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Abstract

Infant mental health is an interdisciplinary professional field of inquiry, practice, and policy that is
concerned with alleviating suffering and enhancing the social and emotional competence of young
children. The focus of this field of practice is supporting the relationships between infants and
toddlers and their primary caregivers to ensure healthy social and emotional development.
Notably, the connection between early life experiences and lifelong health has been well
established in the scientific literature. Without appropriate regulation from a supportive caregiver,
exposure to extreme stressors in early childhood can result in wide-ranging physiological
disruptions, including alterations to the developing brain and immune, metabolic, and
cardiovascular systems. As part of this interdisciplinary team, pediatric primary care clinicians are
in a unique position to incorporate infant mental health practice tenets during their frequent office
visits with infants and toddlers. This article provides pediatric primary care clinicians with an
overview of infant mental health practice and suggestions for the conscious promotion of positive
early relationships as an integral component of well-child care.
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Everything begins in the beginning.
—Layli Maparyan

The term infant mental health encompasses the full continuum of health promotion,
prevention, and intervention that addresses the social and emotional health of infants and
toddlers (Zeanah, Stafford, Nagle, & Rice, 2005). Infants and very young children
experience stress, and it is both the caregiving relationship and environment that shape not
only physical and cognitive development, but just as importantly, the child's emotional
development (Shonkoff, Lippitt, & Cavanaugh, 2000). In this article we define infant mental
health (IMH), discuss the origins of the IMH field and the primary tenets of IMH practice,
describe resources and interventions designed to promote IMH, and advocate for the
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conscious promotion of positive early relationships as an integral component of well-child
care.

DEFINITION OF INFANT MENTAL HEALTH

Zero to Three, a national organization dedicated to research, policy, and practice efforts on
behalf of infants, toddlers, and families, defines IMH as young children's capacity to
experience, regulate, and express emations, form close and secure relationships, and explore
the environment (Zero to Three, 2001). These capacities are best accomplished within a
caregiving environment encompassing family, community, and cultural expectations, and
they are the cornerstone of healthy social and emotional development (Zero to Three, 2001).
Notably, the discipline of IMH considers “infancy” as a developmental stage beginning
prenatally and ending at age 3 years, in contrast to the pediatric health care definition of
birth to 1 year (Zeanah, 2009). Given the vital importance of both the prenatal and postnatal
environment, advocates in the field of IMH maintain that the promotion of mental health in
young children must begin much earlier than birth (Champagne, 2010; Zeanah et al., 2005).
Additionally, the first 3 years of the human lifespan mark a critical time for rapid brain
growth and development (Schore, 2005). During this time children are scheduled for
multiple well-child examinations, which provide opportunities for pediatric primary care
providers (PCPs) to promote IMH, because they are often the first port of entry for an infant
and family into a system of care (Zeanah, 2009).

THE ORIGINS OF INFANT MENTAL HEALTH

In the mid twentieth century, a growing interest in child development and the role of early
childhood experiences sparked a large body of research, providing the foundation for what is
now considered the field of IMH. Anna Freud had a major influence on this movement,
extending classic psychoanalytic theory to include the influence of psychological, social,
and emotional development during childhood (Freud, 1965). The developmental
psychologist Erikson complimented Freud's work, theorizing that healthy development
across childhood occurs within the context of healthy family relationships and cultural
contexts (Erikson, 1950). During this time, the field was also greatly influenced by Bowlby's
(1958; 1969) pioneering work on attachment theory, which promoted an understanding that
primary caregiving relationships lay the foundation for social and emotional development.
Attachment theory was later expanded by Ainsworth, who noted that sensitive and
consistent caregivers had securely attached relationships with their infants, whereas less
sensitive, inconsistent, and unavailable mothers had attachment relationships that were
insecure (Ainsworth & Bell, 1970). Donald Winnicott, a pediatrician and psychoanalyst,
also described the importance of maternal caregiving behavior. Winnicott specifically
described “holding” the child, both physically and within the mind, as an essential
component of maternal care that serves to facilitate the development of early emotional
capacities (Winnicott, 1960).

The term “infant mental health” was first coined by Selma Fraiberg in the 1970s, as she and
her colleagues developed an innovative approach to working with families through
observations of the mother and infant and their interaction with one another (Fraiberg,
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Adelson, & Shapiro, 1975; Shapiro, Fraiberg, & Adelson, 1976). With a focus on
strengthening relationships between parents and children in vulnerable families, the
approach developed in Fraiberg's Child Development Project continues to influence modern
IMH models of prevention, assessment, and treatment (Shapiro, 2009). In the seminal paper
Ghosts in the Nursery, Fraiberg, Adelson, and Shapiro (1975) explored the intergenerational
transmission of attachment disorders and described the influence of past family trauma (or
“ghosts™) on current parenting behaviors. Based on this concept, Lieberman developed
child-parent psychotherapy, a psychoanalytic approach to treating disturbed infant-parent
dyads within the context of the primary attachment relationship (Lieberman, Van Horn, &
Ippen, 2005). Furthermore, Lieberman and colleagues described Angels in the Nursery,
encouraging the use of positive caregiving experiences to help parents overcome past trauma
(Lieberman, Padron, Van Horn, & Harris, 2005).

Many contemporary scholars have continued to develop and expand upon the field of IMH.
Stern, for example, brought attention to the challenges and experiences of transitioning to
motherhood, termed the “motherhood constellation” (Stern, 2006). Zeanah has also been
very influential, editing the Handbook of Infant Mental Health, as well as proposing a means
for diagnosing and categorizing attachment disorders (Boris & Zeanah, 1999; Zeanah et al.,
1997). Fonagy and colleagues have described the role of reflective functioning, or the ability
to recognize the mental states of one's self and others, as instrumental to development in
early childhood. Parental reflective functioning refers to a parent's ability to recognize her
own mental states, as well as the mental states of her child, and has been demonstrated to
have a significant impact on attachment security and IMH (Fonagy, Steele, & Steele, 1991,
Fonagy & Target, 1997; Ordway, Sadler, Dixon, & Slade, 2014; Slade, Grienenberger,
Bernbach, Levy, & Locker, 2005).

THE IMPORTANCE OF RELATIONSHIPS IN EARLY CHILDHOOD TO
HEALTH OUTCOMES

The connection between early life experiences and lifelong health has been well established
in the scientific literature (Friedman, Karlamangla, Gruenewald, Koretz, & Seeman, 2015;
Shonkoff et al., 2012). Starting in the third trimester of pregnancy and continuing through
toddlerhood, the brain undergoes rapid growth, and by as early as 8 weeks of life, infants
develop advanced social and emotional capacities (Chiron et al., 1997; Korkmaz, 2011;
Schore, 2001). Emotional communication between the caregiver and infant, including
mutual gaze, facial expressions, and empathetic vocalizations, serve to promote synchrony
within the dyad, and in turn, self-regulatory capacities within the infant are developed
(Feldman, Greenbaum, & Yirmiya, 1999; Schore, 2005). Throughout the remainder of
infancy, caregivers continue to facilitate social and emotional development by regulating
arousal of the child through sensitivity and attunement to the child's internal states. Although
this synchrony may occasionally be disrupted, the caregiver's ability to actively repair the
relationship helps the infant learn to tolerate brief negative relational experiences (Reck et
al., 2004; Schore, 2005).

Supportive caregiving relationships in early childhood are also crucial for biological
development (Hostinar, Sullivan, & Gunnar, 2014; Shonkoff et al., 2012). Without
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appropriate regulation from a supportive caregiver, exposure to extreme stressors in early
childhood can result in wide-ranging physiolog ical disruptions, including alterations to the
developing brain and neuroendocrine, immune, metabolic and cardiovascular systems
(Danese & McEwen, 2012; Gunnar & Quevedo, 2007; Johnson, Riley, Granger, & Riis,
2013). These biological changes are associated with consequences in childhood ranging
from obesity and growth delay to impaired cognitive, socioemotional, and language skills
(Garner, 2013; Johnson et al., 2010; Wilson & Sato, 2014). Furthermore, these biological
changes can lead to physical and mental health problems in adulthood including alcoholism,
substance abuse, depression, cardiovascular disease, obesity, and diabetes (Garner, 2013).
Thus, by supporting IMH through caregiver-child relationships, PCPs can play an essential
role in laying the foundation for lifelong health.

...by supporting IMH through caregiver-child relationships, PCPs can play an
essential role in laying the foundation for lifelong health.

THE TENETS OF INFANT MENTAL HEALTH CLINICAL PRACTICE

There are three primary tenets governing competent, clinical IMH practice. These include a
strengths-based perspective, approaching assessment and intervention within a relational
framework, and viewing development within a cultural context (Zeanah, 2009). Contrary to
traditional models of mental health practice that focus on symptomatology and impairment
in functioning, IMH places emphasis on the positive attributes and supports inherent in a
family system. With a strength-based perspective, it is the assessment of existing strengths
that drives the plan for mobilization of additional supports and intervention. Careful
cultivation and attention to relationships is the second tenet to effective IMH practice.
Specifically, IMH practice dictates that all levels of relationships (supervisor to practitioner,
practitioner to parent, and parent to child) are interdependent and influence one another
(Weatherston, Kaplan-Estrin, & Goldberg, 2009). The third tenet of IMH involves an
understanding that human development occurs within cultural and environmental contexts.
A child's behavior often changes across different environments, and thus it is important to
remember that a single observation provides only a “snapshot” of the child's overall
behavior and functioning (Zero to Three, 2005). Additionally, IMH professionals must be
aware of the individual experiences, family beliefs, and cultural perspectives that influence
child-rearing practices (Lieberman & Van Horn, 2008).

THE CLINICAL FRAMEWORK FOR INFANT MENTAL HEALTH PRACTICE

Infant mental health is an interdisciplinary professional field of inquiry, practice, and policy
that is concerned with enhancing the social and emotional competence of young children
(Zeanah, 2009). Because of the simultaneous nature of the needs of infants and families,
intervention with this population never occurs in isolation. The identified client is not the
mother, father, or baby, but rather the relationship system (Zero to Three, 2005). When
working with a family, IMH professionals appreciate the parent's experience of the child, as
well as the child's experience of the parent. Additionally, the needs of a family are rarely
restricted to mental health; medical attention, developmental resources, child care, financial
support, and other concrete needs are part of a comprehensive assessment profile (Siegel et
al., 2012). An effective, culturally sensitive assessment can be an intervention in itself,
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because this gives a family an opportunity to give voice to their story, to prioritize their
unique needs, and to recognize the infant as a participant in the relationship (Zeanah &
Zeanah, 2010; Zero to Three, 1994).

Little more than three decades ago, clinicians working with infants and families were limited
in their ability to assess, classify, and diagnose disorders present in the infant and the parent-
infant relational system. In response, a multidisciplinary task force of infant development
and mental health experts was established in 1987 to review evidence and describe
categories of IMH disorders. As a result of this task force, the DC 0-3: Diagnostic
Classification of Mental Health and Developmental Disorders of Infancy and Early
Childhood was published in 1994. The goal of the DC 0-3 was to provide initial
classification criteria to advance professional communication, clinical formulation, and
research. The DC 0-3 was developed to complement existing frameworks such the
International Statistical Classification of Diseases and Related Health Problems (ICD) and
the Diagnostic and Statistical Manual of Mental Disorders (DSM), with an emphasis on
symptomatology and developmental disorders unique to infancy and toddlerhood (Zero to
Three, 1994, 2005).

The purpose of the DC 0-3 is not to label young children with a mental health diagnosis but
to identify and classify disorders in order to provide effective early intervention. The DC 0-3
classification is organized into five descriptive axes to provide clinicians with a
comprehensive diagnostic profile (Figure 1). The DC 0-3 does not require that clinicians
identify a problem within each axis but is intended to serve as a guide for evaluating the
multidimensional aspects of IMH. Most recently revised in 2005, the DC 0-3R retains a
five-axis classification system similar to the DSM-1V (American Psychiatric Association,
1994). Although this five-axis system is no longer present in the DSM-V (American
Psychiatric Association, 2013), the DC 0-3R continues to provide a useful organization
scheme for clinicians in assessing and diagnosing infant mental health problems (Zero to
Three, 1994, 2005). A revised DC:05 (to be released in 2016) will be expanded to include
children from birth to 5 years and will address the changes reflected in the DSM-V (DC:
0-3R Revision Task Force, 2015).

The DC 0-3 is particularly useful for clinicians who care for very young children, because it
allows for individual differences in developmental progression and assessment across
settings and takes into account the infant's role as a participant in relationships. To use the
DC 0-3 effectively, assessment should occur over the course of several weeks and involve
the primary caregiver. Information should be obtained from multiple sources (e.g.,
observation, clinical interviews, and written instruments) and various environmental
contexts (e.g., clinic, home, and community). In addition to considering the child's
relationship with the primary caregiver, clinicians using the DC 0-3 also should consider the
child's relationships within the context of the extended family, child care providers,
community, and culture. With awareness that each infant is unique, this classification system
can be used by clinicians to create a comprehensive developmental profile to identify
strengths, difficulties, and areas in need of intervention within the family system (Zero to
Three, 1994, 2005).
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INFANT MENTAL HEALTH INTEGRATED INTO PEDIATRIC PRACTICE

The American Academy of Pediatrics recommends that PCPs conduct 14 routine screenings
between the prenatal period and 3 years of age (American Academy of Pediatrics, 2014),
providing ample opportunity for universal approaches to IMH screening and intervention.
PCPs have an excellent opportunity to assess for attunement between the dyad, as well as
educate caregivers on strategies to improve the caregiver-child relationship. PCPs are
commonly solicited for advice on developmental-related issues that may lead to IMH
disruptions, such as sleep or feeding disturbances, language abnormalities, or aggressive
behavior, offering an important opportunity for anticipatory guidance or intervention.
Primary care visits also provide an opportunity to identify the needs of the caregiver, which,
in turn, will benefit the child and the caregiver-child relationship. By incorporating the
tenets of IMH into primary care practice, PCPs can play a key role in supporting IMH from
the beginning of life.

Primary care visits also provide an opportunity to identify the needs of the
caregiver, which, in turn, will benefit the child and the caregiver-child relationship.

Aligned with the strength-based perspective of IMH practice, it is essential for PCPs to
identify a caregiver's strengths and empower caregivers to provide supportive, sensitive care.
Beginning early in life, infants respond rhythmically to their mother's voice, imitate their
mother's smiles, and understand their mother's cues (Trevarthen & Aitken, 2001). PCPs can
emphasize the mutual reciprocity that exists between the mother and infant and use the
observation of positive interactions as opportunities for praise. If a caregiver calms her
crying baby, the PCP can praise her efforts and empathize with how stressful it can be to
listen to a crying infant. Simple observations such as, ““Look at how he is looking at you™ or
“You are so gentle with him, he likes that,”” can provide parents with a feeling of confidence
and inspire continued responsive behavior.

IMH assessment and intervention within a primary care setting also should occur within a
relational framework, and pediatric PCPs are in an ideal position to establish an open,
trusting relationship with the caregiver and infant (Zeanah, 2009). The development of these
relationships begins with the clinician's reflective stance: a stance of curiosity, openness,
willingness to listen, and acceptance of differences and uncertainty (Ordway et al., 2014;
Slade, 2005). During an office visit, the PCP can take a reflective stance that includes using
open-ended questions and an active listening style. It may help to wonder with the care-
giver, “I wonder why he is doing that,” allowing the caregiver to consider the motivation or
intents behind the child's behavior. It also can be helpful for the PCP to acknowledge the
challenges of parenthood, allowing caregivers to express their frustrations and anxieties. For
example, if a caregiver is upset that her child is climbing on a table, this response can be
reframed to help the caregiver understand that climbing represents a natural curiosity that is
expected at the child's age, and the PCP can suggest approaches to keep the child safe while
also understanding his or her behavior. This interaction allows the PCP to actively provide
anticipatory guidance and model a supportive interaction while maintaining a positive,
reflective stance. Problem solving, intervention modalities, and goal setting are important
components of IMH practice; however, it is the stance (i.e., the attitude, disposition, value
system, and philosophy) of the PCP that determines the development of the relationship.
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The third tenet of IMH is an understanding that a child's development occurs within cultural
and environmental contexts. To put this understanding into practice, PCPs must carefully
balance their clinical knowledge with the individual experiences, culture, and circumstances
of the caregiver (Lieberman & Van Horn, 2011). For example, family caregiving practices
may lead a new mother to believe that holding her newborn often will “spoil” him. In her
family, care-givers may have learned not to become too attached to their infants, a self-
protective measure resulting from experiences of trauma or loss. In this instance, the PCP
can explore with the mother how her own feelings and intentions fit within her family
culture and beliefs about caregiving. Providing education and fostering the mother's sense of
competence may provide the tools she needs to parent her child differently, or in keeping
with the family culture, other ways of soothing the baby that don't involve frequent holding
could be explored.

In the next section a case study is provided to exemplify the integration of IMH tenets into
pediatric practice. The PCP facilitates a fluid and ongoing assessment of the caregiver's
mental state and the caregiver-child relationship throughout the context of the visit.

CASE STUDY

Angela, a 23-year-old African American woman, presents with her 10-week-old son, Joseph,
for a routine visit. The PCP has formed a relationship with Angela, because she has attended
all her previously scheduled previous appointments.

PCP: “How are you doing today, Angela?”

The PCP begins the visit by asking Angela about her own well being to assess her mental
state. This assessment is particularly important after the birth of a new child or after a parent
has returned to work, because these stressful experiences can elicit many emotions.

A: “I'm fine.”
PCP: “Tell me a little more about how you are feeling.”

The PCP senses an unhappy response from Angela and uses a reflective stance and open-
ended questions to gently explore her feelings. Angela is given the opportunity to open up
about her concerns, and the growing relationship between the mother and the PCP is
enhanced.

A: “I'm just so tired. I've gone back to work and it's really stressing me out. Joseph
seems all right during the day, but he just can't seem to stop crying when | get
home.”

The PCP asks for more details in order to better assess the quality and frequency of the
Joseph's crying, as well as to understand how Angela perceives the crying.

PCP: Can you tell me a bit more about the crying? When did it start? Does
anything help to soothe Joseph?

A: “It started about a week ago. He's fine during the day, but it starts up around 5
pm. It probably lasts for 2 or 3 hours, but it feels like forever. It's not normal. My
friend has a baby the same age and he is fine—he cries a little and then stops. My
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mother-in-law says | am spoiling him by holding him all the time and he needs to
cry itout.”

Based on Angela's tone and expression, the PCP recognizes that this is a very distressing
experience for her. The PCP also recognizes that the advice and experiences of her support
systems are adding to Angela's anxiety.

PCP: “You sound worried about your baby. When you hear about your friend's
baby, how does that make you feel?”

By recognizing Angela's experience, the PCP provides validation and support, and also uses
this opportunity to further explore Angela's emotions.

A: “l feel I am not doing a good job.”

The PCP describes the normality of crying and the developmental pattern of crying to be
expected at this age. The PCP also acknowledges the frustrations of parenthood, and
provides reassurance.

PCP: “Crying is very normal at this age, and all babies are different. Babies have
different temperaments and some may get upset more easily, but that doesn't mean
you are a bad parent. Let me take a look at him to see if he is healthy, and then we
will talk about some ways you can help Joseph when he's crying.”

During the child's physical examination, the PCP observes the interaction between the
mother and infant. The PCP notes whether Angela is attuned and responsive to Joseph's
signals. The PCP notes that although Joseph is not rolling yet, Angela instinctively is aware
that he is active and can potentially fall from a high surface.

PCP: “I'm glad you have a hand on him because | bet he can wriggle—he will be
moving and rolling soon!”

The PCP uses this opportunity to praise Angela for her attentiveness, as well as include
anticipatory guidance. As Angela undresses her baby, the PCP reviews the child's history.
She completes his physical examination, which is within normal limits. Angela expresses
relief that her baby is well.

PCP: “When babies cry it can be very stressful, but there are many things that you
can do to help soothe him. | can see that you are taking good care of him, and that
you two have a special bond. Just look at the way he's looking at you!”

In addition to education and anticipatory guidance, the PCP praises Angela. The PCP
emphasizes the reciprocity of the maternal-child relationship, highlighting how Joseph is
using his mother's face to mirror expression.

PCP: “It's also very important for you to take care of yourself, so that you can take
care of Joseph as best you can. Let's talk about some things that can help you when
you're feeling stressed.”

The PCP discusses with Angela the importance of self-care in order to promote a healthy
caregiver-child relationship. The PCP discusses strategies for stress relief and provides
information on new-mother support groups in the local area. The PCP also uses this
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opportunity to screen for depression, provides anticipatory guidance on the symptoms of
postpartum depression, and encourages Angela to report any symptoms immediately. As the
visit comes to an end, Angela expresses her appreciation and notes that she feels better about
how she is understanding her baby's capabilities, needs, and cues.

CASE DISCUSSION OF INFANT MENTAL HEALTH STRATEGIES

Crying is a common concern of many caregivers and often presents a “portal of entry” for
assessing the caregiver-child relationship. As demonstrated in the case, it is important not
only to determine whether an infant's crying is developmentally appropriate but to identify
how this crying is perceived by the caregiver, because this can have a significant impact on
her level of stress and the way she interacts with her child. This case also demonstrates the
importance of anticipatory guidance; if the expected increase in crying had been discussed at
the previous office visit, the distress related to this developmental change may have been
prevented. Starting the visit with a simple open-ended question such as “How are you?” or
“How is work going?” not only provides the PCP with information about the caregiver but
provides the caregiver with an opportunity to express her feelings or concerns. In contrast, if
the session starts with “What is the problem?” or “What is going on with your son?” the
PCP may miss an opportunity to assess the caregiver's mental state.

A caregiver's ability to facilitate her child's development through supportive interactions is
largely dependent on her ability to regulate her own internal states; however, this task is
often a challenge for care-givers who may display irritability, hostility, or disengagement
toward their child as a result of their own history of depression, psychopathology, or
complex trauma (Schore, 2005; Tang, Reeb-Sutherland, Romeo, & McEwen, 2014;
Lovejoy, Graczyk, O'Hare, & Neuman, 2000; Martins & Gaffan, 2000). Complex trauma
refers to early and ongoing forms of trauma, such as abuse, neglect, or exposure to violence
that occurs repeatedly over time and within family or other close relationships. Symptoms of
complex trauma include an interrelated constellation of posttraumatic psychological
adaptations such as problems with affect regulation, dissociation, negative self-perceptions,
inability to trust, somatic complaints, hopelessness, and despair (Courtois, 2004). Although
the effects of complex trauma can be difficult to recognize in primary care practice, the
resulting impairments to attachment relationships can have a profound influence on later
caregiving abilities (Slade & Sadler, 2013). Thus, it is crucial for PCPs to assess for mental
health risks, because these early traumas can significantly influence caregivers’ abilities to
form healthy relationships with their children. The use of a reflective stance, offering
education and support and providing follow-up care, may help alleviate a caregiver's distress
and prevent a disruption within the caregiver-child relationship. However, some families
may require a more in-depth intervention, such as referral to a home visiting based program,
or treatment for the presence of depression or complex trauma.

RED FLAGS AND INDICATIONS FOR POSSIBLE INFANT MENTAL HEALTH
REFERRAL

In the primary care setting, it often can be challenging to determine if a child's behavior is a
natural variation of normal development or a disruption within the caregiver-child dyad.

J Pediatr Health Care. Author manuscript; available in PMC 2017 January 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Simpson et al.

Page 10

Establishing a relationship with the family and following the child closely over time will
provide further insight into the problem and allow for diagnosis, education, or referral to an
intervention as necessary. To assist PCPs with this assessment, several brief screening tools
are available to assess an infant's social and emotional health (Carter, Briggs-Gowan, &
Davis, 2004). Common screening instruments include the Ages and Stages Questionnaire:
Social-Emotional (Briggs et al., 2012) and the Brief Infant-Toddler Social Emotional
Assessment (Briggs-Gowan, Carter, Irwin, Wachtel, & Cicchetti, 2004). Each of these
screening instruments can be completed by the caregiver in about 10 minutes and scored by
a clinician in 1 to 2 minutes prior to the office visit.

PCPs also must be aware of important risk factors and red flags. Zeanah (2009) describes
four domains that represent red flags with respect to IMH: the infant (e.g., prematurity,
health problems, difficult temperament, developmental delays, and autism spectrum
disorders [ASDs]); parent/caregiver factors (e.g., unwanted pregnancy, history of losses, and
past trauma); dyad relationship (e.g., lack of warmth, harsh handling, and unrealistic
expectations), and environment (e.g., poverty, teenage parents, and a low level of
education). PCPs must assess for these red flags and intervene as necessary topromotelMH
and restore a healthy relationship within the dyad. A number of resources and interventions
are available to support infant mental health, including home visiting interventions, early
intervention programs, and psychotherapy. A list of widely available resources for
clinicians, as well as specific local and national interventions, is presented in the Table.

Characteristics of the infant can provide insight into the child's social and emotional
development and alert the PCP to red flags that require support, increased screening (e.g., to
diagnose ASD), or intervention. Possible red flags in the young child include deficits in
social and communicative function, aggression, anxiety, or the experience of trauma. As
early as 12 months, infants may exhibit behaviors indicative of ASD such as social
impairment, communication deficits, abnormal motor development and sensory processing,
and the emergence of restricted or repetitive behaviors (see Carr & Lord, 2009). It is
recommended that PCPs screen all children for risk of developmental disorders using stan
dardized developmental screeners at the 9-, 18-, and 30-month well-child visits (American
Academy of Pediatrics, 2006). Early identification is critical to the well-being of children
and their families, and comprehensive intervention that includes education and support for
both the child and caregiver is the hallmark of effective programs.

Characteristics of the infant can provide insight into the child's social and
emotional development and alert the PCP to red flags that require support,
increased screening (e.g., to diagnose ASD), or intervention.

Tantrums and defiance can be part of normal toddler behavior, and parents can be advised to
set limits and assist their child with self-regulation skills. However, excessive aggression
that does not improve may require a referral to more specialized care. Anxiety is also a
common behavior in infancy, particularly between 7 to 12 months of age when children
begin to exhibit stranger anxiety. Although many children cling to their primary caregiver
and are fearful of new situations, a referral may be indicated if the child is avoidant of
settings associated with fearful situations, the fear occurs daily, or it is interfering with
regular family activities. In young children, symptoms of posttraumatic stress may occur

J Pediatr Health Care. Author manuscript; available in PMC 2017 January 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Simpson et al.

Page 11

after a single exposure to trauma, such as a car accident, or repeated events, such as chronic
sexual abuse. Without intervention, young children may regress developmentally, become
very fearful to be alone, or have inappropriate sexual behaviors (Zero to Three, 2005).

A number of caregiver factors also may place infants at risk for disrupted IMH, with
possible red flags including unwanted pregnancy, past or current domestic violence, or a
mental health disorder. The complexities of unintended pregnancy may have long-term
effects on both the mother and child, and thus a reflective stance may allow the PCP to
assess the caregiver's emotions around the child's birth. A caregiver's substance abuse also
may affect a child's health, as well as the caregiver-child relationship. In these cases,
intervention is often required to prevent or address IMH disorders (Suchman, DeCoste,
Ordway, & Mayes, 2012).

IMH INTERVENTIONS AND PROGRAMS

As noted previously, two early IMH interventions have provided a framework for practice
across many disciplines in the field: infant-parent psychotherapy (IPP) and child-parent
psychotherapy (CPP; Fraiberg et al., 1975; Lieberman & Van Horn, 2008). Several themes
inherent in both IPP and CPP have become core principles of the way clinicians work with
infants and families today. Revealing the baby's voice to the parent, conjuring the “ghosts”
or unresolved conflicts from the parent's past, narrating experience, using language to
describe feelings, meeting families literally where they are (home and community), and
using concrete services (food, clothing, and housing) as a point of entry are integral
components of multiple program models that exist along the promotion, prevention, and
intervention continuum of the IMH field (Lieberman & Van Horn, 2008).

During the past decade, a number of studies have examined the effects of various
relationship-based programs ranging from health promotion to intervention (Figure 2).
These studies have yielded promising outcomes, suggesting that impaired mother-infant
attachment relationships can be repaired and possibly prevented (Moran, Pederson, &
Krupka, 2005; Sadler et al., 2013; Suchman et al., 2012). For example, Sadler and
colleagues (2013) conducted a randomized controlled trial of Minding the Baby, a home
visiting intervention for young, urban, first-time mothers with a focus on enhancing parental
reflective functioning. Results have suggested positive maternal and child outcomes, as well
as a positive impact on the maternal-child relationship (Ordway, Sadler, Dixon, Close, et al.,
2014; Sadler et al., 2013). Additionally, a study by Schechter et al. (2006) found that
clinician-assisted video feedback helped traumatized mothers to imagine the thoughts,
feelings, and intentions of their child, thus allowing less defensiveness and more tolerance of
their child's potential fears and worries.

A number of other resources and programs are available to support IMH at the promotion,
prevention, and intervention levels (see Figure 2). The Circle of Security is a widely used
attachment-based early intervention method designed to help caregivers provide a secure
base/safe haven for their children (Zeanah, 2009). The focus of Circle of Security is to
support the caregiver to be bigger, stronger, wiser, and kind, and to adjust each of these
qualities to suit the child's need in a particular moment or situation. Application of this
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intervention within the context of a trusting, structured relationship helps caregivers to be
more proficient at tuning in to their child's needs (Hoffman, Marvin, Cooper, & Powell,
2006).

The early years are a critical time for human development, and there is almost always an
opportunity for repair. However, although there are an abundance of promising IMH
interventions, the work of IMH is often difficult and can elicit strong emotions from all
persons involved. Thus, reflective supervision is an essential component of IMH programs.
Separate from administrative supervision or clinical problem solving, reflective supervision
refers to regular collaborative reflection between a clinician and a supervisor that allows for
creating a safe, trusting, holding space for the thoughts, feelings, and experiences commonly
experienced by IMH practitioners (Parlakian, 2001; Schafer, 2010).

CONCLUSION

The tenets of IMH practice are a natural complement to pediatric primary care practice. Both
practice frameworks share goals of enhancing caregiver-child relationships, promoting
health, and positively influencing young children's social and emotional experiences.
Because of the complexity of IMH problems in young children, comprehensive efforts from
PCPs are necessary to prevent IMH problems, minimize their effects, and enhance the
competence of young children (Zeanah, 2009). The regularity of routine and acute care visits
during the first few years of life provides numerous opportunities for pediatric health care
providers to promote infant mental health and a positive caregiver-child relationship.
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FIGURE 2.
A pyramid of infant mental health programs.

Health promotion model programs to enhance infant mental health.
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