ABSTRACT: Early recognition of
infant mental health concerns is a
critical first step toward ensuring
optimal outcomes for very young
children at risk for social, emotion-
al, and behavioral disorders. The
family physician is in a crucial posi-
tion to detect these concerns and to
initiate steps to link the family with
relevant resources. Accessing treat-
ment and support remains a chal-
lenge in many communities, but
awareness about the importance of
early intervention is increasing and
services are gradually being devel-
oped to ensure more equitable ac-
cess. The Alan Cashmore Centre pro-
vides one example of a community-
based approach to addressing risk
in very young children and their
families.

Shelly Phillips, MA, Mary Lee Best, MSW, RSW

Early recognition of infant
mental health concerns

Parents and children both benefit from early identification of infant
mental health concerns and referral to appropriate services.

erotoThree, theNational Cen-
2 tre for Infants, Toddlers, and
Families, defines infant men-
tal health asacontinuum, ranging from
astate affected by social and emotion-
a problems and disordersto complete
social and emotional wellness—an
ability toform satisfying rel ationships
with others and to play, communicate,
learn, and experience the full spec-
trum of human emotions. Infant men-
tal health develops in the context of
family, community, and cultural ex-
pectations for very young children.*
When looking at infant mental
health, theinfant, the caregiver(s), and
the relationship are all involved.
When screening for infant mental
health difficulties, it is important to
consider behaviors (EEIEE ) and risk

factors (EREH) *

Clinical scenario 1

A couple comes into your examining
room with their 5-month-old daugh-
ter. You noticethat the baby sitsquiet-
ly in the car seat throughout the ap-
pointment. Sheinitiatesno eyecontact
with her parentsand the parentsdo not
engage with her. She doesn’t vocalize
or smile, even when you try to engage
with her. Her parents do not express
concern about this. They say “she’'sa
good baby, criesvery littleand likesto
entertain herself.” They are pleased
that she seems to enjoy the TV and
report she likes watching certain

shows. They mention that they try not
to pick her up too much because they
don’t want to “spoil her.” Thereareno
concerns about her physical health
and she appears to be growing well.
The father is an architect and the
mother ison maternity leavefromfull-
time employment as a computer ana-
lyst. Isthereafurther rolefor you asa
physician?

This scenario suggests that there
may beinfant mental health concerns.
At thisearly stage, therisk factorscan
be missed, especially when contact
with the family isbrief and infrequent
and the parentsdo not report concerns.
The family physician isin a crucial
position to detect early signs of infant
mental health problems. The physi-
cianisalsoin agood position to help
because the physician’s perspectiveis
often held in high regard by the pa-
tient. The mother has likely come to
rely on and trust in the physician
through the pregnancy and delivery.

Ms Phillips has worked in the field of infant
mental health for 18 years. Since 1993 she
has been a child and family therapist at the
Alan Cashmore Centre, Vancouver Com-
munity Mental Health Services. Ms Best is
a child and family therapist specializing in
the field of infant mental health with 25
years of clinical experience. Currently, she
is the coordinator at the Alan Cashmore
Centre, Vancouver Community Mental
Health Services.
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The physician may be one of the only
professionals involved in the child’s
early months. In addition to listening
to what the parents are saying, the
physician can take a few minutes to
notice the baby’s social and emotion-
al behaviors and the parent-child
interactions.

Table 1. Behaviors and interactions to

consider when assessing infant mental
health.

Parent behavior

¢ Quality of physical relationship (hold-
ing, face-to-face contact, eye con-
tact, proximity, positioning)

* General mood and affect

* Expressed attitude about the baby
(positive or negative)

Infant behavior

* Predominant mood

* Eye contact with parent and others

* Social initiative and responsiveness

¢ Attachment-seeking behaviors (seek-
ing proximity and contact with parent,
particularly when stressed)

Ability to be comforted or soothed

¢ Developmental progression

Sleep and feeding regulation

Quality and amount of vocalizations

Evidence of curiosity

¢ Range of emotions demonstrated

Parent-child interaction’

* Behavioral quality of the interac-
tion—parent's sensitivity and respon-
siveness to infant cues

Emotional tone of the dyad—feeling
conveyed by this relationship (e.g.,
tense, withdrawn, sad)

Parent's interpretation of the child’s
behaviour—comments made by par-
ent about child (e.g., a mother says
“he’s trying to make me angry” in ref-
erence to her 3-month-old)
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Clinical scenario 2

You have been following this particu-
lar patient prenatally and postnatally.
Sheismarried to an involved partner,
aworking professional. Both parents
appear to have had successful work
histories. The mother has been under
the care of an adult psychiatrist for
morethan 3yearsfor treatment of anx-
iety. The baby is 3 months old and
appears to be meeting devel opmental
milestones, although the mother says
she continues to feel stressed and is
not enjoying her baby yet.

When a mother describes lack of
enjoyment in her baby, it isimportant
to gather more information about her
current life circumstances and rele-
vant history. Inthiscase, the physician
learns that there is ongoing couple’s
conflict, including verbal fighting, a
history of parental mental illness, and

Table 2. Risk factors for infant mental
health difficulties.

Parents with a history of childhood
deprivation/abuse

Parents with a history of mental health
issues (including depression and anxi-
ety)

Parents raised in a family with parental
mental iliness

Parents with a history of relational
problems in general

Parents with a history of
substance/alcohol abuse

Adolescent parents

Unplanned/unwanted pregnancy

Difficult or traumatic birth experience

Conflict/family violence

Limited family/social support

Poor prenatal care

Infant regulation difficulties (sleep,
feeding, under- or over-response to
stimulation)
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lack of social or family supports. |den-
tification of theserisk factors does not
meaninfant mental health concernsare
inevitable, but they do signal aneed for
heightened attunement to the infant’s
social and emotional development.

Three months later you see this
family again. Therearesleep and feed-
ing problems. The baby’s weight has
fallen from the 50th percentile to the
20th. Previous gainsin social respon-
sivenessandvocalizing havebeenlost.
The baby’s affect is flat. The interac-
tion suggests an absence of pleasure.
Themother’s physical handling of the
baby is awkward and tense.

The infant in this scenario now
appearsto beshowing somesocial and
emotional difficulties. What might be
going on in the family? If aphysician
wonderswhether interactions between
parent and child may be of concern,
further explorationiswarranted. Show-
ing interest in the mother’s feelings
about her baby and her new role as
parent will provide an opening for her
to reveal struggles she may be experi-
encing. Undetected parental mental
health concerns, particularly in the
context of social isolation, are signif-
icant risk factorsfor theinfant’ssocial
and emotional development, includ-
ing the development of a secure at-
tachment with the parent.

Community referrals
If a physician becomes aware of wor-
risome behaviors and risk factors, as
inclinical scenarios 1 and 2, itisim-
portant to consider areferral to acom-
munity professional who can address
broader infant mental health concerns.
For example, in clinical scenario 2, it
would be appropriate to explore op-
tions such as marital therapy, adult
psychiatry for both parents, and par-
enting education.

Currently, not all communities
have equal access to infant mental
health services. In most communities



throughout BC, specialized treatment
services for high-risk infant popula-
tions (age 0-5) arelimited. Physicians
identifying concerns in the early
stagesof achild’sdevelopment can be
challenged to find resources within
their communities. The community
health nurse is the one resource con-
sistently available throughout BC.
The nurse can play a pivotal role in
identifying early concerns, collabo-
rating with the physician, and linking
with available resources.

In Vancouver, one specialized re-
sourceistheAlan Cashmore Centre, a
multidisciplinary early childhood
mental health service offered through
Vancouver Community Mental Health
Services. Assessment and treatment
servicesfocusonthechild’ssocial and
emotional development in the context
of family relationships. Referrals to
the Alan Cashmore Centre are made
by both professionalsand parents. The
child must be under age 5, the parent
must be able to identify some treat-
ment goals, and the child must be
exhibiting social, emotional, or be-
havioral difficulties.

When parental mental illnessis of
concern, professionalstend to refer to
adult psychiatry. However, the mental
health needs of the infant are often
overlooked. Early referrals are en-
couraged so that the social and emo-
tional needs of the infant can be
addressed and a healthy parent-child
relationship can be promoted.

Infant mental health
assessment

Often, a physician will not be ap-
proached about problems until achild
isin preschool, when difficulties with
socialization and regulation become
more evident.

Clinical scenario 3
A patient comes to you with concerns
about her 31/2-year-old daughter. The
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mother reportsavariety of difficulties
that have become worse since the
child started preschool 6 months pre-
viously. The child has little tolerance
for frustration, hits herself and others,
has difficulty with any kind of tran-
sition, and cannot manage within a
group. The child wantsto make social
contacts, but seems to lack the com-
muni cation skillsto besuccessful with
her peers. For example, sherunsup to
hug children and knocksthem over, or
she plays with such single-minded
focus that she appears to be unaware
of the environment around her. She
has no problems with free play, but
anything requiring sustained focus
and structureis astruggle and the end
result is disruptive behavior. The pre-
school is reporting significant behav-
ior management concerns. The moth-
er says she has been concerned for a
couple of years, even though thisis
the first time she is mentioning these
problems.

Clinical scenario 4
A single mother reports growing con-
cernabout her 4-year-old son, who she
describes as “ defiant, uncooperative,
physically aggressive, and unfazed by
any kind of consequence.” The moth-
er saysthe childis* running the show”
in the home. She reports having had
ongoing difficulties with limit-setting
since he was a toddler and is con-
cerned that his behavior is becoming
more dangerous (e.g., locking himself
inthebathroom, locking her out of the
house). She cannot take him out shop-
ping or visiting because she is unable
to manage him in public. She reports
feeling increasingly angry with him
and has slapped himin anger onacou-
ple of occasions. The child attends
preschool and there have been no
reports of similar concernswithin this
setting.

In clinical scenarios 3 and 4, a
comprehensive assessment conducted

by achild and family therapist, achild
psychiatrist, or both would be com-
pleted over the course of three or four
sessions. These sessions might occur
in the home, at the centre, or in both
places. A detailed history of the preg-
nancy and the child's development
would bereviewed. A detailed family
history would be taken, with particu-
lar attention being paid to experiences
of loss, trauma, abuse, neglect, or mal-
treatment of the parents as children
themselves. The assessment phase
would include direct observation of
thechild and the child interacting with
the parents. The child would also be
observed in his or her child care set-
ting. Other family and environmental
factors, past and present, would be
explored in an effort to determine
what might be affecting the overall
emotional tone and functioning of the
family. Particular attention would be
paidtoindividual andfamily strengths
aswell asto stressors.

Assessment of the parent-child
relationship looks somewhat different
from assessment of either parent or
infant alone. Attention is paid to the
parent’s early attachment relation-
ships as these are relevant to the indi-
vidual’s own parenting and relation-
ship style. Toward this end, the Adult
Attachment Interview (AAI) might be
used. Thisstructuredinterview, devel-
oped by George Kaplan and Mary
Main at the University of Californiain
1985, identifies experiences of loss or
traumathat the parent hasexperienced
asayoung child. Thishistory isimpor-
tant to identify because it is strongly
linked with disorganized attachment
in the child (disorganized attachment
is discussed on page 117). Disorga-
nized attachment is particularly im-
portant to identify early on asit isthe
strongest predictor for later childhood
mental health disorders.*

The AAl give parents an opportu-
nity to reflect on their childhood
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memories, experiences, and rela-
tionships with their own parents. This
interview can give both the therapist
and the parent insight into how attach-
ment and parenting stylescan berepli-
cated with the next generation, even
when parents are trying to provide a
different experience for their own
children.
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and treatment planning. First pub-
lished in 1994, it was the first devel-
opmentally based system for diagnos-
ing mental health and devel opmental
disorders in infants and toddlers. As
theinfant/toddler version of the DSM-
IV-TR, it utilizes a similar five-axis
system to classify concerns present-
ing not only withintheinfant but with-

A copy of DC: 0-3R is an essential reference
for physicians who see children under 4 in

their practices.

The Working Model of the Child
Interview is another tool often used
during the assessment phase. The in-
terview, developed by CharlesZeanah
and colleaguesat Brown University in
1986, is designed to reveal the par-
ents' perceptions, feelings, motives,
and interpretations of their children
and the parent-child relationship. The
series of questions focus on exploring
the meaning of the child’'s behaviors,
especially from the parent’s point of
view. According to Landy, “Whether
a parent’s perception of her child is
positive and realistic or negative and
distorted, this significantly influences
how sheinteractswith and parents her
child.”®

The Diagnostic Classification of
Mental Health and Developmental
Disordersof Infancy and Early Child-
hood: Revised Edition (DC: 0-3R)?is
aninvaluablereferencefor assessment
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in the parent-child relationship as
well. A copy of thisclassification sys-
temisanessential referencefor physi-
cianswho see children under 4 intheir
practices.

Infant mental health
interventions

In addressing infant mental health
concerns, the parent-child relation-
ship is often the focus of intervention.
Current researchisaddressing theeffi-
cacy of certain interventionsand new,
modified forms of interventions are
emerging. Usually treatment involves
some combination of relational inter-
ventions and parent-infant psychother-
apy, as described below, and referral
to other professionals and agencies.

Relational interventions
These interventions focus on the par-
ent-child interactions in the moment.

Videotaping, coaching, modeling,
video feedback, and infant-led floor
time are all used in this context. Par-
ent(s) and infant are seen together and
thework takesadyadicfocus. Thepri-
mary goals are to promote positive
parenting behaviors, reduce negative
parenting behaviors, increase sensi-
tive attunement to infant cues, and
promote a secure attachment in the
infant. Sessionscan beconducted both
in the family’s home or in a therapy
room with age-appropriate toys avail -
able. Discussion of the parent’s obser-
vations and experience of the child is
intended to create empathy and sensi-
tivity to the child. Psychoeducation is
integral to the work and is included
throughout. Generally, thesetreatment
models range from 5 to 12 sessions.
Examples of dyadic models include
Watch, Wait, and Wonder,® | nteraction
Guidance,” Modified Interaction
Guidance® and Parent Child Interac-
tion Therapy.®

Parent-infant psychotherapy

A component of thework involvesex-
ploring aparent’s relational history—
particularly how thisinfluences hisor
her feelingsabout and responsesto the
infant. Sessionsarealso held with par-
ent and infant together. The presence
of theinfant serves asan incentive for
discussion and provides the therapist
and mother with an opportunity to
observe and understand the parent-
infant dynamics. A focus is main-
tained on the baby through the provi-
sion of developmental information
and advocating for the infant.* Selma
Fraiberg, the originator of parent-
infant psychotherapy, coined the now
familiar term“ghostsinthenursery,”*
which refers to the enduring and un-
recognized influences from the past
that negatively affect current feelings
and behavior as it relates to the rela-
tionship with the baby. Fraiberg de-
scribes the nature of this work most



succinctly: “We move back and forth,
between present and past, parent and
baby, but we always return to the
baby.”* This approach assumes that
the change in the infant will come
about asaresult of changesin the par-
ent.® It is most effective with parents
who have a good deal of insight and
have some interest in exploring his-
torical issues. Watch, Wait, and Won-
der is an example of this kind of
approach. ©

Other professional resources
Advocacy for services and collabora-
tion with involved professionals are
vital when addressing infant mental
health concerns. Case management
involves ongoing assessment of fami-
ly needsand linking with relevant pro-
fessional and community resources
designed to reduce parenting and fam-
ily stress. Additional resources might
include those provided by community
health nurses, adult mental health,
Ministry of Child and Family De-
velopment (MCFD), housing, occu-
pational therapy, child care agencies,
parent groups, and infant develop-
ment consultants.

Conclusions

The field of infant mental health is
relatively new. There is much to be
learned about the most effective pre-
vention and treatment approaches.
It is important to ensure services are
equitably available and accessible
across the province. Heightened
awareness of infant mental health is
needed at al levelsof care.

The needs and capacities of the
infant—particularly within the con-
text of the relationship with the pri-
mary caregiver—has become an area
of significant research, yielding much
new information. It isnow well estab-
lished that optimal health for infants
can have a lifelong impact on their
emotional well-being. Continued re-

Early recognition of infant mental health concerns

search will result in increased capaci-
ty to learn more about what kinds of
interventions help build security in a
child and which do not. Thereismuch
to bedoneinthefield and much enthu-
siasm for it.

Many families struggle with sig-
nificant and entrenched challenges
that often persist throughout child-
hood. Family physicians can ensure
that the needs of the child are ad-
dressed inthe critical early years. The
physician is truly the frontline infant
mental health practitioner and isin a
unique position to recognize signs of
difficulties early on. Given the rela-
tionship of trust that most physicians
have developed with their patients,
they have a key role to play in early
identification of problemsand in sup-
porting familiesto accessthe services
they need. Appropriate referral can
help individual s be better parents and
can have an enormous impact on the
long-term mental health outcomesfor
our children and youth.
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