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“PSYCHOTHERAPY AND OBSTETRICS: 

EXPERIENCES FROM AN INTEGRATED LINKAGE” 

 

For over 20 years I have been practising gynaecology, obstetrics, psychosomatics and 

psychotherapy in Birkenfeld. The integration of the different fields hereby is of particular 

importance. 

10 years of clinical practice in obstetric, gynaecological and psychosomatic clinics, personal 

experience in analytical individual and group therapy, body psychotherapy, different schools of 

solution-oriented and salutogenetic methods of therapy provided the background experience. The 

synopsis of the interactions between the physical and emotional development of mother, child and 

couple during pregnancy and birth aroused the  interest in the ISSPM years ago. I have been interested 

in and have been involved in the areas of research of  prevention of premature birth, encouraging 

care during pregnancy, the and psychosomatic accompaniment in pregnancy. I would like today to 

describe an integrated view of this field and a few examples to you. 

Pregnancy, of course with procreation and conception, builds the key point between the 

generations. They lie exactly at the junction between woman and man and between the levels of 

parents and children which, however, revives and recreates all the emotions of the parents with 

respect to their own origins. 

It is in the nature of things that this entails great changes, in the physical and emotional sphere.  

Many are normal changes! Pregnancy is growth. It is an unbelievably dynamic situation. It is 

therefore very important for all those who are concerned with the topics of pregnancy and birth to 

become familiar with all the normal physical and emotional changes that take place during this 

time. With luck everything will run in the "green area". Not every deviation from the norm is 

pathological. A profound knowledge of what is normal makes it possible to recognise individual 

variations and to understand them as an expression of the personal development process. 

A 'green' area implies the existence of a 'yellow' area in both physical and emotional spheres. The task 

of the people caring for pregnant women is to guide the pregnancy as early as possible out of the 

yellow area back to the green.  

 

I want to explain to you now some results of a meeting which ISPPM has held in fall 2007 in 

Heidelberg with the title 'Methodological Levels in Prenatal Psychology'  

extending the interdisciplinary discussion of the diversity of methodology.  

The International Society for Prenatal and Perinatal Psychology and Medicine (ISSPM) has concerned 

itself since 1971 with the emotional life of the unborn. This 20
th

 Heidelberg conference further 

clarified the designation of the different methodological levels in this field, significantly increasing the 

diagnostic and therapeutic ability to act in the field of prenatal psychology, as well as improving 

communication with neighbouring disciplines on a scientific basis.  

Prenatal psychology has developed into an interdisciplinary science for research into the psychological 

aspects of conception, pregnancy and birth, and therapy relating to these. Significant subdisciplines 

are: obstetrics, midwifery, psychotherapeutic self-awareness and reflection, behavioural observation of 

the child before and after birth, (neuro-)biology, developmental psychology, biology, and neurology. 

Subdisciplines include also the evolution of pregnancy and birth, including prenatal and perinatal 

psychotraumatology, cultural studies and others. In addition there are various scientific and practical 

approaches that deal with the research of pregnancy, birth and the early development of the child, 

including particularly the brain.  

Such an interdisciplinary approach is vital because therapeutic or preventive action has to cover every 

aspect of the situation, particularly since the developing child does not yet have any direct means of 

codetermination.  



For this reason prenatal psychology has to develop theoretical and practical competence for all the 

dimensions of prenatal, natal and postnatal situations. Several methodological levels usually have to be 

considered and balanced according to their respective significance. This diversity of methodology may 

sometimes make communication more difficult – particularly with colleagues in medicine, psychology 

and psychotherapy who are oriented to traditional academic concepts of science. 

 

Five methodological levels are important: 

 

1. Quantitative measurement and statistical analysis   

2. Qualitative aspects 

3. Statements based on empathic insight into self-awareness and changes in the therapeutic  

process 

4. Practical experience of midwives, obstetricians and others 

5. Cultural psychological comparison 

 

Over and above this there is a scientific discussion of methodology at a more fundamental level and so 

able to overcome possible polarisation between the social and the natural sciences. This approach has 

in the past again and again challenged the one-sided dominance of the point of view of the fields of 

classical natural science and their methods. Thus, among other things, hygienic standpoints led to the 

rigorous separation of mother and child which in no way met the requirements either of person, nor the 

overall situation. Restrictions here are often certain 'beliefs', whether dealing here with the belief in the 

general significance of a particular scientific finding or the belief in a certain school of thought or an 

authority. For practical competence it is therefore the strengthening of the intrinsic responsibility of 

personal authenticity that is of import. The ways in which this can be developed and furthered are 

essential to the integral methodology.  

From the current results of research in the natural sciences, it becomes clear that statements are 

fundamentally meaningful only with reference to the methodology used (e.g. either wave or particle 

theory). Furthermore, taking into account the diversity of the factors involved in the developmental 

processes demonstrates that linear-causal statements with one-dimensional assignment of cause and 

effect are inadequate. Here, modern developments of non-linear methods are gaining in significance.  

During the conference this topic was addressed by contributors from various fields of work whereby 

enough room was given for quite controversial discussion. This included such central topics as 'the 

relationship between pre- and perinatal pressures and later dysfunction in the life of a person, as well 

as the development of resilience' and 'the effectiveness of therapeutic intervention at verbal, preverbal 

and subtle energy levels'.  

Of special importance for the evaluation of statements at the different levels of methodology is the 

coordination of the interdisciplinary dialogue between all those involved. 

 

In medical and psychotherapeutic practice, competence comes before theory in choosing to intervene 

or not. The results of empirical-quantitative research always have to be balanced with regard to the 

situation in question. Scientific studies can be of great importance in individual cases such as surgical 

operations or the prescribing of necessary medication. The results of trauma, stress and brain research 

constitute an important basis for understanding and therapeutic work. Decisive, however, is always a 

real knowledge and understanding of the condition and sensibilities of the individual person. 

In psychotherapy, what matters is the assessment of complex psychological conditions. Self-awareness 

through one’s own therapy is essential for the doctor or therapist, to be clear about their own identity 

and processes, and about their capacity to judge in therapeutic relationships. In medical-therapeutic 

situations where the applications of empirically based assumptions are to the fore, such as surgical 

operations or internal examinations, the importance of the personal factor can become relative, but still 

remains of significance in the background.  



Here, what matters is the personal reflective responsibility of each doctor or therapist to do justice 

to the needs of the patient and the situation. Especially in the field of gynaecology, obstetrics and 

neonatology, the inclusion of psychosomatic standpoints has proved to be decisive in doing justice 

to the patient and their requirements. Consideration of one's own subjectivity, by means of 

deepened self-awareness through one’s own therapy, is gaining importance. This is evident in the 

strong interest shown by gynaecologists and obstetricians in the psychosomatics of gynaecology 

and obstetrics, as well as by prenatal psychologists and psychotherapists in psychotraumatology, 

assessing and treating prenatal, perinatal and postnatal experiences of people disturbed at a very 

early age and the effects of this in later life. 

 

Methodological application remains inexact when the interdependence of diverse factors remains 

unconsidered.  

In discussing methodology we should differentiate between the field of research and the field of 

practical application. Comprehensibility and objectivity of methods are necessities in research. In the 

field of practice it is always more important to understand the given individual situation and the 

application of methodology relevant to it. On more exact analysis, however, one comes to the 

conclusion that both methodological approaches - research and practice - are equally inexact if they 

leave out of consideration their respective relation to methodology and the infinite diversity of 

affecting factors and their interdependence. The dependence on the interpretation of the data as well as 

practical experience lead to the result that the subjective factor always retains central importance. Any 

statement that claims to be the absolute truth cannot be supported from a methodologically critical 

viewpoint. 

 

Going on with the practical work in this field, this means a real integration of all the five levels into the 

taking care of pregnant women and families: 

 

Additionally to the evaluation of physical findings, which many of you are familiar with, this shows 

the necessity for those who are responsible for maternity care to focus also other aspects according to 

the level 2 (qualitative aspects) and 3 (empathic insight).  

Starting off with the situation of the woman in the beginning and and her well being or not it gives rise 

to questions in case of complaints pathological findings: where are there deviations, where are there 

imbalances in this dynamic, sometimes certainly tension-filled, developmental process? 

 

What kind of imbalances are possible?  

e.g. 

the woman and herself 

the woman and the unborn child 

the woman and the man 

the woman and her other children 

the woman and her work and 

the woman and her family of origin 

 

The dynamics of these pairings of relationships is of course to be understood to work in both 

directions!  

 

But, and this is the good news, where there are risks there is also the chance of development - and 

these have to be used:  

overreaction, feelings of desertion, self-doubt, fear of development, strong ambivalence etc. can 

disappear through appropriate therapeutic help and become integrated into a healthy personal 

development. Yellow turns to green: illness, or red, can be so avoided.  

 



It is possible to differentiate between two forms of psycho-therapeutic intervention in pregnancy: 

1. Primary prevention, i.e. the prevention of illness and 

2. Secondary prevention in the case of pathological disturbances. 

 

Which illnesses can be helped in this way? 

 

• Threatened premature birth  

• Repeated miscarriages 

• Morning sickness  

• Premature contractions / Threatened premature birth  

• Gestosis (Preeklampsia) 

• HELLP-Syndrome 

• Intrauterine growth retardation 

• Breech presentation 

• Overdue birth  

• Inflammation of the breast (after birth) 

 

 

With respect to the second point (repeated miscarriages) I would like to thank my colleague Zeeb from 

the UWH Tübingen for three literature sources which demonstrate the extremely strong healing effect 

of supportive medical treatment (not expert psychotherapy!)  with success rates of 70 to 86 percent 

(Stray-Pederson et al. 1984, Lidell et al. 1991 and Clifford et al. 1997). 

 

The requirements for this are: 

Good medical 

and  

psychodynamic  assessment 

 

Case History 1: 

A 41-year-old woman (5. gravida, 2. para - four previous pregnancies had not gone well (three times 

ending in abortion, once in a dead birth in the 29
th

 week of pregnancy)) filled in the following 

questionnaire about her previous history when applying for short-term psychotherapy:  

 

 

 

1. Emotional problems? 

2. Can you see anything that caused them? 

3. Professional situation?   very tense 



4. Situation of the partnership?   very problematic 

5. Children?     / 

6. Attitude towards father?   dead 

7. Attitude towards mother?   stepmother - no contact 

8. Have you got brothers or sisters?   1 stepsister 

9. Unusual features of your development in  

childhood and youth?    long stays in hospital - boarding school 

10.  What improvement is wished for?  everything, with the birth of my child 

 

This situation would probably set the hair of any psychotherapist or obstetrician (midwife) on end. 

She was a very high-powered, dynamic and deceptively young-looking and attractive women, who 

was however totally focussed on conflict: in her working sphere and her relationship - her business 

partner was also her social partner, the relationship however was virtually at a end, if not ended. Legal 

rows were carried out with vehemence.  

It was possible during the therapy to reduce most of her tensions. This took quite some time. Such 

problem patients are usually treated once a week in the practice. A part of the process of reassurance 

lies in the regular informing about the normal findings in the course of the pregnancy.  

What kind of therapeutic attitudes are helpful in such a situation? It is important to recognise that small 

improvements do constitute an improvement. Many small steps also make up a path. It is not possible 

to anticipate the problems of the next 20 years in a therapy. The goal here was to consider how this 

woman was to get through this pregnancy as best as possible.  

She managed surprisingly well. She acquired resources from friends of both sexes. She was able to 

accept the pregnancy and the coming child. Of course, there was the odd crisis. She had premature 

labour pains and often suffered from severe abdominal pains, but she got over them all. She even had 

to put up with the pain of losing her dog during the pregnancy. But she managed to guide her 

otherwise aggressive and destructive energy away from her people around her into other directions. 

Around the expected birth date she underwent a secondary caesarean operation; that is, the decision to 

operate was made on the basis of the drawn-out progress of labour. Mother and child were both well 

after the operation. 

The method of dealing with pathological results is a particularly important topic, as it is unavoidable: 

during pregnancy there are many findings, and they are not always normal. How are they to be 

classified? It depends on taking an overview and considering to which of the previously described 

colour areas in the end they belong. This then allows the decision as to how to proceed therapeutically. 

This sometimes means that a pathological result is not that important and doesn't have to be given very 

much emphasis. At another time it must be taken seriously but offers the chance to be understood as a 

physical symptom which can give therapeutic hints as to possibilities for improving the living 

situation, internal attitudes or some other psycho-dynamic factors. These can then be pursued as part of 

the therapy.  

 

Case history 2: 

Here you can see the ultrasound picture  

of a woman in the 19
th

 week of pregnancy  

with an obvious crater (funnel)-formation of the cervix 

(neck of the uterus). The closed cervix is 19 mm long, 

normal, according to the literature, would be at least 30 

mm. It shows shortening and softening of the lower 

occlusion of the uterus which demonstrates the danger of 

the amniotic sac pressing down and causing a premature  

breaking of the waters. She came to my practice with a pink hospital admission form. A friend of hers 

who had previously worked in my practice was aware of this concept of dealing with threatened 

premature birth and had told her, "go to him, maybe he can do something about it". The ultrasound 



examination was done at the second consultation. At the first consultation she first of all related her 

story in detail and described her troubles. At this point she was panicking, and wasn't really with it, 

floating, as it were, 10 cm above her chair. The ensuing examination produced not too alarming 

results, and her condition  had already improved by the next consultation  two days later when the 

ultrasound picture was taken. The palpable length of the ectocervix had already increased by half a 

centimetre and she was more with it, floating, as it were, only 8 cm above the chair. We agreed that, in 

view of the improvement in the cervical findings, it was possible to wait for a while. In addition, she 

was prescribed a tried and tested natural healing aroma oil to apply to her abdomen twice a day as well 

as a sickness certificate and the advice to take things easier. 

 

In the film „The first of all worlds“ from Ernst-August Zurborn the concept of the womb was used 

in connection with the Parisian Obstetrician and Haptonomist Dr. Catherine Dolto-Tolitch. Perhaps 

this phrase should be revived to illustrate how pregnant women can carry their children in the 'bowl 

of their pelvis'. I am convinced that, with practice and sharpening of their powers of observation, 

those responsible for maternity care can develop this feeling and ascertain the progress of the 

abilities of women in this respect in the emotional and physical spheres.  

This development was very marked in Mrs. P. The clinical findings and her state of health improved 

steadily, she developed an better feeling for her abdomen and her limitations and four weeks later 

she was even able to work part-time on the basis of a gradual integration, and she gave birth to her 

child absolutely normally 10 days before the estimated date.  

 

Case history 3: 

This picture shows an early stage in a twin pregnancy; 

it is possible to see on both pictures one embryo 

below, above the amniotic sac of the other embryo, 

which would have been visible at a different level of 

the ultrasound picture.  

I knew the woman from two previous pregnancies and 

(home) births, neither of which had been without 

complications (in both cases a difficult detachment of 

the placenta, the second of which had required 

hospitalisation).  

The first ultrasound examination in this third 

pregnancy (in the 7
th

 week) gave rise to the suspicion of a twin pregnancy. The "second amniotic sac“ 

could at this early stage have been simply a small haematoma beside the amniotic sac so that it seemed 

to be better not to mention the suspicion of twins to her at that point of time. Sometimes, it is better to 

wait until a finding is clear. It isn't always helpful to mention something that is not yet proven to be the 

case. Therapeutically it makes more sense not to tell everything unnecessarily, especially when it is of 

no significance.  

 

Here, a few weeks later, the findings were obvious, and it was possible to inform the patient of the 

relieving presence of two placentas. This meant that they were non identical twins and the danger of a 

feto-fetal transfusion syndrome (that is, the blood of one twin is pumped through the other twin thus 

bringing itself in danger) was virtually out of the question. In the meantime she gave birth normally to 

two boys (this time in hospital). She got through the pregnancy very well, having worked for most of 

the time. There was one critical situation when, due to illness and holidays, she had to run her 

department on her own. However, she had the courage to speak to her boss, who was prepared to 

arrange a fast improvement of the situation and evidently appreciated her great willingness to act. 

Maybe the knowledge that a sickness certificate would have been issued in case of need also played a 

positive role. She really is a high-powered career woman, to whom her professional work and her 

independence are very important, but who nonetheless possessed the necessary feeling for her 



perception of being pregnant. The support from her sensitive and ever present husband in looking after 

the family also had a positive effect.  

 

Case history 4: 

Mrs. B. already had two children of five and two-and-half years old. She is a powerful, temperamental 

woman who likes doing social- and part-time work. This was also a case of a twin pregnancy, although 

at more advanced stage. Multiple pregnancies are always special in that they carry the inherent danger 

of premature birth. 

 

This (table) demonstrates the function of the (apparent) somatic area of care. 

 

 

You can see in this table, which was specially developed for twins, the data of both children. The 

frequency of the ultrasound-examinations was certainly not overdone: at the beginning there was a six-

week interval between the examinations, and then a three-week interval, which is allowable in the face 

of the good and even development of both children. It was, however, necessary to confirm this, as only 

exact knowledge that is based on exact measurement of the relevant data can provide the necessary 

certainty that no further action (Doppler-ultrasound, hospitalisation) is required. The woman certainly 

had to struggle to carry two such large children to term, it was really hard and the final days were often 

difficult. Encouragement was necessary here. But she managed very well, both children being 

normally delivered at term, both with a weight of over 2800 grams. The greatest stress came for her 

after the birth. After a couple of weeks she came totally beside herself, but suffering particularly from 

strain. It was obvious how aggressive she was, and how readily she poured all her negative emotions 

over her husband when he came home from work. And there was the problem: if it seems to be 

necessary to wage a marital war, then better not when three-month-old twins and two further children 

of two-and-a-half and five years were present. A year later would have been much better. Both 

partners then took part in counselling. It was possible to achieve a relatively speedy de-escalation of 

the situation. They managed gradually to again become a couple that was able to manage its 

responsibilities together. This developed into regular therapy which allowed both sides to come to 

terms with the different personal contributions from their families of origin and their interaction.  

 



Summary:  

Pregnancy is a phase of great and really deep-reaching changes. These can, of course, be very 

disquieting.  However, the possibility of development, the prospects for further emotional development  

and growth during pregnancy are simply extremely large. Here relationship-oriented somatic 

psychotherapeutic care can substantially improve the physical progress and considerably support 

resilience and the required developmental processes. 
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