations set is activated with the birth ofa 

child. Thus the need for a relationship with the doctor can seen as 

sense of early abandonment. 

This explanation appears to give a more comprehensive account of the nature of the 

projective identification. It explains more adequately the treatment of the 

as an object. Furthermore, motivation the relationship with the doctor is given a 

wider conceptualisation than motivated by a need a relationship with a 

'paternal' as described by Schreier and Libow (1993). Libow 

(1993) and Schreier's (1997) explanation focuses on the perverse relationship the 

perpetrator develops with the physician. Weldon (1988) and Polledri (1996) see the 

perversIon as a in the separation-individuation process thus the 

treatment of the infant is described as perverse. notions from Object Relations 

Theory appear to form the of this argument, this case Mahler's notion of 

separation-individuation. 

Relationship with the Medical System 

medical system can also be regarded as playing an essential role in the gel1eslS 

and maintenance ofMSP (Jureidini, 1999; Kelly et al., 1997; Parnell et at, 1998; 

.... " ..... "'"" .. & 1993,1997). medical is seen as and 

perpetuating behaviour. medical personnel can be seen as playing an 

actively abusive role, albeit it unwittingly. may be as a result of the aet"enc:e 

mechanism of projective identification, whereby the perpetrator is able to rid 

a 

himlherself of unwanted (abusive) which are then projected into doctor who 

is seen as identifying with projections and behaving in an abusive manner. This 

formulation ofthe problem would need further exploration. 

The doctor-patient relationship lies at the of all medical practice. In MSP it is 

this relationship which is exploited by the mother. Schreier and Libow (1993) state 

that there is a desire by physicians to believe the reports of the mother about her 

child's illness. This is complicated by fact that most are not 
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equipped to the mother's deception and they are fully ",,,,,.u .. 4U. on her reports to 

gain a full history of the illness. 

Schreier and Libow (1993) state that doctors are susceptible to being taken in by the 

MSP that the caring are 

particularly susceptible in that they are used to denying their own narcissistic 

and to identifY themselves as helpers (Schreier & Libow, 1993). MSP perpetrator 

can be seen as an empathic identification as as feeding 

the When are not well and doctor is 

feeling incompetent, there is likely to be an increasing pressure on the doctor to find a 

solution and thus miss the MSP behaviour. 

The more uncertain the situation, more the nn1,'<!1C"1<:1n 

mothers are seen as demanding and supportive of doctors and 

often manage to persuade doctors to pursue more consultations and procedures. 

the ability of these mothers to falsifY the child's symptomatology and to 

I'nt'\'U1t'\I'Pthe an understanding of the present in the 

parent-doctor relationship could help in the detection and management of this 

disorder. Schreier and Libow (1993) offer a tentative explanation of certain doctors 

who might be susceptible to this form of manipulation. Jureidini (1999) further 

proposes that there specific h!'lT">lI'.t"~T'l",'tll'''' of particular doctors 

'predispose' them to becoming involved in a case ofMSP. argument to be 

more detail, but is beyond the scope of this rh.,.,,,, .. t<:lt,.nn 

Treatment of the Infant 

""",.,VLlo.L,,>j:<, to (1992), the infant is dehumanised and turned into a fetish-like 

object in order for the mother to sustain a relationship with the child's doctor. The 

IDasocmSlm is present in the "do anything to child, but don't 

The is treated as an object rather than a person and the mother is argued as 

failing to differentiate the infant self. 

Object Relations Theory expands on this explanation. The early infant-mother 

rel~ltlons111P is essential to understanding the kind (1el:ell(~ mechanisms the baby 
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uses at the and which thus the of the individual 

(Greenberg & Mitchell, 1983). Motherhood is seen as vulnerable individuals 

the opportunity to satisfY their n"",-""",,-'''''' attitudes through their babies, who are seen as 

an extensIon themslelv~es and not as "",,,,,,, .. ,,,·t,,, individuals with her or his own 

and desires. Weldon (1988) uses the theories of Margaret Mahler Donald 

Winnicott as well as Melanie Klein to explain perverse mothering. A perversion is 

seen as a of the separation-individuation process and maintenance of a 

symbiotic relationship between mother and child. In a """'1"t7""r"'trtn 

child is used as a transitional object and as can be idealized, devalued, 

dehumanised, identified with and symbiotically related to (Weldon, 1988). The child 

can thus be seen as a transitional object in that child is by the mother 

whilst at the same time a of the ...,L>.., .... u.u ... ~world (Winnicott, 1990). 

child can thus be seen as standing between the world of subjective objects and the 

world of independent and separate others. is similar to Schreier and Libow's 

(1993) conceptualisation of the as a tetlstrustlc object. It dItl:ers child 

is not seen as a which usually has "vA,,,,", implications and can 1-h"" .. ",'!-" .. ", .. ",,,,t''''1'1-

our understanding of this behaviour. 

women treat their babies as part-objects, as extensions of themselves. Such 

mothers try and conquer their own childhood traumas through exploiting their own 

babies and in convert "childhood trauma into adult triumph" 

(Stoller, 1974, in Weldon, 1988 p74). 

MSP has been explained as a re-enactment mother-child 

relationship (Polledri, 1996; Weldon, 1988). The perpetrator ofMSP is regarded to 

relationship with her own mother as a part-object, to 

"",ti,chrher mother's needs (Polledri, 1996). Thus the perpetrator was not related to as 

a whole person with her own but rather as an of her mother. 

Object Relations theorists (Klein, Winnicott and Mahler) that the adult regresses 

to traumas in times of crisis in an attempt to resolve earlier conflicts. 

\.ccclrdlllg to Polledri (1996) Weldon (1988) to a 

oedipal phase of development, part-object relations predominate as well as the 

defence mechanisms of splitting, projection and "'1"1'\"",,,,1",,,,,, identification, 

the birth child. child-victim thus becomes as a part-object. Through 
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use identification, the mother's own vulnerability becomes split off 

and projected into her child, who is regarded as an extension of the child 

identifies with split off projected parts and comes to represent the mother's own 

nee:!lmiess (Polledri, 1996). The parent-child relationship becomes reversed and 

the mother is able to move from a position of victim to victor. to Weldon, 

(1988) this sexual acting out can be seen as a defense against fears which are related 

to a oflosing a and thus a sense of her own identity. This argument still 

not appear to what induces the to actively child, 

because it does not appear to 

MSP. 

Conclusions 

a thorough account of the ag~~e~;;Sl(Jm inherent 

"'VA"""''''' and Libow (1993), Weldon (1988) and Polledri (1996) appear to offer useful 

psychodynamic understandings ofMSP which on perversion and the treatment 

of the infant as an object. Weldon's (1988) and Polledri's (1996) attention on the 

early mother-child relationship appears to offer a more comprehensive understanding 

of this behaviour. MSP is a complex disorder and pre-oedipal explanations can be 

seen as contributing to our understanding of this form of abuse. Schreier and Libow 

(1993) and Schreier (1997) offer an important understanding of the dynamics which 

n""1'n""tr<>f;,1' and physician. 

Jureidini (1999) can be seen as expanding on some of the arguments put forward by 

:"o.1'rlt"Pl,"'t" and Libow (1993). Jureidini (1999) argues that MSP is a form of 

pathological play. Jureidini (1999) draws on Winnicott, and Narrative theory to 

develop conceptualisation ofMSP as a form of pathological play. 

section outlines Jureidini's (1998, 1999) notion ofMSP as a form of pathological 

play. will be done by focusing on Jureidini's notion of a 'perversion' followed 

by an explanation of the of pathological play which includes: relationship 

between play and reality, the mental and the relationship "'''''~''XT.,,''n 

the player and the objects 
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lureidini (1998, 1999) expands on ",hr."'.", .. and Libow's (1993) conceptualisation of 

the psychopathology present in a perpetrator ofMSP and a narrative 

explanation of the disorder which sees the syndrome as a form of pathological play. 

to (1998, 1999) play becomes pathological when something goes 

wrong with play. MSP is argued to be pathological in the sense of which the play 

causes damage. 

(1998) ........ ,"''"'"v'''..,peek-a-boo as a of play that might contribute to our 

understanding of and about MSP. Peek-a-boo is a non-verbal which 

is highly exciting and is underpinned by a fearful phantasy which is not articulated, 

but which can be seen as being to loss, death or (Jureidini, 1998). 

game is dominated by the disappearance and reappearance of an object. 

Initially mother to modulate the amount of separation experience in the 

to it pleasurable for the child without overwhelming the child with 

anxiety. The relationship between the parent and the child in the game of peek-a-boo 

can be seen as promoting cognitive development, affective attachment and the 

matlagf:meltlt of anxiety (Jureidini, 1998). In the child is able to 

control both dose of separation and and nature of the eX]:lenenc,e. 

Jureidini (1998) uses the concepts developed from an analysis of the of peek-a-

boo to comment on a mother who asphyxiated to point of 

unconsciousness, ahnost to the point of death, before resuscitating them. baby is 

rendered a plaything and in enactment of a phantasy. 

The child is seen as a of attack and or as a child care. The actual 

needs of the child are not accounted 

Penrersion 

Jureidini's (1998,1999) conceptualisation ofMSP as a form of pathological play 

needs to understood in terms of the relationship between a perversion and 

pathological play. MSP is described as a perversion in the mother which can be 

understood as the mother engaging a form of pathological The mother enters 

into the state of mind characteristic of a perversion, which enables the "infimt to be 
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treated as a plaything and ruthlessly commandeered to the enactment of a n"'1!'1"",t.",,,, 

often with the unwitting participation of family and medical professionals" (Jureidini, 

1998). Traditional psychoanalytic explanations of perversion 

as having a sexual component. lureidini (1998, 1999) with this 

conceptualisation and argues that any behaviour that disavows the real needs of 

seIDother can be as Through use of disavowal, the real needs 

irrfunt are avoided and mitigating function ofthe individual's total 

allowing the perpetrator to hurt child without apparent concern. 

lureidini's (1998) conceptualisation ofa perversion as being pathological in the way it 

avoids reality is consistent with Schreier and Libow's (1993) explanation. 

Schreier and Libow (1993) see the perversion in MSP as existing in the relationship 

the has with doctor, (1998) sees all as a 

form of pathological play. Pathological play is regarded as psychopathology in its 

own right. 

In to understand (1999) notion ofMSP as a form of pathological play 

it is important to explain his conceptualisation of play. 

Play 

lureidini (1999) claims that pathological play is a spe(~mc of psychopathology 

that can help professionals understand MSP. order to understand pathological play 

it is essential to explore the constructs, which constitute healthy play. 

To explain pathological play Jureidini (1999) on constructionist 

Winnicott's ps,\rchloartalv cOtlCef)tWllllSallOlls of play. 

Jureidini (1999) that the following relationship 

between play and reality, the subjective experience of the player and in which 

the player treats the object ofhislher play. According to lureidini (1999) distortions 

qualities of play can manifest in psychopathology. 
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Relationship between Play and Reality 

views about the development of play with particular reference to the concepts 

of symbolisation, pretence and narrative, inform Jureidini's (1999) conceptualisation 

of play. 

Piaget's constructs of assimilation and accommodation are used to understand 

relationship between and reality (Jureidini, 1998). IS a 

modification of internal schemes to fit an infant's encounter with 

an object task is to accommodate to the new phenomenon. Once this has been 

achieved then play can commence and the infimt can pleasure in the mastery and 

.. "'''''.LUAp, ... ofpower associated play (Jureidini, 1998). there is an 

attempt to make sense of the environment by making things fit into existtnlg 

structures. order to assimilate something it must be recognised as 

appropriate to some pre-existing According to play is represented by 

the domination of assimilation over accommodation. tendency to override the 

real properties ofthe object to fit into an existing pattern ofthought dominates 

capacity to modifY .... .,11'1-""' ..... of thought to take account of those real properties" 

1998). 

Once the infimtlchild 'ac:colmnloC1lan~a to the new phenomenon, interaction 

with object can become playful. activity is no longer an effort to learn and 

the exe:rcll:;e masteI'V and is with feelings 

of power. In healthy playa healthy attitude to reality predominates which is 

characterized by an awareness that is by an ability to accommodate 

itself readily to of reality (Jureidini, 1998). A pathological attitude 

to reality characteristic of a perversion transgresses reality in a way that avoids and 

disavows the truth. Through the process of disavowal the playing child is able to 

allow things to be other than what they seem (Jureidini, 1999). 

According to Jureidini (1999) our total belief state deternlines our behavioural 

reS1PODlSeS which are seen to follow from a subset of beliefs. In MSP the ability 

of the perpetrator to carry out damaging acts could be argued as resulting from a 
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failure in the 'ID1t1glitmtg function total 

that it would be ",,,,t'.,,,t .. ,,;"O' to have a sick child would usually be mitigated by 

that the child's is of primary importance (Jureidini, 1999). Through 

the process of disavowal, i.e. "not letting reality stand in the way of a good story", the 

LURL,!;""''''',!; function of the total belief state is blocked. Disavowal can be understood 

in terms of the tension, which between accommodation to, and assimilation of 

reality (Jureidini, 1998). Jureidini (1999) argues that Winnicott's conceptualisation of 

transitional space offers a play space where tension can resolved. 

Psychoanalytic conceptualisations of play, where play is seen as a product of the inner 

world of the player and the objects that the player finds to play with, forms part of the 

basis this approach. Jureidini (1998, 1999) expands on Winnicott's notion of 

transitional to develop of pathological play. 

According to Winnicott tension between internal and external reality is not 

resolved by complete dominance of one over the other, but with a preservation of an 

intermediate which is neither nor outer objective reality, but 

transitional between them. Through play the child's understanding ofintemal 

experience and external reality is enhanced and healthy play is strongly influenced by 

play, the child can be seen as (toys/others) from external 

reality to fulfil some sample derived from inner reality. 

Pathological use of this transitional through the use rI,,,,,,,,,.,, .. 1O can be seen as 

010,CKU12 the mitigation function of the total 

.... .,. ...... .,.1' .. "1'Iy(' to act without apparent concern 

a way that t11"'''U".Ul'' 

(Jureidini, 1999). This V."""VL .... ", 

without nl'1t"lll'l'l11n concern about behaviour. 

Mental EX1[)e:r:lenl~e of Play 

of the individual thus enabling 

her child (Jureidini, 1999). MSP 

and ...... "' ......... " .... '" 

mOltnerto child 

healthy pathological play are characterised by "preoccupation and 

excitement and by the control of what have a 

experience"(Jureidini, 1999). Play is chalfacterilsed by high of arousal. 
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excitement associated with play might arise out nature of the playful acts 

and not to (Jureidini, 1999). 

instinctual arousal is too high, the' play itselfmay stop, the play may end in 

climax, or there may be a failed climax resulting in mental confusion and physical 

discomfort, or an such as parental provocation may occur 

(Winnicott, 1971). In pathological play, high levels of arousal do not stop play but 

are likely to result in repetitive/compulsive play and the excitement of the play may 

be pursued an attempt to distract the painful or ext)ef1.en<~es. 

through harming her child, perpetrator is able to avoid painful memories and 

P'Y1,\prIPn,r'.f"Q and will thus be compelled to repetitively engage in this behaviour. 

This fits in with Winnicott's (1971) notion of one of the functions of play which is to 

master anxiety or ideas and impulses that result in anxiety. According to Winnicott 

(1971) anxiety is too great the play becomes compulsive, 

dominated by seeking or result pure exploitation of sensual 

gratification. Pathological play is therefore rigid, amt;nable to 

intrusion and not easily ended by the player. 

Relationship between the Player and the Objects of Play 

Jureidini (1999) utilizes the notion of symbolism to explore the relationship between 

the perpetrator victim in MSP. The child's objects of play are as 

symbolic in that it contains significant hidden or underlying meaning. 

In MSP the child is a psychological symbol who has hidden meaning for the mother. 

"The baby is a prop in the production and execution of the Munchausen Proxy 

Syndrome narrative" (Jureidini, 1998, p.150). According to (1999), the 

child is a prop, not a fetishistic object which is an maJrumate object used for sexual 

grat1llc~atlon. The child is a plaything m a which is played in 

medical arena with doctors who unwittingly contribute to the MSP behaviour because 

of a to an or from their own motivations. The 

medical setting provides the ideal setting for the enactment of the narrative (Jureidini, 

1999). According to Jureidini (1999) the perpetrator ofMSP disavows the essc;!ntlal 
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qualities of her infant and treats infant ruthlessly. Jureidini (1999) draws on 

Winnicott's account 

taken into account. 

uthl.essIless in play 

infant/child 

which the needs of the other are not 

no meamng. The child staltldS for a sick 

child and is seen as coming from the narrative that is created around 

baby by the perpetrator and is influenced by the psychological symbolism baby 

for the mother. Healthy of hidden to be 

communicated and therefore be available for psychotherapeutic work. In pathological 

play, the symbolic aspect is not communicated and the play becomes repetitive, rigid 

and the child is as a pathological with underlying meamng. 

symbolic meaning of the play is seen as coming from the play narrative and from 

the hidden to the of the playthings. The development of a is 

based on elements of early experience influencing later behaviour making a 

contribution to an organizing phantasy that might shape a perversion. Jureidini 

(1999) mentions the of early attachments in the nature and 

content ofthe narrative. Difficulties in attachment might result in the person seeking 

out aversive experiences in that these experiences correspond to their only kind 

with the others that the individual is desirable or attainable (Jureidini, 

1999). It seems that Jureidini (1999) could have expanded on this notion. Early 

object-relations could contribute to our understanding of the psychopathology present 

in the perpetrator by highlighting the importance of early attachments and the 

subsequent development of a perversion of mothering. 

Jureidini (1999) _,.., __ ~ that through play the child an awareness 

independent (Jureidini, 1999). Play can be seen as fUIllDlIllg 

parallel to process of separation-individuation (Winnicott,1971). Play moves 

through solitary play to social play to cultural (Winnicott, 1971). 

completion of the developmental progression ofplay/separation-individuation is 

largely on relationship. MSP this is 

flawed and the awareness of the needs of others is denied. 

conclusion, the elements of pathological play include: 

• Cruelty and ruthlessness 
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411 pathological relationship to 

.. Disavowal and narrow-mindedness 

411 A pathological narrative 

411 A system in which a perversion occurs, particularly MSP. 

(1999) notion as a form of pathological play will be critically 

evaluated following the pre'Serltatlon of the case material in chapter six. 

4.4 

This chapter has provided an overview of some of the theoretical explanations of the 

psychopathology in a perpetrator ofMSP. Most of the formulations on 

psychodynamic principals to explain MSP (Jureidini, 1999; Schreier Libow, 1993, 

PQlledri, 1996; Weldon, 1988). An overview of the theories of Klein, Winnicott and 

Mahler places these explanations ofMSP in context. Jureidini's (1999) theory of 

pathological play was detail. One of the aims of this dissertation is to 

critically evaluate this theory ofMSP as a form of pathological play through the lens 

of previous and the complex nature ofMSP 

an ongoing evaluation of the psychodynamic factors involved in conceptualising MSP 

behaviour could help with the understanding of this disorder. above explanations 

give some into motivating factors underlying this behaviour. 

management ofMSP is largely based on proiteS:Sl011als understanding of the 

psychopathology present in the perpetrator ofthis abuse. Psychopathological issues 

provide into both perpetrator 

and the child/victim. The success of any therapeutic process is dependent on the 

extent of the psychopathology. Intervention will be critically 

evaluated. 
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MANAGEMENT OF MSP 

In the management ofMSP the child's safety is of paramount importance. a 

review of the literature most authors agree that as soon as MSP is identified, the child 

must be immediately from the (Jones et aI., 2000; Lyons-Ruth et 

aI., 1991; Meadow, 1985). Intervention should begin with a thorough 

comprehensive risk assessment. 

5.1 

Once a case ofMSP has been identified, child must immediately 

child protection agency. In the United Kingdom a Child Protection Conference will 

draw together the to the of further to the child 

and formulate a plan to reduce this risk to an absolute minimum (Jones et al., 2000). 

Immediate removal ofthe child from the perpetrator is vital and the absence of signs 

and symptoms on separation of the child from the perpetrator should inform 

assessment and the management ofMSP (Jones, et aI., 2000; Lyons-Ruth et al., 1991; 

Meadow, 1985). The absence of signs or symptoms on separation is often an 

indication that illness induction may cause ofthe child's symptoms. It is often 

difficult to elicit a response from the protective services management in a case of 

MSP resulting in the child not always being removed from the perpetrator (Lyons-

Ruth et 1991). There to be a resistance from many to 

acknowledge MSP which results in many cases going undetected. is reflected in 

the legal to prosecute in cases ofMSP (Jones et 2000). 

Resistance and lack of knowledge about the disorder by professionals can result in 

dis!:tStrous COI1Sec~ue:nct~s for the victim of this disorder . 

. A thorough assessment that considers current factors 

prognostic indicators needs to be completed (Jones, et al., 2000). The initial focus of 

all assessments should be based on appropriateness of the child's placement 

within the family home. Thus the possibility of the child being re-united with hislher 

family must be thoroughly ass(~ssea. 
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The child can be regarded as being at greiiter risk when (Meadow, 1985): 

1. The abuse is severe 

child is younger than five years old 

Where is a history of unexplained sibling deaths 

. 4. Where the mother/perpetrator has a negative attitude towards receiving help 

5. Where the perpetrator has Munchausen Syndrome 

6. Where there is substance abuse 

7. Where there is persistence on fabrication even after the perpetrator has been 

Bearing risk filctors in mind, a review of the literature revealed that a thorough 

assessment would need to include following: 

1. assessment of the nature of the abuse. This would include an assessment 

2. 

of other forms of child maltreatment 

muJtl-IC11S'~lPJmary approach to 

et al., 2000). 

AU ........... , ....... psychological and legal issues 

involved. Some authors an in-patient admission to allow for a 

multi-disciplinary assessment (Masterson et al., 1988). 

An assessment ofthe child's behaviour whilst separa1te from the nP1rT\ptrQ·t .... r 

Such an assessment would insight into mental health and 

physical needs of the child (Meadow, 1985; Parnell & Day, 1998). 

4. thorough assessment ofthe child's psychosocial adaptation 

at, 1988). 

5. It is esslentIaJ that the 

perpetrator is able to acknowledge the harm done, take responsibility and have 

a appreciation of the child's experience of the abuse 

accompanying parenting problems. If there is pervasive denial, this in itselfis 

prohibitive on treatment plan. Where is a denial 

behaviour, the likelihood that the abuse will re-occur is extremely high. Jones 

et (2000), state that depending on whether the were or 

induced have implications for re-unification. cases 

extent of the possible being to child must 

thoroughly ass(~ssed. Access to all school, medical, psychiatric and social 

",pi""t',1", relating to the case is essential and must be COInp]~enlenslVejly 
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6. Assessment of the level of parental resPolnse to improved illness management 

and the potential for co-operation in treatment and social case-work (Jones et 

aI.,2000). 

7. A cOInp]~ehiensive assessment of the parent-child relationship must be 

undertaken with a focus on attachment issues. All fumily relationships to 

be thoroughly assessed, with the focus on improving parental sensitivity and 

competency. It is to assess problems in parent-child 

relationship to establish whether attempts at intervention would be successful. 

8. Examination of the availability of support structures which might be 

supportive in case and risk reduction (Jones et at, 2000). 

Exploration of whether a focus for psychological work emerges and is 

feasible. 

Following such an assessment a recommendation can be made the 

appropriateness child's m family of the 

child must all decisions and recommendations. outcome for 

treatment is defined in terms of securing a safe and stable upbringing for the child 

(Jones et al., 2000). lithe child is to be to the there needs to be long-

term planning approach which aims at maintaining a healthy relationship as well as 

assessmg any relapse in behaviour (Jones et al., 2000). 

An in-patient assessment allows the to be assessed and treated across a whole 

of daily It intervention to occur in an 

informal setting and can be "''''0", ... 11,:>11 as therapeutically beneficial (Jones et 

2000). This although is a largely costly and 

family's behaviour in an in-patient " ... fi"'no can be seen as being 

own natural emllfcmDlenlt. 

iff"· ....... 't to that in 

If the risk is as too 

whilst at the same time evaluating 

2000). 

then substitute care to be arranged, 

risk to current and future siblings (Jones et aI., 

Following a risk assessment it is essential to assess likelihood 

intervention. In the process of doing this it is important to develop a time-scale for 
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change sensitive to the and needs ofthe individual child. It is essential that an 

assessment for tJ51{Cnotrler.itJv be conducted to assess the appropriateness of this form 

of intervention. 

5.2 Assessment for Psychotherapy 

Limited literature is available on the therapeutIc work with ... "' ...... ""' .. 0+ ...... " ofMSP. This 

is largely due to the unwillingness .of perpetrators t.o engage in therapeutic work. 

Lo:n{!~tef1m work with these patients is usually or the 

perpetrator going through an acute psychiatric (Schreir & Libow, 1993). 

therapeutic intervention to be it is that the nplM"1pt1'~t",1' 

show a willingness to ackn.owledge hislher behavi.our and t.o a t.o 

'"'Uf""E.'" in psychotherapeutic work. The success mtl~rvlentl0n is 

based on the motivation perpetrator. or needs to of at 

intelligence and not beset by familial or s.ocial problems (Nic.ol et al., 1985). 

MSP is often characterized by a lack of motivation t.o understand behaviour and by a 

strong use of the defense mechanism of denial, which makes any therapeutic 

intervention tenuous (Schreier Libow; 1993). Where is total denial .ofMSP 

behavi.our, therapeutic interventi.on would not be indicated. 

MSP perpetrat.ors ev.oke c.ountertransferential feelings in the that 

w.ork with them, which makes it difficult f.or therapists to maintain their therapeutic 

.objectivity (Schreier & Libow, 1993). Thus the skill and the kn.owledge .ofthe 

therapist working with the perpetrat.or .ofMSP is als.o a vital in the p.ossible 

success .of the interventi.on. ensure therapeutic .objectivity and effectiveness 

kn.owledge .of the syndrome is essential as well as .ongoing and 

consultati.on (Schreier & Libow, 1993). In cases where the perpetrat.or is able t.o w.ork 

thr.ough hislher a psych.oanalytically irlf.ormed t.o m.ost 

appr.opriate interventi.on. In irlstances where denial remains pervasive and the child 

reUrlaUlS at risk, it is essential that child protecti.on issues come t.o the f.ore 

is managed appropriately. 

the case 
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5.3 Psychotherapeutic Intervention 

If psychotherapy is identified as appropriate, psychoanalytically ..... ".nf"".ri 

approaches the most insight into the complex dynamics ofMSP. Some authors 

that psychotherapy should include individual therapy, mother-child therapy, 

observation and treatment in formal and informal setitm~~s and direct work with the 

child (Jones et at, 2000). 

are two possible approaches to the management ofMSP. and 

Libow (1993) argue that individually oriented interpretative therapy for the 

perpetrator, in which the motivation for her behaviour is understood in the context of 

severe neurotic conflicts, is the most appropriate psychotherapeutic intervention. 

Second, Lyons-Ruth et.al (1991) for an approach which focuses on working 

with the mother and child (Lyons-Ruth et a!., 1991). feel that IS 

essential in enabling the mother to be able to separate out her own needs from that of 

her child's (Lyons-Ruth et 1991). At times it might be counterproductive to 

conduct mother-child therapy, especially if the needs of each do not allow for a 

collaborative approach to be adopted. 

A thorough assessment of the psychodynamic prevalent for both the 

perpetrator and the child should inform the nature intervention. It is 

also important to consider that family therapy may be an important adjunct (Schreir & 

Ubow, 1993). 

Individual therapeutic work with the n"' ........ "'t .. "t, .... · would include: exploration of 

current and feelings of neglect; exploration of how relationships with staff are a 

re-enactment of their relationship; and ",vrll", .. ,U,,,.1"I 

relationship and an exploration of alternative 

articulately (Schreier & Libow, 1993). 

of expressing needs more 

that individual 

psychoanalytic approaches for the perpetrator can only take place in the structure of 

an that can the for "holding and 

evolution of conflictual states of mind" (Coombe, 1995, p.205). Attention is drawn to 

the perpetrator's use of projective identification and the strong countertransferential 
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feelings evoked therapist by such patients. Considerable experience and 

support and a personal and intellectual framework support are when 

working with perpetrators ofMSP (Coombe, 1995). 

The paucity of literature on therapeutic work with MSP perpetrators affects the level 

of knowledge and understanding of this disorder. It is essential that research into the 

nature and outcome of psychotherapy in MSP continue to inform future theory and 

practice. 

Outcome-Based Studies 

Timely identification and management of this disorder is vital particularly given the 

results of research into the long-term ·effects of abuse which goes untreated. Research 

has shown that the abused who does not any of intervention is 

likely to re-abuse, will have poor outcomes for behaviour and emotional problems and 

is likely to experience educational difficulties (Booles et al., 1993). There is very 

on the long-term following treatment and intervention in 

MSP (Bools et al., 1993). The literature that is available indicates that the 

outcome has successful, perpetrator has been able to responsibility 

her actions and has thus been amenable psychoanalytically-oriented 

psychotherapy (Jones et at, 2000). Gray and Bentovim (1996), state that outcomes are 

is a balanced combination of therapeutic input for the mother 

and the family and child protection work. 

Jones (1994) appears to offer one ofthe most comprehensive assessments of treatment 

outcomes after psychiatric intervention in MSP. Seventeen children from 16 families, 

selected for admission to the Hospital family unit in Oxfor,d from 1992 to 1996, 

were followed up months. Thirteen of the children and their carers were 

1nt,,'rui,pUlS~ti All had been and in all cases biological had 

been the abuser. Of these 13 children, 10 were reunited with their families. On follow-

up a minority children were suffering health (mainly 

anxiety and depression). Overall the children had done well in terms of their 

lopiment, growth and adjustment. "Family reunification is feasible for certain 
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cases, but long-tenn follow-up is necessary to ensure the child's safety and to identifY 

deterioration in parent's mental health" (Jones, 1994, p 465). 

Although much more research is required to look at the long-tenn prognostic factors, 

the above example shows the importance of early intervention and management 

MSP. This is important for both therapeutic and preventative reasons. 

The notion ofMSP as a fonn of pathological play will now be critically evaluated 

with reference to two clinical case examples. Jureidini's (1999) contribution to our 

understanding ofMSP will explored and alternative offered. 
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6. CASE MATERIAL 

The psychopathology present in the perpetrator ofMSP will be explored through the 

presentation of two cases were recognized as DSM-IV's (American 

Psychiatric Association, 1994) criteria for factitious disorder by proxy. The 

difficulties associated with recognizing the disorder will be explored. This cmlpt(~r 

..,1"1"'1 .... ",,, .. ,, objective to critically evaluate (1999) notion ofMSP as a 

form of pathological play through the use of clinical case material. 

The case methodology was selected to explore the psychopathology nl"~,,,,,,,,,,,t in 

the perpetrators' reason that this methodology was selected was that it 

was believed a critical evaluation of Jureidini's (1999) theory ofMSP as a form of 

pathological play could be gained through an exploration of the case material. The 

case material was subdivided under the following main headings: statement of the 

general problem, psychological attributes of the perpetrator and statement of the 

position of the perpetrator. The case material was analysed through the 

generation of common themes and identification of repetitive patterns. These were 

then systematically analysed and compared with findings cited in the literature 

Hypotheses were generated to try explain the psychopathology m 

the perpetrator ofMSP. most likely interpretations were selected in comparison 

with available eVl(len(~e 

Statement of General Problem 

Reason for Referral 

PUTlnT_",rpgr old boy, John, was .. ""h" .... ".1"1 to a child ..... ",,,,,,h',,,t1'l,,t to assess whether 

was a victim ofMSP. 

Presenting Problems of the Child Victim 

John was referred following an to a paediatric to mvesttga1te 

unexplained episodes of drowsiness and coma. This was John's fourth admission for 
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similar complaints. toxicology screen showed high levels of anti depressant 

medication and opiods in his blood during one of the coma episodes. This episode 

had occurred whilst John was in the ward and his mother was in constant attendance. 

John's mother was found administering milk to him through a nasogastric tube, which 

on removal was found to be heavily laced with anti-depressant medication. 

History of Presenting Problems 

Developmental History of Child Victim 

John appeared to have been the focus ofhis mother's destructive behaviour. He was 

born as a of an unplanned and unexpected mother, had 

to remain in hospital for most of her pregnancy. While pregnant suffered from 

kidney and required a blood transfusion anaemia. When was five 

months pregnant Jane mid to have an operation for bladder and kidney 

John was born prematurely by emergency caesarean section because of suspected 

heart problems. He was placed in an incubator for the first three months ofhis life 

and was visited regularly by his mother. According to Jane, although he progressed 

weR the paediatrician was not sure whether John would survive. Initially John was 

... ..,.,-..... ' .... and later breast-fed until the age of one year two months. Jane described him 

as a healthy baby. 

Childhood History of Illnesses/Hospitatisations 

From the of one year, JOM had frequent admissions to hospital. At one year old 

he was admitted to hospital with He had frequent 

subsequent admissions pneumonia. As a child he allegedly suffered a head 

and was stated that since this episode he had suffered from 

headaches and that she had frequently given him medication for 

Family History of IUnesses/Hospitatisations 

Jane had to care for her ten old epileptic son and IVP. •• VP.l~T old astl1maicic 

daughter. son was reported to have one or two per week and had regularly 

attended neurology daughter was also .. ", .... ""1"f",,,"'1 to have attended the 

hospital for allergic conditions. Jane reported that had been required to administer 
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Relationship History of the Perpetrator 

Jane described an abusive marital relationship had had to get a restraining 

order against her ex-husband. She stated that she had been divorced for the past three 

Jane ext:HalJleO that the chronic 1llnieSS(~S of her children, John's problematic 

behaviour and the demands placed on by own parents where she resided had 

under COIlSlOlera stress. 

Material Status 

Jane also missed her work was in the health profession. She given up her 

work offline years in order to take care of her extended family. In the course of her 

work in her medical problems, Jane expressed considerable 

medical interest and knowledge. She also stated that she had found the doctor she had 

worked for and sympathetic. stated that mother was very ill and 

needed constant care. explained that criticised felt did not 

do enough around the home. This also appeared to be related to Jane's frequent 

absences from home due to no"'t111""n1: clinic visits. Jane stated that found it 

hard to fight against her parents. 

Outcome 

The child psychiatrist stated that the case did fall into the category ofMSP. It was 

concluded that was a likely perpetrator of abuse, which placed John at severe 

risk for physical harm and even death. Jane's personality was described as being of 

such a nature 

dangerous acts. 

was COllSlCler(~CI c,ap80le 

The case was referred to the Child Protection Services with the recommendation for 

legal psychiatric of the Jane underwent 

psychiatric observation. She continued the denial of her abusive behaviour. Legal 

proceedings were not 1"'<l1"1 .. ",n out and John remained in the care of his grandparents. 
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6.2 

Reason for Referral 

A seven year old boy, Peter, was referred to the child psychiatrist because of severe 

and ongoing medical problems which were suspected to have 

induced by his father. The main problem was identified as frequent urination 

and wetting. After extenS:lve investigations, it was concluded that the urination was 

psychogenic in origin. 

father wanted to identifY an intervention which would 'cure' his problems. 

Rudolph, appeared and contacted child psychiatrist on 

OCC:asll)ns """'1",,,, .. ,,, attending initial He sent a which 

provided a comprehensive chronology of Peter's problems and previous mt~erventl0t1lS. 

letter included a detailed description and history of Peter's urinary problems 

highlighting Rudolph's attempts at resolving them. This included medical 

consultations, behavioural interventions and psychological and educational input. 

Presenting Problems of Child Victim 

Peter's parents 

problems. 

different perspectives and understandings of the presenting 

that related to poor 

attention and concentration, underachievement at school and poor self-esteem. 

had medication and his concentration had improved. 

Rudolph felt that most problems were medical nature 

a detailed list medical problems over the stated that a couple 

to psychiatric consultation he had consulted an urologist who had 

suggested that Peter required surgery for his urinary problems. This had angered 

Peter's 

regard. 

who had sought the opinion of numerous other professionals in this 
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The pediatrician stated that the parents needed to defocus from urmary 

tunCtlClnll1lg as had exacerbated the problems anxiety. The 

pediatrician's advice appeared to be to the vigorous behavioural programme 

that his were adopting with Peter to control his bladder function which 

included timers, bladder to the clock, rewards punishment. Medication 

was also being used to control the problem. Peter was called upon at regular intervals 

to empty his bladder in the ofhis father who would measure urme 

chart it. indicated that 

referral to the child psychiatrist. 

pediatrician's comments had precipitated the 

father produced a flow chart he had 

constructed on how he saw and understood Peter's problems with bladder and 

bowel. The child psychiatrist reported that the chart was very involved and complex 

nature and had taken many aspects of Peter's behaviour into account. 

History of presenting problems 

Peter's urinary problem dated back to infancy when at seven, eight and months 

had of unexplained temperature. Urinary infection was suspected 

and Peter was put on constant antibiotic treatment. Rudolph did most of the care 

taking tasks as Peter's mother was involved in part-time study and was focusing her 

attcentllon on 

As mentioned, Peter had numerous medical investigations and treatments from the 

of nine months. the of nine months old was treated with antibiotics for 

a period of six months following urinary tract infections. 11 months of age 

the antibiotic medication was stopped and received weekly urine tests for a 

period of six From 15 months of age the particularly father, 

started to introduce a programme with Peter to control his bladder functions which 

involved timers, bladder emptying to the clock, rewards and punishment. Peter was 

introduced to a two hourly toilet routine which was reduced to one and half hourly 

when it was noticed he had wet his nappy in-between. 

When Peter was two, a two-hour toilet routine was introduced. At the age of three 

and Peter was given imipramine for bedwetting for a period of five months. 

of three years his father would measure the amount of urine he would 
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expel into his trousers at the bladder full or was 

then subjected to urinating for 15 to 20 minute intervals until his bladder was regarded 

to be empty. 

At four and a half years he was treated with imipramine for frequent urination and 

daytime wetting for a period of five months. At five years old he was prescribed 

medication frequent urination and daytime WeUmlg for a period 

A psychologist saw in play therapy. The nature of this intervention was 

uncertain. was also referred to an educational psychologist. cognitive 

functioning on the date assessed placed the superior range. His difficulties 

were seen as being related to attention deficit hyperactivity disorder and Peter was 

prescribed Ritalin. 

Peter was also seen by a pediatrician constipation and was prescribed medication 

to restore bowel functioning. pediatrician suspected that Peter have 

had an over-developed muscular sphincter of his bladder neck due to withholding of 

urine and that he had reflux which had resulted in some renal involvement. Peter 

was subjected to tests and """"'''''''4 lflve;stl!~atllons. 

father had taken him to many professionals to advice on how to manage 

"ll ... l". ... ' .... urination problems. had not appeared to as about 

Peter's attentional problems. He appeared to have been very involved in caring for 

Peter. A lot of time and attention had been to Peter's with T'PO$lT'fl 

to urinating with the resultant emphasis on his bodily functions and his penis. 

Developmental History of Child Victim 

Peter was a planned and wanted baby. was born two years after his parents had 

decided to have children. Peter's mother, Mary, was taking treatment for infertility 

when he was conceived. Peter's was concerned that the baby may be born with 

a learning disability or a physical deformity. mother, although to be 

pregnant, did not eI\ioy the itself. She was anxious about delivery . 

..... ,.,.1~h"" .. stated had not felt well the last months of the and 
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that he had been a very active foetus. Following a five-hour labour which terminated 

in foetal distress, she was induced. 

stated that she was not to breast feed for very long as was unable to 

produce enough milk. She stated that she was relieved when the paternal 

grandmother, who had medical training, started on a supplement and it was 

following this that he appeared to thrive and was reported to be a happier child. Peter 

was described as a demanding and difficult baby. father stated that he had felt 

that the discontent may have related to having had a wet nappy and it was at this 

stage that he had started to check his nappy regularly. He had normal developmental 

muestc)nes. but was described as demanding, and wakeful. father stated 

that he was a discontented and unhappy child. 

Psychological Attributes of the Perpetrator 

He descnbed his personality as one He described himself as moody, but 

unable to "'V?'v"'.~'" 

he avoided pVT\rp~:l;l1n 

emotions, particularly when he was upset. He stated that 

"'''''''LU''''''' in relationships. described himself as 

passionate, energetic and sensitive and was close to tears for much of the interview. 

Peter's mother outgoing but not always as affectionate. 

Statement of the Social Position of the Perpetrator 

Current Familial Composition 

had a younger 

home. 

of three old. The family lived tog,etnler 

Family Background of the Perpetrator 

own 

Peter's father was second son in a family. His was described as 

conservative and critical and had high aspirations for his son. He had a difficult 

and conflictual relationship with his father and would receive regular beatings. He 

was able to avoid some ofthe beatings by using his intellect, but had to observe his 
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siblings beaten. His parents had a conflictual relationship. He was closer to his 

mother who was in the medical profession. described her as strong, but rather 

unemotional and more and concrete in her way of thinking. 

He described his adolescence as lonely and stated that he felt depressed much of 

was not allowed to go out much and felt at tried to 

fulfill his father's aspirations by on a career that his father had wanted to 

follow himself. 

Relationship History of Perpetrator 

Peter's ""<>"",nh;, had married for over 1 0 years. They had met through a church 

function. Peter's mother had felt that Rudolph was a kind and affectionate man. He 

had attracted to his wife's personality and good looks. the they 

had both suffered from stress and had argued a lot more the birth of the children. 

They had over the handling They both reported that 

they became ill after birth. mother became tired and felt ill and was 

extremely irritable. She did not have much time for 

time. 

as was studying at the 

When was old his mother recommenced fertility treatment. This had 

resulted in sexual tension and conflict in that she no longer wanted sexual contact 

with husband. 

Material Status 

father, a man, had a chequered occupational career. He had 

embarked on one profession, changed direction only to return to his old profession. 

One profession required a relatively high of psychological training. 

had also been involved in part-time study her own career advancement. 



Univ
ers

ity
 of

 C
ap

e T
ow

n

presented as an anxious child. He was initially avoidant in the lnU~M"pur 

situation. liked to draw during sessIons. at tJe(~atIle u..CLI>J..JUi:> and appeared 

to have wet himself slightly. 

child psychiatrist concluded that the case fulfilled the l'.nt,PTUl for MSP. It was 

decided to mother's involvement with him. It was also decided to 

take and into play therapy in an attempt to get father and son to 

develop a different relationship which would from Peter's HTlnl'l1"V 

functioning. Father and son, mother and father and the family attended a number of 

the play sessions the following themes emerged: play between father and 

son appeared competitive and hostile in nature, with boundaries and space for each 

individual being and unclear. of power and control with the 

son at times being afraid to partake in the play fear of maybe not being as 'good' 

or as 'powerful' as father. Father on the other hand was not able to set clear 

and for son, allowing his behaviour to become chaotic at 

Both and son appeared anxious in the sessions. 

Peter's father was encouraged to try and develop a more positive relationship with his 

son defocused urogenital The case was not to the 

Child Protection Services and remained in the care of his mother and father. 

The therapy sessions at the clinic were terminated. 
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6.3 

The first part ofthe .fl.""''';;'' involved cornpanscm of findings cited in the 

literature review with 1"""0·,,, ... 11 to the recognition ofMSP with common themes and 

repetitive patterns identified in the case material. 

The discussion of the is as follows: to 

(Recognition of MSP) and Factors which aid with the identification ofMSP 

(Perpetrator Features, Child-Victim Features and Family Features). 

6.3.1 

Recognition of MSP 

A diagnosis ofMSP is difficult to because a true disease may exist or may 

coexist with fabricated symptoms and the cases often a long time to unfold. 

In both case one and case two, children had a long-standing history of medical 

complaints and illnesses and the diagnosis ofMSP slowly unfolded. In John's 

his mother was caught administering medication to him, which precipitated his coma 

case a pediatrician about his t-"'t-I~"" .. ' 

preoccupation with his urinary functioning and referred the family for a psychiatric 

evaluation. 

Professionals often find it difficult to comprehend that a parent would behave towards 

their own child in this manner, again making diagnosis difficult. This could be 

surmised from both ofthe cases in that of the disorder took such a 

long time to unfold. This may further accounted for by the fact that pro,tesslol1alS 

rely on parental accounts oftheir child's illnesseslbehaviour. In case one, John's 

mother had considerable medical expertise and training and as such could 

compelling accounts of his illness .. In case two, 

Ps,rcnjJJo.glCiai understanding and and 

father had comprehensive 

compelling and detailed 

descriptions of Peter's illnesses. It was only after numerous consultations with other 

professionals in the medical arena that these two cases were referred to a child 

psychiatrist. 
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John's case was referred to the Child Protection Services. It is clear that for the safety 

of the child. would to removed from home. did not occur and 

legal proceedings were not carried through. This reluctance of professionals to 

taentury and to a case ofMSP was highlighted in the case of John. 

abuse, particularly given that his siblings had a history of remained at risk 

medicallllnessc~s and complaints, mother had possible Munchausen Syndrome and 

continued with the denial even after had (Jones 

et aI., 2000). John's mother underwent a psychiatric assessment. pervasive 

denial and lack of motivation would make therapeutic intervention with her difficult. 

Peter continued to remain in the care ofhis parents. Peter's father was competitive 

with his son. appeared to amounts control and this 

would preclude him gaining an awareness of the psychological and emotional needs 

of his son. concern about Peter's urogenital functioning declined and other 

""a''''''''''' of a relationship with son were could 

being at less of a risk of re-abuse than John. father was able to work towards 

developing another relationship with his son, so at some level there appeared to be 

some awareness 

being at risk and 

own behaviour. 

mother could be regarded as being a protective factor in 

Peter's relationship with his 

as 
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6.3.2 

Table 1 outlines tindmgs of the part of the which 

with the identification ofMSP. 

Table Factors aiding the identification ofMSP 

Perpetrator features Case 1 easel 

Actively induces illness + 

+ + 

+ + 

Refuse to accept contradictory medical evidence + + 

Appears devoted, calm, trustworthy + + 

Respond with denial or anger if confronted with their behaviour + Unclear 

Disturbed marital relations + + 

+ + 

+ + 

+ + 

+ + 

+ + 

+ + 

Problems but not similar 

Case 1 Casel 

Biological child + + 

Baffling unremitting illness, undiagnosable and resistant to treatment + + 

+ N/A 

Health of child clashes with laboratory tests + + 

Father is absent + Mother is absent 

Family features Case I Casel 

Emotional neglect or abandonment in childhood + + 

Recurrent childhood illnesses in the perpetrator + 

Absent marital partner + + 

Marital discord + + 

+ + 

+ + 

Mother-Perpetrator Features 

Under perpetrator features, John's mother fulfills all of the criteria identified in the 

literature review whilst father fulfills 11 14 identified in the 

literature review (Table 1). Schreier and Libow's (1986) clw:;sification of perpetrator 
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behaviour is useful in understanding the cases. In case one John's mother may be 

regarded as an active inducer, in that she actively induced episodes of coma and 

drowsiness by to case two 

could be regarded as being more doctor addict in that pursued 

treatment for what appeared to be non-existent illnesses in his son. This often 

.. "'UJ".., ... in with and Peter's often .. v •. "" ... , .• .., ... 

many professionals for alternative opinions. both cases the children were subjected 

to unnecessary medical and psychological investigations and treatments. 

Both parents had medical/psychological knowledge, training and experience and 

appeared to be overattached to the medical system. case one John's molther 

apt,earea to from illnesses herself, which is again a n", .. n""t· .. ",fr, .. characteristic 

(Bools, 1996; Leonard et 1992; Pamel et aI, 1998). 

Child Features 

John's mother fulfills all of the child victim features identified in the literature review 

fulfills 3 5 identified in the (Table 

1). Both John and Peter presented with a long history ofa V"LA. ..... s and unremitting 

illness, which had resulted in numerous medical investigations and also at times 

h015plt.aill~tlon. Both parents appeared to more concerned about physical state 

of their children, without much apparent concern the psychological and emotional 

impact of the and subsequent Again this has been found to be 

a common characteristic ofMSP (Leonard et aI, 1992; Folks, 

1998). 

Family Features 

Pamell et al., 

Under family 1""""1"11 .. ,,,,, case 1 (John) fulfills all of the I'rit",Y"'" identified in 

literature review whilst case 2 (Peter) fulfills 5 of the 6 I'rlt,,,,ri.,. identified in the 

literature (Table 1). In both cases the with a history of 

emotional psychological abandonment and abuse in their childhood, which is 

common in MSP (Bools, 1996; Pamel et al., 1998; 1997,2000; Yorker et 

al., 1990). John's mother described as having been physically abusive and 
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criticaL Her mother appeared to be emotionally unavailable to her and in need of care 

Peter's father had a expenence that his had very high 

eXJ)ecltatlons of him. was exposed to episodes of violence in his which he 

UJUU"~;"""" to escape through the use ofhis intellect. His mother also appeared to be 

emotionally unavailable to him not able to protect him from his father. 

In both cases the marital partner was absent. John's mother had been abused by her 

ex-husband and was divorced. Peter's father had to take on the main role of 

caretaker, as was involved in her own studies. There was also a history of 

marital This is a common in MSP. 

In case one John's mother had a history of recurrent childhood illnesses, for eXBmu,le 

>.LU."'..,'" presentation was also common with 

suffering from a severe and debilitating illness. Furthermore, a pattern of disturbed 

....... 'lJ.U.lJ ... n~latlon:sruJ)S could identified case one, with mother that 

she was conflicted about being with her parents and caring for them, but being unable 

to express her distress or to leave the family home. Furthermore, the conflictual 

re12tnO]nSITm with her left her without support in the fumilial home. The 

above difficulties have been identified as common patterns in MSP (Bools, 1996; 

Folks,1995; et 1998. Yorker et al., 1990). 

Both parents present with characteristics with been found to be common in 

perpetrators ofMSP. It is important to try and these characteristics by 

exploring the psychopathology present in the perpetrator ofMSP. 

6.3.3 Themes 

The second part of the ".",,,,..,,, involved the ideJntitication 

patterns across the two cases which were systematically analysed and compared with 

nll(lm~;s cited in particularly (1999) notion of 

pathological play. Hypotheses were generated to explain the psychopathology present 

in the perpetrator ofMSP and the most likely interpretations were identified in 

comparison with the literature. The results of the analyses are presented m 2. 
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2: identified across the two cases 

Treatment Personality Relationship with Medical 
Victim 

C I C2 C 1 C2 

+ + + + 

+ + I Low oolf- + I Wld 
esteem Abuse + resistant to 

treatment 
to + + 

Diffuse I + + I Absent mother I + I expr~ss- + I Involvement of + 
emotions numerous 

+ + 
Lack of I + + Use of denial + + 
awareness of I of other 

needs of members Wish to be + + 
child cared for bv I Conflict with + 

1 
2 

Isolated and + + others 

adolescencel Inability to I + + 
childhood! 
adulthood I in 

+ 
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From Table 2 it can seen that the following themes were identified within and 

across the two cases: 

1. Treatment of child victim (Lack about the psychological 

and physical sequelae oftheir behaviour; diffuse boundaries; lack of 

awareness of the separate needs of the child) 

Perpetrators family background (Critical and absent .,."T •• ", .. • abusive 

relationship with father; absent need to on caretaking tasks 

other family members; isolated and lonely childhood and adolescence) 

3. Personality (Inadequacy; low inability to emotions; 

use of denial; wish to be cared for by others; inability to express feelings in 

relationships) 

4. 

5. 

Relationship history (Absent marital partner; abuse presenl1: inadequate) 

Relationship with the medical system (Baffling and unremitting illness; 

un(na~~nosa[Jiie and to involvement 

professionals; conflict with medical professionals 

management of the child's illnesses; medical experience and training). 

case material will be discussed under the following two headings: treatment of 

child victim and perpetrators' family background. A of the U~"'J'U""''' 

identified under personality features, relationship history and relationship with the 

mealc.a! system will be included under these two headings. 

Treatment of the Child Victim 

A predominant theme across the two cases was the parent's apparent lack of concern 

about the psychological and physical behaviour Tour"' .... 

Both parents exposed the ,children to numerous intrusive and unnecessary 

mvestlga1tlOIlS and hospitalisations. The children were presented as sick and in need 

of treatment. Numerous professionals became involved in an attempt to diagnose and 

treat nOll-e;iQstent ll!nC;:ss<::s. 

John's mOl:ner intentionally harmed by actively mdll1clllg "-'lJJ.3\.}'U"-''' 

appeared to have been the of his mother's destructive behaviour from the 
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of his birth. John had a complex medical history and had 'TT",,,.,,,n from numerous 

lllIlIt.::s:st;:s and had frequently been admitted to hospital. Peter's father had exposed him 

from the time of his birth, to numerous intrusive investigations and procedures, all 

relating to his urogenital system, without apparent concern about the consequences of 

his behaviour on son. 

Another theme that was identified was both parents' lack of awareness of the separate 

of their children. The parent child were Jane 

displayed a of awareness about John's She showed no understanding 

why John had allegedly threatened suicide in the past in spite of all the care she felt 

had father was not able to set and boundaries for 

his son. This was demonstrated in the play therapy sessions where boundaries and 

space for both Peter and Rudolph were diffuse and unclear. dynamics were 

further in the parent-child relationship whereby both children were 

perceived as ill and defective. Furthermore both the children were vulnerable 

from birth and allowed to develop a relationship with the n • .., ..... "", ... 

system. 

whole notion that the separate child are not accounted MSP 

and that the child comes to represent a sick child who allows the perpetrator to 

develop a relationship with the medical is supported by researchers of MSP 

and is a dominant theme in the cases presented in this dissertation (Jureidini, 1999; 

Polledri, 1996; & Libow, 1993; 1992; Weldon, 1988; Yorker 

Kahan, 1990). 

Jureidini's (1999) notion that MSP is a form of pathological play is partially 

supported by the case >"In"'~"'fi<> The behaviour of both the parents can be seen as 

pathological in that the child can be seen as representing a pathological symbol with 

underlying meaning. John and 'sick children' needing care. The 

actual needs of John and Peter are not accounted for. According to Jureidini (1999) 

they can regarded as 

enactment of a narrative in a 

''''U'''''''''''J without treated 

well-being. 

props/playthings ruthlessly commandeered to the 

played the medical arena. John and Peter were 

concern being to physical and emotional 
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Through the use of disavowal which involves a failure in the mitigating function of 

total the were able to treat their children ruthlessly 

(Jureidini, 1999). (1999) regards this of the mitigating function 

the belief system as related to the perpetrator's pathological relationship to 

reality. Jureidini (1999) regards this pathological relationship to reality as a 

pathological of play. healthy playa transitional space where the tension 

between internal and Pvt,.","", reality is resolved without the dominance of the one 

over the other, which is neither inner experience nor outer reality, but transitional 

In MSP (1999) that is a pathological use of this 

transitional where reality predominates. Both parents could be argued to 

treating their children in a way in which their own reality predominates over 

objective reality of the potential harm they are ""<'+~''''''''''15 

tendency to real properties of their children to fit into an thought 

pattern or narrative can be seen as predominating the picture. healthy play internal 

eXJ,en.enc:e and external reality are enhanced. In MSP there is no to 

external reality, there is a pathological relationship to reality. 

This argument does not appear to adequately explain what causes this failure the 

mitigating function of the total belief system for both Jane and Rudolph. According 

to Jureidini (1999) nature ofthe play narrative is dependent on the perpetrator's 

early particularly difficulties in which can be seen as 

influencing later behaviour. Jureidini (1999) does not expand on the nature of the 

experiences which mtc,rm 

psychopathology nrp.~pnt 

the ....... ''' ... ''''i.."U. 

' .... ..-r' ........ our understanding of the 

the perpetrator ofMSP. This will be expanded on in 

luereidini (1999) does not explain why there is a lack of differentiation between self 

and other in the perpetrator's treatment of the child. Both John and Peter's parents 

failed to differentiate children could be seen as tre:atmli! 

their children as extensions of themselves. lSctrreller and (1993) argue that 

is a lack of differentiation between self and other and the perpetrat()r treats the 

child as a fetish-like object, not a person, in order to sustain a relationship with 

The notion of the child being a fetish does not to 
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appropriate in that it has sexual connotations and traditionally a fetish has been seen 

as relating to inanimate objects. 

The argument that the children are treated as part-objects, as things, not as separate 

individuals with their own desires appears to more adequately account for 

lack of differentiation between self and other which is present in pre-oedipal 

phase of development where part-object relations predominate (Polledri, 1996). 

Most theorists agree that the child is 'dehumanised' and treated like an 'object' where 

is a lack of the who is used to develop 

a relationship with the doctor (Jureidini, 1999; Polledri, 1996; Schreier & Libow, 

1993; Schreier, 1992; Weldon, 1988; Yorker & Kahan, 1990). They differ in their 

understanding regarding the manner in which the is objectified. Jureidini (1999) 

argues that the child is a prop in a game; Schreier and Libow (1993) argue that the 

child is a fetish-like object and Polledri (1996) argues that the child is a part object. 

t'mthe:rmore thelonsts appear to illSlurr<~e ""'O<>l"l"tl1r.n the reasons for why child is 

treated like an object without hislher needs accounted for (Jureidini, 

1999; Polledri, 1996; Schreier & Libow, 1993; Schreier, 1992; Weldon, 1988; Yorker 

Kahan, 1990). will be expanded on the next section which looks at the 

perpetrator's family background. 

Family Background 

Both Jane and Rudolph can be seen as vulnerable individuals. 'Motherhood' could 

have offered them the opportunity to satisfY perverse through their 

children who are seen as of themselves and not as separate individuals 

with own An identified their family 

background's will help to explain why Rudolph and Jane are likely perpetrators of 

MSP. 

Both the perpetrators' experienced emotional neglect, abandonment and abuse in their 

own childhood. Paternal and maternal abandonment dominate picture. 

perpetrators a relationship with their own fathers which was dominated 

by the themes of abuse, neglect and criticism. The maternal relationship was 
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dominated by 

of the separate needs 

maternal her !'I1"\I,\!'Il",~nT lack of awareness 

of the perpetrators. For eX,lll1iHe, Jane described her 

father as abusive and critical. Her mother had a long-standing history of illnesses and 

Jane had to take on most m family at the of her 

own needs. own for love and nurturance was expressed in her desire to be 

care of by one of her siblings. Furthermore, mother criticised her 

manall~emlent of John and intensified her feelings and inadequacy. She 

demonstrated a difficulty in separating herself from her :fumily's demands. 

Rudolph described his as conservative, critical, abusive and with high 

expectations. received regular beatings from father and was able to avoid 

some of these beatings through the use ofhis intellect. attempted to satisfY 

eXJ)ec1tab[)ns ofhim by on one only to on another. 

Rudolph's mother was distant and emotionally unavailable. She tended to on her 

son for support. 

Jureidini (1999) sees Jane and Rudolph's behaviour towards their children as a 

compulsive and repetitive form of play, where the destructive behaviour/play needs to 

re[)eatea in an attempt to avoid earlier traumatic experiences and feelings which 

were conceived in the perpetrators' early object-relations experiences. Jureidini 

(1999) argues that the behaviour of Rudolph and Jane represents pathological play in 

of arousal do not stop play (behaviour) result in repetitive 

play. The excitement of the play is pursued to distract the player from painful 

the of play is seen as being 

essential in the geneSIS and maintenance of this disorder. The high levels of anxiety 

a rep,etltwe 

in both ofthese parents to continue acting in potentially harmful and 

towards their children. 

appears to be more nature of a as opposed to 

being a form of pathological play. Furthermore Jureidini (1999) does not give an 

account of the nature of these experiences which to 'pathological 

of play'. 
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Schreier and Libow's (1993) argument that the perpetrator's relationship with the 

doctor, which is to the development and ofMSP, is rooted the 

perpetrator's own sense of rejection and abandonment, particularly paternal 

abandonment, is partially supported by the case material. As mentioned above, both 

<t'Io"' .. ,,. ..... '" had a relationship with their own fathers which was dominated by abuse, 

a sense of inadequacy in relation to paternal expectations. Thus their 

behaviour could regarded as a perversion of mothering, whereby both Rudolph and 

Jane developed a n .. r" .. r'~.. s~ldomasoc;hIstIc, distant and ambivalent relationship with 

the medical a powerful symbol that is both loved and feared. IS 

demonstrated by their dependence on the medical system, as well as their attempts to 

full the medical Rudolph and Jane's behaviour can be regarded as a 

perversion in that the abusive behaviour can be seen as an attempt to rectifY and 

rp"tlPncrp whilst at the same keeping out of consciousness the traumatic 

eXIJiemmCC~s they had as children (Schreier & Libow, 1993). 

Schreier and Libow (1993) see the perpetrator's behaviour as being rooted the 

Oedipal of development and as relating to a non-psychotic mode 

where and reality coexist. This could account for Peter's father's 

preoccupation with son's urogenital system and may to Rudolph's own 

of castration anxiety the Oedipal phase of development. son to 

repeated can be seen as a re-enactment ofhis relationship with 

his own father, where castration anxiety was a prominent feature. 

Although this partially explains the treatment of the child in MSP, it does not appear 

to account fur the extent of the disturbance which can be seen as being more rooted in 

pre-oedipal relationships where the relationship with the mother is paramount 

(Polledri, 1996; Weldon, 1988). In experience mothered she was not 

treated as a separate person with her own needs, she was treated as a part object, as an 

important (involved in taking care of her sick mother), unwanted yet unidentifiable 

part of her parent's lives. was unable to being separate 

from her parents' lives and her own attempts at separation had failed. Rudolph's 

mother did not protect him from his father's attacks and Rudolph needed to support 

mother at the expense of himself. This could have resulted in of 

inadequacy as well as an intense hatred for the people who had inflicted this on them 
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and on whom they were so dependent. This is consistent with Polledri's (1996) and 

Weldon's (1988) conceptualisation ofMSP as a perversion of mothering whereby the 

act is towards the their own bodies or objects which see as their own 

creations, namely their VUI.}""''''. 

conclusion and Rudolph's involved a sense of 

being bad and defective, yet needed. This early object relations set was reactivated 

when they were required to take on the maternal role (Polledri, 1996). The defense 

mechanisms of projection, projective identification and splitting dominate the picture. 

is evidenced in both of the parents' behaviour whereby the chil~ren come to 

TPf"TP'lpnt ill children are presented as in The own 

personality style is dominated by the themes of inadequacy, low self-esteem, inability 

to express emotions, a wish to be cared for by others and an inability to pvr .... "',,.,, 

emotions or Ieeun~~s relationships. l<w1he:nnore both marital partners were absent 

and they had both experienced a sense of inadequacy in their own relationships. 

Through the use of projection the children came to TPt'ITP'l,pnt "".""",.t""rI 

themselves, namely their own vulnerability and neediness (polledri, 1996). The 

children were initially forced to identifY with these projections that they were 

actively made ill or presented as case, John can be seen as complying 

with his mother's behaviour and thus as identifYing with her projections. 

These defense mechanisms characterise the paranoid schizoid phase of development 

where part-object dominate (Klein, theory is useful in 

understanding MSP. normal development to occur it is important that good 

PVt',PT1/"'nl',p.<;1 plreaommate over bad (Klein, 1952). will enable the 

to identifY with the ideal object and develop a belief in the goodness of the 

and the of the object. Jane and Rudolph's early object-relations PV1"1PT1Ipn,:,p<;1 

were characterised by a predominance of negative experiences. This in the 

maint~mance of the primitive defence mechanisms of splitting, projection 

projective identification and their behaviour towards their children is psychotic in 

nature (Polledri, 1996). 

"' ..... 1.,.' .... that MSP is a ... P .... 'p>"".r.'" which a re-enactment 

early parent-child relationship, where inner reality dominates, is supported most 
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the theorists and by the case material this dissertation 1999; 

PoUedri, 1996; Schreier & Libow, 1993; Schreier, 1992; Weldon, 1988; Yorker & 

........... "' .... 1990). Differences to the depth of the disturbance, with some au1:hors 

seemg MSP as a non-psychotic mode of functioning and being related to paternal 

relationships (Schreier & Libow, 1993) whilst others argue that MSP is related to a 

psychotic mode with its pre-oedipal relations where 

part-object relations predominate (Polledri, 1996; Weldon, 1988). Polledri's (1996) 

and Weldon's (1988) conceptualisation ofMSP as a perversion of mothering which 

has its roots in pre-oedipal relations where part-object relations dominate, appears to 

more adequately account the parents treatment of their children. 

6.4 

Jureidini's (1999) notion ofMSP as a form of pathological play makes a valuable 

contribution to our understanding of the reality avoidance present in the perpetrator, 

the repetitive nature of the behaviour and the use ofthe infant/child as a prop in the 

development of a relationship with professionals and in satisfaction of a narrative. 

According to Wirmicott (1971), children play for pleasure, to express ag~~eS:SlOlt1, to 

master anxiety, to to social contacts, for personality integration 

and to communicate with people. It appears as if the whole notion of play has been 

extended to fit into the conceptualization of pathological play. Jureidini (1999) 

appears to re-phrased theoretical concepts and understandings, which appear to 

be accounted for by Object Relations Theory. 

The notion that reality predominates without any adaptation to ""V?, ...... " 

is useful in understanding MSP. Jureidini (1999) uses Wirmicott's (1971) 

conceptualization of play to reality avoidance m of 

MSP. According to Winnicott (1971) playing occupies a potential space, which is not 

irmer psychic reality, it is outside the individual, but it is not the external world. This 

highlights the precariousness of any form of play in that it occupies space bet'wefm 

that which is perceived and that which is objectively In MSP 

reality predominates without any access to objective external reality and 



Univ
ers

ity
 of

 C
ap

e T
ow

n

according to Winnicott (1971) perpetrator ofMSP would not be perceived as 

'playing' or as having access to his/her creativity. 

According to Winnicott (1971) one of the functions of play is to allow for external 

objective reality to on psychic of the child. Furthermore 

the development of play is dependent on the nature of the early mother-child 

relationship. The good-enough mother is seen as to 'nh· ... rI,n,.."" ... "'~."'A .. ' .... 

reality to the child in a way which parallels the development of the child from a state 

of absolute dependence through to independence (Winnicott, 1990). It is through play 

that reality impinges on the inner world ofthe child. It seems as if Jureidini (1999) 

has confused one of the functions of play, which is to introduce external reality to the 

child, with the nature of play itself which is described as pathological with 

regards to relationship with reality. MSP could thus be regarded as being 

charactenzed by a one ofthe functions of play, the introduction of 

external reality to the individual. MSP would thus appear to be closer to a psychotic 

form of functioning rather than being related to a failure of the mitigating function of 

total of the individual. 

Although Jureidini's (1999) theory offers a useful msight into the perpetrat()r's 

relationship with hislher child/victim and the medical system it appears to extend the 

notion of play as described by Winnicott (1971). Winnicott (1971) regarded the 

mother-child relationship as the initial playground for the child in that it provides a 

potential between baby or joining mother and baby. This early 

relationship is paramount in determining the nature of the child's playas well as the 

child's ability to Initially the mother is to her playing into the child's 

playing and with development she is later able to introduce her own play (Winnicott, 

1971). Disturbance in the area of play between the mother and child could result 

an inability for individual to play in a rel.mc~nsJtnp. 

The development of play can seen as running parallel to the process of separation-

individuation. The nature of the early mother-child relationship in the genesis and 

maintenance of MSP does not form an important part in Jureidini's (1999) theory of 

pathological play. This of emphasis on object-relations and how these 



Univ
ers

ity
 of

 C
ap

e T
ow

n

impact on later development of object relations appears to pervasive throughout 

Jureidini's (1999) explanation of pathological play. 

The notion of aggression in play may helpful in understanding MSP. The mother's 

responses to the child can also be seen as modulating the child's expression of 

aggression. "The child values finding that hate or aggressive urges can be expressed 

in a known environment without the return of hate and violence from the environment 

to child" (Winnicott, 1971, p.149). In a good-enough setting the child will learn 

appropriate and acceptable means of expressing which is again highly 

ael)en.aellt on early Although can be felt as pleasurable it 

is usually tempered by the reaVimagined hurting of someone. In healthy situations 

modulated through play the reality of the object predominates. In MSP there appears 

to have a of play and of early object relations to provide 

opportunities for aggression to be appropriately and acceptably expressed. 

Jane's early object-relations experiences resulted in associating anger with 

violence. Her own anger was not expressed and her aggression towards her parents 

was acted out with the medical system. The reality ofthe 'abuse' towards her son did 

not modulate her behaviour. Peter's father was able to act out his feelings of hostility 

towards his own father through son. hence early 

play experiences did not result in either ofthe perpetrator's learning appropriate and 

acceptable their hostility. 

Another vital function is the integration of the personality. According to 

Winnicott (1971) playing facilitates health and growth and contributes to the 

development of the self. "Play can be seen to link the individual's relation to 

with relation to "''''.'''u ........ or reality" (Winnicott, 1971, 

p. To be creative in world the individual is seen as being able to function in 

a place which from both reality and outer reality to COllnCl(le 

with one another. Thus play is seen as enhancing the of internal and 

and the MSP to a .tUll'." '" 

function of play and hence in the integration ofthe personality and the perpetrator is 

UlUl~Ole to distinguish between objective external reality and inner reality. lureidini 

(1999) appears to be confusing the functions of play with actual play in adulthood. 
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MSP can alternatively be "'''0'11",,11 to be as a result of a failure to adequately master the 

functions of play. 

Play is rooted in the infant's early relationship with the mother, which if good enough 

allows for the development of a is an interplay between personal 

psychic reality and objective reality. Winnicott's (1965) notion of the 

development of the self being based on relational with maternal 

provision appears to more adequately explain MSP. MSP can be seen as being rooted 

in the early mother-child relationship which disallows for the contribution of healthy 

pJay to the development of the personality. Winnicott's (1990) main contribution is 

rooted in his exploration of the mother-child relationship which is argued to 

provide the necessary conditions for the child to become aware ofhis or her 

separateness. It is the mother that brings external reality to the infant. MSP could be 

conceptualized as the development of a based on expectations and 

impingements (Winnicott, 1990). false self can be seen as taking over some 

functions that the has failed to provide 

(Winnicott, 1990). infant can regarded as being a transitional object, 

ofthe mother's .... P'<l1'.{1,.,... yet part of the world. Thus child could 

apart 

perpetrator to deal with frustration as well as try and some ofhislher needs met. 

Play can be regarded as being integral to the development of the self and as running 

parallel to the process of separation-individuation. MSP could be argued as being 

located in the of the functions of play as opposed to being pathological play in 

and 

The perpeU'ators (Rudolph and Jane) early object relationships, which included a 

sense of being a hated, needed, yet unidentifiable part ofthe mother-child union, was 

off and encapsulated only to be reactivated with the birth of the :infunt (Polledri, 

1996). The perpetrator's early object-relations will determine the way which 

he/she perceives himlherself and the objects in hislher world, This focus on the 

mother-child relationship emphasizes importance of early object 

relationships in the genesis ofMSP which can be regarded as a perversion of 

mothering. corresponds with Mahler's theory the 

moves from symbiotic fusion with the mother through the process of separation-
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individuation. MSP the perpetrator remains symbiotically fused with the child. 

Furthennore the perpetrators' experiences with their own mothers were dominated by 

a lack of appreciation of their own seperateness. 

Initially the mother and child are merged in symbiotic union. is no such thing 

as a baby is always a baby relation to a mother (Winnicott, 1971). The 

mother initially adapts herself to the demands of her infant. At this the infimt 

may be regarded as experiencing a sense of omnipotence. Through the of 

separation-individuation the infant develops a sense and of the 

fact that hislher needs are met from the outside world. Through this process, the 

importance of accommodating to the reality principle is paramount. According to 

Winnicott (1971) the holding function ofthe mother will determine the internalized 

images the child has ofhimlherself and the objects in the world with whom he/she 

Confidence in the mother allows for this experience of initial omnipotence a 

"potential space between the mother and baby or joining mother and baby" 

(Winnicott, 1971, p55). The nature of this and child is 

dependent upon the life of the child and the life of the 

mother. In MSP it may be argued that the perpetrator perceives her infant 

subjectively and responds and acts in a way which is by own 

inner reality without any awareness of the objective or external reality. Whether this 

can as a fonn of play is debatable. It appears to be more to a .... uUJ. .... 

in the seperation-individuation process which in itself can be seen as facilitating an 

avoidance of reality. 

Part object relations dominate pre-oedipal relations and the defense mechanisms of 

splitting, projection projective identification predominate. This is consistent with 

Klein's description of the paranoid-schizoid phase of development. Through splitting 

the object is divided into good and bad components in an attempt to protect the good 

from the bad (Yorke, 1967). Splitting dominates the relationship the perpetrator 

develops with the doctor who is both idealized and devalued in his attempts to 

diagnose treat untreatable illnesses. Projective identification dominates the 

perpetrator's treatment of the child victims who are initially forced to identifY with 
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the perpetrator's projections. children thus come to repiresent children 

The argument that the perpetrator gets some of her needs met vicariously 

through presenting her children as is evidenced the case ...... ",1"", ... <1 Plres~:nte~d 

this dissertation. 

MSP the anxiety or ... u,,, .... """'" can be re~~ar(lea as 

being too overwhehning and therefore resulting in a repetitive need to engage in MSP 

behaviour in an attempt to master anxiety. Whether this behaviour can be related to a 

form of play is questionable. It is through play that the child to master anxiety 

and therefore MSP can be regarded as being rooted in the failure of one of the 

tuIJlct14:ms of play, to master The behaviour is motivated by a need to 

avoid painful memories/ideas, probably conceived in the mother-child relationship. 

This is consistent with Schreier and Libow's (1993) notion ofMSP as a np.l"'Vp.1r<;;;lCln 

whereby the behaviour has to be rep,eat(:a to keep traumatic eXl)erllenlc:es out of 

conscIOusness. perpetrators in the cases presented had experiences in their own 

parental relationships which were dominated by abuse, abandonment and rejection. 

Jureidini's (1999) explanation that the compulsion to play is to avoid pain in with 

other psychodynamic explanations of a perversion. The child's object relations 

would the way which the child and later the adult would treat the objects in 

his/her life. Jureidini's (1999) notion of play can be seen as placing all play in the 

object relation's arena. Jureidini (1999) can thus be seen as conceptualizing all 

relationships as a form of play. 

The use of the child as a prop appears to be a good way of expressing the nature ofthe 

relationship the perpetrator develops with the professional system. Jureidini's (1999) 

notion not take into account that the motivation for this is grounded 

in the perpetrator's early parent-child nature of this relationship 

highlights the perpetrator's fear of intimacy and ability to express hostility and 

nurturance through the relationship they develop with professionals. The 

treatment of the child as a part-object, where the mechanisms 

projection, identification and splitting predominate appears to more 

adequately account for the perpetrator's treatment child (Polledri, 1996). 
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In MSP the perpetrator's ability to respond empathically to her infant/child is 

Thus it could be argued that the capacity for concern/guilt is not developed 

in the perpetrator (Winnicott, 1986). may account for the with 

which both the parents in the above-mentioned cases were able to treat their children. 

This to be a more appropriate explanation than Jureidini's (1999) notion of 

disavowal. Through this attack on her child the real needs of the infant are denied. It 

would also appear that the impact of her behaviour on the child is not of concern to 

the MSP mother. In healthy play is a balance between and concern. 

This ability to act ruthlessly towards the child victim is rooted in the early mother 

child relationship there is a lack of differentiation bet'wefm self and other. 

6.5 Conclusions 

Jureidiui's (1999) notion ofMSP appears to adapt understandings of play to fit into 

the notion of pathological play. 

object relations. Through play 

child's ability to play is dependent on early 

child is seen as to master "' .... ,,,.""j'" 

appropriately express ggr'esslon and form social relationships. Object Relations 

Theory, with emphasis on pre-oedipal relations where there is a failure in 

seperation-individuation and part object-relations a more 

adequate explanation ofMSP. MSP can be regarded as a failure in the 'functions' of 

playas opposed to pathological play. object-relations are the 

development of play, the integration of the personality and overall process of 

differentiation between Jureidiui's (1999) theory of pathological play 

does not expand on the importance early object relations. work ofK1ein, 

Winnicott Mahler more adequately MSP and current 

psychodynamic conceptualisations of MSP. From an analysis of the case material 

MSP to more Motherhood can seen as 

resulting in a regression to pre-oedipal functioning where symbiotic fusion 

predominates. 

Primitive ael:en<:e nlechrunsrns, part-object relations, lack of differentiation and a 

perversion of mothering appear to more adequately account for MSP as opposed to 

(1999) of pathological play which adapts concepts borrowed 

Object Relations Theorists. 
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This dissertation some way in highlighting some of the psychological 

processes inherent in MSP. The use of2 cases as opposed to 1 can be seen as 

potentially enhancing the generalisability of the findings to other cases ofMSP. 

Future could look into the psychopathology with 

reference to a case load so that themes identified one case could 

generalized across cases. 

The use of second-hand sources in compiling the case material used in this 

dissertation could be biased in that the interpretation of the material was partially 

on the collation of the data and additional information not 

have been identified. The use of mUltiple sources in the collation of the data can 

seen as reducing some of the potential bias in the procedures adopted. 

Furthermore our understanding ofMSP could be further enhanced through the 

presentation of case material, which explores the psychotherapeutic assessment or 

mtl~rv,entlon with a MSP Much more research is required into the 

term impact on a victim ofMSP. Do victims ofMSP abuse present with MSP 

behaviour adulthood? It is that we an in-depth understanding of the 

long-term psychological/psychiatric sequelae ofMSP abuse. This may have 

implications for developing treatments for MSP as well as informing strategies for the 

prevention of MSP. 
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