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A GROWING BODY of research in the 
rapidly developing field of infant mental 
health is focusing on understanding and 
better managing the effects of maternal 
depression (postnatal depression) 
on the fetus,1 infants2 and children.3 
Borderline personality disorder (BPD) is 
comparatively much less studied, although 
6% of people attending primary care may 
have BPD.4 General practitioners (GPs) 
are likely to see women at the perinatal 
stage with BPD, especially as BPD may be 
comorbid with postnatal depression.5

This infant-focused article describes 
the recent understanding of normal 
infant development and the accumulating 
evidence of the intergenerational effects 
of BPD on children.6 We also highlight 
emerging pathways to help infants in 
families with BPD. A recent article7 
focused on these mother–infant dyads 
from a maternal aspect. 

Infant emotional development 
and parenting  

Infants are keen to interact. Normal, 
full-term infants are ready to explore and 
communicate from birth. When babies are 
days old they will prefer parental smiling 
and cooing with exaggerated emotional 
expression to other forms of interactive 
play. As weeks go by, infant smiling can be 
triggered, the infants’ interactions become 
more explorative, and their intentions more 
visible as they seek novel environments to 
explore. The mother guides her infant with 
her voice and with her reactions to what 
her infant is studying; mother and infant 
both monitor each other through gazing to 
interpret new stimuli: 

Is it safe? 

Should I move towards this new experience 
or person, or hide behind you? 

Can you guide me and let me know 
whether we approve?

This wonderful, innate interactional 
capacity makes infants ready partners in 
transactions, and exquisitely sensitive 
to their first and foremost caregiver, 
preferring human faces and voices, and 
specifically their mothers,8,9 who are their 
main caregiver in most cultures. Fathers, 
grandparents and others increasingly 
have a role as primary caregivers but have 
been relatively little studied so are not the 
primary focus here. 

Helpful concepts for understanding 
maternal BPD and infant relationships 
include:
•	 Winnicott’s10 concept ‘good enough’: 

clinicians need to observe ‘good-
enough’ parenting, which helps children 
with basic physical needs and provides 
emotional safety and care, and with 
consistent limit-setting.

•	 Rupture and repair: Tronick confirmed 
that good-enough mothers will 
tune into their infants sometimes, 
but certainly not all the time, using 
different mechanisms to identify with 
their infant’s needs. They can move 
from ‘rupture’ in the relationship to 
‘repair’ by a variety of mechanisms.11 
They explore strategies for soothing 
the infant, respond adequately and in 
a timely manner, and set rhythms and 
patterns that will give the infant a sense 
of self and agency. Tronick’s ‘still face’ 
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Background
Knowledge has increased regarding the 
developmental needs and capabilities 
of infants, and parental behaviours that 
support optimum infant development. 
Despite a better understanding of the 
emotional dysregulation in borderline 
personality disorder (BPD) and its 
effects on infants, general practitioners 
have had few guidelines for how 
to recognise and help emotionally 
dysregulated mother–infant dyads. 

Objectives
This article focuses on the behaviours 
and needs of infants whose mothers 
have BPD, including knowledge and 
skills for primary care practitioners to 
help these troubled families. 

Discussion
Understanding the adequacy of 
parenting and troubling infant signs, 
such as hypervigilance, can potentially 
lead to either more intervention in 
primary care, including support, 
reassurance, guidance regarding 
development and interaction, and 
enhanced family support or else 
specialist referral for enhanced infant 
care. Infants’ needs are urgent, and 
timely intervention can begin a better 
life trajectory for infant and mother.
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experiments elaborate how a young 
infant quickly learns their good-enough 
mother’s predictable responses, and 
shows alarm when these responses 
are unexpected (www.youtube.com/
watch?v=apzXGEbZht0). If too 
inconsistent in their parenting, BPD 
mothers may not achieve ‘good enough’. 

Several authors have proposed that the 
inconsistencies of behaviours are the 
most challenging for infants.6,12 Maternal 
BPD13 through an infant’s eyes could be 
experienced as confusing and frightening 
(‘inappropriate intense anger or difficulty 
controlling anger’), or stifling (‘frantic 
efforts to avoid abandonment’). 

The documented effects from 
pregnancy to young adulthood 
Retrospective case reviews of women 
diagnosed with BPD in obstetric settings 
found frequent requests for early delivery, 
high comorbidity with substance abuse 
and compromised birth outcomes, 
compared with other births in the 
same hospitals.14,15

Mothers with BPD show differences 
in parenting style from birth onwards,16 
and their infants show the effects of these 
differences:6

•	 By the age of three months, infants may 
cry for longer and may relate differently 
to their mothers,6 and mothers may 
find it difficult to interpret their infants’ 
facial expressions.17,18

•	 By the age of 12 months, when infants’ 
attachment patterns to their caregivers 
can be reliably measured, there are 
higher percentages of ‘disorganised 
attachments’,19 meaning that infants 
respond at reunion with their mother 
without a coordinated strategy to help 
their distress to a brief separation; such 
patterns are known to be associated 
with fear, trauma and inconsistent 
parenting. 

•	 Longitudinal studies6,20,21 show 
intergenerational transfer of 
problems from mother to offspring 
well established in childhood, with 
internalising (often mood changes) and 
externalising (conduct disorders and 
behavioural difficulties) problems.

•	 By the time these children have grown 
up, higher rates of mental illness, and 

BPD in particular, are found, although 
there is insufficient research to quantify 
precisely.6

Observations in the consulting room  
Perinatal mental health clinicians 
working with BPD dyads (personal 
communication) have noted:
•	 The infant may appear hypervigilant 

or stressed. Frozen expressions and a 
limited aptitude to visually explore the 
environment are concerning signs. 

•	 The infant may be ‘glued’ to the 
mother’s face, while the mother glances 
back and forth. The infant seems to be 
attempting regulation of the mother 
rather than vice versa. 

•	 When a mother is overwhelmed by her 
own emotions, her focus is herself and 
her inner turmoil. Gazing at her infant 
may diminish and her narrative is less 
about her infant’s needs and her ability 
to help her infant.

•	 The mother may be hesitant in settling 
her crying infant – she may not have 
skills to settle herself.6,21 At other 
times, she may meet her own needs for 
closeness with intrusive behaviours to 
her infant. Guilt regarding her angry 
outbursts at her infant may colour her 
conversation in the consulting room.

•	 Many women with BPD describe 
painful memories of how they were 
parented, leaving them without clear 
templates of how to optimally parent 
their own infant. 

Infant-focused work with 
mothers with BPD  

The professional’s role is to simultaneously 
understand and help the infant and the 
mother. Infants need general care that is 
adequate and safe, and at least one person 
who is sufficiently attentive to help them 
learn the essential skills of settling and 
emotional regulation. 

The mother’s emotional regulation 
and availability to her infant will be 
augmented by kindly support from her 
caregivers, who focus on her strengths and 
abilities as well as recognising her distress 
and mood swings. 

Infant-focused steps that GPs can take 
include the following:

•	 Undertake a full physical examination 
of the infant, including observation 
of developmental milestones and 
age-appropriate play. Ensure the 
mother’s expectations of her infant are 
developmentally appropriate – many 
parents may lack knowledge about 
how best to help their infant explore 
the world and seek comfort when 
appropriate. The Circle of Security,22 
well known to maternal–child health 
practitioners, offers an excellent 
diagram regarding infant needs to help 
structure this discussion. Questions 
that elaborate on the mother–infant 
relationship can also be useful.23 For 
instance, ‘How are you feeling towards 
your baby?’, ‘Do you have thoughts of 
harming your baby?’, or ‘Did you get the 
baby you expected?’

•	 Assess whether parenting is ‘good 
enough’ for the infant’s needs10 and 
whether onward referral is necessary. 
The five-item FEVAR Scale of Matthey 
and Guedeney24 (Facial expression, Eye 
gaze, Vocalisation, Activity level and 
Relationship with examiner) provides 
a structured framework to think about 
the infant. Each of these five items is 
scored 0 if the infant appears normal 
on this parameter (eg vocalisations are 
heard at an age‑appropriate level in the 
consulting room); 1 if uncertain (for 
instance a physically sick infant may 
be quieter than usual or else crying 
in pain); and 2 if clearly abnormal, 
particularly if problems are noted over 
more than one visit. An infant scoring 
a total of 2 or more out of 10 warrants 
at least ongoing observation and 
reassessment during further work with 
the mother and family, and onward 
infant-focused referral if concerns 
continue. 

•	 If relatively reassured by the above, 
support the mother in what she does 
well. Work with maternal–child health 
services (infant support) and perhaps 
a mental health practitioner (maternal 
support and skills with emotional 
regulation).7 Use ‘interactional 
guidance’25 – encouraging a mother 
to observe and do more of what she is 
already doing well. A strengths-based 
approach with questions that focus on 
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how far the woman has come in her life 
(eg ‘How have you managed so well in 
your life prior to becoming a parent?’) 
provides reassurance, validation and 
support. It will help the mother to know 
she has done the best for her child, and 
that her own issues and past history 
do not have to be repeated. Enhancing 
her infant’s development provides 
scaffolding for the mother, promotes 
her parental competence and thereby 
heightens her self-esteem. 

•	 If mothers are significantly emotionally 
dysregulated, the infant is likely to be 
struggling. The dyad needs further 
help. Consider involving other family 
members to ensure that the woman 
has more support and a break from 
parenting duties, and that the infant has 
other caregivers and experiences. Good 
paid childcare can work well. 

•	 Referrals to a range of services that can 
carry out direct work with the infant and 
mother–infant dyad include:

–– routine child health services 
–– evidence-based therapies for 

the mother’s personality-related 
issues,26 including dialectical 
behaviour therapy

–– super-specialised therapies that 
include helping the mother’s 
emotional dysregulation, sensitivity 
and reflective capacity, as well as the 
dyadic relationship, are currently 
being developed,27,28 and may be 
available in some areas. As the 
maternal oscillations between under-
involvement and over-involvement 
with her infant6 may be particularly 
challenging for the infant, these 
therapies, which help the mother to 
understand and change this style, 
may be useful.29,30 

–– if concerned about infant safety, 
for instance if significant physical 
harm has occurred to infant or the 
mother voices infanticidal ideation, 
notification of child protection 
agencies is necessary. Ongoing verbal 
and emotional abuses are harmful 
to the infant. Acknowledging and 
addressing these issues of safety are 
necessary and can lead to better care 
for the whole family.

When things do not go 
according to plan  

The personality fragility of some women 
with BPD may lead to angry responses if 
concerns about their infant are perceived 
as being critical of their parenting, and 
they may refuse further help, leaving 
the professional with confused and 
angry feelings. 

Infant safety must remain a priority 
alongside sensitive care of the mother.7 
Infants develop rapidly and cannot wait 
indefinitely for good quality parenting. 
Recalling that women want to be the best 
parent they can may be a common focus 
for professional and parent and help to 
move through ruptures in the professional 
relationship to repair. This may enable 
ongoing appropriate care for infant and 
mother together or separately, reaching 
out for the ‘good enough’ for both in these 
challenging situations. 

Key points  

•	 Ensure a focus on both mother and 
infant perspectives.

•	 Ensure appropriate physical and 
emotional infant development. Use 
developmental and interactional 
guidance when parenting is ‘good 
enough’.

•	 Use a strengths-based approach 
to address maternal problems of 
emotional dysregulation openly and 
with understanding, and validating the 
mother's concerns.

•	 Involve other family members. Paid 
childcare may help. 

•	 Refer mother and infant to normal 
parenting services, and local mental 
health practitioners. Two-way 
communication with other services 
is important. 

•	 Consider specialised mother–infant 
services. 

•	 Involve child protection services when 
necessary.
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