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Introduction 

This document has been developed in increasing knowledge and skills with the 0-4 age range within 
the child protection context - one part of a larger professional development process to assist Evolve 
Therapeutic Services (ETS).   

 

It has been designed to provide an overview of Infant and Early Childhood Mental Health in Child 
Protection, with links to important resources and further information. It is not the intent of the 
document to replace formal education, any other forms of knowledge / skill development and most 
importantly not to replace the importance of clinical consultation with senior mental health staff and 
Consultant Psychiatrist. 

 

 

 

Clinicians should obtain clinical consultation with their ETS Consultant Psychiatrists and/or (as 
necessary/suitable) operational line managers, if unsure about content or applicability.  It is 
advisable, and best practice, that ETS clinicians working with consumer aged 0-2 years to seek 
appropriate clinical supervision with an Infant Mental Health supervisor (where available).  The 
importance of clinical and reflective supervision is discussed further within this document. 

Target Audience 

This document has been developed specifically for ETS staff in mind only.  In particular clinical staff 
who will have case management responsibility of infants/children aged 0-4 years old.  The content 
of the document, however is still relevant and informative for others within the program. 

Structure 

The document has been divided into 2 separate sections.  The first section focuses on general 
knowledge of infant and early childhood mental health.  The second section focuses specifically 
infant and early childhood mental health in the ETS context, including assessment and treatment.   

Icons 

To enhance the readers experience and knowledge, is intended that this documented is used as a 
self-paced learning module.  To facilitate the learning experience, allow for easy orientation and 
navigation throughout the document five different icons will be used. Each is a prompt to assist the 
reader and are as follows. 

 

 

 

 

 

 
While no skill development document can be exhaustive, this particular document attempts to 
outline key activities and information required. 
 





1. The Scope of Infant Mental Health 17 

cific infant mental health assessment and in›
tervention techniques. Treatment of already 
identified problems may be focused primar›
ily on changing the infant (Benoit, Wang, & 
Zlotki, 2001), the parent and his or her be›
havior (McDonough, 2000), or the infant›
parent relationship (Lieberman, Silverman, 
& Pawl, 2000). Stern (1995) has argued that 
these different forms of intervention may 
use different strategies and different ports of 
entry into the infant-parent dyad, but all are 
concerned with changing the relationship as 
a way of changing infant behavior and ex›
perience. 

Treatment of established problems is con›
cerned with current resolution of symptoms 
and distress but also with infants’ develop›
mental trajectories. For these reasons, infant 
mental health treatment is concerned simul›
taneously with 

that 

tha

that
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Area Focus Key Theorists 
(in relation to 

infants) 

Object Relations 
Theory 

Interest in the infant’s development through 
relationships and how ‘object seeking’ (the need 
to form social relationships) as a primary 
motivator resulting in internalised representation 
of self, other and ensuing relationship. 

Melanie Klein 
W. Ronald 
Fairbairn 
Donald Winnicott 

Attachment 
Theory 

Development of primary attachment 
relationships; role of secure attachment in 
optimal development; impact of 
transgenerational relationships on optimal 
development. 

John Bowlby 
Mary Main &  
Erik Hesse 
Carol George & 
Judith Solomon 

Developmental 
Psychology / 
Psychopathology 

Infant development: social, cognitive, 
psychological and social-emotional-cultural. 

Ed Tronick 
T. Berry Brazelton 
Dante Cicchetti & 
Donald Cohen 
Charley Zeanah 
 

Neurobiology Influence of genetic and biological contributions 
to optimal brain development; role of social 
environment and attachment in achieving optimal 
brain development; impact of early trauma. 

Allan Schore 
Michael De Bellis 
Martin Teicher 
Bruce Perry 
Stephen Porges 

Systems Theory Functioning of the infant/caregiver dyad and 
family as a system – collectivist and external 
influences on relationships. 

Salvador Minuchin 
Arnold Sameroff 
Urie Brofenbrenner 

Infant Research Infant’s own innate capacity for self-regulation, 
communication, interactions. 

Daniel Stern 
Ed Tronick 

Population  

Mental Health 

Cultural and social factors impacting infant 
development and mental health; risk and 
protective factors; social policies, advocacy. 

Urie Brofenbrenner 
James Mustard 

 

One of the key premises in IECMH is that infants develop in the context of key caregiving 
relationships.  Contemporary approaches conceptualises presenting concerns within the caregiving 
relationship rather than attributing problems to either the individual child or parent.  Furthermore, 
IECMH has been defined as the following: 

• “Multi-disciplinary field of research and clinical practice.  At its core is the recognition that 

infancy is a foundational developmental period (physically, psychologically and socio-

culturally)” (Mares, Newman, Warren, 2011). 

• “the young child’s capacity to experience, regulate, and express emotions, form close and 

secure relationships, and explore the environment and learn.  All of these capacities will 

be best accomplished in the context of the caregiving environment that includes family, 

community, and cultural expectations for young children.  Developing these capacities is 

synonymous with healthy social and emotional development” (Zero to Three, 2001 from 

Zeanah, 2009). 
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Theoretical shifts in IECMH 

Over recent years, a shift as occurred in infant research, from “one-person developmental 
psychology” (that is, focus on the mother, baby, and mother-baby interaction) to a systemic 
approach whereby each individual is part of a wider, more complex system whereby a symbiotic 
relationship exists (i.e. one part or aspect of the system will affect other aspects, and ultimately the 
system or environment as a whole).  A systems perspective on IECMH would therefore consider not 
just the health and function of an infant, but the complex organisation of the whole support system 
(Sander, 2000).  For example, a systemic approach to IECMH may include the infant, caregiver, 
extended family, community, culture, and society as a whole.  Although each of these systems is 
equally complex within themselves, the complex matrix of their component parts are all in direct 
relation to the function of the living system (i.e. infant-caregiver).  A state of coherence - part is 
related to part, part to whole, and whole to part provides the integration or unity essential for the 
optimum developmental outcome for the infant who remains the central focus (Sander, 2000).  
Systems Theory plays a particularly crucial role in IECMH interventions, whereby an all-inclusive 
systemic approach and state of coherence is an essential feature of enduring change in the infant, 
caregiver, environment and society. 

 

Over the past few decades, advancements in the field of neuroscience (including neuro-imaging) 
have further enabled infant researchers and clinicians alike to offer more detailed and integrated 
psycho-neuro-biological models of both normal and abnormal development (Schore, 2001).  
Historically, neuroscience has provided useful insights into both circuitry, and neurochemistry and 
their interface with biological or hereditary/genetic influences on the developing brain (Shonkoff & 
Phillips, 2000).  Consequently, our understanding of concepts such as cognition, emotion, and 
behaviour has been more acute and intricate than ever.  It is recognised that early experiences have 
a direct effect on the growth, development, and circuitry of the infant brain (Perry, 1999; Schore, 
2001; Mares, Newman & Warren, 2011).  Infant brain development is experience dependent, and 
developing neuronal pathways respond to environmental stimulation, whereby the environment is 
represented by the infant-caregiver relationship (attachment) (Mares, Newman & Warren, 2011).  
Hence, the number of positive infant- caregiver interactions is likely to strengthen associated 
neuronal pathways, which act as a buffer against maladaptive brain function and associated 
pathology such as mental illness.    

 

Embracing the bio-psycho-social-cultural model within IECMH, the emergence of mirror neurons 
and “affective neuroscience” whereby interpersonal relationships, subjective experience, and 
examination of the infant-caregiver dyad is dominating current research in IECMH (Siegel, 1999).    
Thus, neuroscience is a critical aspect of IECMH, in both research and clinical work, with the earliest 
intervention serving to reduce rates of maladaptive human behaviour and psychopathology and 
consequently the quality of life for infants, parents and society as a whole.   

 

 

  Key Message: 

Neuroscience (and the impact of trauma on optimal neurological development) 
is one of the most important facets of IECMH. 
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Five Main Principles of Infant Mental Health  

Lieberman (1998) proposed there are 5 main principles of Infant Mental Health that both define and 
transcend specific theoretical frameworks of traditional ‘child and youth’ mental health.  Specifically, 
looking at external behaviours as an expression of inner subjective experiences, and how we as 
infant mental health clinicians frame and undertake interventions. 

 

1. Babies are by nature social creatures. 

They exist and develop in the context of relationships, and their functioning needs is assessed and 
understood within the framework of these relationships. 

 

Babies often have meaningful relationships or multiple attachments to various caregivers who have 
a regular role in their life (e.g. day care providers, parents, kin, foster carers).  This is a mitigating 
factor against relationship ‘ruptures’, and considers the infant as a member of a wider caregiving 
network, which is why committed family and community networks and social supports are critical. 

 

2. Individual differences are an integral component of infant’s functioning. 

Traditional developmental principles are enhanced by each infant having individual differences (e.g. 
culture, temperament, epigenetic factors) influencing an infant’s overall functioning. 

 

3. Every individual exists in a particular environmental context that deeply affects the 
person’s functioning. 

Caregivers are not individual ‘agents’ in shaping their infants.  How an infant is raised has been 
influenced by not only the caregivers experience of being raised, but also by everyday 
circumstances of their lives, the resources to which they have access and the quality of life they can 
provide (from basic safety needs, access to supports services). 

 

Understanding the individual differences within infants needs to consider the psychological and 
sociological configurations created by caregiver’s culture and specific circumstances. 

 

4. Infant mental health clinicians make an effort to understand how behaviours feel from 
the inside, not just how they look on the outside. 

Attunement to subjective meaning of behaviours and external circumstances propels the mental 
health clinician to search for answers which are often psychodynamic in context.  For example: ‘How 
does this 10-month-old feel when she is switched from foster carer to parent without any transition 
time?’ or ‘How does one caregiver feel when arriving home to find me (as the clinician) speaking to 
their partner?’ or ‘How does a 2-year-old feel whilst they are having a tantrum’. 

 

5. Clinician’s own feelings and behaviours have a major impact on the intervention. 

Mental Health Clinicians need to be acutely aware of their own feelings and reactions towards each 
of the family/kin/caregivers involved with the infant we are working with, how we respond to our own 
reactions, and how this could be perceived by said caregivers. 

 



Infant & Early Childhood Mental Health in Child Protection: Core Skills for ETS Clinical Staff  

 

Evolve Therapeutic Service, Queensland Health (Version 1.0 – February 2019)                                                            Page 16 of 81 
 

Parallel processes in therapeutic relationships are always at the forefront of the clinician’s mind, 
which also guides the efficacy of our interventions and changes focus from being on outer 
behaviours ‘what we see’ to ‘what we can and can’t see’. 
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“Every day in a hundred small ways 
our children ask, “Do you see me? 

Do you hear me? Do I matter?” 
Their behaviour often reflects our 

response” 
L.R. Knost 
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‘Normative’ Infant Development 

As a mental health professional, it is useful to have an understanding of normal child development. 
Having a basic knowledge will assist in being able to recognise when an issue may exist, when 
formulating, and providing an intervention. 

 

Development is the term used to describe the changes in an infant/child’s physical growth, as well 
as their ability to learn the social, emotional, behaviour, thinking and communication skills they need 
for life. All of these areas are linked, and each depends on and influences the others.  

 

Overview of Early Childhood Development  

The National Research Council and Institute of Medicine 
(Shonkoff & Phillips, 2000) summarised the underlying 
principles that guide developmental processes into the 
following core concepts.  Consider each of the core concepts 
through an infant mental health lens. 

1. Human Development is shaped by a dynamic and 
continuous interaction between biology and experience 

2. Culture influences every aspect of human development 
and is reflected in childrearing beliefs and practices 
designed to promote healthy adaptation 

3. The growth of self-regulation is a cornerstone of early childhood development that cuts across 
all domains of behaviour 

4. Children are active participants in their own development, reflecting the intrinsic human drive 
to explore and master one’s environment 

5. Human relationships, and the effects of relationships on relationships, are the building blocks 
of healthy development 

6. The broad range of individual differences among young children often makes it difficult to 
distinguish normal variations and maturational delays from transient disorders and persistent 
impairments 

7. The development of children unfolds along individual pathways whose trajectories are 
characterised by continuities and discontinuities, as well as by a series of significant 
transitions 

8. Human development is shaped by the ongoing interplay among sources of vulnerability and 
sources of resilience 

9. The timing of early experiences can matter, but more often than not, the developing child 
remains vulnerable to risks and open to protective influences throughout the early years of 
life and into adulthood 

10. The course of development can be altered in early childhood by effective interventions that 
change the balance between risk and protection, thereby shifting the odds in favour of more 
adaptive outcomes 

 

All children develop at different rates.  Some children are slower than others (developmentally 
delayed) but catch up with time. Other children, however, may have underlying issues that might 
cause continuous delayed development. It is important for these infants/ children to get as much 
treatment (early intervention) as possible. 

 

A great summary of normative child development (0-5 years) has been developed by Dr Harold 
Ireton (Figure 1).  A copy of this can also be accessed here: http://dadsingear.ok.ubc.ca/wp-
content/files/Child-Development-Chart-Handout-DIG-session-4.pdf.  

http://dadsingear.ok.ubc.ca/wp-content/files/Child-Development-Chart-Handout-DIG-session-4.pdf
http://dadsingear.ok.ubc.ca/wp-content/files/Child-Development-Chart-Handout-DIG-session-4.pdf
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Figure 1. Child Development Chart – First Five years by Dr Harold Ireton. (Accessed: 27.06.18) 
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Critical vs Sensitive Periods in Development 

Ground-breaking (albeit macabre) research by David Hubel and Torsten Wiesel (1964) showed that 
if a kitten is deprived of normal visual experience during a critical period at the start of its life, the 
circuitry of the neurons in its visual cortex is irreversibly altered. 

 

In kittens who had one eyelid sutured shut right after birth, when the eyelid was opened again at 6 
months of age, the animals had lost practically all useful vision in the eye that had been sensory 
deprived. Yet recordings of electrophysiological activity in the ganglion cells of the retina of that eye, 
and the lateral geniculate nucleus cells for that eye, showed that these cells’ visual fields were 
normal and functional. It was only the primary visual cortex cells for that eye that showed practically 
no activity. 

 

So technically, the kittens weren’t blind (from a structural or organic cause), but the deprivation of 
stimuli over the 6-month period had resulted in neurons in the visual cortex not ‘firing’, so the kitties 
couldn’t see.  Because Hubel and Wiesel seemed like such compassionate researchers, they 
replicated the results in monkeys.  This opened our eyes (pardon the pun) to what is effectively 
known as a ‘critical period’ in development. 

 

A critical period is a time when it is essential to be exposed to a specific stimulus in order to develop 
normally. It is usually very short in duration with well-defined abrupt beginning and end points.  
Essentially, if environmental input is not present during a critical period, brain development proceeds 
in a maladaptive fashion, and the associated skill acquisition will not appear.  

 

Sensitive periods open a window of opportunity where experiences have a greater impact on 
certain areas of brain development. During sensitive periods, the brain is most likely to strengthen 
important connections and eliminate unneeded ones in a specific part of the brain.  It is a time when 
it is key for an animal to be exposed to a specific stimulus in order to develop optimally.  These 
periods are much more ‘forgiving’ during development, as they begin and end steadily.  During a 
sensitive period, a time when experience has a differential effect on development. 

 

Other experiments in which both eyelids were temporarily sutured shut showed that normal 
development of connectivity in the visual cortex does not depend on the absolute activity of the 
neural pathways from the two eyes, but rather on competition between the relative activities of these 
two pathways. 

 

Figure 2 provides a summary of this information.  Figure 3 provides a visual representation of the 
sensitive periods of brain development in relation to language, social skills, emotional literacy etc. 
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Figure 2. Sensitive period vs Critical periods. 

Source: https://www.slideshare.net/Psyccounting/sensitive-periods-and-experience-dependent-learning-vce-
u4-psych-aos-1-13637930 

 

 

Figure 3. Sensitive periods in early brain development. 

 Source: https://www.newamerica.org/education-policy/edcentral/homevisiting-funding/ 

 

https://www.slideshare.net/Psyccounting/sensitive-periods-and-experience-dependent-learning-vce-u4-psych-aos-1-13637930
https://www.slideshare.net/Psyccounting/sensitive-periods-and-experience-dependent-learning-vce-u4-psych-aos-1-13637930
https://www.newamerica.org/education-policy/edcentral/homevisiting-funding/
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Figure 4 outlines critical periods from conception to birth.  The red coloured bar indicates highly 
sensitive periods when teratogens1 may induce major anomalies. 

 

 

Figure 4. Critical periods in human development. 

Source: https://clinicalgate.com/impact-of-age-on-pharmacology/ 

 

From Conception to Birth: An Outline of Early Brain Development 

Whilst many ETS clinician’s will have a very good working knowledge of early brain development 
from birth, the period of gestation is particularly unique and warrants further investigation.  It also 
serves to give clinicians insight into why the exposure to alcohol, illicit and prescription substances 
and other potential teratogens Including exposure to excessive or toxic stress in utero can have 
significant, if not life changing impacts for a child. 

First Trimester 

The development of the brain begins in the first few weeks after conception (Figure 5). Most of the 
structural features of the brain appear during the embryonic period (about the first 8 weeks after 

                                                 
 
1 Any ‘agent’ that can disturb the development of an embryo or foetus. Teratogens may cause a birth defect in the 

child. Or a teratogen may halt the pregnancy outright. 

https://clinicalgate.com/impact-of-age-on-pharmacology
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fertilization); these structures then continue to grow and develop during the foetal period (the 
remainder of gestation).  

The first key event of brain development is the formation of the neural tube. About two weeks after 
conception, the neural plate, a layer of specialized cells in the embryo, begins to slowly fold over 
onto itself, eventually forming a tube-shaped structure. The tube gradually closes as the edges of 
the plate fuse together; this process is usually complete by four weeks after conception. The neural 
tube continues to change, eventually becoming the brain and spinal cord.  

About seven weeks after conception the first neurons and synapses begin to develop in the spinal 
cord. These early neural connections allow the foetus to make its first movements, which can be 
detected by ultrasound and MRI even though in most cases the mother cannot feel them. These 
movements, in turn, provide the brain with sensory input that spurs on its development. More 
coordinated movements develop over the next several weeks.  

 

Figure 5. Brain Development from conception to birth. 

Source: https://www.consumerhealthdigest.com/brain-health/seafood-and-brain-development.html 

Second Trimester 

Early in the second trimester, gyri and sulci (figure 6) begin to appear on the brain’s surface; by the 
end of this trimester, this process is almost complete.  These are basically fancy Latin words to 
describe the ‘furrowed’ or convoluted folded areas of the cerebral cortex.   The cerebral cortex is 
growing in thickness and complexity and synapse formation in this area is beginning. 

https://www.consumerhealthdigest.com/brain-health/seafood-and-brain-development.html
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Figure 6. Image of Gyri and Sulci. 

Source: http://www.meritnation.com/ask-answer/question/what-are-
gyri-and-sulci/biology/556071 
 

Myelin begins to appear on the axons of some neurons during the second trimester. This process – 
called myelination – continues through adolescence. Myelination allows for faster processing of 
information: for the brain to achieve the same level of efficiency without myelination, the spinal cord 
would have to be almost 2.8 meters in diameter. Myelination can be thought of as an insulating and 
protective coating (myelin sheath) around the axon of nerve cells. If the development of the myelin 
or the sheath damaged as a result of teratogens or other agents following birth, the messages 
between nerves (processing of information etc.) can be reduced/impacted upon considerably 
(Figure 7). 

 

Figure 7. Myelin sheath information processing – intact and damaged. 

Source: https://msmosceal.files.wordpress.com/2014/01/picture4.jpg 

Third Trimester 

The early weeks of the third trimester are a transitional period during which the cerebral cortex 
begins to assume many duties formerly carried out by the more primitive brainstem. For example, 
reflexes such as foetal breathing and responses to external stimuli become more regular. The 
cerebral cortex also supports early learning which develops around this time. The third trimester of 
pregnancy is particularly important for the foundational development of the mid brain and stress 
response system.  A significant brain growth spurt occurs during this period, making the developing 
brain especially sensitive to the effects of stress.  Research indicates that high levels of maternal 
corticotropin-releasing hormone during the third trimester can negatively affect optimal foetal brain 
development. 

 

http://www.meritnation.com/ask-answer/question/what-are-gyri-and-sulci/biology/556071
http://www.meritnation.com/ask-answer/question/what-are-gyri-and-sulci/biology/556071
https://msmosceal.files.wordpress.com/2014/01/picture4.jpg
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 Reflect 

Given what we know about the role of brain development throughout gestation, what 
could be some implications to infants born premature, before the important 
structures and tasks are formed? 
 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

  Explore 

For further detailed information about normative child development, and more, click on 
following links: 

 Raising Children Network: Newborn, 0-3 months 

 Raising Children Network: Infant, 3-12 months 

 Raising Children Network: Toddler, 1-3 years 

 Raising Children Network: Pre-schoolers, 4-5 years 

 

http://raisingchildren.net.au/newborns/newborns.html
http://raisingchildren.net.au/newborns/newborns.html
http://raisingchildren.net.au/babies/babies.html
http://raisingchildren.net.au/babies/babies.html
http://raisingchildren.net.au/toddlers/toddlers.html
http://raisingchildren.net.au/toddlers/toddlers.html
http://raisingchildren.net.au/preschoolers/preschoolers.html
http://raisingchildren.net.au/preschoolers/preschoolers.html
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infants and children to theirs and others trauma.  Hence, the intergenerational cycle of adverse 
developmental outcomes continues to permeate Aboriginal and Torres Strait Islander populations.  

 

Therefore, for many Aboriginal and/or Torres Strait Islander children with ETS, their parents or kin 
may have been unable to implement the template of a positive cultural role model due to ‘the 
dominant parenting style’ (i.e. western parenting norms) and the impact of intergenerational trauma.  

 
 

 Reflect 

What are the parenting ‘norms’ in your family and culture, and what are some of 
the parenting ‘norms’ in Aboriginal and Torres Strait Islander families? 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

_________________ 

 Read 

Please read the following article Yeo, S. S. (2003). Bonding and Attachment of 
Australian Aboriginal Children. Child Abuse Review, 12, 292-304. 
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 Key Message  

• The impact of the stolen generations has eroded the confidence of many 
Aboriginal and Torres Strait Islander adults to parent their children, after not 
receiving adequate parenting and nurturing themselves. 

• Intergenerational trauma, grief and loss continues to permeate Aboriginal and 
Torres Strait Islander populations. 

 

 Watch 

Deepen your understanding of differences and similarities in various cultures ideas 
and practices related to infant development, watch "Babies" by Thomas Balmès 
(2010) DVD.  Trailer: 
https://www.youtube.com/watch?v=QkytlvAEE2k&list=PLGeG8kEZAWkoJgK8HfMa11M-
I_Nq3bMde  

 

https://www.youtube.com/watch?v=QkytlvAEE2k&list=PLGeG8kEZAWkoJgK8HfMa11M-I_Nq3bMde%20
https://www.youtube.com/watch?v=QkytlvAEE2k&list=PLGeG8kEZAWkoJgK8HfMa11M-I_Nq3bMde%20
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Developmental Red Flags 

For a number of reason, outlined throughout this document, developmental delays are often 
common in children who have been neglected.  The Child Development Program, Child and Youth 
Community Health Service, Children’s Health Queensland Hospital and Health Service in 
conjunction with Brisbane North Primary Health Network have developed the ‘Red Flags Early 
Identification Guide (for children aged birth to five years): Second Edition’.  This guide is a health 
resource for professionals (including general practitioners, child health nurses, allied health 
professionals and early childhood educators) working with families, to help identify developmental 
concerns early, so families can receive support from the right professionals at the right time.   

 

 

 

 

 

 

 

 

 Read:  

‘Red Flags Early Identification Guide’ (for children aged birth to five years): Second 
Edition (July 2016) 
 
Developed by The Child Development Program, Child and Youth Community Health 
Service, Children’s Health Queensland Hospital and Health Service in conjunction 
with Brisbane North Primary Health Network. 
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Attachment 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source:http://bearinminddoodles.blogspot.com/2016/05/attachment-impact-of-early-relationships.html 

Connection with other human beings and forming a bond is a fundamental need of humans, 
beginning early in life and continuing throughout the lifespan.  Attachment is not only relevant to 
infants but impacts our lives from the ‘cradle to the grave’ because: 

• being connected to others ensures survival both physically and emotionally 

• it allows the brain to stay in a relatively calm state 

• the process of attachment creates relational templates that effect how we view and 
experience relationships and how we view the world throughout the lifespan. 

 

 

 
We cannot explore IECMH without delving into the world of Attachment. 
 



Infant & Early Childhood Mental Health in Child Protection: Core Skills for ETS Clinical Staff  

 

Evolve Therapeutic Service, Queensland Health (Version 1.0 – February 2019)                                                            Page 31 of 81 
 

‘Secure Attachment’  

Patterns of secure attachment is characterised by infants clearly and directly communicating their 
needs and feelings to their care providers.  They have confidence in their caregiver’s willingness 
and ability to meet their needs.  They are able to move all the way around the circle, moving from 
exploration (top of the circle/secure base) to coming in (bottom of the circle/safe haven) for comfort 
and/or protection as needed.  

 

When a caregiver offers a meaningful, attuned and sensitive response to an infant (i.e. responding 
to their cues through talking, gesturing, facial expressions etc.), connections and neural pathways 
are reinforced in an infant’s developing brain.  These “serve and return” interactions form crucial 
foundational templates for development including language, behavioural control, motor skills, 
memory and emotional control and mastery.  

 

Approximately 60% of infants demonstrate a secure relationship with their primary caregiver/s. 

 

Source:http://bearinminddoodles.blogspot.com/2016/05/attachment-impact-of-early-relationships.html 

 

Child: 

• uses the caregiver as a ‘safe base’ to explore the environment 

• seeks the caregiver out in times of distress 

• easily soothed  
 

Caregiver: 

• consistently responsive and sensitive to the infant’s signals 

• consistently responds appropriately to the infant’s ‘needs’ 
 

Developmental Outcome:  

• The infant has increased confidence in their caregiver’s willingness and ability to meet their 
needs. 
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Insecure patterns of attachment are characterised by relationships where the infant cannot rely on 
their caregivers to consistently meet there needs. Below is a quick re-cap of Insecure Attachment 
patterns in infants: Ambivalent and Avoidant. 

Insecure – Ambivalent (Resistant): “wearing your heart on your sleeve” 

A child that has an insecure ambivalent attachment relationship with their primary caregiver tends 
to be characterised by a preoccupation with the caregiver and maintaining the caregiver’s attention.  
The attachment pattern is developed when caregivers provide inconsistent care.  At time the 
caregiver is sensitive and responsive, and other times they are absent or hard to engage – not 
reaching the ideal 30% of sensitive interactions.  Often these children can be difficult to comfort and 
can appear clingy.  As a result, the infant/child is less likely to explore their environment (top of the 
circle) and stays close emotionally and / or physically to the caregiver. 

 

Source:http://bearinminddoodles.blogspot.com/2016/05/attachment-impact-of-early-relationships.html 

Child:  

• Dominance of Attachment over Exploration 
 

Caregiver: 

• Caregiver under-involved when infant distressed and had an expressed need; over-involved 
or intrusive when infant attempts to explore 

• Inconsistently responsive to the needs of the infant 

• Caregiver unavailability/inconsistency stems from responding more to their own needs, as 
opposed to infant’s needs 

 

Developmental Outcome:  

• Heightened Attachment behaviour serves the infant by keeping caregiver close 

• Reassures caregiver that the child will stay close and not leave. 
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Insecure – Avoidant: “Close but not too close” 

A child that has developed an insecure avoidant attachment relationship with their primary caregiver 
tend to be focused on exploration and the environment (top of the circle) because they are less 
confident that their caregiver is available to respond to their need for connection and comfort (bottom 
of the circle).  This attachment pattern is developed when caregivers are repeatedly unable to 
respond to infant’s emotional needs and may become uncomfortable when the infant expresses 
emotions such as distress, fear and / or anger.  Instead of responding to the child’s needs, the 
caregiver dismisses, ignores or punishes the child/s needs and feelings.  The child may also hide 
(miscuing) their attachment needs in order to maintain a relationship with the parent. 

 

Source:http://bearinminddoodles.blogspot.com/2016/05/attachment-impact-of-early-relationships.html 

Child: 

• Close, but not too close, don’t cross the intimacy line 

• Dominance of Exploration over Attachment 

• Hiding or Masking of Feeling 
 

Caregiver: 

• Caregiver models emotions in a restricted range 

• Caregivers purposely do not respond to negative or ‘difficult’ emotions such as emotional 
collapse or tantrum  

• May withdraw from helping during difficult tasks  

• Often unavailable during times of emotional distress.  

• Praise and positive affect is linked to exploration rather than interpersonal exchanges 

• Consistently unresponsive 
 

Developmental Outcome:  

• Infant is less confident that their caregiver is available to respond to their need for connection 
and comfort 

• Avoidant behavior serves the infant by keeping caregiver distant as they are not uncertain 
how to respond to/trust caregivers attempts of connection and comfort. 
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Disorganised Attachment 

A child that has a disorganised attachment with their primary caregiver is often faced with the 
irresolvable paradox of the caregiver being both the source of the child’s fear and the source of 
safety (the safe haven).  This paradox leaves the child feeling chronically afraid and alone with no-
one to turn to.  The infant will often show a combination of ambivalent and avoidant patterns of 
relating to the caregiver.  At times they appear independent, but then will be demanding and clingy 
at other times.  They can appear to approach their caregiver, but finding it hard to do so they can be 
seen to freeze or appear dazed: “I need you, but you can be frightening or frightened, that think I 
have no one to turn to and I don’t know what to do”. 

 

 

Source:http://bearinminddoodles.blogspot.com/2016/05/attachment-impact-of-early-relationships.html 

Child: 

• Acting towards their caregiver with a self-reliant, compliant or caretaking manner  

• Acting in a controlling manner in an attempt to gain safety and predictability 

• Violent anger alternating with feelings of helplessness 
 

Caregiver: 

• Frightening & emotionally unreadable  
 

Developmental Outcome:  

• The infant has no confidence in their caregiver’s willingness and ability to meet their needs. 
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ETS 7 Key Attachment Principles 

For more information in attachment, please enroll and complete the Evolve Therapeutic Services 
Foundations to Attachment course available via iLearn2. The training package outlines 7 key 
attachment principles.  These principles explore both normally developing children and children 
developing under adversity.  The 7 principles (Figure 8) include: 

1. Experiences Build brain architecture 
2. Safe haven and Secure base 
3. Caregiver sensitivity patterns of attachment 
4. Patterns of attachment 
5. Internal working models 
6. Attachment disruptions are traumatic 
7. It’s never too late for attachments   

 

Figure 8. ETS 7 key attachment principles. 

                                                 
 
2 iLearn is one of Queensland Health's Learning Management Systems (LMS), that hosts a large number of role specific mandatory 

education and clinical education packages for the Department of Health and the Hospital and Health Services.  iLearn can be 

accessed 24 hours a day, 7 days a week remotely or via Queensland Health computers, and can be accessible on multiple electronic 

devices. 

Experiences 
build brain 

architecture

Safe Haven & 
Secure Base

Caregiver 
sensitivity

Patterns of 
Attachment

Internal 
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are Traumatic
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Alternative Criteria for Attachment Disorders of Infancy and Early Childhood 

Many leading attachment theorists, such as Charles Zeanah Jnr and Alicia Leiberman, have 
recognised the limitations of the DSM-IV-TR and ICD-10 criteria and proposed broader diagnostic 
criteria. As such an alternative model of attachment disorders has been proposed by Charles 
Zeanah Jnr. and colleagues - one that more closely reflects both developmental research into 
attachment and clinical descriptions of “secure base distortions.”  The work of Charles Zeanah Jnr. 
and colleagues has refined descriptors of attachment disorders in infancy and early childhood, to 
illustrate some of the subtle yet distinct differences displayed by infants from the classic diagnostic 
criteria of ‘Reactive Attachment Disorder’ or ‘Disinhibited Attachment Disorder’.  The descriptors 
offer an assessing clinician a detailed synthesis that reflects developmental and clinical research. 

 

“This disorder occurs in the context of deprivation or maltreatment, including persistent and 
severe parental neglect or documented physical or psychological abuse. The disorder may 
develop when a child has limited opportunity to form selective attachments because of 
frequent changes in primary caregiver(s) or the marked unavailability of an attachment figure, 
as in institutional settings.” (Zero to Three, 2016 p.17). 

 

Charles Zeanah Jnr. and colleagues model delineates three types of attachment disorders: (1) 
Disorders of Nonattachment (similar to DSM and ICD), (2) Secure-Base Distortions, and (3) 
Disrupted Attachment Disorder. Where the psychiatric perspective of a one-person (one-child) 
pathology characterizes the first of these categories, the second and third are intended to capture 
pathology that may exist within a two-person context, pathology that is relationship (attachment) 
specific.  

1. Disorders of non-attachment 

This is categorised by infants who have not developed a clear preference for an identified 
attachment figure.  Common where infants have experienced severe neglect and/or multiple 
changes of caregivers. 

1. With emotional withdrawal 
a. Infant is emotionally withdrawn, unreactive and avoidant of social interaction or 

seeking comfort 
2. With indiscriminate sociability 

b. Infant seeks interaction and comfort from available adults including strangers, showing 
no preference for an identified attachment figure (diffuse attachment relationships). 
May protest and become distressed on separation and/or make inappropriate 
behaviours to incite comfort-seeking.  Common with infants from institutional 
caregiving. 

2. Secure Base Distortions 

1. Attachment Disorder with Self-Endangerment 
2. Clinging/Inhibited Exploration 
3. Attachment Disorder with Vigilance/Hyper-compliance 
4. Attachment Disorder with Role Reversal 

 

Although validation for the disorders of attachment known as secure-base distortions is not well 
established these relational pathologies may be more closely related to what clinicians encounter in 
referred populations. In fact the behaviours described in this category are reminiscent of childhood 
disturbances described by Fraiberg, Adelson, and Shapiro as early as 1975. The presentation of 
these symptoms is observed almost exclusively in the context of a specific attachment relationship.  
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The Self-Endangering sub-type refers to behaviours in which the child impulsively engages in 

exploratory behaviours unfettered and un-modulated by the opposing activation of attachment 
behaviours (e.g. proximity seeking, checking back). Aggression toward the self or caregiver is often 
present, as is significant risk-taking or self-endangering behaviour (e.g. running away from the 
caregiver in a public place, running into traffic, climbing to dangerous heights). Such children 
frequently come from homes where interpersonal violence has occurred and their behaviour 
suggests an attempt to activate the protective instincts of a caregiver who may be preoccupied, 
dissociative, passive, or unavailable in some other manner.  

 

The Clinging/Inhibited Exploration sub-type describes a child for whom the attachment system is 

hyper-activated, to the detriment of the exploratory system. These children stick close to the parent 
but particularly when in unfamiliar settings. It remains unclear at what point such behaviour 
constitutes an actual disorder rather than a temperamental disposition.  

 

The sub-type of Vigilance/Hyper-compliance describes a pattern in which the child is hyper-vigilant 

regarding the caregiver, hyper-compliant with caregiver requests, and emotionally constricted. The 
child impresses as frightened of displeasing or provoking the caregiver. This pattern has been 
previously described as “frozen watchfulness” in the literature on child abuse. 

 

In the Role Reversal sub-type the child is observed to be preoccupied with the caretaking of the 

parent. In a manner that is developmentally inverted, the child seems to take on the responsibility 
of managing the parent’s emotional wellness, providing nurturance, empathy, even protection. In 
studies of children at age 6, role reversed controlling behaviours, frequently with an aggressive or 
threatening quality, were associated with disorganized-disoriented attachment classifications in 
infancy.  

3. Disrupted Attachment Disorder 

This type of attachment, which is not covered under other approaches to disordered attachment, 
acknowledges the centrality and profound impact that results from an abrupt separation or loss of a 
familiar caregiver to whom attachment has developed. The young child's reaction to such a loss is 
parallel to the grief reaction of an older person, with progressive changes from protest (crying and 
searching) to despair, sadness, and withdrawal from communication or play, and finally detachment 
from the original relationship and recovery of social and play activities.  The deleterious effects often 
after the death of a parent and of the attachment disruptions inherent in foster care context.   

 

 Read  

For more information on attachment Disturbance in Infancy, please read Schechter, D. S., 
& Willheim, E. (2009). Disturbances of Attachment and Parental Psychopathology in Early 
Childhood. Child and Adolescent Psychiatric Clinics of North America, 18(3), 665–686.  
 
Source: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690512/ 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690512/
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A brief summary of some behavioural signs of disturbed attachment in young children (adapted from 
Boris & Zeanah, 2005), is outlined below. 

 

Behaviour Adaptive Maladaptive 

Affection Showing affection across a range of 
interactions. 

Lack of affection interchanges across a 
range of social settings, or “promiscuous'’ 
affection with relatively unfamiliar adults. 
 

Seeking 
comfort 

Seeking comfort from a 
discriminated adult caregiver. 

Lack of comfort seeking when hurt, 
frightened, or ill, or comfort seeking in an 
odd or ambivalent manner (e.g., increased 
distress when the child does not seek 
comfort). 
 

Reliance on 
for help 

Willingness to seek help from 
discriminated caregivers when 
problems are too difficult to solve 
alone. 

Excessive dependence on caregiver or 
inability to seek and use supportive 
presence of attachment figure when 
needed. 
 

Cooperation Generally cooperative behaviour 
with caregiver. 

Pervasive lack of compliance with caregiver 
requests and demands as a pervasive 
feature interaction, or fearful 
overcompliance to caregiver instructions 
(“compulsive compliance”). 
 

Exploratory 
behaviour 

Uses attachment figure as a secure 
base from which to venture out and 
explore novelty in environment. 

Failure to check back with caregiver in 
unfamiliar settings after venturing away or 
nearly complete unwillingness to leave 
caregiver to explore. 
 

Controlling 
behaviour 

Little evidence of controlling 
behaviour directed toward 
caregiver. 

Oversolicitous and/or age-inappropriate 
caregiving behaviour by the child toward 
the caregiver, or excessively bossy or 
punitive controlling of caregiver by the child. 
 

Reunion 
responses 

If distressed, seeking comfort from 
attachment figure, or if not 
distressed, establishing a positive 
reconnection through nonverbal or 
verbal communication of positive 
affect or describing what transpired 
to child to separation. 
 

Failure to re-establish interaction after 
separation including active 
ignoring/avoiding behaviours, intense 
anger, or obvious lack of affection, or failure 
to resolve distress engendered by 
separation, or any evidence of disorganized 
attachment behavior. 
 

Response to 
strangers 

Initial reticence about social 
engagement, which is more marked 
in unfamiliar settings. 

Immediate engagement without initial 
wariness, extensive physical contact 
without referencing caregiver, willingness 
to leave caregiver (and go with stranger) 
without protest. 
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Section Two: Infant Mental Health in a Child Protection 
Context – Relevance for Evolve Therapeutic Services  
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Infancy is a period of great opportunity contrasted with great vulnerability.  Infants are also 

undoubtedly our most vulnerable members of society for a multitude of reasons; biological and 

developmental immaturity, limited autonomy, complete reliance on their caregivers to provide a 

safe, secure, supportive, nurturing and nourishing environment and maximising their opportunities 

to optimal development.  Their experiences – relationships, and the things they see, hears, 

touches, smells and tastes – stimulate their brain, creating millions of connections. Following 

conception, this is when the foundations for health, learning, health and behaviour throughout life 

are laid down.34      

These figures continue to highlight that infants and toddlers are for a number of reasons 
disproportionately represented in the out of home care system within Queensland. 

Of additional concern is recent research indicating that, almost one in three infants, who are reunified 
with their biological parents, will return to foster care (Wulczyn, Chen, Collins & Ernst, 2011 from 
Chinitz et al., 2017). 

Outcomes for infants and toddlers in out-of-home care have historically been poor.  They have 
significantly higher rates of medical, developmental and behavioural problems than their peers who 
are not in out of home care resulting from pre- and post-natal stressors on the developing brain and 
neuroendocrine systems (Shonkoff, Boyce & McEven, 2009 from Chinitz et al., 2017). 

Impact of Trauma on Optimal Development 

The literature is overwhelming - exposure to trauma (e.g., abuse, neglect, exposure to violence) 
affects every dimension of an infant’s psychological functioning (i.e., emotional regulation, 
behaviour, response to stress and interaction with others) (Perry, 2002).  Focus on the formative 
role that earlier experiences and exposures can have on later periods of development, both within 
and across individuals, has been a central tenet of developmental sciences for much of their history, 
as has understanding that neither health nor development commences just at birth (Prechtl, 1984). 

Jordan and Sketchley (2009) eloquently remind us of the effects of trauma across all developmental 
domains: 

“Very young infants may be overwhelmed with intense negative emotions, manifesting in 
incessant crying, inability to be soothed, feeding problems, sleep disturbances, hyper-arousal 

                                                 
 
3 https://www.csyw.qld.gov.au/child-family/our-performance/intake-phase/notifications 

4 https://www.csyw.qld.gov.au/child-family/our-performance/investigation-assessment-phase/substantiations 

The proportion of children subject to a notification, by age group, Queensland, 2016-17 indicates 
that the 0-4 age group was the highest represented, with 32% of all notifications2. 
 
According to Department Child Safety, Youth and Women data year ending 30th June 2017, the 
highest percentage of children subject to substantiated physical abuse were the 0-4 year cohort, 
with 36.1% of all cases 3.  
 
According to the Queensland Child Death Case Review Panel Annual Report 2015-16, children 
aged under 12 months were the highest represented group in Child Death cases accounting for 
32% of cases reviewed (Department of Communities, Child Safety and Disability Services 
(2017). 

https://www.csyw.qld.gov.au/child-family/our-performance/intake-phase/notifications
https://www.csyw.qld.gov.au/child-family/our-performance/investigation-assessment-phase/substantiations
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and hyper-vigilance, and intense distress during transitions. Toddlers may experience intense 
separation anxiety, wariness of strangers, social avoidance and withdrawal, and constricted 
affect and play. They are likely to have reduced tolerance of frustration and problems with 
emotional regulation evident in intractable tantrums, non-compliance and negativism, 
aggression, and controlling behaviour. Extreme anxiety may be expressed as new fears, 
constricted and repetitive play, hyper-vigilance, reckless and accident-prone behaviour, and 
fear of body damage. Toddlers may regress and have somatic complaints (Drell, Siegel, & 
Gaensbauer, 1993; Zeanah & Sheeringa, 1996). These traumatic responses can lead to 
unmanageable stress in the infant–parent relationship (Lieberman, 2004).” 

It can be difficult to detect the signs of emotional neglect in children who are not yet able to talk. 
Wotherspoon & Gough (2008) and others have outlined the following broad summary of the 
impact/effects of maltreatment, abuse,  

and neglect on infants and toddlers.  This is by no means an exhaustive list, but highlights some 
symptoms that might point toward emotional neglect (that might also be caused/attributed to other 
factors): 

• Inconsolable crying or excessive tantrums that can’t be explained by colic or illness 

• Unusual passivity or listlessness, such as lack of eye contact or interest (paradoxically, 
babies who have been emotionally neglected are sometimes described by caregivers as very 
“good” babies – it is an important role of the Evolve clinician to be aware of “good” babies 
and mistaking their quiet compliance for mental wellbeing.  Advocacy and educating other 
professionals and key partner agencies around identifying the subtle “less obvious” 
symptoms is a valuable and critical aspect of Infant Mental Health 

• Altered sleep patterns, such as excessive sleeping for the child’s age, or failure to establish 
a developmentally expected sleep/wake pattern 

• Feeding or digestion problems 

• Self-soothing behaviour such as rocking, chewing, head banging, or other odd or repetitive 
behaviour. 

Stress & Defence Behaviours in Infancy and Early Childhood 

Eliciting information around the level of distress an ETS consumer is experiencing can be obtained 
through a variety of ways (self-report, feedback from the care system, neuro-vegetative functions, 
performance, changes in general presentation and functioning etc.).  When faced with the same 
challenges with an infant client (especially pre-verbally), many clinicians are unsure what ‘signs’ tell 
us that the infant is ‘OK’ or ‘Not OK’.  Many distress signals in infants can be challenging to identify 
unless they are so bizarre and/or overt in nature that the physiological and behavioural presentation 
can be overwhelming (for example, primitive responses such as growling, rocking, head-banging). 

It is important for ETS staff to be reminded about some of the more common indicators of distress 
and trauma in infants, which are observable through our physiological states.  Almost like an optical 
illusion, once the ‘invisible’ becomes ‘visible’, the clinician is able to readily identify distress and 
trauma in infants through careful observation and cross-domain collateral information (i.e. carers, 
parents, day care staff) to assist with assessment. 

The following stress/defense behaviours in infancy and early childhood are indicators of processes 
in the Nervous System (specifically Sympathetic, Parasympathetic and Vagal). 
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Parasympathetic Nervous System – Ventral Vagal “Social Engagement” “OK” 

• Ability to relate and connect 

• Circulation to non-vital organs 

• Digestion and intestinal motility 

• Immune response and resistance to infection 

• Connected, safe and oriented to the environment 

• Animated facial expressions including activated/involuntary orbicularis oculi muscular 
contraction (around eyes). 

Sympathetic Nervous System – “Fight, Flight” “Not OK” 

• Increased heart rate and blood pressure 

• Irregular respiration 

• Circulation to vital organs 

• Changes in skin colour (cyanosed, mottled) 

• Hyper-tonicity (fisting, arching) 

• Frequent active gaze aversion 

• Loss of bowel and bladder motility  

• Spitting up, straining, yawning, hiccoughing 

• Tremoring, startling 

• Irritation, frustration 

• Inconsolable crying 

• Sleeplessness 

• Decrease  

• immune response. 

Parasympathetic Nervous System – Dorsal Vagal “Freeze” “Not OK” 

• Fuel storage & insulin activity 

• Increased release of endorphins to help numb pain and raise pain threshold 

• Numbness, shut-down 

• Dissociation 

• Hypo-tonicity (floppiness) 

• Tachycardia and high blood pressure 

• Pupils may be very small or dilated 

• Skin tone may be pale and/or flushed 

• Hyperventilation. 
 

 

 

 

 

 

 

 Explore 

“123 Care:  A Trauma Sensitive Toolkit for Caregivers of Children”.  This resource 
was developed by Neighborhoods Matter/Weaving Bright Futures to provide a one 
page overview of potential triggering events and observable behavioural trauma 
responses (flight, flight, and freeze).   
 
Source: https://srhd.org/media/documents/Poster2017x111.pdf 

 

https://srhd.org/media/documents/Poster2017x111.pdf
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Specific concern related to the infant cohort: Failure to Thrive (FTT) 

Failure to Thrive (FTT) is a term used to describe children under 5 years of age who have poor 
weight gain.  Generally, FTT is described as weight less than the 3rd centile on 2 or more separate 
occasions, or weight which crosses two centile lines over time. 

The following factors have been identified in the literature as contributing to an increased likelihood 
of an infant being diagnosed with FTT: 

Parental Factors  Infant Factors Environmental Factors 

• Substance misuse 

• Family Violence 

• Poor parenting skills and 
knowledge 

• Untreated or poorly 
managed mental health 
issues and stress 

• Parental history of abuse 

• Poor infant-parent bond  

• Premature or low birth 
weight 

• Chronic illness or disability 

• Feeding difficulties or food 
aversions 

• Behavioural or 
developmental problems 

• Lack of pro-social and 
practical supports 

• Poverty 

• Isolation 
 
 
 

 
 
 
 
 
 
 
 

(Block & Krebs, 2005) 

 

Whilst the above indicators or factors have been identified as contributing factors, they are not 
exhaustive.   

The factors listed can increase the risk of infant neglect and FTT due to: 

• Parent/s poor understanding of an infant’s needs and cues, and how to respond to them 

• Parent/s inability to provide appropriate nutrition and stimulation 

• Parent/s previous experience of being parented/poor parental role models/absent parenting 
‘template’ 

• Increased stress when parents are unable to meet or understand the infant’s basic needs 

• Parent/s frustration when attempting to deal with difficult feeding issues or difficultly feeding 
due to illness or disability. 

 

It is important to recognise that whilst there are sometimes underlying medical and or genetic 
vulnerabilities to an infant having FTT, FTT is usually considered more than just a case of a ‘small 
child’, and the complicating psychosocial risk factors including links to developmental and 
psychological delays mean that a FTT diagnosis should be considered salient in the ETS clinician’s 
mind when gathering collateral information.  
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The table below compares normal brain development and the impact of trauma and neglect on 
development. It provides a useful reference for what you might see or observe in the children that 
could signify an issue that may need follow up or referral. 

Age Normal development Indicators of trauma and 
neglect 

Impact of trauma and 
neglect 

0-12 
months  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Anticipates relationship 
through facial 
expression 

• Focuses on face - 
gazes 

• Changes vocalisations 
to communicate 

• Smiles 

• Turns in direction of a 
voice 

• Initiates interactions 

• Participates in 
interactions 

• Communicates with 
expressions, gestures 
and some words 

• Begins to regulate 
emotions 

• Uses carer for comfort 
and can self soothe 

• Reaches for objects 

• Laughs 

• Notices strangers, likely 
to be wary 

• Anxious when 
separated from 
caregivers 

• Sits unsupported 

• May roll over or stand 

• Objects if toy is taken 
away 

• Able to recognise and 
imitate emotion 

• Avoidance or lack of eye 
contact 

• Arching back, inability to be 
soothed or unable to relax 

• Disruption to eating and 
sleeping 

• Limp, displays no interest 

• Loss of eating skills 

• Increased tension, irritability, 
and reactivity - easily 
startled 

• Uncharacteristic crying 

• Increased clinginess 

• Lack of usual 
responsiveness 

• Loss of motor skills 

• Heightened indiscriminate 
attachment behaviour (goes 
easily to strangers) 

• Can appear numb - 
emotionless 

• Tactile disturbances 

• Loss of acquired language 
skills 

• Fight/flight or freeze 
response 

• Severe nappy rash 

• Being hungry 

• Infant doesn’t meet physical 
and development milestones 
and there is no medical 
cause 
 

Malnutrition 

• Failure to grow at 
the rate expected 
for age 

• Behaviour 
changes, irritability, 
anxious and 
listlessness 

Failure to thrive 

• Poor growth 

• Caused by multiple 
factors including 
psychological, 
behavioural and 
parent-child 
interaction factors  

• It can lead to long 
term adverse 
effects including 
developmental 
delay/damage  

 
 

 Read  

For more information regarding Failure to Thrive, please see this document  

Source: 

https://pdfs.semanticscholar.org/37ea/08970bdf06574a98cfc91b55cddf0a2f2798.pdf 

 

https://pdfs.semanticscholar.org/37ea/08970bdf06574a98cfc91b55cddf0a2f2798.pdf
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Age Normal development Indicators of trauma and 
neglect 

Impact of trauma and 
neglect 

1-3 
years  

 

• Enjoys communicating 

• Seeks comfort from 
familiar objects and 
people 

• Expresses more 
intense emotions 

• Doesn’t like to be 
separated from familiar 
people 

• Walks 

• Develops language 

• Likes structure and 
routine 

• Likes to help 

• Can play alone and 
likes to explore 

• May be toilet trained 
 

• Behavioural regression 

• Unable to relax, very 
reactive 

• Disruption of sleep and 
eating pattern 

• Avoids eye contact 

• Unable to be soothed 

• Aggression 

• Tactile disturbances 

• Unusually anxious when 
separated from caregivers 

• Heightened indiscriminate 
attachment behaviour (goes 
easily to strangers) 

• Can appear numb - 
emotionless 

• Loses language skills 

• Sexualised play 

• Insecure or disorganised 
attachment 

• Hyperactivity 

• Unable to manage emotions 

• Increase in resistance to 
parent's directions 

• Cognitive delays 

• Lack of communication 

• Memory deficits 

• Unkempt and unclean hair 

• Involved in serious 
accidents  

• Language delay 
• Delayed physical 

development 
• Delayed socio-

emotional 
development 

• Impaired 
attachment and 
may be 
indiscriminate in 
their social 
interactions 

• Emotional 
difficulties 

• Passive, withdrawn 
or aggressive 
behaviour 

• Shows less 
affection toward 
mother 

• May engage in 
more active 
exploratory 
behaviour 

 

 

  Explore 

For further information refer to the ‘Child development and Trauma’ series developed in 2012 
by the Department of Human Services, Victoria Australia, click on following links: 

 Child Development and trauma guide - Introduction 

 Development trends 0-12 months 

 Development trends 1-3 years 

 Development trends 3-5 years 
 

http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/child-development-and
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/child-development-and
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/development-trends-0
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/development-trends-0
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/development-trends-1-3
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/development-trends-1-3
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/development-trends-3-5
http://www.cpmanual.vic.gov.au/our-approach/best-interests-case-practice-model/child-development-and-trauma/development-trends-3-5
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Eight Things to Remember About Child Development 

When considering the unique challenges faced by many infants and young children who have 
experienced early trauma and/or abuse and neglect, the Harvard Centre of the Developing Child 
has identified 8 things to remember about child development.  These are: 

1. Even infants and young children are affected adversely when significant stresses threaten 
their family and caregiving environments. Adverse foetal and early childhood experiences can 

lead to physical and chemical disruptions in the brain that can last a lifetime. The biological 
changes associated with these experiences can affect multiple organ systems and increase 
the risk not only for impairments in future learning capacity and behaviour, but also for poor 
physical and mental health outcomes. 
 

2. Development is a highly interactive process, and life outcomes are not determined solely by 
genes. The environment in which one develops before and soon after birth provides powerful 
experiences that chemically modify certain genes in ways that then define how much and when 

they are expressed. Thus, while genetic factors exert potent influences on human 
development, environmental factors have the ability to alter family inheritance. For example, 
children are born with the capacity to learn to control impulses, focus attention, and retain 
information in memory, but their experiences as early as the first year of life lay a foundation 
for how well these and other executive function skills develop. 

 
3. While attachments to their parents are primary, young children can also benefit significantly 

from relationships with other responsive caregivers both within and outside the family. Close 
relationships with other nurturing and reliably available adults do not interfere with the strength 

of a young child’s primary relationship with his or her parents. In fact, multiple caregivers can 
promote young children’s social and emotional development. That said, frequent disruptions 
in care and high staff turnover and poor-quality interactions in early childhood program 
settings can undermine children’s ability to establish secure expectations about whether and 
how their needs will be met. 
 

4. A great deal of brain architecture is shaped during the first three years after birth, but the 
window of opportunity for its development does not close on a child’s third birthday. Far from 
it! Basic aspects of brain function, such as the ability to see and hear effectively, do depend 
critically on very early experiences as do some aspects of emotional development. And, while 
the regions of the brain dedicated to higher-order functions—which involve most social, 
emotional, and cognitive capacities, including multiple aspects of executive functioning—are 

also affected powerfully by early influences, they continue to develop well into adolescence 
and early adulthood. So, although the basic principle that “earlier is better than later” 
generally applies, the window of opportunity for most domains of development remains open 
far beyond age 3, and we remain capable of learning ways to “work around” earlier impacts 
well into the adult years. 
 

5. Severe neglect appears to be at least as great a threat to health and development as physical 
abuse—possibly even greater. When compared with children who have been victimized by 
overt physical maltreatment, young children who experienced prolonged periods of neglect 
exhibit more serious cognitive impairments, attention problems, language deficits, academic 
difficulties, withdrawn behaviour, and problems with peer interaction as they get older. This 
suggests that sustained disruption of serve and return interactions in early relationships may 
be more damaging to the developing architecture of the brain than physical trauma, yet it 
often receives less attention. 
 

6. Young children who have been exposed to adversity or violence do not invariably develop 
stress-related disorders or grow up to be violent adults. Although children who have these 

http://developingchild.harvard.edu/science/key-concepts/toxic-stress/
http://developingchild.harvard.edu/science/deep-dives/gene-environment-interaction/
http://developingchild.harvard.edu/science/key-concepts/executive-function/
http://developingchild.harvard.edu/resources/building-adult-capabilities-to-improve-child-outcomes-a-theory-of-change/
http://developingchild.harvard.edu/science/key-concepts/executive-function/
http://developingchild.harvard.edu/science/deep-dives/neglect/
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experiences clearly are at greater risk for adverse impacts on brain development and later 
problems with aggression, they are not doomed to poor outcomes. Indeed, they can be 
helped substantially if reliable and nurturing relationships with supportive caregivers are 

established as soon as possible and appropriate treatments are provided as needed. 
 

7. Simply removing a child from a dangerous environment will not automatically reverse the 
negative impacts of that experience. There is no doubt that children in harm’s way should be 
removed from dangerous situations immediately. Similarly, children experiencing severe 
neglect should be provided with responsive caregiving as soon as possible. That said, 
children who have been traumatized need to be in environments that restore their sense of 
safety, control, and predictability, and they typically require therapeutic, supportive care to 
facilitate their recovery. 
 

8. Resilience requires relationships, not rugged individualism. The capacity to adapt and thrive 
despite adversity develops through the interaction of supportive relationships, biological 
systems, and gene expression. Despite the widespread yet erroneous belief that people need 
only draw upon some heroic strength of character, science now tells us that it is the reliable 
presence of at least one supportive relationship and multiple opportunities for developing 
effective coping skills that are the essential building blocks for strengthening the capacity to 
do well in the face of significant adversity.  

 

 

 

 

 

 

 

 Explore 

Explore the Centre of the Developing Child '8 Things to remember about child 
development' resource further.  This is a great resource to use when providing a 
summary of the impact of trauma on Infant and Early Childhood Development for 
Caregivers and Professionals. 
 
Source: www.developingchild.harvard.edu 

http://developingchild.harvard.edu/science/key-concepts/serve-and-return/
http://www.developingchild.harvard.edu/
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Taking all of this information/issues/concerns outline thus far onto consideration, in 2017 the “A 
family-centred recovery orientated practice framework for infant and early years mental health: 
Evolve Therapeutic Service (ETS) State-wide Infant Mental Health Practice Framework 
Contextualising Document” was launched.  This is a guiding resource to inform the practice 
framework for infant mental health within a tertiary mental health child protection setting, to enhance 
ETS workforce knowledge development and to enhance and inform ETS service provision when 
responding to infants and young children with a compromised trauma history.  This document was 
informed by the Queensland Centre for Perinatal and Infant Mental Health (QCPIMH) ‘Practice 
Framework for Infant Mental Health’ framework. 

 Read:  

To enhance understanding of the practice framework for ETS when working with 
infants, young children, their carers and families, read the ‘A family-centred recovery 
orientated practice framework for infant and early years mental health: Evolve 
Therapeutic Service (ETS) State-wide Infant Mental Health Practice Framework 
Contextualising Document” 
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Infant & Early Childhood Mental Health Assessment in ETS 

The following will be covered within this section: 

• Assessment of Infants 
• Tools (psychometric measures/screeners/validated/normed/developmental) 
• Infant Toddler MSE 
• Diagnostic Formulation using DC: 0-5 
• Observational Assessments 
• Structured and semi-structured interviews with key caregivers 
• Detailed developmental history incl. intergenerational patterns and trauma 
• Systemic assessment of the infant-toddler (consider marix/who is the key caregiver/multiple 

attachment figures esp. in foster care). 
 

Principles of Assessment in IMH 

One of the most perplexing aspects for even the most experienced child and youth clinicians is ‘what 
am I assessing?’  This becomes even more obscure when an infant has multiple primary attachment 
figures, as in the case of ETS infants who are in the process of reunification with their biological 
caregiver.  As such, the inevitable question becomes ‘who am I assessing?’  Granted, it is easy to 
become deceived by the allure of assessing a primary caregiver’s capacity to meet the emotional 
and physical needs of an infant.   

Infant Mental Health is explicitly relational in its focus, hence any diagnostic or classificatory system 
which explores or attempts to qualify difficulties should include attention to not only child 
psychopathology (intrinsic factors) but equally, between child and caregiver psychopathology 
(Zeanah & Lieberman, 2016).  “Infant development is a consequence of the interaction between 
innate characteristics of the infant, the caregiving and interpersonal environment – the transactional 
model of development” Sameroff & Fiese (2000).  Perhaps the most important question to 
continuously ask yourself then is - “What is the infant experience in this dyad?”. 

A comprehensive I-ECMH Assessment should comprise of the following: 

• Observational Assessments 
• Developmental Assessments 
• Psychometric Assessments 
• Interviews using IMH frameworks such as the Working Model of the Child Interview 
• Infant Toddler Mental State Examination (ITMSE) 
• Formulation & Diagnosis using an appropriate classificatory tool (DC: 0-5) 

 
 

 

 

 

 

 Read 
 

Mares S, Graeff-Martins A. S (2012). The clinical assessment of infants, 
preschoolers and their families. In Rey JM (ed), IACAPAP e-Textbook of Child and 
Adolescent Mental Health. Geneva: International Association for Child and 
Adolescent Psychiatry and Allied Professions. 
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The Assessment Process 

This involves the integration of collateral information from a variety of sources, including: 

• Questionnaires and Psychometric/Objective Assessments. 
• Clinical interviews with caregivers (biological/kin/foster), other key family members, day 

care/kindy staff, GP. 
• Intergenerational history, detailed perinatal and neonatal/medical information of both infant 

and biological Mother and biological Father (if available). 
• Observational assessments of infant,  
• Observational assessments of infant-caregiver interactions in free play/unstructured and 

structured activities. 
• Formal Developmental Assessments.  

 

 

 

Interviews and collateral information  

Accuracy of information being reported by multiple sources, including biological parents, is ideal 
when completing an I-ECMH assessment, yet conflicting or inaccurate reports of information can 
offer important insights. The parent’s perspective of the infant’s history, temperament, role in family 
unit, traits, and interpretation of perinatal/neonatal information call tell us a plethora of clues about 
a dyad/family unit. 
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Recommended assessment tools and formats 

 

Observational Assessments - How to observe the ‘unobservable’. 

Infant and Early Childhood observational assessments are a critical component of any IMH 
assessment.  However, conducting observational assessments is a specialised skill, and best 
practice states that formal observational assessments require mental health clinicians to complete 
recognised training and supervision. 

Formal training and supervision is critical as infant and early childhood observations are more 
complex than observations that occur with older children and young people.  This is in part due to 
needing to be aware of the very subtle, often covert, behavioural/emotional changes in the 
infant/caregiver and the interaction between these subtle changes and potential internal/external 
reactions.  Further it is due to clinicians more importantly needing to be mindful of the unconscious 
(and sometimes conscious) responses that can be inevitably experienced as a clinician when 
conducting observations and working with infants.  Many clinicians can find this confronting and 
unsettling, as it may raise visceral memories of our own early years, or a sense of helplessness and 
feeling unable to figuratively ‘rescue’ the infant.  Thus, needing to access supervision from someone 
who is experienced in, and trained in infant observations. 

Guidelines for use of observational procedures in clinical settings (Miron, Lewis & Zeanah, 2009): 

• Standardised assessment settings and procedures. 
o PROS: Consistency - administered in the same format, setting and materials. 
o CONS: Flexibility – does not allow for flexibility of needs of a dyad (e.g. cultural, 

developmental delays).  Higher interrater reliability and validity, but should be used 
with caution when making clinical inferences about a dyad. 

• Include both structured and unstructured activities in observational assessments. 
o Structured – useful for eliciting specific behaviours of interest. 
o Unstructured – flexible, less likely to constrain behaviour of caregiver. 

• Ensure efficiency of the assessment procedure used – mimic behaviours of caregiver-child 
in “real life”. 

• Ensure developmental and cultural appropriateness of the procedure to the extent possible 
(keeping in mind the notion of ‘optimal’ and ‘good enough’). 

o Most observational procedures have been developed for and by Caucasian American 
populations, hence implications when generalising to other cultures. 

 Key Message 

• Inaccurate or inconsistent reports from biological parents and family can tell us important 

information about the child.  Namely ‘What is the infant/child’s experience of being in this 

family unit?’ 

• Hypotheses, wondering, and supported reflective supervision around the clinical interview 

utilising a psychodynamic lens are critical for the clinician in formulation. 
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o The observer needs to consider the child’s caregiving network systemically (not focus 
on one caregiver). 

o It is important that the observer explores the caregiver’s beliefs about child 
development and parenting when interpreting behaviours. 

• Ensure ease of interpretability of observations. 

• Videotape/record procedures when and where possible. 
o PROS: Provides an opportunity on review to detect behaviours which may have not 

been picked up ‘live’. 
o CONS: Most observational procedures have coding which require training to obtain 

reliability. 
 

Mares, Newman& Warren (2011) highlight the importance of observing the “quality” of the interaction 
and relationship between an infant and their caregiver.  They offer some suggestions on what to 
consider when observing interactions: 

• Parental sensitivity to the infant. 
o The parent/caregiver is responsive to the infant’s cues rather than being intrusive or 

insensitive.  They are also able to identify and attuned to the infant’s emotional state, 
and organise responses appropriately. 

• Infant responsiveness to parental care and attention. 

• The ‘fit’ between them. 
o Interactions are more often seamless, in that both parties are active participants in 

these interactions and communication.  Both parties build or repair ruptures together, 
to restore optimal and tolerable levels of arousal. 

• Infant and parent safety. 
 

When observing an interaction or relationship dyad, the clinician is encouraged to note the language 
and communication used with or when talking about their infant.  Mares, Newman, Warren (2011) 
suggest some examples could include: 

• Offhand remarks and nick names. 

• Stories (when a carer may consciously or unconsciously be talking about other people or 
situations but is describing something about the infant or their interactions with the infant. 

• Non-verbal communication between parents/caregivers and between infant and caregiver 
(specifically facial expressions and touch). 

• What the carer says to the infant, what they say about the infant, and how these compare. 

  Key Message 

A safe and mutually regulating relationship between an infant and their caregiver is 
dependent on the caregiver’s capacity to be empathic, perceive the mind of their 
child, reflect on their own experience of being parented and their inner state.  
Furthermore, the caregiver should be able to acknowledge what Mares, Warren & 
Newman (2011) term the infant as an “experiencing being” that is, to be with rather 
than do things to their child. 
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Infant Observation (Tavistock Method) 

Esther Bick is largely credited with developing Infant Observation protocols (now often referred to 
as the Tavistock Method – originally referred to as ‘Psychoanalytical Infant Observation’.  This, 
coupled with the work of Bowlby, Ainsworth, Main and James and Joyce Robertson’s seminal videos 
documenting infant separations, have long been a part of formal Psychodynamic and Infant Mental 
Health post-graduate specialty training for Psychotherapists and mental health professionals alike. 

 

Bick’s model is centered around some key premises:  

• Free floating attention - that is encouraging in therapists the capacity for this special kind of 
‘attention; scanning one’s mind when observing, being close enough to experience (and 
relate to) others, and far enough away to have space to reflect. 

• Being available for the ‘intense emotional impact’ of being within a family with a newborn 
baby. 

• Learning to watch and feel before jumping in with theories, to learn to tolerate and appreciate 
how mothers care for their babies and find their own solutions’. 

 
This has since morphed into much of what infant mental health clinicians utilize in ‘reflective practice’ 
or reflective supervision.  For example, it would not be uncommon for an infant observation/IMH 
supervisor to frequently remind their supervisees to ensure they reflect on your own visceral 
responses and thoughts around how the interaction flows between caregiver and infant. 

 

 

 Reflect 
Reid (2013) has made the following statement about Infant Observation: “It strips away much 
of what we thought we knew and exposes the ignorance and prejudices in each of us. To 
observe well, the observer has to relinquish their current professional identity”.  How does 
this notion sit with you? Reflect on your own thoughts and responses and whether you feel 
this is something that would feel natural or vulnerable. 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________
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This can be a confronting, alarming and, at times, challenging process for the clinician, as many of 
us have been trained to not consider our own thoughts, feelings and responses to our clients.  In 
other words, we ‘do’ therapy with our clients, as opposed to being a part of the experience of the 
difficulties.  It is critically important that the clinician continually wonder about the infant’s experience 
(particularly pre-verbal infants) of ‘being’, and how caregivers own internal representations of 
caregiving, family roles, expectations and desires/’phantatsies’ directly affect the dyad’s burgeoning 
relationship.  This is also where the psychodynamic themes of parallel processes, transference, 
counter-transference and projection become important throughout this process, and highlight why 
/how Psychoanalytic theories have influenced IMH as we know it today. 

 

 
 
 
 
 

 Key Messages 

Infant observation is about seeing what there is to be seen, not to look for what a 
clinician think should be there.  What you see is equally important as what you feel. 

 

Infant observation is primarily about containment – one of the most useful theoretical 
concepts developed to aid us in understanding what our clients need throughout 
their lives in order to function effectively. 

 

Observing young infants in particular can be an alarming experience for clinicians, 
as it strips the professional of usual competences designed to protect us from the 
unknown. 

 

The observation process can be in itself emotionally and intellectually draining.  
Good infant supervision is essential! 

 

 Explore 
Please review some of the infant behavioural cues that tell us whether an infant is okay or 
not okay that we touched on in earlier chapters.  These are helpful reminders when 
completing an observational assessment of an infant (particularly a pre-verbal infant). 
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 Reflect 
The psychological aspects of pregnancy and birth can have a profound impact on the 
relationship between a biological parent and their child.  Questions to consider asking 
include, “Was this pregnancy planned/wanted?” and the parents’ hope, dreams and 
wishes for their ‘imagined baby’ (including their gender).  Answer to these questions 
can provide ETS clinician’s important insights into the psychological representation of 
an infant in a family, and how this may have affected the burgeoning attachment 
between both parties.   

 

For those referred to ETS, what questions would you consider asking in order to 
enhance your understanding of the psychological representation of the infant for the 
biological parent when they child was born?  Would these questions change if you 
asked them for a child that was aged 1 or 3?  If so what would they be? 

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________
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The Infant Toddler Mental State Examination (ITMSE) 

When completing an initial assessment for an infant or young child, it is useful to use the ITMSE, as 

it provides both the clinician and reader with a richer description of the infant and how they present.  

 

 

 Reflect 
 

After reviewing the ITMSE, reflect on what similarities and differences you noted between 
a CYMHS MSE and the format used in an ITMSE.  Do you think the ITMSE is a helpful 
tool to use when assessing an infant/toddler/young child? If so, why? 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________ 

 Explore 
Please look at the Infant Toddler Mental State Examination (ITMSE) attached below.  One 
provides a basic overview, whilst the other provides more context and examples.  

 

The following attachments are de-identified examples of how an ETS clinician might write 
up the ITMSE. 
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Whilst the usual data set within CYMHS teams designed to monitor and screen extend to the 
Strengths and Difficulties Questionnaire (SDQ), and clinician reported Health of the Nations 
Outcome Scales - Children and Adolescents (HoNOSCA), there is no defined screening tool to 
capture the psychological, social-emotional, developmental and adaptive behaviours of children 
aged 0-3 years.  Acknowledging the importance of not only having effective tools to screen for more 
serious mental health and developmental concerns, but also to inform clinicians about treatment 
planning goals and progress, two options are discussed briefly below. 

Some validated instruments available for measuring infant mental health include the Brief Infant-
Toddler Social-Emotional Assessment (BITSEA) and Ages & Stages Questionnaire Social & 
Emotional Scales (ASQ-SE). 

Brief Infant Toddler Social Emotional Assessment (BITSEA) 

The BITSEA is an effective routine screening test of infants aged 12 to 36 months, which explores 
social-emotional, competency and developmental challenges.  The BITSEA is a brief, screening tool 
drawn from the longer ITSEA 

Benefits of BITSEA: 

• Assesses competencies that may positively influence treatment outcome 

• Family-centred assessment — relies on parent/caregiver input and level of concern 

• Can be administered as a structured interview or take home questionnaire 

• As part of a comprehensive assessment, the BITSEA can help identify children at risk for 
autism, anxiety disorders, depression etc. 

The psychometrically sound BITSEA is highly targeted to the subtle growth and developmental 
stages of infants with norms presented in 6-month age bands. Validation studies include ABAS-II 
and Greenspan Social-Emotional Growth Chart.  

The Ages and Stages Questionnaire: Social Emotional (ASQ:SE-2) 

The ASQ:SE2 is a questionnaire designed to screen young children for social emotional issues 
between the ages of 1 month and 72 months of age.  It provides screening of the following areas: 
self-regulation, compliance, adaptive functioning, autonomy, affect, social-communication and 
interaction with people. 

Click on the PDF to view an example of the questionnaire:

12 - ASQSE2 24 

Month Questionnaire.pdf
  

In addition to these tools, the Neonatal Behavioural Assessment Scale (NBAS) is useful for 
screening neuro-behavioural and developmental concerns in neonates aged a few hours post birth 
to 2 months of age (from a stabilized minimum gestation of 35 weeks).  Items are designed to explore 
an infant’s social-interactive and neurodevelopmental capabilities and difficulties including 
orientation to human voice, other sounds muscle tone, reflexes and self-soothing.  The tool is 
especially useful when assessing or screening a neonate following suspected illicit substance 
exposure in utero. 
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The Transactional Model of Development & Assessment in IMH 

The Transactional Model for infants and young children is based on the premise that an infant’s 
developmental trajectory is the consequence of interactions between individual and environmental 
characteristics. 

It considers the following: 

• Constitutional Factors (within the infant) 
– Innate resilience, genetics, medical diagnoses, temperament etc. 

• Environmental Factors 
– Poverty, oppression, strong communities, neighbourhood or family violence, ability to 

access services, pollution etc. 
• The caregiver-infant relationship. 

 
The transactional model offers a risk/buffer model that balances an individual infant/young child’s 
needs, versus the caregiver’s resources. 

Child’s Needs comprise of the following: 

• Physical Care & Safety 

• Empathic Attention 

• Attachment Relationship 

• Emotional & behavioural self-regulation 

• Developmental 

• Role Model 

• Cultural 

• Educational 
 

Parent Resources comprise of the following: 

• Responsive Caregiving & Protection 

• Reflective Function 

• Bonding – resolved attachment 

• Emotional availability 

• Strategic behaviour management 

• Ability to transmit community values 
 

Transactional Model – Risks 

Risk factors are “characteristics which have a deleterious effect on the child’s developmental path” 
Sameroff (2000).  They are also (1) Cumulative (the addition of each risk factor increases the 
likelihood of a poor outcome) and Interactive (risk factors interact in ways that can overwhelm the 
child’s natural resilience). 

Risk factors for emotional neglect can be organized into four domains: 

1. Social environmental risks, such as social isolation, poverty, or a high-risk community. 
2. Problems with the caregiver/infant attachment: Parents who have a negative or bizarre 

view of their baby, who cannot empathize with their baby, or who cannot recognize the baby’s 
cues and respond appropriately, are at considerable risk for emotionally neglecting their 
infant. 
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3. Parental competence: Parents who are depressed, mentally ill, cognitively delayed, dealing 
with substance abuse, or who lack basic child care skills, can pose a risk to the healthy 
development of their children. Parents who have a history of trauma or unresolved loss 
(including a childhood history of multiple foster care placements) may experience particular 
difficulties when they are raising children of their own. 

4. Child characteristics: Children who are vulnerable because of prenatal exposure to 
substances such as alcohol, low birth weight, premature birth, difficult temperament, or 
medical fragility, are at risk for problems in healthy development. Children referred to mental 
health services are 34 times more likely to have risks in all four of these domains than are 
children who have risks in two or fewer domains. 

 
As such, the resulting IMH assessment and formulation considers the balance between these 
factors: 

• Diagnostic Formulation in IECMH – the DC: 0-5 
• The Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and 

Early Childhood (DC: 0-5) 
It also utilizes the framework of the Transactional Model within Infant Mental Health (as discussed 
above). 

Why have a different diagnostic system for infants? 
Traditionally psychopathology has been understood to exist within individuals rather than between 
individuals. 

The core premise of infant mental health is explicitly relational “they are focused on understanding 
young children’s development and their manifestations of psychopathology within the context of 
their relationships with caregivers”. 

Other diagnostic systems (such as DSM-V and ICD-10) fail to capture the unique presentation of 
infants in the context of their relationships in order to inform treatment planning (especially in infants 
aged less than 12 months). 

How does it differ from a traditional CYMHS formulation and diagnosis? 

DC: 0-5 clinical axis model is used in lieu of the traditional CYMHS formulation structure (i.e. 5 P’s 
Model).   

“The use of a multi-axial system for clinical formulation focuses the clinician’s attention on the 
factors that may be contributing to the difficulties of the infant/young child, adaptive strengths 
and additional areas of functioning in which the intervention may be needed” (Zero to Three, 
2016, page 8). 

DC: 0-5 recognises that behaviours and emotional expressions are shaped by family cultural values 
and practices which are often “unconsciously held, but carry enormous parameters of what is 
expected and practiced in regards to parenting.  For these reasons, diagnosing an infant/young child 
who is experiencing mental health problems must include developing an understanding an 
appreciation of the family’s cultural background and parents socioeconomic conditions, national 
origin and history, immigration status, ethnic and racial identity, sexual orientation, religious and 
spiritual practices, and other sources of diversity.” (Zero to Three, 2016, page 9). 
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How is it similar to a traditional CYMHS formulation and diagnosis? 

The basic premise of why we conduct mental health assessments and diagnose remains the same 
- “We assess individuals, but we classify disorders.  The primary purpose of classification of 
disorders is so that professionals – including clinicians, researchers and policy makers – can 
communicate clearly about descriptive syndromes.  Having a shared nosology allows clinicians to 
link their observations to etiology, pathogenesis, the course of a disorder and expectations 
concerning treatment.  Using the common language of a diagnostic classification system facilitates 
the connection of individuals to existing services and thus can aid in the mobilisation of appropriate 
systems of mental health care.” (Zero to Three, 2016, page 7). 

 

A Brief Overview of the DC: 0-5 Multiaxial Structure 

Use of the multiaxial system for clinical formulation focuses on the clinician’s attention on the factors 
that may be contributing to the difficulties of the infant/young child, adaptive strengths, and additional 
areas of functioning in which intervention may be needed (Zero to Three, 2016, page 8). 

Axis I: Clinical Disorders 

• Neurodevelopmental Disorders 

• Sensory Processing Disorders 

• Anxiety Disorders 

• Mood Disorders 

• Obsessive Compulsive and Related Disorders 

• Sleeping, Eating & Crying Disorders 

• Trauma Stress and Deprivation Disorders 

• Relationship Disorders 
 

Axis II: Relational Context 

Used to characterise the infant/young child’s caregiving relationship context.  Use of the axis 
facilitates the understanding by encouraging systematic characterization of one or more 
infant/young child relationships and characterization of the broader caregiving environments, 
including co-parenting, sibling and other important family/kin/caregiver relationships that affect the 
infant/young child’s development. 
 
These are broken down into several parts, which are as follows: 

A. Caregiver-Infant/Young Child Relationship Adaptation 
1. Dimensions of Caregiving 
2. Infant/Young Child’s Contributions to the relationship 
3. Levels of Adaptive Functioning – Caregiving Dimension 

 Read 

Please read the following articles regarding the Diagnostic Classification of Mental Health 
and Developmental Disorders of Infancy and Early Childhood (DC: 0-5). 
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B. Caregiving Environment and Infant/Young Child Adaptation 
1. Levels of Adaptive Functioning – Caregiving Environment 

 
Associated forms related to Axis II are as follows: 

15 - TABLE 1. 

DIMENSIONS OF CAREGIVING.pdf
   

16 - Table 2 

Infant-young childs contributions to the relationship.pdf
   

17 - TABLE 3. 

DIMENSIONS OF THE CAREGIVING ENVIRONMENT.pdf
 

 
Axis III: Physical Health Conditions and Considerations 

As we know, a comprehensive diagnostic assessment includes exploring physical, developmental, 
and cognitive contributions to overall mental health.  Axis III is designed to capture physical health 
conditions and considerations that have not been described in Axis I.  This information can be 
obtained from medical collateral information, parent and caregiver reports and or referral information 
from Child Safety.  This also serves the purpose as part of the comprehensive formulation in 
highlighting strengths/prophylactic/resilience factors in an infant/young child (e.g. fully immunized), 
or increasing overall risks. 

Axis IV: Psychosocial Stressors 

1. The Psychosocial and Environmental Stressors Checklist for the Identified Infant/Young 
Child 
 

This helpful checklist provides a framework from which the clinician can: 

• identify multiple sources of stress experienced by an infant/young child and their family and  

• exploring their duration and severity.   
As we know the cumulative severity of stressors affects the overall wellbeing of an infant/young 
child and their family.  The greater number of stressors experienced, the greater adverse impact on 
the infant/young/child is presumed to be.  Many of the infant/young children referred to ETS in out 
of home care will have multiple stressors (e.g. neglect, abuse, poverty, poor quality early learning 
environment, inadequate, unsafe or overcrowded living conditions). 

The checklist covers the following categories of stressors; 

• Challenges within the infant/young child’s family or primary support group 

• Challenges in the social environment 

• Educational or child care challenges 

• Housing challenges 

• Economic and employment challenges 

• Infant/young child health 

• Legal or Criminal justice challenges 

• Other 
 

Associated forms related to Axis IV are as follows: 

 

18 - Psychosocial 

and Environmental Stressors Checklist.pdf
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Axis V: Developmental Competence 

Developmental competence utilizes and integrative model for understanding the infant/young child’s 
developmental competencies in the domains of emotional, social-relational, language-social 
communication, cognitive and movement/ physical development. 

Ratings can be informed by observations of the infant/young child’s interactions across 
environments, caregiver reports, collateral information, developmental screening tools and formal 
standardized developmental assessments. 

It is advisable that the assessing clinician ensure they consider cultural norms and expectations 
when completing this domain.  Consultation with an Indigenous Program Coordinator or Indigenous 
Mental Health/Community Health worker would be strongly encouraged. 

Associated forms related to Axis V are as follows:   

19 - Appendix A - 

Developmental Milestones and Competency Ratings.pdf
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“When you put the words ‘infant’ 
and ‘mental-health treatment’ next 
to each other, that’s really scary to 

some people.  People think of 
medication and, from a more 

comical standpoint, they think of a 
baby on the couch”.  

Ngozi Onunaku 
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Separations, Caregiver Disruptions 

Although most babies undergo everyday separations from their caretakers (e.g. day care, 
babysitters, relatives, etc.) their ability to cope with separations declines as the separations exceed 
their capacity to hope for the caregivers return.  For most children placed in foster care, the 
separation from a caretaker is often sudden and can last for weeks, months, or years (Wotherspoon 
& Gough, 2008).  

In addition to having experienced at least one major disruption in primary-caregiver relationships, 
infants in OOHC have typically have been exposed to maladaptive caregiving at an early age, often 
witnessed traumatic events, and they are frequently delayed in their physical and emotional 
development. 

Infants and young children in foster care face multiple risks that leave them especially vulnerable to 
poor mental health outcomes and comorbidities such as developmental delays and disruptive 
disorders.  These problems are commonly overlaid with frequent and abrupt disruptions in 
caregiving arrangements that are associated with attachment disorders.  As a result, foster children 
often struggle with effectively regulating their cognitions, emotions, behaviours and physiology 
(Sameroff, 2000).  Placements can often end prematurely when foster carers feel overwhelmed, 
exhausted and unable to cope with the complex needs that an infant or young child requires. 

It is known that exposure to maltreatment during the first year of life is associated with the 
development of insecure and disorganized attachment strategies and it has negative consequences 
for subsequent relationships. Parental loss may be more traumatic for older infants than younger 
ones. Older infants may be more likely to have moved around to different foster homes and thus to 
have suffered more disruptions than younger infants. 

 Reflect 
The insolvable dilemma of getting 'close, but not too close' is a reality for many carers of 
infants.  How might a carers own attachment history effect how they manage this internal 
dissonance? 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________ 
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ABC support: 

• Well-Supported by Research Evidence (Level 1 – highest available) from California 
Evidence-Based Clearing House for Child Welfare (CEBC). 

• CEBC Child Welfare System Relevance Level: High. 
 

 For more information:  
• http://www.cebc4cw.org/program/attachment-and-biobehavioral-catch-up/  
• http://www.infantcaregiverproject.com/ 

 

Watch Wait & Wonder (WWW)  

Watch, Wait and Wonder Intervention [1999©] was established by Elisabeth Muir, Mirek Lojkasek 
and Nancy Cohen.  This empirically tested intervention [1999, 2002] is used with infants and young 
children who may have relational, behavioural, regulatory and/or developmental difficulties and 
parents who may feel troubled in their relationship with their child. 

Following assessment, and with the family's support, dyads generally attend weekly for 8-24 
sessions [the research averaged 15 sessions]. Most often both caregivers attend regular family 
review sessions. These decisions typically reflect the primary nature of the infant’s relationships at 
this early stage of development. 

For more information: 

•  http://www.watchwaitwonderdownunder.com/ 
Interaction Guidance 

Interaction Guidance therapeutic treatment model was developed by McDonough (2000), 
incorporates principles of a family system theory into a multigenerational transactional preventive 
intervention. The approach: 

• Focuses therapeutic treatment on the infant-caregiver relationship rather than on either the 
infant or the caregiver alone apart from the environmental context.  

• Observable interactions between the baby and caregiver serves as the early therapeutic 
focus and, as such, serve as the therapeutic port of entry.  

• Caregiver interactions with the infant are understood both as reflection of family structure 
and caregiving nurturance and as a reflection of the caregiver's and infants representational 
world.  

• At its core are principles of a focus on strengths and on self-observation as a vehicle for 
change. 

The Interaction Guidance treatment approach was created specifically to meet the needs of infants 
and their families who previously were not successfully engaged in mental health treatment or who 
refused treatment referral.  

For further information:  

• https://www.researchgate.net/publication/232589903_Interaction_Guidance_Promoting_an
d_Nurturing_the_Caregiving_Relationship 

 

Child-Parent Psychotherapy (CPP), Ghosh-Ippen 

CPP is a treatment for trauma-exposed children aged 0-5. Typically, the child is seen with their 
primary caregiver, and the dyad is the unit of treatment. CPP examines how the trauma and the 

http://www.cebc4cw.org/program/attachment-and-biobehavioral-catch-up/
http://www.infantcaregiverproject.com/
http://www.watchwaitwonderdownunder.com/
https://www.researchgate.net/publication/232589903_Interaction_Guidance_Promoting_and_Nurturing_the_Caregiving_Relationship
https://www.researchgate.net/publication/232589903_Interaction_Guidance_Promoting_and_Nurturing_the_Caregiving_Relationship
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caregivers’ relational history affect the caregiver-child relationship and the child’s developmental 
trajectory.  

A central goal is to support and strengthen the caregiver-child relationship as a vehicle for restoring 
and protecting the child’s mental health. Treatment also focuses on contextual factors that may 
affect the caregiver-child relationship (e.g., culture and socioeconomic and immigration related 
stressors).  

Targets of the intervention include caregivers’ and children’s maladaptive representations of 
themselves and each other and interactions and behaviors that interfere with the child’s mental 
health. Over the course of treatment, caregiver and child are guided to create a joint narrative of the 
psychological traumatic event and identify and address traumatic triggers that generate 
dysregulated behaviors and affect. 

CCP Support: 

• Scientific Rating 2 – Supported by Research Evidence (CEBC)  

• CEBC Child Welfare System Relevance Level: High. 
 

For further information:  
• https://www.nctsn.org/interventions/child-parent-psychotherapy 
• http://www.cebc4cw.org/program/child-parent-psychotherapy/ 

 

Circle of Security Intervention – Home Visiting 4 (COS-HV4) - Jude Cassidy, Cooper, 
Hoffman, and Powell 

COS-HV4 is a version of Circle of Security that includes a mandatory home visiting component 
consisting of 4 home visits. The program intends to help caregivers understand their infant's 
behaviors and adjust their responses to the infant's behaviors. Videos are recorded of caregiver and 
child interactions in the home with the intent of looking for caregiver positive responses to behavioral 
issues and discusses strategies for addressing challenging situations.  

Sessions consist of the following: 

• Teaching caregivers the fundamentals of attachment theory (i.e., children’s use of the 
caregiver as a secure base from which to explore and a safe haven in times of distress) by 
introducing a user-friendly graphic to the caregivers that they can refer to throughout the 
program. 

• Emphasise the importance of a caregiver's sensitive responsiveness to their infant's signals. 
Identify which infant signals are more difficult to respond to, develop an individualised 
treatment plan for caregivers, promote the understanding that all caregivers can be 
insensitive at times and encourage forgiveness in these situations, and view video clips of 
caregiver and child interactions and review and discuss segments when caregiver reacted 
sensitively and times caregiver reacted less suitably.  

• Exploring not only parenting behaviours but also internal working models.  Encourage 
caregivers to reflect on situations in which they find it difficult to react sensitively and consider 
some different options in these scenarios. 

• Presenting caregivers with a simple structure for considering the ways in which their internal 
working models influence their cognitive, affective, and behavioural responses to their 
children, thus helping caregivers gain awareness and understanding of the nonconscious, 
problematic responses they sometimes have to their children’s needs. 

The Circle of Security approach provides caregivers with the skills to understand their children’s 
behaviour, and the skills to understand and regulate their own cognitive, affective, and behavioral 
responses to their children.  

https://www.nctsn.org/interventions/child-parent-psychotherapy
http://www.cebc4cw.org/program/child-parent-psychotherapy/
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COS – HV4 support: 
• Scientific Rating 3:  Promising Research Evidence (CEBC) 
• CEBC Child Welfare System Relevance Level: Medium. 

 
For further information: 

• http://www.cebc4cw.org/program/circle-of-security-home-visiting-4/ 
 

Emerging interventions for child protection 

Parent Child Interaction Therapy (PCIT)  

Parent-Child Interaction Therapy (PCIT) was developed for families with children ages three to six 
showing behavioural and emotional problems such as disobedience, aggression, rule breaking, 
disruptive behavior, poor attachment with the caregiver and internalizing feelings. It is a treatment 
for disruptive behaviour in children and is a recommended intervention for ‘physically abusive 
parents’. Therapists coach parents during interactions with their child to help teach them new 
parenting skills. These skills are intended to strengthen the parent-child bond, decrease harsh and 
ineffective parenting discipline methods, and reduce the child’s negative or maladaptive behaviours. 
PCIT involves child directed interaction and parent directed interaction. In the child directed 
interaction parents are taught to give praise after positive child behavior, reflect or paraphrase the 
child's appropriate talk, describe the child's positive behaviour and avoid using commands, 
questions, or criticism. During the parent directed interaction, caregivers are taught how to direct the 
child's behaviour when it is important to obey instructions and caregivers are observed and coached 
through a one-way mirror at each treatment session 

PCIT support: 
• CEBC Child Welfare System Relevance Level: Well-Supported. 

 
For further information: 

• http://www.cebc4cw.org/program/parent-child-interaction-therapy/detailed 
 

Promoting First Relationships (PFR)  

Promoting First Relationships (PFR) is a home visiting intervention/prevention program which 
includes parent training components based on strengths-based practice, practical, and in-depth 
strategies for promoting secure and healthy relationships between caregivers and young children 
(birth to 3 years). Features of PFR include: 

• Videotaping caregiver-child interactions to provide insight into real-life situations and help the 
caregiver reflect on the underlying needs of the child and how those needs impact behavior 

• Giving positive and instructive feedback that builds caregivers' competence with and 
commitment to their children 

• Focusing on the deeper emotional feelings and needs underlying children's distress and 
behaviors 

• Using handouts and homework to enhance parent insight and learning about child social and 
emotional development, needs, and concern 

 
PFR support: 

• CEBC Child Welfare System Relevance Level: High 
 
For further information: 

• http://www.cebc4cw.org/program/promoting-first-relationships/detailed 
 

http://www.cebc4cw.org/program/circle-of-security-home-visiting-4/
http://www.cebc4cw.org/program/circle-of-security-home-visiting-4/
http://www.cebc4cw.org/program/parent-child-interaction-therapy/detailed
http://www.cebc4cw.org/program/promoting-first-relationships/detailed


http://www.cebc4cw.org/program/theraplay/
http://www.cebc4cw.org/program/theraplay/
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Key Resources Recommended for ETS Teams: 

• Zero to Three (2016).  Diagnostic Classification of Mental Health and Developmental 
Disorders of Infancy and Early Childhood (DC: 0-5).  Zero to Three, Washington. 

• Zeanah, C. H., (Ed). (2009).   Handbook of Infant Mental Health, Third Edition.  Guilford 
Press, NY. 

 

Recommended Websites: 

• https://www.aaimhi.org/ 

• https://www.childrens.health.qld.gov.au/chq/our-services/mental-health-services/qcpimh/ 

• https://www.zerotothree.org/espanol/infant-and-early-childhood-mental-health 

• https://www.waimh.org/i4a/pages/index.cfm?pageid=1 

• https://developingchild.harvard.edu/ 

https://www.aaimhi.org/
https://www.childrens.health.qld.gov.au/chq/our-services/mental-health-services/qcpimh/
https://www.zerotothree.org/espanol/infant-and-early-childhood-mental-health
https://www.waimh.org/i4a/pages/index.cfm?pageid=1
https://developingchild.harvard.edu/
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Image References 

Image Accessed Source 

 

10.09.17 http://www.canberramummy.com/caught-in-the-in-
between/ 

 

10.06.2018 https://www.paintingcircle.com/ 

This image was edited specifically for this document.  

 

15.10.17 https://openclipart.org/detail/185355/happy-cloud 

 

 

15.10.17 https://openclipart.org/detail/248081/reading 

 

 

15.10.17 https://openclipart.org/detail/176565/movie-popcorn-
bag 

 

 

15.10.17 https://openclipart.org/detail/214574/building-blocks 

 

 

15.10.17 https://openclipart.org/detail/1027/key 

 

 

09.07.2018 http://www.dailymail.co.uk/news/article-
3452825/Bobbi-lee-Hille-s-photos-Aboriginal-newborns-
pregnant-women.html 

 

12.11.17 https://thetomatos.com/free-clipart-21284/ 

 

12.11.17 http://clipart-library.com/clipart/1753671.htm 

 

01.07.2018 https://www.steampoweredfamily.com/brains/the-
impact-of-childhood-trauma/ 

https://openclipart.org/detail/185355/happy-cloud
https://openclipart.org/detail/248081/reading
https://openclipart.org/detail/176565/movie-popcorn-bag
https://openclipart.org/detail/176565/movie-popcorn-bag
https://openclipart.org/detail/214574/building-blocks
https://openclipart.org/detail/1027/key
https://thetomatos.com/free-clipart-21284/
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Infant Toddler Mental State Examination (ITMSE) – Monique1 


 


I. Appearance  


• Monique is a 2-year-old Caucasian female of slight build, smaller compared to 


same age peers. Monique was dressed in clothing appropriate to age and 


climate (pink polka dot shorts, multi-coloured cotton t-shirt). Monique was 


wearing a nappy. Monique has shoulder length brown hair that was very thin 


and sparse, brown almond shaped eyes, large full cheeks, a small chin, and 


slight epicanthal eye folds. Frenulum was peaked. Thin 'peg-like' upper teeth.  


 


II. Apparent Reaction to Stimuli  


• Monique paid little attention to clinician, and participated in limited exploratory 


behaviour. As such, apparent reaction to stimuli unable to be commented on.  


 


III. Self-Regulation  


• State Regulation: intense screaming during tantrum  


• Sensory Regulation: was aversive to touch (attempt to soothe) by foster carer  


• Unusual Behaviours: Rolling on floor moving into a strong back flexion, banging 


head against floor, kicking and slapping legs against ground (during tantrum).  


 


IV. Motor  


• Preoccupied with aggression, and physiological distress/hyper-arousal.  


 


V. Speech and Language  


• One word communication heard only following tantrum "Bubby". Monique would 


point to objects of interest or in order to have a need met.  


 


VI. Thought  


• Whilst no nightmares have been observed by the carer, Monique has been 


observed to present in a dissociated state when waking from her afternoon nap. 


This was observed by the author, whereby Monique’s eyes appeared fixed and 


glazed, whilst gyrating her hips against her mattress (lying on stomach). This 


occurred for approximately 20 minutes. Monique has also been observed to 


have prolonged states of staring, which can be interrupted by an adult after a 


short period of time.  


 


VII. Affect & Mood  


• Monique demonstrated a complex set of affects during the visit. These included 


intense distress, aggression, dysregulation, subtle smiling, to dissociative 


states (drop biscuit from hand, freeze, stare, vacant expression on face, 


fixated). Following the tantrum she slowly warmed to clinician, participating in 


copying activities, play with soft toy, and dance.  


 


                                                           
1 Consumer confidentiality is important to Evolve Therapeutic Services.  Thus, this is a composite case study for 
ETS educational and training purposes only and is not for distribution.  







VIII. Play  


• Following the tantrum, Monique hid underneath a baby bouncer, randomly 


kicking the underside whilst maintaining keen peripheral focus on foster carer 


and clinician. Clinician asked permission to sit on floor, and began to discuss 


the toys around the room, and different objects in the house. Monique's 


attention turned to clinician yet remained hiding under the bouncer. Clinician 


(using open hand) smiled at Monique and slapped tile floor. Monique copied, 


and followed with different rhythms of slapping. Monique subtly smiled at 


clinician. Monique sat at a small table and stool set, and vacillated between 


'staring at floor' (query dissociative episode) and watching clinician with a frown. 


Clinician began game of eating biscuits (Scotch Finger Biscuits provided by 


carer) as the Cookie Monster. Monique smiled and engaged. Carer turned on 


music for Monique (Dancing Queen ABBA) and Monique held her arms up 


toward the carer to be picked up. Carer spun Monique around the air, and 


performed twirls, spins and active dance moves. Monique giggled and seemed 


to relish in the activity. She then picked up a soft toy, cuddled it and began to 


'dance' by moving hips side to side. Monique handed clinician another soft toy 


and copied clinician's interactions with soft toy.  


• Early symbolic play has since been observed (pretend with increased 


complexity with self and others). Basic play sequences have been observed.  


 


IX. Cognition  


• Whilst cognition was not assessed at time of ITMSE, subsequent assessment 


(Bayley III) indicate a below average performance in cognitive tasks. Cognitive 


development and progression to be monitored.  


 


X. Relatedness  


• To Caregiver (Foster Carer)  


o On initial examination, Monique demonstrated limited eye and physical 


contact with carer. Monique has since been observed to explore 


unfamiliar environments with infrequent returns to caregiver.  


• To Examiner  


o Indiscriminate behaviours with little evidence of wariness to strangers. 


Monique was observed to later develop the ability to be engaged in 


structured activities with examiner.  


• Attachment Behaviours  


o On initial examination, Monique was observed to have limited 


attachment (non-attachment) with caregiver, being unresponsive to 


caregiver’s attempts to provide comfort and restricted approach-avoid 


behaviours.  


o Indiscriminate affection and comfort seeking behaviours observed. 


o Behaviours/reactions observed indicative of disorganised attachment 


pattern. 








Infant Toddler Mental State Examination (ITMSE) – John1  
 
I.  Appearance 


• John is a 33-month-old Aboriginal male appearing younger and smaller than his 


chronological age. John presented in casual age appropriate attire and appeared 


well nourished. An audible nasal wheeze, adenoid facies and rhinitis, were 


observed.  


• No obvious dysmorphic features were evident, however John has a relatively 


smooth philthrum and small, lower set ears.  
 


II.  Apparent Reaction to Situation:  


• During the initial observational assessment conducted at day care, John’s initial 


reaction to stranger (clinician) was marked by an initial glance, followed by a state 


of freeze, with eyes fixed on the table. John quickly returned to solitary functional 


play ignoring the clinician, whilst other children in the class maintained a state of 


wariness and curiosity.  


• When approached, John was easy to engage in parallel play, turning his body 


toward clinician and demonstrating appropriate eye contact. When transitioning 


from unstructured to directive play, John responded well to instructions, looking for 


reassurance during and on completion of an activity.  
 


III.  Self-Regulation:  


• John was easily startled by loud noises such as a tumbling block tower or loud clap. 


Hyper-responsiveness to noise, followed by apathy was observed, but he easily re-


engaged in parallel play.  


• No unusual regulatory behaviours were observed. Moderate attention span was 


observed, with John maintaining attentiveness for approximately 20 seconds on 


any one activity. However, John was easily distracted by other children, teachers, 


and clinician. John demonstrated limited assertiveness, allowing other children to 


remove toys/objects from his grip despite an obvious desire to retain the toy/object.  
 


IV.  Motor:  


• Appropriate muscle tone and strength, mobility and movement observed.  


• Palmar grasp used throughout observation.  


• Dynamic grasp not yet achieved.  


• Gross motor skills were observed to be at an age-stage appropriate level.  


• Fine motor skills were observed to be below expected level for age.  
 


V.  Speech and Language:  


• John was observed to communicate in a predominately pre-verbal manner, 


occasionally using vocalisation and babbling to interact. The beginning of 


verbalisation and expressive language apparent, with 4-5 audible words observed 


throughout the assessment phase.  


• Communication difficulties apparent, demonstrating speech and language skills 


well below the expected level for age.  


 


                                                           
1 Consumer confidentiality is important to Evolve Therapeutic Services.  Thus, this is a composite case study for ETS 
educational and training purposes only and is not for distribution. 







 


VI.  Thought:  


• Indiscriminate attachment behaviour was observed on separation and return of 


caregiver.  


• Reports from John’s foster carer and mother indicate that John has frequent 


nightmares.  


• Primary process thinking observed to be at expected level, as evidenced in parallel 


play.  


• Periods of echolalia observed during assessment phase.  
 


VII.  Affect and Mood:  


• John’s range of expressed emotions differed in observational settings between 


foster carer and mother. A wider range of observable emotions and affect were 


evident during the observation representative of the secure attachment relationship 


between John and caregiver. Appropriate exploration of unfamiliar settings were 


supplemented by return to caregiver for security and reassurance.   


• During observations between John and his mother, John demonstrated a limited 


range of emotions, appearing reserved and preoccupied. Limited responsiveness 


to interpersonal engagement observed when John was attempting to engage his 


mother. John’s explorative play when with his mother did not result in return to 


caregiver, giving the impression of disorganisation.  
 


VIII.  Play:  


• Although John demonstrated some periods of early symbolic play (e.g. dressing 


baby doll, using spoon to feed teddy), he predominately participated in functional 


parallel play (e.g. pushing toy car, poking, telephone to ear).  


• Play was observed to be solitary when having contact with Mother. When playing 


with mother, John shifted to aggressive play, hitting and throwing objects at mother.  


At day care, John preferred to play alone with blocks, cars, and a baby doll. The 


dominant theme of John’s play with the baby doll concerned nurturing play followed 


by covering up the doll with a sheet inside a toy pram. This sequence was replicated 


numerous times throughout the observation.  


• John allowed other children at day care to dominate him, by taking toys off him and 


directing and taking over games John had begun alone.  
 


IX.  Cognition:  


• No significant cognitive delays or concerns were noted during the observational 


assessment.  


• Results of the Bayley III Developmental assessment revealed a delay in expected 


age-stage cognitive development.  
 


X.  Relatedness:  


• Limited attunement was observed between John and Mother. John appeared to 


limit physical contact, actively avoiding interaction with his mother. Limited physical 


or verbal affection was observed between John and John.  


• Haphazard periods of proximity seeking were demonstrated, with John rarely 


turning preferentially to Mother for comfort, support or protection. 
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SECON D E DITION


2


◯  Child care 
provider


◯  Foster 
parent


◯  Grandparent/
other relative


◯  Other:◯  Teacher◯  Guardian◯  ParentRelationship to child:


People assisting in questionnaire completion:


Program information (For program use only.)


Child’s ID #:
Age at administration 
in months and days:


Program ID #:


Program name:


E- mail address:


Other 
telephone 
number:


Home 
telephone 
number:Country:


ZIP/postal code:
State/
province:City:


Street address:


Last name:Middle initial:First name:


24 Month
Questionnaire
21 months 0 days through 26 months 30 days


Date ASQ:SE- 2 completed:  _____________________________________________________


Child’s information


Child’s fi rst name: Child’s middle initial: Child’s last name:


Child’s date of birth:


Child’s gender: ◯ Male  ◯ Female


Person fi lling out questionnaire


3/30/15


Luke K Jones
2/23/13


Lucy K Jones
20 First Street


Baltimore MD 21230


410-888-5679


Lucy.Jones@email.com


United States


13235457679891384 25 months, 7 days
243465687819213
 Charm City Child Care
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❏	 Please return this questionnaire by: ___________________


❏	 If you have any questions or concerns about your child or
about this questionnaire, contact: ____________________


❏	 Thank you and please look forward to filling out another
ASQ:SE-2 in _________ months.❏	 Caregivers who know the child well and spend more than


15–20 hours per week with the child should complete ASQ:SE-2.


❏	 Answer questions based on what you know about your
child’s behavior.


❏	 Answer questions based on your child’s usual behavior,
not behavior when your child is sick, very tired, or hungry.


24 Month QUESTIONNAIRE 21 months 0 days through 26 months 30 days


Questions about behaviors children may have are listed on the following pages. Please read each question carefully and check the 
box  that best describes your child’s behavior. Also, check the circle  if the behavior is a concern.


Important Points to Remember:


Often or 
always


Some-
times


Rarely or 
never


Check if 
this is a 


concern


1. Does your child look at you when you talk to him?  z ☐ v ☐ x ◯ v _____


2. Does your child seem too friendly with strangers? ☐ x ☐ v  z ◯ v _____


3. Does your child laugh or smile when you play with her? ☐ z ☐ v ☐ x ◯ v _____


4. Is your child’s body relaxed? ☐ z ☐ v ☐ x ◯ v _____


5. When you leave, does your child stay upset and cry for
more than an hour?


☐ x ☐ v ☐ z ◯ v _____


6. Does your child greet or say hello to familiar adults? ☐ z ☐ v ☐ x ◯ v _____


7. Does your child like to be hugged or cuddled?  z ☐ v ☐ x ◯ v _____


8. When upset, can your child calm down within 15 minutes? ☐ z ☐ v ☐ x ◯ v _____


TOTAL POINTS ON PAGE  _____


10___


5


0


0


0


0


0


0


15


 z


 z


SAMPLE
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224 Month Questionnaire Check the box  that best describes your child’s behavior. 
Also, check the circle  if the behavior is a concern.


Often or 
always


Some-
times


Rarely or 
never


Check if 
this is a 


concern


9. Does your child stiffen and arch his back when picked up? ☐ x ☐ v  z ◯ v _____


	10. Is your child interested in things around her,
such as people, toys, and foods?


☐ z ☐ v ☐ x ◯ v _____


	11. Does your child cry, scream, or have tantrums for long periods
of time?


☐ x ☐ v ☐ z ◯ v _____


	12. Do you and your child enjoy mealtimes together?  z ☐ v ☐ x ◯ v _____


	13. Does your child have eating problems? For example, does he
stuff food, vomit, eat things that are not food, or ________?
(Please describe.)


____________________________________________________________


____________________________________________________________


☐ x ☐ v  z ◯ v _____


	14. Does your child sleep at least 10 hours in a 24-hour period? ☐ z ☐ v ☐ x ◯ v _____


	15. When you point at something, does your child look in the
direction you are pointing?


 z ☐ v ☐ x ◯ v _____


	16. Does your child have trouble falling asleep at naptime or at night? ☐ x ☐ v ☐ z ◯ v _____


	17. Does your child get constipated or have diarrhea? ☐ x ☐ v ☐ z ◯ v _____


TOTAL POINTS ON PAGE  _____


5


5


0


0


0


0


0


0


0


0


SAMPLE
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224 Month Questionnaire Check the box  that best describes your child’s behavior. 
Also, check the circle  if the behavior is a concern.


Often or 
always


Some-
times


Rarely or 
never


Check if 
this is a 


concern


	18. Does your child follow simple directions? For example, does
she sit down when asked?


☐ z ☐ v ☐ x ◯ v _____


	19. Does your child let you know how he is feeling with words
or gestures? For example, does he let you know when he is
hungry, hurt, or tired?


☐ z ☐ v ☐ x ◯ v _____


	20. Does your child check to make sure you are near when
exploring new places, such as a park or a friend’s home?


☐ z ☐ v ☐ x ◯ v _____


	21. Does your child do things over and over and get upset when
you try to stop her? For example, does she rock, flap her hands,
spin, or ________? (Please describe.)


____________________________________________________________


____________________________________________________________


☐ x ☐ v ☐ z ◯ v _____


	22. Does your child like to hear stories or sing songs? ☐ z ☐ v ☐ x ◯ v _____


	23. Does your child hurt himself on purpose? ☐ x ☐ v ☐ z ◯ v _____


	24. Does your child like to be around other children?
For example, does she move close to or look at
other children?


☐ z ☐ v ☐ x ◯ v _____


	25. Does your child try to hurt other children, adults, or animals
(for example, by kicking or biting)?


☐ x ☐ v ☐ z ◯ v _____


	26. Does your child try to show you things by pointing at them
and looking back at you?


☐ z ☐ v ☐ x ◯ v _____


TOTAL POINTS ON PAGE  _____


5


5


0


0


0


0


0


0


0


0


 z


SAMPLE
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224 Month Questionnaire Check the box  that best describes your child’s behavior. 
Also, check the circle  if the behavior is a concern.


Often or 
always


Some-
times


Rarely or 
never


Check if 
this is a 


concern


	27. Does your child play with objects by pretending? For example,
does your child pretend to talk on the phone, feed a doll, or fly a
toy airplane?


☐ z ☐ v ☐ x ◯ v _____


	28. Does your child wake three or more times during the night? ☐ x ☐ v ☐ z ◯ v _____


	29. Does your child respond to his name when you call him? For
example, does he turn his head and look at you?


☐ z ☐ v ☐ x ◯ v _____


	30. Is your child too worried or fearful? If “sometimes” or “often or
always,” please describe:


____________________________________________________________


____________________________________________________________


____________________________________________________________


☐ x ☐ v ☐ z ◯ v _____


	31. Has anyone shared concerns about your child’s behaviors? If
“sometimes” or “often or always,” please explain:


____________________________________________________________


____________________________________________________________


____________________________________________________________


☐ x ☐ v ☐ z ◯ v _____


TOTAL POINTS ON PAGE  _____


Luke is hesitant when he is in unfamiliar
places and situations.


Our day care provider say it takes Luke
a while to stop crying when we leave.


5


___10


0


0


0


SAMPLE
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224 Month Questionnaire


OVERALL Use the space below for additional comments.


	32. Do you have concerns about your child’s eating or sleeping behaviors? If yes, please explain:	 ◯ YES	 ◯ NO


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


	33. Does anything about your child worry you? If yes, please explain:	 ◯ YES	 ◯ NO


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


	34. What do you enjoy about your child?


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


Luke's reaction to being in new situations concerns us because he gets 
very upset and cries for a long time.


No


When Luke is happy and comfortable, his smile and laughter make
everyone around him smile. 


SAMPLE
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no or low risk monitor refer


(90%ile)6550


____	 The child’s total score is in the  area. It is below the cutoff. Social-emotional development appears to be on schedule.
____	 The child’s total score is in the  area. It is close to the cutoff. Review behaviors of concern and monitor.
____	 The child’s total score is in the  area. It is above the cutoff. Further assessment with a professional may be needed.


	3. OVERALL RESPONSES AND CONCERNS: Record responses and transfer parent/caregiver comments. YES responses require
follow-up.


1–31.	 Any Concerns marked on scored items? YES no Comments:


32. Eating/sleeping concerns? YES no Comments:


33. Other worries? YES no Comments:


	4.	F OLLOW-UP REFERRAL CONSIDERATIONS: Mark all as Yes, No, or Unsure (Y, N, U). See pages 98–103 in the ASQ:SE-2 User’s Guide.
____	 Setting/time factors (e.g., Is the child’s behavior the same at home as at school?)


____	 Developmental factors (e.g., Is the child’s behavior related to a developmental stage or delay?)


____	 Health factors (e.g., Is the child’s behavior related to health or biological factors?)


____	 Family/cultural factors (e.g., Is the child’s behavior acceptable given the child’s cultural or family context? Have there been 
any stressful events in the child’s life recently?)


____	 Parent concerns (e.g., Did the parent/caregiver express any concerns about the child’s behavior?)


	5.	F OLLOW-UP ACTION: Check all that apply.
____	 Provide activities and rescreen in ____ months.


____	 Share results with primary health care provider.


____	 Provide parent education materials.


____	 Provide information about available parenting classes or support groups.


____	 Have another caregiver complete ASQ:SE-2. List caregiver here (e.g., grandparent, teacher): ______________________________


____	 Administer developmental screening (e.g., ASQ-3).


____	 Refer to early intervention/early childhood special education.


____	 Refer for social-emotional, behavioral, or mental health evaluation.


____	 Other: ____________________________________________________________________________________________________________


110+


	2. ASQ:SE-2 SCORE INTERPRETATION: Review the approximate location of the child’s total score on the scoring graphic. Then,
check off the area for the score results below.


Cutoff
Total 
score


65


TOTAL POINTS ON PAGE 1


TOTAL POINTS ON PAGE 2


TOTAL POINTS ON PAGE 3


TOTAL POINTS ON PAGE 4


Total score


	1. ASQ:SE-2 SCORING CHART:


• Score items (Z = 0, V = 5, X = 10, Concern = 5).
• Transfer the page totals and add them for the total score.
• Record the child’s total score next to the cutoff.


Child’s name: _______________________________________________ Date ASQ:SE-2 completed: __________________________________


Child’s ID #: ________________________________________________ Child’s date of birth: ________________________________________


Person who completed ASQ:SE-2: ____________________________ Child’s age in months and days: ______________________________


Administering program/provider:  ____________________________ Child’s gender:  ◯ Male  ◯ Female


24 Month Information Summary 21 months 0 days through 26 months 30 days


Luke K. Jones 3/30/15
2/23/13


25 months, 7 days
Charm City Child Care
Mother


13235457679891384


15
5
5
10
40


40


Adapting to new situations


No
No
No
No


Yes


Yes
Yes


No


No
No
No
No
No


SAMPLE
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ABSTRACT: The Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood: Revised Edition (DC:0–5;
ZERO TO THREE) is scheduled to be published in 2016. The articles in this section are selective reviews that have been undertaken as part of the
process of refining and updating the nosology. They provide the rationales for new disorders, for disorders that had not been included previously in
the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood: Revised Edition (DC:0–3R; ZERO TO
THREE, 2005), and for changes in how certain types of disorders are conceptualized.


Keywords: psychiatric nosology, infant mental health, early childhood psychopathology, psychiatric nosology, ADHD, ASD, eating
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RESUMEN: DC:05 La Clasificación de Diagnosis de Salud Mental y Trastornos de Desarrollo en la Infancia y la Temprana Niñez será publicada
en 2016. Los artı́culos en esta sección representan selectivos acercamientos que se han tomado como parte del proceso de refinamiento y puesta al
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corriente de la nosologı́a. Ellos proveen el razonamiento en el caso de nuevos trastornos, de trastornos que no habı́an sido incluidos previamente en
DC:0-3R y de cambios en cómo ciertos tipos de trastornos se conceptualizan.


Palabras claves: nosologı́a siquiátrica, salud mental infantil, sicopatologı́a de la temprana niñez, ADHD, ASD, trastornos en los hábitos de comida,
sicopatologı́a de la relación entre niño y progenitor


RÉSUMÉ: L’ouvrage DC:0-5, Classification diagnostique des troubles mentaux et des troubles du développement chez le nourrisson et dans la
petite enfance va sortir aux Etats-Unis en 2016. Les articles de cette section sont des revues sélectionnées qui ont toutes été faites du fait du processus
de redéfinition et de mise à jour de la nosologie. Ils présentent les justificatifs de nouveaux troubles, des troubles qui jusqu’à present n’avaient pas été
inclus dans le DC: 0–3R et des changements dans la manière dont certains types de troubles sont conceptualisés.


Mots clés: nosologie psychiatrique, santé mentale du nourrisson, psychopathologie de la petite enfance, trouble d’hyperactivité avec déficit de
l’attention (THADA), troubles de l’alimentation, psychopathologie de la relation parent enfant


ZUSAMMENFASSUNG: Die “DC: 0–5 Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood”
soll im Jahr 2016 veröffentlicht werden. Die Artikel in diesem Abschnitt sind ausgewählte Reviews, die als ein Teil des Prozesses der Präzisierung und
Aktualisierung der Nosologie vorgenommen wurden. Sie stellen die Grundüberlegungen für neue Erkrankungen, für Erkrankungen, die zuvor nicht in
der DC:0-3R enthalten waren und für Veränderungen der Konzeption bestimmter Störungsarten vor.


Stichwörter: psychiatrische Nosologie, psychische Gesundheit von Säuglingen, Psychopathologie der frühen Kindheit, ADHS, ASD, Essstörungen,
Eltern-Kind-Beziehung, Psychopathologie


��: DC:0-5�������������������, 2016���������	
����
��������,�������
��������������������,�������	
���� �,��!���,���DC:0-3������!"#$�
���,���
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* * *


In 2013, the Board of Directors of ZERO TO THREE au-
thorized creation of a Task Force charged with revising the
Diagnostic Classification of Mental Health and Developmental
Disorders: Revised Edition (DC:0–3R; ZERO TO THREE, 2005)
and completing the revision by 2016. The rationale for the revision
was that by 2016, more than a decade would have passed since the
publication of the DC:0–3R, with considerable research on early
childhood psychopathology having been published in that decade.
Many findings from this research seemed relevant to considering
revisions to the DC:0–3R. An additional impetus was the publi-
cation of the Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-5; American Psychiatric Association, 2013). Despite its


expressed effort to be more developmentally oriented, there was
only modest progress in considering and delineating the unique
manifestations of psychopathology in very young children. In ad-
dition, there were inevitably some lingering concerns about the
DC:0–3R that could be addressed with the benefit of a decade of
clinicians’ experiences in using it.


Reflecting on the multidisciplinary nature of infant mental
health, the nine Task Force members included representation from
the professional disciplines of psychiatry, psychology, pediatrics,
nursing, social work, and counseling. Further, the collective expe-
rience of the group was well more than a century of work in the
field of infant mental health, spanning clinical practice, research,
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and policy. Two of the Task Force members had been involved in
creating the Diagnostic Classification of Mental Health and De-
velopmental Disorders of Infancy and Early Childhood: Revised
Edition (DC:0–3; ZERO TO THREE, 1994), and another had been
on the Task Force that created the DC:0–3R.


The focus of the revision was on refining a diagnostic classi-
fication system (a nosology) rather than prescribing a process of
clinical formulation or outlining an approach to assessment. Thus,
the nosology of the DC:0–3 and the DC:0–3R that is being re-
vised and updated will be necessary, but not sufficient, for clinical
formulation and assessment. These activities are interrelated, but
distinct (see Egger & Emde, 2011). Assessment is the process of
collecting data that will guide both diagnosis and formulation. In
infant and early childhood mental health, assessment skills must
be developmentally specific, employ multiple modes of eliciting
and observing clinical information, and require extensive training,
which a diagnostic classification manual cannot provide. A diag-
nostic classification system specifies criteria that define clinical
disorders, providing clinicians and researchers a shared under-
standing about definitions and manifestations of psychopathology.
By defining the component symptoms and thresholds of a dis-
order, evidence about risk factors, mechanisms of disorders, and
intervention effectiveness can be determined. In clinical practice,
the diagnosis allows effective and efficient communication among
providers and informs treatment. Clinical formulation, on the other
hand, is about understanding an individual child’s symptomatol-
ogy and development in the biological, psychological, relational,
and social contexts. Understanding the factors that precipitate and
perpetuate symptoms, as well as the factors that promote resilience,
for a particular child is needed for purposes of developing an indi-
vidualized clinical plan of intervention.


A major challenge for the Task Force was striking a balance
between (a) placing a high value on having criteria and disorders
that are empirically grounded and (b) prioritizing dissemination
of criteria and disorders that are clinically useful and meaningful.
Research on early childhood psychopathology is newer and less
developed than are studies of psychopathology in older children
and adults. Therefore, the Task Force agreed that we would make
every effort to use all available evidence, but to recognize that
for some disorders that are clinically important, the evidence base
is emerging rather than established. The Task Force hopes that
inclusion of disorders with more limited empirical evidence will
promote focused research that can inform the next iteration of this
nosology.


PROCESS AND DECISIONS


Our Task Force met in person to initiate the work in March 2013.
For the following 3 years, through telephone calls, e-mail, and in-
person meetings, we deliberated evidence and proposed and refined
criteria. From the outset, we solicited input in several different
ways, including expert consultation and user surveys.


Initially, to solicit feedback from the infant mental health
practitioners about the DC:0–3R, the Task Force conducted a Web-


based survey of 20,000 users of the DC:0–3R worldwide. E-mail
invitations with links to the survey instrument were sent to all
users for whom we had access, including participants in DC:0–
3R training sessions; all members of the World Association of
Infant Mental Health (WAIMH) and its affiliates; state infant men-
tal health associations and contacts; the American Academy of
Child and Adolescent Psychiatry Infant and Preschool Commit-
tee; members of the Harris Professional Development Network;
all purchasers of the DC:0–3R and related materials; the Zero To
Three Journal subscribers, and the ZERO TO THREE Board, staff,
and Academy Fellows. The survey instrument included questions
about experience with the DC:0–3R as well as opinions about its
usefulness and opinions about each Axis of the DC:0–3R. We re-
ceived responses from 890 professionals from six continents. The
responses and comments were reviewed and deliberated in detail
by the Task Force (Zeanah et al., 2015).


Following initial drafts of criteria for many disorders, we
sought additional feedback from the infant mental health commu-
nity by posting proposed revisions in the diagnostic criteria for
public comment for some disorders in May 2015 and again in
October 2015 for other disorders (and Axes II–V). The Task Force
also hosted an update forum in December 2013 and two addi-
tional update forums in December 2015 at ZERO TO THREE’s
National Training Institutes. Participants learned about some of the
major changes under consideration for the DC:0–5 and provided
feedback at these forums.


Reviews of the literature, practitioner input, and discussions
of the Task Force led to several decisions. First, based on the
amount of new data that were available, it seemed clear that the
revision would be substantial rather than a mere fine-tuning of the
DC:0–3R. Second, the age range covered by the revision would
be expanded from 3 years to 5 years of age. Much research on
preschool disorders has suggested that this was indicated, as did
the experience of most Task Force members in clinical settings
where early childhood generally extends from newborns through
preschoolers. Practitioner input was overwhelmingly positive
about this decision. This decision led ZERO TO THREE to name
the revision DC:0–5 (2016). Third, we determined to attempt to
extend definitions to younger ages whenever appropriate and pos-
sible, including in some cases, the first year of life. The goal was, as
much as possible, to allow for developmental differences in mani-
festations of psychopathology. Fourth, to distinguish true disorders
from transient behaviors or individual differences, we required
distress or functional impairment for every disorder. This was an
effort to avoid pathologizing transient behavioral anomalies and
expected individual differences. Differentiating normal variability
from true pathology is especially important in this period of rapid
developmental change. Fifth, we decided to retain the multiaxial
system, primarily to emphasize the importance of context for psy-
chopathology in young children. Nevertheless, we also decided to
substantially revise most of the axes. Sixth, all disorders were eval-
uated in terms of their evidence base and their clinical usefulness so
that we neither committed automatically to disorders that had been
defined in the DC:0–3R nor precluded including new disorders. In
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fact, a seventh decision was to attempt to include all disorders rele-
vant for young children in the manual so that the revised nosology
would be comprehensive rather than referring clinicians to other
nosologies when those diagnoses were applicable. Finally, we con-
sciously aligned definitions in the revision with DSM-5 definitions
when indicated, since ultimately our goal is for early childhood
disorders to be fully integrated into mainstream nosologies.


REVIEWS OF NEW AND REVISED DISORDERS


In this special issue, we present four of the reviews that led to
decisions about several new or substantially revised disorders. We
also relied upon other reviews relevant to our process that have
been or soon will be published elsewhere (Scheeringa, Cohen,
& Zeanah, 2011; Zeanah & Gleason, 2015). Several other re-
views are in preparation. For this issue, we review some newly
defined disorders (e.g., overactivity disorder of toddlerhood, atyp-
ical social-communication emergent neurodevelopmental disor-
der, relationship specific disorder of early childhood), some dis-
orders that had been defined in the DSM-5, but not in the
DC:0–3R [e.g., attention deficit hyperactivity disorder (ADHD)],
and some disorders defined differently than in the DC:0–3R (eating
disorders).


Gleason and Humphreys (this issue) present a review of over-
activity and impulsivity in young children, defining both ADHD
and the related overactivity disorder of toddlerhood. Since the
publication of the DC:0–3R, a considerable amount of research on
ADHD in preschoolers has appeared, as evident by the large num-
bers of references in their review that are from 2006 or more recent.
Though ADHD is increasingly studied and documented in children
3 to 5 years old, few early childhood clinicians would argue that
age 3 years is the earliest presentation of ADHD symptomatology.
Overactivity disorder of toddlerhood emerged in part from data
documenting stability of symptoms of hyperactivity/impulsivity
and impairment from the second year of life into the preschool
years. This downward extension is an effort to identify children
with early onset of extreme hyperactivity and impulsivity meeting
ADHD criteria and associated with functional impairment. More
research is needed to determine if these early symptoms escalate
to ADHD in preschool children.


Soto et al. (this issue) tackle a similar challenge about early
presentations of socially aberrant behaviors that are compatible
with autism spectrum disorders. Their comprehensive review pro-
vides the rationale for atypical social-communication emergent
neurodevelopmental disorder (ASCEND), a new disorder that de-
scribes profound social abnormalities in children younger than 3
years old. The developmental deviations described invite strong
consideration of intervention. Some of the children who meet
criteria for ASCEND may eventually be diagnosed with autism
spectrum disorder whereas others may not. Research, especially
from the multisite infant sibling studies (Ozonoff et al., 2015;
Rozga et al. 2011), has endeavored to push the diagnosis of autism
spectrum disorders to younger and younger ages, although false
positives and false negatives appear to increase the younger the


child. Research supporting ASCEND has suggested that a group
of children meeting these criteria may be reliably identified and
may respond favorably to early intervention efforts.


Keren (this issue) reviews eating disorders in young children,
and she proposes substantial revisions from DC:0–3R in their clas-
sification. She outlines the DC:0–5 proposed approach of substan-
tially reducing the number of defined disorders that appeared in the
DC:0–3R and the rationale for “lumping” rather than “splitting.”
She also finds insufficient support for yoking types to ascribed
etiologies, grouping them instead phenomenologically based on
whether they involve undereating, overeating, or atypical eating
by young children.


Finally, Zeanah and Lieberman (this issue) describe a new
approach to parent-child relational pathology. Drawing upon re-
search on relationship specificity of attachments in early child-
hood, they introduce relationship specific disorder of early
childhood. This disorder attempts to define relationship-specific
symptomatic behavior in young children. In addition, they describe
the substantial revisions in the relational axis (Axis II), designed to
address concerns about the approach in the DC:0–3R. In addition
to rating the primary caregiver/young child relationship adapta-
tion, clinicians also are encouraged to assess the coparenting (and
the broader family) relational network in which the young child is
developing.


The original motivation to create the DC:0–3 was widespread
dissatisfaction among infant mental health clinicians with the use-
fulness of extant nosologies in clinical work with young children.
There always is a danger of overpathologizing normal variations
in such an approach, but there also is a danger of failing to identify
and to respond to young children who are suffering or impaired
and on deviant developmental trajectories that increase their risk
for adverse outcomes.


The articles in this issue represent illustrations of our at-
tempts to navigate between overmedicalizing and pathologizing
on one hand, and underrecognizing and missing an opportunity to
intervene effectively on the other.


Arguably, one of the most useful indicators of the success of
a nosology is the research that it inspires to refine and change it.
We hope that these reviews and the disorders that they propose
will do no less than lead to research that provides us with a more
meaningful approach to conceptualizing patterns of behavior in
young children that is associated with distress, impairment, and
developmental risk.
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C L I N I C A L P E R S P E C T I V E S


DEFINING RELATIONAL PATHOLOGY IN EARLY CHILDHOOD: THE DIAGNOSTIC


CLASSIFICATION OF MENTAL HEALTH AND DEVELOPMENTAL DISORDERS OF


INFANCY AND EARLY CHILDHOOD DC:0–5 APPROACH
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ABSTRACT: Infant mental health is explicitly relational in its focus, and therefore a diagnostic classification system for early childhood disorders
should include attention not only to within-the-child psychopathology but also between child and caregiver psychopathology. In this article, we begin
by providing a review of previous efforts to introduce this approach that date back more than 30 years. Next, we introduce changes proposed in the
Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood DC:0–5 (ZERO TO THREE, in press). In
a major change from previous attempts, the DC:0–5 includes an Axis I “Relationship Specific Disorder of Early Childhood.” This disorder intends
to capture disordered behavior that is limited to one caregiver relationship rather than cross contextually. An axial characterization is continued from
the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood DC:0–3R (ZERO TO THREE, 2005),
but two major changes are introduced. First, the DC:0–5 proposes to simplify ratings of relationship adaptation/maladaptation, and to expand what is
rated so that in addition to characterizing the child’s relationship with his or her primary caregiver, there also is a characterization of the network of
family relationships in which the child develops. This includes coparenting relationships and the entire network of close relationships that impinge on
the young child’s development and adaptation.


Keywords: parent–child relationship, relationship disorders, relationship psychopathology, infant mental health


RESUMEN: La salud mental infantil posee un ámbito relacional en cuanto a su enfoque y, por tanto, cualquier sistema de clasificación de diagnóstico
de trastornos en la temprana niñez debe incluir no sólo la sicopatologı́a interna del niño, sino también la sicopatologı́a entre el niño y quien le cuida. En
este ensayo, comenzamos revisando los esfuerzos previos para introducir este acercamiento que data de más de 30 años. Seguidamente introducimos
los cambios propuestos en DC:0-5. En un significativo cambio con respecto a intentos previos, DC:0-5 incluye un Eje I “Trastorno Especı́fico de la
Relación en la Temprana Niñez.” Este trastorno intenta captar la desordenada conducta que se limita a la relación con un cuidador en vez de la relación
inter-contextualmente. Una caracterización axial continúa a partir de DC:0-3R, pero dos cambios significativos se introducen. Primero, DC:0-5 propone
simplificar los puntajes de adaptación y mal-adaptación en la relación, y expandir lo que se evalúa de manera que además de caracterizar la relación del
niño con quien primariamente le cuida, se da también la caracterización del contorno de relaciones familiares dentro del que el niño se desarrolla. Esto
incluye las relaciones de crianza compartida y el grupo entero de relaciones cercanas que tienen un efecto en el desarrollo y adaptación del pequeño
niño.


Palabras claves: relación progenitor niño, trastornos en la relación, sicopatologı́a de la relación, salud mental infantil


RÉSUMÉ: La santé mentale du nourrisson est explicitement relationnelle dans son orientation, et par conséquent un système de classification diagnostique
pour les troubles de la petite enfance devrait prêter attention non seulement à la psychopathologie au-sein-de-l’enfant mais aussi à la psychopathologie
entre l’enfant et la personne en prenant soin. Dans cet article nous commençons par passer en revue les efforts qui ont été déployés afin d’introduire
cette approche qui date d’il y a plus de 30 ans. Ensuite, nous présentons les changements proposés dans le DC:0-5. Dans ce qui constitue l’un des
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grands changements par rapports aux versions précédentes, le DC:0-5 incorpore un Axe I “Trouble de la Petite Enfance Spécifique à une Relation”.
Ce trouble se donne pour but de capturer les comportements désordonnés qui sont limités à la relation avec une personne prenant soin de l’enfant,
plutôt que trans-contextuellement. Une caractérisation axiale s’inscrit dans la lignée du DC:0-3R, mais deux changements importants sont présentés.
Tout d’abord, le DC:0-5 propose de simplifier les évaluations de l’adaptation/la maladaptation de la relation, et d’étendre que ce qui y est évalué de
telle façon qu’en plus de caractériser la relation de enfant avec la personne qui s’en occupe il existe aussi une caractérisaion du réseau de relations
familiales au sein desquelles l’enfant se développe. Ceci comprend les relations de co-parentage et le réseau entier de relations proches qui empiètent
sur le développement et l’adaptation du jeune enfant.


Mots clés: relation parent enfant, trouble de la relation, psychopathologie de la relation, santé mentale du nourrisson


ZUSAMMENFASSUNG: Die psychische Gesundheit von Säuglingen hat einen deutlichen Beziehungsfokus und daher sollte ein diagnostisches Klassi-
fikationssystem für Störungen der frühen Kindheit nicht nur die Psychopathologie des Kindes selbst, sondern auch die Psychopathologie zwischen
Kind und Bezugsperson umfassen. Der Artikel beginnt mit einem Review der bisherigen Bemühungen, diesen bereits mehr als 30 Jahre alten Ansatz
einzuführen. Nachfolgend stellen wir die in der DC: 0–5 vorgeschlagenen Änderungen vor. Eine wichtige Änderung früherer Versuche umfasst die
Aufnahme der Achse I "Beziehungsspezifische Störungen der frühen Kindheit" in die DC:0-5. Diese Störung beabsichtigt gestörtes Verhalten zu
erfassen, das sich auf die Beziehung zu einer Bezugsperson beschränkt und eher nicht kontextübergreifend ist. Eine axiale Charakterisierung wie bei
der DC: 0–3R wird fortgesetzt, allerdings werden zwei wesentliche Änderungen eingeführt. Erstens, die DC:0-5 schlägt vor, Ratings der Beziehungsan-
passung /-fehlanpassung zu vereinfachen und die Bewertung zu erweitern, sodass es zusätzlich zu einer Charakterisierung der Beziehung des Kindes zu
seiner/ihrer Hauptbezugsperson auch eine Charakterisierung des familiären Beziehungsnetzwerks, in dem sich das Kind entwickelt, geben soll. Dazu
gehört die Beziehung zwischen den Eltern und das gesamte Netzwerk enger Beziehungen, die auf die Entwicklung und Anpassung des Kleinkinds
Einfluss nehmen.


Stichwörter: Eltern-Kind-Beziehung, Beziehungsstörungen, Beziehungspsychopathologie, psychische Gesundheit von Säuglingen
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For many years, psychopathology in infancy and early child-
hood has been a controversial topic focused on the meaning of
atypical infant behaviors, either as indicators of risk for subse-
quent psychopathology or as symptoms of present psychiatric dis-
orders. Increasingly, however, manifestations of psychopathology
in very young children are believed to reflect deviant developmen-
tal trajectories associated with significant distress and impaired
functioning. Some surprising similarities between psychopatho-
logical conditions in younger and older children have been noted
(Egger & Angold, 2006), but important differences also have been
described (Sameroff & Emde, 1989).


Although few would dispute that relational processes are inte-
grally involved with the mental health of individuals, and especially
children, a thornier question is whether there are instances in which
the relational processes rather than the individual may be “disor-
dered.” Traditionally, psychopathology has been understood to ex-
ist within individuals rather than between individuals. A paradigm
shift in clinical psychology and psychiatry was introduced by the
conceptualization of family systems and family therapy approaches
that evolved from this conceptualization (Keeney, 1982), but these
approaches have remained peripheral to the dominant definitions
of individual psychopathology.


The roots of the field of infant mental health are explicitly re-
lational; that is, they are focused on understanding young children’s
development and their manifestations of psychopathology within
the context of their relationships with caregivers. Many major fig-
ures in our field have staked out explicitly relational frameworks.
Winnicott’s (1960) oft-quoted declaration, “There is no such thing
as an infant, meaning, of course, that whenever one finds an infant
one finds maternal care, and without maternal care there would be
no infant” (p. 585), was one of the first. Bowlby (1953) similarly
asserted that “ . . . essential for mental health is that an infant and
young child should experience a warm, intimate and continuous
relationship with his mother (or mother substitute . . . ) in which
both find satisfaction and enjoyment” (p. 13). More specifically,
a clinical perspective on relational pathology was presented in
Fraiberg and collaegues’s (1975) case studies of infant maladap-
tive behaviors associated with disturbances in the mother–infant
relationship, which originated in turn in the mother’s conflicted
relationships during childhood, or “ghosts in the nursery.” Each of
these pioneers believed that a relational focus was necessary for
understanding young children’s development and provided a path
for ameliorating their pain.


In this article, we present a new conceptualization of disor-
dered child–parent relationship disorders and a relational context
for understanding psychiatric disorders in young children. The
approach we outline has evolved from many discussions and re-
views of the literature conducted by the ZERO TO THREE Task
Force charged with revising the Diagnostic Classification of Mental
Health and Developmental Disorders of Infancy and Early Child-
hood DC:0–3R (ZERO TO THREE, 2005). We provide a review
of previous efforts in this area and the rationale for our proposal,
which includes a revised relational axis and a newly described
“Relationship Specific Disorder of Early Childhood.”


EMPIRICAL BACKGROUND


Infant mental health clinicians have consistently advocated for un-
derstanding young children’s emotional functioning in the context
of their primary relationships. The most systematic research on
parent–child relationships has come from the study of young chil-
dren’s quality of attachment to their caregivers. This research has
provided very strong empirical support for specificity in the emo-
tional quality of relationships that infants establish with different
caregivers. In this section, we highlight research underpinning this
evidence.


The Strange Situation Procedure (SSP; Ainsworth, Blehar,
Waters, & Wall, 1978) has long been considered the “gold stan-
dard” for assessing infant quality of attachment because the child’s
behavior during reunion with the caregiver after a brief separa-
tion has been shown to predict concurrent and later behavioral
patterns associated with adaptive or maladaptive socioemotional
functioning. A major strength of the SSP is that the findings are
firmly anchored in extensive home observations conducted over
several hours twice a month and then analyzed in relation to the
infant’s behavior in the laboratory (Ainsworth et al., 1978). Some
studies have examined attachment to two different caregivers (e.g.,
mothers and fathers) and have found that the same child may have
different patterns of attachment quality with different caregivers
(Green & Goldwyn, 2002; van IJzendoorn & Wolff, 1997). This
suggests that the dimension of security versus insecurity of attach-
ment is not a child trait but rather a manifestation of how the child
experiences each parent’s emotional availability and behavior.


Main, Kaplan, and Cassidy (1985) introduced the Adult At-
tachment Interview (AAI) as a measure of attachment quality in
adults analogous to the SSP patterns of attachment in infants,
providing a way to assess concordance/discordance in the pat-
terns of attachment of the parent and the child. Adult attachment
patterns are derived from individual differences in narrative dis-
course that are revealed in responses to systematic probes about
adults’ recalled experiences with their own parents. Infant attach-
ment patterns in the SSP, on the other hand, are derived from
behavioral differences demonstrated by the young child toward the
attachment figure, as compared to a stranger in response to sepa-
ration distress. What links these two assessments, beyond a focus
on attachment, is that each of them reveals the adult’s or child’s
attempts to regulate negative emotions during a mild to moderate
attachment salient stressor, including the flexibility/inflexibility of
attention strategies associated with that emotion regulation.


For example, securely attached infants typically demonstrate
distress during separation directly to their caregivers and use the
attachment figure, but not the stranger, for comfort and resolution
of their distress. Once reassured by contact with the caregiver,
they generally resume exploration of the environment. Similarly,
adults classified as autonomous (i.e., secure) report positive and
negative experiences with their parents in a balanced way, neither
avoiding nor overfocusing on challenging experiences with their
parents. Infants with avoidant attachments, on the other hand,
turn their attention away from their own internal distress and
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focus externally on toys or the surrounding environment, much
as adults classified as dismissing use their attention to avoid fo-
cusing on painful memories or insisting that they had no effect.
Infants who are classified as resistant with their caregivers overfo-
cus on caregivers at the expense of the surroundings, but they are
unable to settle once distressed despite attempts by the caregiver to
comfort them. Caregivers classified as preoccupied similarly de-
scribe relationship dissatisfaction with their parents, but seem so
caught up by adverse experiences that they cannot seem to integrate
their emotions and experiences. Thus, avoidant/dismissing, resis-
tant/preoccupied, and secure/autonomous relationships involve re-
duced, exaggerated, and balanced activation of attachment needs
and behaviors, respectively. Similarly, disorganized patterns of at-
tachment in infants and unresolved in adults both involve lapses in
strategies for obtaining closeness and comfort.


Based on attachment theory, we would predict that we could
demonstrate a concordance between a parent’s and a young child’s
patterns of attachment. In fact, several meta-analyses of studies
of the AAI have confirmed the hypothesized substantial concor-
dance between parents’ attachment patterns in the AAI and their
infants’ attachment patterns in the SSP (van IJzendoorn, 1995; van
IJzendoorn & Bakermans-Kranenberg, 1996, 2008).


Importantly, AAI patterns in parents can be used to predict
their infants’ attachments to them. For example, in a study of 100
first-time-pregnant couples, the AAI was administered prenatally
to mothers and fathers, and SSPs were administered at 12 or 18
months (Steele, Steele, & Fonagy, 1996). Mothers’ prenatal pat-
terns, derived from narrative characteristics of their descriptions
of the relationships with their own parents, predicted their infants’
attachment patterns to them more than 1 year later. Fathers’ at-
tachment patterns, measured prenatally, predicted their infants’
attachments to them more than 1 year later. Mothers’ attachment
patterns also showed a modest prediction of infants’ attachment
to that of their fathers more than 1 year later, but fathers’ attach-
ment patterns did not predict infants’ attachments to their mothers.
These findings provide support for relationship specificity. A meta-
analysis of 14 studies comparing attachment of infants to mothers
and to fathers found a significant, but modest, concordance and
concluded that these relationships, as illustrated in the Steele et al.
(1996) study, were largely independent (van IJzendoorn & Wolff,
1997).


Another line of research concerns parents’ representations of
their own infants. Using the Working Model of the Child Interview
(WMCI; Zeanah, Benoit, Hirshberg, Barton, & Regan, 1994), in-
vestigators demonstrated concordance between parents’ represen-
tations of their infants and infants’ patterns of attachment in the
SSP. The predicted patterns of concordance were that parents with
balanced representations would have infants with secure attach-
ments to them, parents with disengaged representations would have
infants with avoidant attachments, and parents with distorted repre-
sentations would have resistant classifications. Research has shown
strong links between balanced/secure and disengaged/avoidant,
with less consistent relations between distorted/resistant
(Vreeswijk, Maas, & Van Bakel, 2012). Furthermore, in a recent


study, mothers’ WMCI classifications fully mediated the relation
between mothers’ prenatal AAIs and infant SSPs at 12 months
(Madigan, Hawkins, Plamondon, Moran, & Benoit, 2015).


These results speak to specificity in mother–infant relation-
ships, especially because mothers’ prenatal representations as-
sessed with the WMCI predicted infant quality of attachment to
mothers at infant age 12 months (Benoit, Parker, & Zeanah, 1997).
Further, Crawford and Benoit (2009) showed that a disrupted scale
applied to prenatal WMCI interviews predicted infant disorganized
attachment at 12 months of age. In other words, these two stud-
ies have indicated that mothers who were interviewed about their
child’s personality and their relationship with their child before
they had even met the child revealed narrative characteristics that
were predictively related to the patterned organization of the child’s
attachment behaviors with them in the SSP more than 1 year later.


Note that the literature on early attachment has focused on
individual differences in patterns of attachment, but has made
no claim about these differences indicating disordered behavior.
On average, approximately 40 to 45% of infants in low-risk
samples are classified as being insecurely attached. Although
insecure attachment is associated with higher likelihood of
later psychopathology, the association is not strong enough to
warrant the conclusion that insecure attachment is itself a form
of relational psychopathology (Sroufe, 1997). Even disorganized
attachment, which has the strongest concurrent and predictive
relation to psychopathology—at least regarding externalizing and
dissociative psychopathology (Fearon, Bakermans-Kranenburg,
van IJzendoorn, Lapsley, & Roisman, 2010; Groh, Roisman, van
IJzendoorn, Bakermans-Kranenburg, & Fearon, 2012; van Ijzen-
doorn, Schuengel, & Bakermans-Kranenburg, 1999)—is not in and
of itself evidence of a disorder. This is because, in part, disorganized
attachment is tied to behavior in the SSP, and may be designated
based on subtle behaviors during reunion, such as approaching a
caregiver with closed eyes or interrupting an approach and stop-
ping. To be a disorder, we expect to see a pattern of symptomatic
behavior that is evident in naturalistic settings and associated with
significant child distress and/or impaired functioning. By this
standard, the single observation provided by an SSP would not by
itself reflect a clinical disorder. On the other hand, many children
whose classification with their caregivers is disorganized will have
clinical disorders, but identifying those disorders will require more
than observations from one standardized laboratory paradigm.


Thus, the literature on attachment patterns between young
children and their caregivers has provided a template to iden-
tify relationship patterns that warrant clinical attention as well
as clear evidence for the early specificity of the relationships that
infants and young children establish with their different primary
caregivers.


RELATIONSHIP DISTURBANCES: AN INITIAL TAXONOMY


A major impetus for considering parent–child relationship disor-
ders was the publication of Relationship Disturbances in Early
Childhood (Sameroff & Emde, 1989). This work derived from a
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FIGURE 1. Model for conceptualizing components of the caregiver–child relationship. From “A Model for Conceptualizing the Role of the Mother’s Representational
World in Various Mother-Infant Therapies,” by N. Stern-Bruschweiler and D.N. Stern 1989, Infant Mental Health Journal, 10, p. 142. Copyright 1989 by Michigan
Association for Infant Mental Health.


year of collaboration at the Center for Advanced Studies in the
Behavioral Sciences at Stanford University among a group of dis-
tinguished early childhood investigators. They developed a then-
novel hypothesis, articulated by Sroufe (1989), that most psychi-
atric problems in children less than 3 years old, though poignantly
expressed in child behavior, are best conceptualized as relational.
Drawing upon several decades of developmental research, they ar-
gued that “If the individual is not a suitable level of analysis for
infant development, neither is the individual a suitable level of
analysis for understanding infant behavioral disorders” (Sameroff
& Emde, 1989, p. 222).


The investigators then proposed a continuum of relationship
disturbances organized around the regulatory function that care-
givers serve for young children. They argued that the mutual reg-
ulation of parent–child relationships was necessary for healthy in-
fant development and well-being and that regulatory disturbances
would reflect disturbances in the relationship (Anders, 1989). They
proposed five patterns of disturbances that could disrupt the parent–
child relationships: overregulated, underregulated, inappropriately
regulated, irregularly regulated, and chaotically regulated (Anders,
1989).


Finally, they also proposed a continuum of parent–child
relationship disturbances. First, they described relationship
perturbations that were transient disruptions caused by stressors,
but which were time-limited because of the adequacy of supports
or the mildness of the stressor. Next, they defined relationship
disturbances that involved inappropriate or insensitive regulation
in interactions leading to intermediate duration problems generally
limited to one domain of interaction. At the most severe level, they
defined relationship disorders as rigidly entrenched, of longer term
duration, and associated with maladaptive interactions across
several domains (Anders, 1989). Further, they declared that
relationship disorders meant that the individual was symptomatic
because of a relationship experience, that recurrent patterns of
interactions of the partners were inflexible/insensitive, and that
symptoms were impairing in daily life and inhibiting the expected
developmental progress of both partners (Sameroff & Emde, 1989).


This groundbreaking work made explicit what had been im-
plicit in the clinical work that had preceded it—that the parent–
child relationship could be and should be the unit of focus in inter-
ventions for young children and their caregivers. But, if so, what
about assessment? Here, they asserted that assessment of the rela-
tionship should include its regulatory pattern, affective tone, and
developmental phase (Anders, 1989). They also emphasized the
various contexts in which relationships are embedded: historical,
social, and cultural.


This was the most systematic and well-articulated effort to in-
tegrate observations from infant developmental research into clin-
ical work with young children and families that had ever been
proposed. Their classification not only provided a means of focus-
ing clinical efforts on the dyad rather than the young child alone
but also attempted to do so in a way that would allow for systematic
characterizations of relational problems.


Despite its considerable importance in advancing the field,
the approach articulated by this group had two major interrelated
problems. First, despite the compelling case they made for regula-
tion as a core feature of the relationship, translating it into clinical
practice proved daunting. Consider the following clinical scenario:
An intrusive caregiver repeatedly overstimulates her infant. The
caregiver appears to be overregulating, but the infant is actually
underregulated. Assuming that this pattern reflects a consistent
characteristic of the relationship, how should it be classified? It is
overregulated from the perspective of caregiver behavior, but un-
derregulated from the standpoint of infant adaptation. This relates
to the second problem of the approach, which is that the descrip-
tions of relationship problems were focused primarily on caregiver
behavior. This adult focus has plagued most attempts to define re-
lational disturbances. It seems that we lack the words to describe
problems between rather than within individuals. Even the con-
struct of relationship is unclear. Are we describing something in
the mind of the parent, something in the mind of the young child,
or something external to each of these? Most measures of interac-
tion mostly focus on caregiver behavior or on infant behavior, and
include scores for each. Interactive patterns of the dyad are less
well-characterized, even though it is widely acknowledged that the
behavior of each partner influences the other.


Another contribution of the Stanford group was to call atten-
tion to the importance of representations and behaviors in under-
standing relationships between young children and their caregivers.
Inspired in part by this important distinction, Stern-Bruschweiler
and Stern (1989) provided a model for conceptualizing parent–
infant/child relationships (Figure 1). In their model, the observable
components of the parent–child relationship, representing recur-
rent patterns of interaction over time, are in the center of the fig-
ure. Outside are the representations of parent and child, reflecting
the subjective experiences and anticipations of each partner. They
also emphasized that this model should be viewed as an open sys-
tem, so that a change in one component would be expected to
change other components. Although originally developed as a way
of understanding the “ports of entry” or targets of various infant
mental health interventions, the model also is useful for determin-
ing components of assessment of parent–child relationships. This
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TABLE 1. Parent–Infant Relationship Global Assessment Scale


DC:0–3 (1994) DC:0–3R (2005)


90 Well Adapted 91–100 Well Adapted
80 Adapted 81–90 Adapted
70 Perturbed 71–80 Perturbed
60 Significantly Perturbed 61–70 Significantly Perturbed
50 Distressed 51–60 Distressed
40 Disturbed 41–50 Disturbed
30 Disordered 31–40 Disordered
20 Severely Disordered 21–30 Severely Disordered
10 Grossly Impaired 11–20 Grossly Impaired


1–10 Documented Maltreatment


was another major breakthrough in providing a clinically useful
frame of reference for infant mental health clinicians attempting to
think relationally. Having a means of assessing relationships led to
more intentional considerations of how to characterize and define
relationship disorders between young children and their primary
caregivers.


THE DC:0–3, AN INITIAL EFFORT AT RELATIONSHIP
DIAGNOSIS


In 1994, a ZERO TO THREE task force, chaired by Stanley
Greenspan and Serena Wieder, published a nosology of early child-
hood disorders, known as the DC:0–3. In this volume, a multiaxial
system was introduced, with Axis II devoted to parent–child re-
lationship disorders. Noting the importance of the parent–child
relationship for young children’s development, and recognizing
the potential for relationship-specific disturbances, DC:0–3 was
the first nosology that clearly articulated relationship disorders be-
tween parents and young children. Although the entire manual
was an effort to create meaningful diagnostic categories for young
children that were not available in the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV; American
Psychiatric Association, 1994) or International Classification of
Diseases, 10th Revision (World Health Organization, 1992), the
inclusion of relationship disorders was perhaps its most distinctive
contribution.


In the DC:0–3, both a continuous and a categorical approach
were used for relationship disturbances. The Parent–Infant Rela-
tionship Global Assessment Scale (PIRGAS; ) comprised a rating
scale 10 (grossly impaired) to 90 (well apdapted) of relationship
adaptation (modeled after the Global Assessment Scale and the
Child Global Assessment Scale that defined Axis V in the DSM-
IV). This scale operationalized the continuum of parent–infant re-
lationship disturbances originally described by Anders (1989). The
anchored points on the scale, listed in Table 1, were to be used by
clinicians at the completion of a clinical assessment to indicate
the level of a dyad’s relationship adaptation. The idea was that
a child’s relationship problems might co-occur with symptomatic
behaviors, but that they could be distinct. The approach asserted


that “serious symptoms may be apparent in an infant without rela-
tionship pathology and relationships may be pathological without
overt symptoms in the infant” (DC:0–3; ZERO TO THREE, p. 67).


The PIRGAS could be used to identify strengths as well as
concerns, but for ratings of 40 and below (disturbed to grossly
impaired), a classification of the type of relationship disorder was to
be specified on Axis II. Ratings in this range designated severe and
pervasive problems in the parent–child relationship that warranted
a diagnosis.


To determine whether a relationship was disordered, clini-
cians were instructed to assess the behavioral quality of the inter-
action, the affective tone of the relationship, and the psychological
involvement or the meaning of the child to the parent. The dis-
ordered relationship types defined in the DC:0–3 included over-
involved, underinvolved, anxious/tense, angry/hostile, mixed, and
abusive (including verbally physically and/or sexually abusive).
For each, a description of behavioral quality of the interaction,
affective tone, and psychological involvement were provided.


The strengths of the DC:0–3’s approach were notable. First,
there was an explicit acknowledgment that relationship disorders
were specific to a relationship. This was the radical departure from
traditional nosologies that had been advocated by Sameroff and
Emde’s (1989) group. Different types of relationship disorders
were not only specified in considerable detail but there also was
an explicit recognition that relationship disturbances were arrayed
along a continuum. PIRGAS ratings anticipated contemporary ef-
forts in the Diagnostic and Statistical Manual of Mental Disor-
ders, Fifth Edition (DSM-5; American Psychiatric Association,
2013) and in the National Institute of Mental Health’s Research
Domain Criteria (Insel et al., 2010) to move beyond a categorical
taxonomy. There also was comprehensive attention to many aspects
of relationships—including perceptions, emotions, and behaviors
and their organization and integration by both partners—that are
central to clinical formulations and interventions.


On the other hand, there also were significant weaknesses in
the DC:0–3 approach. Despite efforts to be balanced, there was an
overemphasis throughout the classifications on parent behaviors,
with descriptions of infant behaviors often framed as reactions
to parent behaviors. Furthermore, the relationship classifications
were simultaneously overly inclusive and underdetailed because
they listed numbers of criteria for each type, without specifying
how many were necessary to make a diagnosis. The types that
were specified retained the same problems as the classification
proposed by Anders (1989) in that they focused more on caregiver
behavior—or at best, caregiver behaviors and infant behaviors—
rather than on dyadic properties. In addition, substantial work has
documented that coparenting (McHale & Lindhal, 2011), which
involves adults cooperating in the care of children, has important
effects on their development. Focusing only on the primary caregiv-
ing relationship in the DC:0–3R left this important consideration
unaddressed.


The PIRGAS also was problematic in that it contained an
internal inconsistency in its metric. In what was intended to be
a continuous scale of relationship adaptation, perturbations and
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significant perturbations were included as transient reactions to
stressors. Thus, there was no way to use this scale to designate
milder, but persistent, relationship disturbances. Given that the
PIRGAS involved a 9-point scale, the anchors for each level of
adaptation also were limited.


Most concerning about the entire Axis II of the DC:0–3,
given its novelty and seeming centrality to the field of infant men-
tal health, is how little research it inspired. A smattering of studies
have examined reliability and validity of the PIRGAS as a scale
(Aoki, Zeanah, Heller, & Bakshi, 2002; Muller et al., 2013; Sa-
lomonsson & Sandell, 2011aa, 2011b), but there have been almost
no attempts to assess the value of the typology of relationship dis-
orders nor whether, for example, a rating of 40 on the PIRGAS is
appropriate as a cutpoint for specifying relationship disorders.


For all of these problems, the introduction of the relationship
as a central clinical focus in the DC:0–3 was a vital contribution
to the clinical enterprise of infant mental health.


CONTRIBUTIONS OF THE REVISED DC:0–3


More than a decade after the original manual appeared, another
ZERO TO THREE task force was charged with revising and up-
dating the DC:0–3, and the result of their work culminated with
the publication of the Diagnostic Classification of Mental Health
and Developmental Disorders of Infancy and Early Childhood:
Revised Edition (DC:0–3R; ZERO TO THREE, 2005). This work
maintained both the continuous ratings of parent–child relation-
ship adaptation and the typology of relationship disorders that had
been introduced by the DC:0–3.


There were only minor changes in Axis II in the DC:0–3R.
First, the PIRGAS was expanded to a 10-point scale, by adding
a “documented maltreatment” rating (see Table 1) to incorporate
ratings that involved abuse or neglect. The anchors of the PIRGAS
were expanded a bit as well. Second, a Relationship Problems
Checklist was introduced. This provided a rating of 0 (no evidence),
1 (some evidence), or 2 (substantial evidence) for each type of
relationship disorder classification.


The text also was updated, and clinicians were instructed to
include five aspects of the “relationship dynamic” (p. 41) when con-
ducting assessments. These included overall functioning of parent
and child, level of distress in both partners, adaptive flexibility of
parent and child, and level of conflict and resolution between parent
and child. In addition, clinicians were to consider the effect of the
quality of the relationship on the child’s developmental progress.


Thus, the revisions of Axis II in the DC:0–3R were helpful,
but minor, and although some increased specification of details
was provided, most of the same strengths and weaknesses evident
in the DC:0–3 were maintained.


THE DIAGNOSTIC CLASSIFICATION OF MENTAL HEALTH
AND DEVELOPMENTAL DISORDERS OF INFANCY AND
EARLY CHILDHOOD DC:0–5, A PROPOSED REVISION


The ZERO TO THREE Diagnostic Classification Revision Task
Force solicited feedback in a number of ways from clinicians about


TABLE 2. Provisional Criteria Relationship-Specific Disorder of Early
Childhood


Diagnostic Algorithm: A-C criteria must be met.
A. The child exhibits a persistent emotional or behavioral disturbance in the
context of one particular relationship with one primary caregiver but not with
other caregivers. Examples include (but are not limited to) the following:


1. Oppositional behavior
2. Aggression
3. Fearfulness
4. Self-endangering behavior
5. Food refusal
6. Sleep refusal
7. Role-inappropriate behavior with caregiver (e.g., over-solicitous or


controlling behavior)
8. Self-endangerment


B. The symptomatology in A is expressed exclusively in one caregiving
relationship.


C. Symptoms of the disorder (or caregiver accommodations in response to the
symptoms) impact significantly the child and/or family functioning in one or
more of the following ways:


1. Cause distress to the child;
2. Cause distress to family;
3. Limit the child’s participation in developmentally-expected activities or


routines;
4. Limit the family’s participation in everyday activities or routines;
5. Limit the child’s ability to learn and develop new skills, or interfere


with developmental progress.
Specify: Caregiver(s) with whom symptomatology is manifest.


From Diagnostic Classification of Mental Health and Developmental Disorders of
Infancy and Early Childhood: Revised Edition (DC:0–5) by ZERO TO THREE
(in press), Washington, DC. Copyright by ZERO TO THREE. Reprinted with
permission of the author.


Axis II and the challenge of how best to characterize relational
problems between young children and their parents. Criticisms of
the DC:0–3R included those already noted as well as that the diag-
nostic labels were pejorative, that the PIRGAS was insufficiently
operationalized and challenging to use, and that it included too
many points and too few anchors to define them.


We recognized that the challenges of revising the approach
of the DC:0–3 and the DC:0–3R were considerable. In reflect-
ing on these challenges, we concluded that there are two reasons
why considering parent–child relationships and relationship dis-
turbances are important. The first reason is that the primary care-
giver/young child relationship is often the central focus of clin-
ical assessment and intervention; thus, relationship-specific psy-
chopathology ought to be captured. The second reason is that the
network of family relationships in which the young child devel-
ops is of considerable importance to the child’s development and
well-being. Based on these two principles, which we derived from
clinical experience, research, and the work of of many others re-
viewed herein, we have recommended modifying the DC:0–3 and
the DC:0–3R approach substantially in several major ways.


First, we introduced a major departure from previous ap-
proaches by defining an Axis I disorder of “Relationship-Specific
Disorder of Early Childhood” (see Table 2). This is an explicit
acknowledgment of the fact that clinical disturbances in young
children’s behavior are often relationship-specific. Next, although
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we maintained Axis II to characterize the caregiving context for the
child, we introduced several changes in how that should be charac-
terized. We did not retain the relationship disorder typology from
previous editions; instead, we limited Axis II characterizations of
the caregiving contexts to ratings on two continuous scales. The
first is used to rate the parent–child relationship level of adapta-
tion/maladaptation, and the second is used to rate the family–child
relationship level of adaptation/maladaptation. We maintained the
continuous rating method, but replaced the PIRGAS with a new
scale.


Relationship-Specific Disorder of Early Childhood


Stern (2008) noted that although we acknowledge relational com-
plexity in infant mental health, we do not always make suffi-
cient use of our understanding in clinical endeavors. Given that so
much clinical work in infant mental health concerns understand-
ing relationship-specific symptomatology, and given the significant
empirical base for relationship-specific behavior in young children
that exists, we may ask why nosologies have not considered rela-
tionship disorders to be a primary and Axis I disorder?


One reason is that the challenge of defining a disorder be-
tween two individuals rather than within an individual has been
daunting for the field. Nevertheless, we concluded that an Axis
I Relationship-Specific Disorder of Early Childhood is warranted
for the DC:0–5. Our approach to the dilemma of how to define
such a disorder was guided by two decisions. First, we defined
a relationship disorder as manifest in infant/young child symp-
toms, but symptoms that are apparent only in one relationship.
Thus, the child who is oppositional with parents and siblings
would not qualify for a relationship disorder because the symp-
toms occur in multiple relationships. Of course, this same child
might qualify for another Axis I disorder. Nevertheless, the rela-
tionship disorder must manifest in infant/young child symptoms
that are impairing to the child and/or the family’s functioning. Sec-
ond, we did not specify the nature of child symptoms required
for relationship. That is, any significant symptoms that impair the
child’s adaptation and are specific to a relationship with a care-
giver will qualify as a relationship disorder. The child might have
food refusal, aggressive behavior, fearfulness, role-inappropriate
caregiving behavior, or any other symptom picture as long as it
is limited to one caregiving relationship. This is in obvious con-
trast with the DC:0–3 and the DC:0–3R approaches that specify
the nature of symptoms required by both caregiver and child and
limit the relationship disturbances to one of a small number of
types.


What this disorder will not capture is presymptomatic young
children who are experiencing disturbed relationships with their
caregivers. That is, if the infant/young child is experiencing a
relationship disturbance without overt symptomatology (i.e., is
at risk for rather than already manifesting psychopathology), then
this disorder is not applicable. Nevertheless, relational disturbances
that place the infant/young child at risk can be captured by Axis II
in the DC:0–5.


Axis II: Relational Context


Axis II is based on the premise that young children usually establish
emotionally salient relationships with a small number of primary
caregivers that they identify as their attachment figures, and that the
network of caregiving relationships that envelops the developing
young child has important affects of the child’s experiences and
behaviors. Independent ratings are made of the overall adaptation
of each the infant/young child’s primary caregiving relationships
(Part A of Axis II) and a separate rating for the infant/young child’s
caregiving environment (Part B of Axis II).


The emotional quality of the dyadic relationship that the child
establishes with each of his or her primary caregivers is character-
ized by the specific contributions that the child and the caregiver
make to their perceptions and interactions with each other. In ad-
dition, because relationships affect relationships, the coparenting
patterns that the caregivers establish with each other in relation to
the child and the dyadic relationships between the child and each
caregiver create a web of relationships that comprise the caregiving
environment and have a profound impact on the child’s develop-
ment. Axis II encompasses both the dyadic relationship between
the child and the primary caregiver(s) and the totality of the care-
giving environment using the scales described next.


Part A: Caregiver–Child Relationship Adaptation. This scale is
used to rate the relationship as it exists between the primary care-
giver(s) and the child rather than within each of these two in-
dividuals. Although disturbances in relationships between young
children and their attachment figures may derive from within the
caregiver, from within the child, or from the unique fit between the
two, the key consideration in using the scale is that the caregiver–
child relationship is affected regardless of the etiology of the
disturbance.


Adequate caregiving is presumed to derive from three overar-
ching characteristics: (a) the caregiver’s knowing and valuing the
child as a unique individual, (b) the caregiver’s consistent emo-
tional availability, and (c) the caregiver’s capacity to take the lead
in providing care for the child (being effectively and empathically
in charge). These caregiver characteristics provide the scaffold that
enables the child to develop age-appropriate trust in the caregiver’s
capacity to respond to his or her physical and psychological needs.
Clinicians may base their ratings on observations of the caregiver–
child interaction and other manifestations of the child–caregiver
subjective experience of each other. Because children develop dif-
ferent relationship patterns with different caregivers, it is important
to conduct direct assessments of all the primary caregiver/child re-
lationships.


The caregiving dimensions listed in Table 3 (Dimensions of
Caregiving for Primary Caregiver/Child Relationship) are intended
to guide the clinician’s assessment of the relationship by systemat-
ically reviewing a number of clinically relevant dimensions. Simi-
larly, because we know that infants and young children are powerful
elicitors of behaviors, feelings, and perceptions in adults, there also
is a listing of clinically relevant infant/young child characteristics
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TABLE 3. Dimensions of Caregiving for Primary Caregiver/Child
Relationship


Indicate how each item contributes to relationship quality.


Strength Not a Concern Concern


Ensuring physical safety
Providing for basic needs (e.g., food,


hygiene, clothing, housing, health care)
Conveying psychological commitment to


and emotional investment in the child
Establishing structure and routines
Recognizing and responding to the child’s


emotional needs and signals
Providing comfort for distress
Teaching and social stimulation
Socializing
Disciplining
Engaging in play and enjoyable activities
Showing interest in child’s individual


experiences and perspectives
Engaging in reflectiveness regarding child’s


developmental trajectory
Incorporating child’s point of view in


developmentally appropriate ways
Tolerating ambivalent feelings in


caregiver-child relationship


From Diagnostic Classification of Mental Health and Developmental Disorders of
Infancy and Early Childhood: Revised Edition (DC:0–5), by ZERO TO THREE
(in press), Washington, DC. Copyright by ZERO TO THREE. Reprinted with
permission of the author.


TABLE 4. Infant/Young Child’s Contribution to Relationship


Indicate how each item contributes to relationship quality.


Strength Concern/Strain?
Not a


Strength/Concern


Temperamental dispositions
Sensory profile
Physical appearance
Physical health (from Axis III)
Developmental status (from


Axes I and V)
Mental health (from Axis I)
Learning style


From Diagnostic Classification of Mental Health and Developmental Disorders of
Infancy and Early Childhood: Revised Edition (DC:0–5), by ZERO TO THREE
(in press), Washington, DC. Copyright by ZERO TO THREE. Reprinted with
permission of the author.


that the clinician is encouraged to use to inform the Axis II Part A
rating of relationship adaptation (Table 4). The clinician is encour-
aged to consider for both caregiver and infant behaviors the degree
to which they are culturally bound and to think carefully about
family cultural values and practices that define young children’s
behaviors and endorse or proscribe specific parenting practices.


Four levels of adaptation are identified for a summary rating
of the relationship. Level 1, Well-Adapted to Good Enough Rela-
tionships, describes relationships that are not of clinical concern.
This level covers a broad range of relationships, from those that are
functioning adequately for both partners on the caregiving dimen-
sions to those that are exemplary. The “good enough” designation is
worth emphasizing in that it is not necessary for the relationships to
be exemplary at this level is not of clinical concern–only rarely will
they be. Most will be characterized by typical ups and downs and
struggles, but will be functionally adequate. At Level 2, Strained to
Concerning Relationships, careful monitoring at least is definitely
indicated, and intervention may be required. At Level 3, Compro-
mised to Disturbed Relationships, the relationship disturbance is
clearly in the clinical range, and intervention is indicated. Finally,
at Level 4, Disordered to Dangerous Relationships, intervention
is not only required but urgently needed due to the severity of the
relationship impairment.


The levels are arrayed ordinally rather than continuously,
meaning that each level becomes more problematic from 1 to 4, but
the levels are not equidistant points in a continuum. In particular,
Level 1 should contain most relationships in low-risk samples and
should include a broad range of relationship adaptations.


The cultural values, practices, and beliefs of the family must
be ascertained when deciding on a rating. In low-risk popula-
tions, Level 1 is expected to predominate, and the distribution of
cases across different levels will be affected by the characteristics
and circumstances of the children and caregivers being assessed.
This scale should be used by trained infant mental health profes-
sionals in clinical settings, usually at the end of an assessment
process.


The dimensions listed in Tables 3 and 4 are not formally
connected to ratings but are intended as guides for clinicians to
think through whether and which type of interventions might be
recommended. There is no minimum number of dimensions that
must be rated as concerning.


Part B: Caregiving Environment and Child Adaptation. Children
construct different relationships with different caregivers, and the
ratings of the caregiving environment are meant to specify the
coordination, integration, and compatibility among the different
caregiving relationships which the child experiences. The emo-
tional quality of this web of caregiving relationships is an impor-
tant predictor of the child’s functioning, even when the caregivers
do not live together. The caregiving dimensions listed in Table 5
are designed to guide the clinician’s assessment of the caregiving
environment. The clinician is encouraged to think carefully about
family cultural values and practices. It is important to understand
and accept cultural variations, but also to intervene to support the
infant’s/young child’s development.


Just as with the primary caregiver/child relationship compo-
nent of Axis II, the caregiving environment and child adaptation
ratings including four levels of adaptation are identified for a
summary rating of the network of caregiving relationships. Level
1, Well-Adapted to Good Enough Relationships, describes a
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TABLE 5. Dimensions of the Caregiving Environment


Indicate how each contributes to the caregiving environment.


Strength Not a Concern Concern


Problem solving
Conflict resolution
Caregiving role allocation
Caregiving communication: instrumental
Caregiving communication: emotional
Emotional investment
Behavioral regulation and coordination
Sibling harmony


From Diagnostic Classification of Mental Health and Developmental Disorders of
Infancy and Early Childhood: Revised Edition (DC:0–5), by ZERO TO THREE
(in press), Washington, DC. Copyright by ZERO TO THREE. Reprinted with
permission of the author.


caregiving environment in which the quality of coparenting rela-
tionships are not of clinical concern. This level is meant to cover
a broad range of relationships, from those that are functioning
adequately among caregivers in relationship to the child to those
that are exemplary in their level of coordination, collaboration, and
compatibility. At Level 2, Strained to Concerning Relationships,
there are likely to be indicators of conflict and/or insufficient
communication and coordination among the caregivers regarding
the care and upbringing of the child. In addition, the child is
likely experiencing distress, tension, or uncertainty about how to
negotiate interactions with the different caregivers and may show
preferences that spark conflict among them. The strain or concern
places the child’s social and emotional trajectory at risk for com-
promise. At Level 3, Compromised to Disturbed Relationships, the
family relationships are fraught with inappropriate levels of risk
to safety, significant conflict, insufficient or irregular engagement,
or significant imbalance. The level of disturbance indicates that
the child’s social and emotional trajectory has been compromised.
Finally, at Level 4, Disordered to Dangerous Relationships, there
is a clear and immediate need for clinical intervention because the
relationship pathology among caregivers is severe and pervasive,
with significant impairments in the provision of adequate pro-
tection and responsive caregiving, age-appropriate socialization,
and/or support for exploration and learning, to the extent that
these disturbances are seriously compromising the young child’s
development and threaten the child’s physical or psychological
safety.


INTEGRATING AXIS I AND II


Given that relational pathology may involve Axis I and/or Axis
II, we consider briefly how the Axes are to be used in differ-
ent situations. Relationship-specific disorder is to be used for a
symptomatic child whose symptoms are limited to one particular
relationship. When relationship-specific disorder is used, Axis II
also should be coded. Part A of Axis II, caregiver-child relationship


adaptation, should be Level 3 or 4 when the child meets criteria
for a relationship disorder on Axis I. Part B of Axis II may be at
any level, although Levels 2 to 4 may be more likely than is Level
1 in the context of a relationship-specific disorder. A child may
have an Axis I disorder other than relationship-specific disorder
and also have an Axis II rating of any of the levels. In this instance,
the child would be symptomatic cross-contextually, but the care-
giving environment—either the primary caregiving relationship
or the broader caregiving environment—could range from highly
adaptive to highly maladaptive. A child who does not meet criteria
for any Axis I disorder could have an Axis II rating that ranges
from Level 1 to Level 4 on either Part A, the primary caregiving
relationship, or Part B, the broader caregiving environment of re-
lationships. A child with no Axis I diagnosis and an Axis II rating
of Level 1 would be a child for whom there is no clinical concern.
An asymptomatic child with an Axis II rating of Level 2, 3, or 4 on
either the primary caregiving relationship or the broader caregiving
environment relationship ratings would be a child considered “at
risk” for subsequent psychopathology.


SUMMARY AND THE WAY FORWARD


We detailed both the importance and the challenges of incorpo-
rating relational features into a diagnostic classification system.
The DC:0–5 represents the latest of several attempts that date back
more than 30 years. In a major change from previous attempts, the
DC:0–5 includes an Axis I Relationship-Specific Disorder of Early
Childhood. The diagnosis is made by focusing on symptomatic be-
havior in the child, but behavior that is expressed largely or exclu-
sively in the context of one caregiving relationship. Much remains
to be learned about the usefulness of this new disorder classifica-
tion. Reliability and validity must be established, but the real test is
whether it shapes treatment differently than would within-the-child
disorders.


An axial characterization of young child/caregiver relation-
ships is continued from the DC:0–3R, but also is different in two
major ways. First, the PIRGAS has been replaced by a 4-point
scale with more detailed relational anchors designed to guide clin-
ical intervention. Second, in addition to characterizing the young
child’s relationship with his or her primary caregiver, there also
is a characterization of the caregiving environment; that is, the
network of family relationships in which the child develops. This
includes coparenting relationships and the entire network of close
relationships that impinge on the young child’s development and
adaptation. There already is considerable empirical evidence that
family environments are powerful influences on young children’s
development. We hope that this contextualization of the young
child’s caregiving environment will receive the clinical attention
that it warrants.


Our hope is that these new approaches to conceptualizing re-
lationship psychopathology will receive careful empirical scrutiny
and be revised as indicated. Careful evaluation of this approach rep-
resents an important challenge for researchers and a much-needed
aid to practitioners.
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TABLE 1. DIMENSIONS OF CAREGIVING


Indicate how each of  the caregiving dimensions contributes to relationship quality. 


Indicate how each item contributes to relationship quality: Contribution to Relationship Quality


Strength Not a 
concern


Concern


Ensuring physical safety


Providing for basic needs (e.g., food, hygiene, clothing, housing, health care)


Conveying psychological commitment to and emotional investment in the infant/
young child


Establishing structure and routines 


Recognizing and responding to the infant’s/young child’s emotional needs and 
signals 


Providing comfort for distress


Teaching and social stimulation


Socializing 


Disciplining


Engaging in play and enjoyable activities


Showing interest in the infant’s/young child’s individual experiences and 
perspectives


Demonstrating reflective capacity regarding the infant’s/young child’s developmen-
tal trajectory


Incorporating the infant’s/young child’s point of  view in developmentally appro-
priate ways


Tolerating ambivalent feelings in the caregiver–infant/young child relationship


Specify/Describe Caregiver Contributions to Relationship:
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TABLE 2. INFANT’S/YOUNG CHILD’S CONTRIBUTIONS  
TO THE RELATIONSHIP


Indicate how each of  the infant’s/young child’s characteristics contributes to relationship quality. 


Indicate how each item contributes to relationship quality: Contribution to Relationship Quality


Strength Not a 
concern


Concern


Temperamental dispositions


Sensory profile


Physical appearance


Physical health (from Axis III)


Developmental status (from Axes I and V)


Mental health (from Axis I)


Learning style


Note: Caregiving dimensions and the infant’s/young child’s characteristics that contribute to relationship quality are inherently cultur-
ally bound. Clinicians are encouraged to think carefully about family cultural values and practices that define the infant’s/young child’s 
characteristics and which parenting practices are endorsed or proscribed.


Specify/Describe Infant's/Young Child's Contributions to Relationship:








Copyright © 2016 ZERO TO THREE. All rights reserved.


TABLE 3. DIMENSIONS OF THE CAREGIVING ENVIRONMENT


Indicate how each of  the dimensions contributes to the functioning of  the caregiving environment. 


Caregiving Dimension Contribution to Relationship Quality


Strength Not a 
concern


Concern


Problem solving


Conflict resolution


Caregiving role allocation


Caregiving communication: Instrumental


Caregiving communication: Emotional


Emotional investment


Behavioral regulation and coordination


Sibling harmony


Note: Dimensions of  the caregiving environment are likely to be understood and defined differently within different cultures and 
subcultures. Clinicians are encouraged to think carefully about family cultural values and practices and to strike a balance between un-
derstanding and accepting cultural variations and intervening with limits that support the infant’s/young child’s development.


Specify/Describe Caregiving Environment's Contributions to Relationship:
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THE PSYCHOSOCIAL AND ENVIRONMENTAL STRESSORS 
CHECKLIST FOR THE IDENTIFIED INFANT/YOUNG CHILD


This checklist provides the clinician with a framework for (1) identifying the multiple sources of  stress experienced by an individual 
infant/young child and family and (2) noting their duration and severity.


To capture the cumulative severity of  stressors, the clinician should identify all the sources of  stress in an infant’s/young child’s circum-
stances. For example, an infant/young child who enters foster placement may be experiencing the impact of  abuse, parental psychiatric 
illness, separation, and poverty. The greater the number of  stressors involved, the greater the adverse impact on the infant/young child 
is presumed to be.


Psychosocial and Environmental Stressor Checklist 
(Complete information for all stressors that apply)


Stressors Age of  onset  
(in months)


Comments, including  
duration and severity


Challenges within the infant’s/young child’s family or primary support group


Acculturation or language conflicts


Birth of  a sibling


Change in primary caregiver


Criminal activity within the household


Death of  a parent or important caregiver


Death of  another important person


Death of  other family member


Domestic violence


Emotional abuse


Family social isolation
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Stressors Age of  onset  
(in months)


Comments, including  
duration and severity


Father or mother absence


Inadequate social support for the family


Incarceration of  family member


Infant/young child has been adopted


Infant/young child neglect


Infant/young child physical abuse


Infant/young child placed in foster care


Infant/young child placed in institutional 
care


Infant/young child reunification with parent 
after prolonged separation


Infant/young child sexual abuse


Medical illness of  parent or caregiver  
(specify acute or chronic)


Medical illness of  sibling or other household 
member (specify acute or chronic)


Mental health problems of  household 
member


New adult in household (e.g., romantic 
partner)
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Stressors Age of  onset  
(in months)


Comments, including  
duration and severity


New infant/young child (not by birth) in 
home (e.g., adoption, stepsibling, foster child)


Other trauma to significant person in the 
infant/young child’s life


Parent or caregiver discord or conflict 
(nonphysical)


Parent or caregiver divorce or separation


Parent or caregiver mental health problems


Parent or caregiver remarriage


Parent or caregiver separation from the 
infant/young child (e.g., out-of-town 
employment, hospitalization)


Parent or caregiver substance abuse


Removal of  nonindex infant/young child 
from home


Severe discord or violence with sibling


Substance abuse by household member 


Teenage parent


Unpredictable home environment


Unstable family constellation
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Stressors Age of  onset  
(in months)


Comments, including  
duration and severity


Challenges in the social environment


Discrimination or racism is experienced by 
family


Immigrant status


Inadequate access to health care


Infant/young child experiences bullying


Infant/young child is witness to community 
violence


Refugee status


Unsafe neighborhood


Educational or child care challenges


Multiple changes in child care provider


Parent or caregiver low literacy


Poor quality early learning environment or 
out-of-home care (e.g., health and safety 
concerns, high infant/young child–staff ratios 
and large groups, inadequately trained staff, 
lack of  attention to social and emotional 
development)


Housing challenges


Eviction from home or foreclosure


Homelessness


Inadequate, unsafe, or overcrowded housing
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Stressors Age of  onset  
(in months)


Comments, including  
duration and severity


Multiple moves


Economic and employment challenges


Dangerous or stressful parental work  
conditions


Food insecurity


Heavy indebtedness


Military deployment or reintegration


Parental unemployment or job instability


Poverty or near poverty


Infant/young child health


Infant/young child accident or injury 
(e.g., animal bite, passenger in vehicular 
accident)


Infant/young child hospitalization


Infant/young child medical illness  
(acute or chronic)


Painful or frightening medical procedure(s)


Pregnancy-related stressors


Legal or criminal justice challenges


Child protective services involvement 
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Stressors Age of  onset  
(in months)


Comments, including  
duration and severity


Custody dispute


Infant/young child is victim of  crime


Parent is victim of  crime


Parental arrest


Parental deportation


Parental incarceration or return from  
incarceration


Undocumented immigration status


Other


Abduction (specify by family member or 
nonfamily member)


Disaster (e.g., fire, hurricane, earthquake)


Disease epidemic


Other (specify)


Terrorism


War


Note: “Parent” refers to parenting figure(s).
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Developmental Milestones and Competency Ratings
 


Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Briefly calms self  
(e.g., sucks on hand).


Exhibits interest in the 
outside world when in an 
alert state (e.g., gazes at 
objects, people, or light; 
localizes to sound; adjusts 
breathing in response to 
sound of  voices).


Is comforted by prox-
imity to caregiver and 
soothing motion.


Remains in a calm, 
focused state for at least 2 
minutes.


Makes smooth state 
transitions (e.g., sleep to 
drowsy to awake).


Expresses contentment 
or discomfort.


Social-Relational Smiles responsively 
(i.e., social smile).


Looks at caregiver’s face.


Coos responsively.


Localizes to familiar 
voices and sounds.


Shows interest in facial 
expressions.


By 3 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


Follows sounds (e.g., turn-
ing head in response to 
sound).


Coos and gurgles. 


Imitates simple facial 
expressions (e.g., smiling, 
sticking tongue out).


Cognitive Follows people and 
objects with eyes.


Loses interest or protests 
if  activity does not 
change.


Movement and 
Physical


Pushes up trunk when 
lying on stomach.


Holds head up without 
support.


Hands are often open 
(i.e., not in fists).


By 3 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Responds to affection 
with smiling, cooing, or 
settling.


Demonstrates a range of  
emotions that includes 
happiness, excitement, 
sadness, fear, distress, dis-
gust, anger, joy, interest, 
and surprise. 


Expresses anger, frus-
tration, or protest with 
distinct cries and facial 
expressions.


Recovers from distress 
when comforted by 
caregiver.


Social-Relational Imitates some move-
ments and facial 
expressions (e.g., smiling 
or frowning).


Engages in socially 
reciprocal interactions 
(e.g., playing simple back-
and-forth games).


Seeks social engage-
ment with vocalizations, 
emotional expressions, or 
physical contact.


Watches faces closely.


Language- 
Social 
Communication


Copies sounds.


Babbles with p, b, and m 
sounds.


Vocalizes excitement and 
displeasure (e.g., laughs 
and coos).


Produces distinct cries 
to show hunger, pain, or 
being tired.


By 6 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Cognitive Tracks moving objects 
with eyes from side to 
side.


Experiments with cause 
and effect (e.g., bangs 
spoon on table).


Smiles and vocalizes in 
response to own face in 
mirror image.


Recognizes familiar 
people and things at a 
distance.


Demonstrates anticipa-
tion of  certain routine 
activities (e.g., shows ex-
citement in anticipation 
of  being fed).


Movement and 
Physical


Swats at dangling 
objects.


Pushes down on legs 
when feet are on a hard 
surface.


Sits without support.


Rolls over from tummy 
to back.


Holds and shakes an 
object.


Bangs two objects 
together.


Brings hands to midline.


Reaches for object with 
one hand.


By 6 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Has strategies for 
self-soothing.


Demonstrates preference 
for caregivers.


Intentionally communi-
cates feelings to others.


Social-Relational Distinguishes between 
familiar and unfamiliar 
voices. 


Shows some stranger 
wariness.


Protests separation from 
caregiver.


Enjoys extended play 
with others, especially 
caregivers.


Engages in back-
and-forth, two-way 
communication using 
vocalizations and eye 
contact.


Mimics other’s simple 
gestures.


Follows other’s gaze and 
pointing.


By 9 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


Responds to sounds by 
making sounds or mov-
ing body.


Imitates speech sounds 
when prompted


Begins to use noncrying 
sounds (speech sounds) to 
get and keep attention


String vowels together 
when babbling (ah, eh, oh).


Makes sounds to show 
joy or displeasure


Begins to use gestures to 
communicate wants and 
needs (e.g., reaches to be 
picked up).


Follows some routine 
commands when paired 
with gestures


Shows understanding of  
commonly used words.


Cognitive Mouths or bangs objects.


Tries to get objects that 
are out of  reach.


Looks for things he or 
she sees others hide 
(e.g., toy under blanket).


By 9 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Movement and 
Physical


Rolls over in both direc-
tions (front to back, back 
to front).


Brings self  to sitting posi-
tion independently.


Stands with support.


Moves independent-
ly from one place to 
another (e.g., crawling, 
scooting).


Turns pages of  a book.


Reaches for and grasps 
objects.


Passes objects from one 
hand to the other.


By 9 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Looks to caregiver 
for information about 
new situations and 
environments.


Looks to caregiver 
to share emotional 
experiences.


Responds to other 
people’s emotions 
(e.g., displays sober, se-
rious face in response to 
sadness in parent; smiles 
when parent laughs).


Uses gestures to com-
municate feelings 
(e.g., clapping when 
excited).


Social-Relational Offers object to initiate 
interaction (e.g., hands 
caregiver a book to hear 
a story).


Plays interactive games 
(e.g., “peek-a-boo” and 
“pat-a-cake”). 


Looks at familiar people 
when they are named.


Gives object to seek 
help (e.g., hands shoe to 
parent).


Extends arm or leg to 
assist with dressing.


Language- 
Social 
Communication


Understands “no.”


Responds to own name.


Looks in response to 
“where” questions 
(e.g., “Where is the 
doggie?”).


By 12 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


(continued)


Makes different con-
sonant sounds such as 
mamamam and babababa.


Points to nearby objects.


Imitates conventional 
gestures (e.g., waving bye-
bye, clapping).


Responds to simple di-
rectives accompanied by 
gestures such as “come 
here.”


Has a few words 
(e.g., “mama,” “dada,” 
“hi,” “bye-bye,” or “dog”).


Cognitive Watches the path of  
something as it falls.


Has favorite objects 
(e.g., toys, blanket).


Explores objects and how 
they work in multiple 
ways (e.g., mouthing, 
touching, dropping).


Fills and dumps containers.


Plays with two objects at 
the same time.


By 12 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Movement and 
Physical


Takes a few steps without 
holding on.


Walks holding onto fur-
niture (i.e., cruises).


Moves from sitting to 
standing position.


Stands alone.


Picks up things between 
thumb and index finger  
(e.g., cereal).


Crawls forward on belly, 
pulling with arms and  
pushing with legs.


Turns around while 
crawling.


Crawls while holding an 
object.


By 12 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Shows affection with kiss-
es (without pursed lips).


Demonstrates cautious 
or fearful behavior such 
as clinging to or hiding 
behind caregiver.


Social-Relational Seeks and enjoys 
attention from others, 
especially caregivers.


Engages in parallel play 
with peers.


Presents a book or toy 
when he or she wants to 
hear a story or to play.


Repeats sounds or ac-
tions to get attention.


Enjoys looking at picture 
books with caregiver.


Engages in parallel play 
with peers.


Language- 
Social 
Communication


Uses simple gestures such 
as shaking head “no” or 
waving “bye-bye.”


Responds to the gestures 
of  others.


Enjoys looking at picture 
books with caregivers.


Makes sounds with 
changes in tone (sounds 
more like speech).


By 15 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


(continued)


Uses complex com-
munication skills 
integrating gestures, 
vocalizations, and eye 
contact (e.g., looking to 
parent while taking his or 
her hand to bring him or 
her to a desired toy).


Identifies correct picture 
or object when it is 
named.


Follows simple requests 
(e.g., “pick up the toy”;  
“roll the ball”).


Cognitive Imitates complex ges-
tures (e.g., signing).


Initiates joint attention 
(e.g., points to show 
others something inter-
esting or to get others’ 
attention).


Finds hidden objects 
easily.


Uses objects for their 
intended purpose 
(e.g., drinks from a cup, 
smooths hair with brush).


Movement and 
Physical


Explores physical 
environment.


Pushes objects (e.g., box-
es, toy trucks, push toys).


Walks independently.


By 15 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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By 18 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.


Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Demonstrates self-
comforting strategies.


Shares humor with peers 
or adults (e.g., laughs at 
and makes funny faces or 
nonsense rhymes).


Social-Relational Likes to hand things to 
others during play.


Engages in reciprocal 
displays of  affection 
(e.g., hugs or kisses with a 
pucker).


Asserts autonomy 
(e.g., “me do”).


Reacts with concern 
when someone appears 
hurt. 


Leaves caregiver’s side to 
explore nearby objects or 
setting.


Engages in teasing 
behavior such as looking 
at parent and caregiver 
and doing something 
“forbidden.”


Language- 
Social 
Communication


Uses at least 20 words 
or word approximations 
such as baba for ball.


Shows consistent increas-
es in vocabulary each 
month.


Says and shakes head 
“no.”


Can follow one-step 
verbal commands 
without any gestures 
(e.g., sits when you say 
“sit down”).
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


(continued)


When pointing, looks 
back to caregiver to con-
firm joint attention.


Combines words, ges-
tures, and eye contact 
to communicate feelings 
and requests.


Cognitive Enacts play sequences 
with objects according 
to their intended use 
(e.g., pushing a toy dump 
truck and emptying its 
cargo).


Shows interest in a doll 
or stuffed animal by 
giving a hug.


Points to at least one 
body part.


Points to self  when 
asked.


Plays simple pretend 
games (e.g., feeding a 
doll).


Scribbles with crayon, 
marker, and so forth.


Turns pages of  book.


Recognizes self  in mirror.


Movement and 
Physical


Stacks two blocks.


Walks up steps with help.


By 18 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Movement and 
Physical


(continued)


Pulls toys while walking.


Helps undress him- or 
herself  (e.g., pulls off hat, 
socks, mittens).


Eats with a spoon.


Drinks from open cup.


By 18 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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By 24 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.


Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Exhibits embarrassment 
and pride.


Exhibits shame and guilt.


Exhibits empathy 
(e.g., offers comfort when 
someone is hurt).


Attempts to exert inde-
pendence frequently.


Names or understands 
words for basic emotions.


Social-Relational Imitates others’ com-
plex actions, especially 
adults and older children 
(e.g., putting plates on the 
table, posture, gestures).


Enjoys being with other 
young children.


Takes pride and plea-
sure in independent 
accomplishments.


Primarily plays in 
proximity to other young 
children but notices and 
imitates other young 
children’s play more 
frequently. 


Responds to being cor-
rected or praised.


Language- 
Social 
Communication


Enjoys being read to.


Names actions.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


(continued)


Knows names of  familiar 
people and many body 
parts.


Uses two words together 
(e.g., “more cookie”; 
“Dada, bye-bye?”).


Repeats words overheard 
in conversation.


Names objects in picture 
books (e.g., cat, bird, ball, 
or dog).


Imitates animal sounds 
such as “meow,” “woof,” 
“baa,” and “moo.”


Uses some self-referen-
tial pronouns such as 
“mine.”


Cognitive Finds things even when 
hidden under two or 
three covers or when 
hidden in one place and 
moved to a second place 
(i.e., does not give up 
when the hidden object is 
not in the first location).


Begins to sort shapes and 
colors.


Completes sentences and 
rhymes from familiar 
books, stories, or songs.


Plays simple make-be-
lieve games (e.g., pretend 
meal).


Builds towers of  four or 
more blocks.


Follows two-step instruc-
tions (e.g., “Pick up your 
shoes and put them in 
the closet”).


By 24 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Movement and 
Physical


Participates in dressing 
(e.g., putting arms into 
sleeves, pulling pants up 
or down, putting on hat).


Stands on tiptoes.


Kicks a ball.


Runs.


Climbs onto and down 
from furniture without 
help.


Walks up and down stairs 
holding on.


Draws lines.


Drinks using a straw.


Opens cabinets, drawers, 
and boxes.


By 24 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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By 36 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.


Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Expresses full range 
of  emotions, including 
pride, shame, guilt, and 
empathy.


Expresses distress or 
anger with words.


Shows pride in new 
learning and new 
experiences.


Expresses affection open-
ly and verbally.


Expresses feelings 
through pretend play and 
drama.


Social-Relational Shows affection to peers 
without prompting.


Shares without prompts.


Can wait turn in playing 
games.


Shows concern for crying 
peer by taking action.


Engages in associative 
play with peers (i.e., in-
fants/young children 
participate in similar 
activities without formal 
organization but with 
some interaction). 


Shares accomplishments 
with others.


Helps with simple house-
hold tasks.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


Clearly uses k, g, f, t, d, 
and n sounds.


Builds logical bridges 
between ideas using 
words such as “but” and 
“because.”


Asks questions using 
words such as “why?” or 
“how?”


Says first name when 
asked.


Names most familiar 
objects.


Understands words 
such as “in,” “on,” and 
“under.”


Knows own identifying 
information (e.g., name, 
age, gender).


Identifies peers by name.


Uses some plurals 
(e.g., “cars,” “dogs,” 
“cats”).


Uses labels “mine,” 
“I,” “you,” “me,” 
“their,” “his,” or “hers” 
accurately.


Speaks well enough 
for familiar listeners to 
understand most of  the 
time.


Carries on a conversa-
tion using two or three 
sentences.


Uses sentences that are at 
least three to four words.


By 36 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Cognitive Labels some colors 
correctly.


Plays thematic make-be-
lieve with objects, 
animals, and people.


Answers simple “why” 
questions (e.g., “Why do 
we need a coat when it’s 
cold outside?”).


Shows awareness of  skill 
limitations.


Understands “bigger” 
and “smaller.” 


Understands concept of  
“two.”


Enacts complex behav-
ioral routines observed 
in daily life of  caregivers, 
siblings, or peers.


Solves simple problems 
(e.g., obtains a desired 
object by opening a 
container).


Attends to a story for 5 
minutes.


Plays independently for 5 
minutes.


Movement and 
Physical


Manipulates some but-
tons, levers, and moving 
parts.


Climbs on high and low 
structures.


Runs fluidly.


By 36 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Movement and 
Physical


(continued)


Copies a circle.


Builds tower of  more 
than six blocks.


Pedals a tricycle (three-
wheel bicycle).


Catches and kicks big 
ball.


Walks up and down 
steps, alternating feet.


By 36 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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By 48 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.


Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Expresses distress or 
anger with words.


Conveys emotional expe-
riences in pretend play.


Complies with basic cul-
tural rules for emotional 
expression.


Social-Relational Pretends to play “Mom” 
and “Dad” (or other 
relevant caregivers).


Asks about or talks 
about parent and care-
giver when separated 
(i.e., holds the other in 
mind).


Engages in cooperative 
play with other infants/
young children.


Has a preferred friend.


Expresses interests, likes, 
and dislikes. 


Language- 
Social 
Communication


Relates experiences from 
school or outside home.


Describes events or 
things using four or more 
sentences at a time.


Identifies rhyming words 
such as “cat–hat” or 
“ping–ring.”


Recognizes and under-
stands basic rules of  
grammar (e.g., plurals, 
tense).


Sings a song or says 
a poem from memory 
(e.g., “Itsy Bitsy Spider” or 
the “Wheels on the Bus”).
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


(continued)


Tells stories.


Says first and last name 
when asked.


Uses words or adjectives 
to describe or talk about 
him- or herself.


Understands, uses, and 
responds to questions of  
“how” or “when.”


Uses words that talk 
about time.


Speech is generally 
understood by nonfamily 
members.


Cognitive Names several colors and 
some numbers.


Counts to five.


Has rudimentary under-
standing of  time.


Shares past experiences.


Remembers parts of  a 
story.


Engages in make-believe 
play with capacity to 
build and elaborate on 
play themes.


Connects actions and 
emotions.


By 48 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Cognitive


(continued)


Responds to questions 
that require understand-
ing the idea of  “same” 
and “different.”


Draws a person with two 
to four body parts.


Understands that actions 
can influence others’ 
emotions (e.g., tries to 
make others laugh by 
telling simple jokes).


Waits for turn in simple 
games.


Elaborates on thematic 
make-believe play.


Plays board or card 
games with simple rules.


Describes what is going 
to happen next in a book.


Talks about right and 
wrong.


Movement and 
Physical


Skips, hops, and stands 
on one foot for up to 2 
seconds.


Catches a large, bounced 
ball most of  the time.


Copies “plus” sign.


Uses toilet during the day 
with few accidents.


Pours from one contain-
er to another, cuts with 
supervision, and mashes 
own food.


By 48 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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By 60 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.


Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Emotional Expresses two or more 
emotions at the same 
time.


Shows awareness of  
and interest in personal 
success. 


Shows increased confi-
dence associated with 
greater independence 
and autonomy.


Social-Relational Wants to please friends.


Emulates role models, 
real or imaginary.


Values rules in social 
interactions.


Participates in group 
activities that require as-
suming roles (e.g., Follow 
the Leader).


Modulates or mod-
ifies voice correctly 
depending on situation 
or listener (e.g., outside 
voice, to adult, other 
infant/young child, or 
younger child). 


Language- 
Social 
Communication


Makes all speech sounds. 
May make mistakes on 
more difficult sounds 
such as ch, sh, th, l, v, and 
z (linguistically variable).


Understands words 
denoting order such as 
“first,” “second,” “third,” 
“next,” and “last.”


Uses “today,” “yester-
day,” “tomorrow,” “last 
week,” and “before” 
correctly.


Discriminates rhyming 
and nonrhyming words.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Language- 
Social 
Communication


(continued)


Recognizes words with 
same beginning sound.


Identifies individual 
sounds within words 
(e.g., “dog”: d–o–g).


Tells a simple story using 
full sentences.


Uses future tense 
(e.g., “Grandma will be 
here”).


Says full name and 
address.


Cognitive Counts 10 or more things.


Tells stories with be-
ginning, middle, and 
conclusion.


Draws a person with at 
least six body parts.


Acknowledges own 
mistakes or misbehaviors 
and can apologize.


Distinguishes fantasy 
from reality most of  the 
time.


Names four colors 
correctly.


Follows rules in simple 
games.


Knows function of  ev-
eryday household objects 
(e.g., money, cooking 
utensils, appliances).


By 60 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.
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Competency 
Domain


Milestone Milestone 
Rating


Comments Competency 
Domain 
Rating


Cognitive


(continued)


Attends to group activity 
for 15 minutes (e.g., circle 
time, storytelling).


Movement and 
Physical


Stands on one foot for 10 
seconds or longer.


Copies a triangle and 
other geometric shapes.


Copies some letters or 
numbers.


Hops on one foot.


Uses utensils to eat.


Uses the toilet inde-
pendently (wipes, flushes, 
and washes hands).


Swings independently on 
a swing.


By 60 months old Rating key: 1 = Fully present; 2 = Inconsistently present or emerging; 3 = Absent.








See discussions, stats, and author profiles for this publication at: https://www.researchgate.net/publication/303365349


The Scope of Infant Mental Health


Chapter · January 2009


CITATIONS


8


READS


438


1 author:


Some of the authors of this publication are also working on these related projects:


The Infant Development Study: understanding the impact of prenatal and life course maternal stress on infant health and development


View project


Bucharest Early Intervention Project View project


Charles H Zeanah


Tulane University


300 PUBLICATIONS   13,294 CITATIONS   


SEE PROFILE


All content following this page was uploaded by Charles H Zeanah on 19 May 2016.


The user has requested enhancement of the downloaded file.



https://www.researchgate.net/publication/303365349_The_Scope_of_Infant_Mental_Health?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_2&_esc=publicationCoverPdf

https://www.researchgate.net/publication/303365349_The_Scope_of_Infant_Mental_Health?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_3&_esc=publicationCoverPdf

https://www.researchgate.net/project/The-Infant-Development-Study-understanding-the-impact-of-prenatal-and-life-course-maternal-stress-on-infant-health-and-development?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_9&_esc=publicationCoverPdf

https://www.researchgate.net/project/Bucharest-Early-Intervention-Project?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_9&_esc=publicationCoverPdf

https://www.researchgate.net/?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_1&_esc=publicationCoverPdf

https://www.researchgate.net/profile/Charles_Zeanah?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_4&_esc=publicationCoverPdf

https://www.researchgate.net/profile/Charles_Zeanah?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_5&_esc=publicationCoverPdf

https://www.researchgate.net/institution/Tulane_University?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_6&_esc=publicationCoverPdf

https://www.researchgate.net/profile/Charles_Zeanah?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_7&_esc=publicationCoverPdf

https://www.researchgate.net/profile/Charles_Zeanah?enrichId=rgreq-a519671c862591f44f1aba84cec1530f-XXX&enrichSource=Y292ZXJQYWdlOzMwMzM2NTM0OTtBUzozNjM1NjE5NjU2Mzc2MzJAMTQ2MzY5MTMzNTEwNA%3D%3D&el=1_x_10&_esc=publicationCoverPdf





CHAPTER 1 


The Scope of Infant Mental Health 


Charles H. Zeanah, Jr. 
Paula Doyle Zeanah 


I nfant mental health has emerged as an in­
creasingly important and visible clinical 


endeavor during the past 35 years. There are 
many ways to trace its origins. In the clini­
cal realm the work of Selma. Fraiberg and 
her colleagues in Michigan (Fraiberg, Adel­
man, & Shapiro, 1975) was a major early 
contributor, as was research in developmen­
tal psychology on the power of babies to af­
fect their caregivers (Bell, 1968). From these 
beginnings, the field of infant mental health 
has grown dramatically both in terms of its 
breadth and its acceptance. In the early 21st 
century, the field of infant mental health 
stands as .a broad-based, multidisciplinary, 
and international effort to enhance the social 
and emotional well-being of young children 
and which includes the efforts of clinicians, 
researchers, and policymakers. 


Still, as a relatively new field, a number 
of questions ought to be considered. For ex­
ample, how is infant mental health defined? 
Some have expressed puzzlement or even 
aversion to the term "infant mental health." 
The idea of an "infant," with its associations 
of innocence, beginnings, and hope for a bet­
ter future, does not seem to fit with "mental 
health," and its associations of maladjust-
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ment, stigma, and major mental illness. Is it 
reasonable to think of infants as having men­
tal health problems? Or does it make more 
sense to think about them as being at tisk 
for problems later? There are also questions 
about "infant mental health" as a profes­
sion. In a multidisciplinary field how is core 
knowledge versus specialized knowledge 
determined? Are infant mental health inter­
ventions qualitatively different from mental 
health" interventions for older children and 
adolescents? Finally, how is infant mental 
health similar to, and distinct from, other 
closely related multidisciplinary fields, such 
as developmental psychopathology? 


We begin by defining infant mental health 
and considering its scope. We suggest that 
die relational framework of infant mental 
health distinguishes it from work with older 
children and adolescents. We review some of 
the major empirical foundations of the field, 
highlighting the implications of these foun­
dations for an infant mental health perspec­
tive. Finally, we emphasize the need for com­
prehensive approaches· to intervention and 
highlight some evidenced-based programs. 
Throughout, we emphasize the policy impli­
cations of this work. 







6 I. DEVELOPMENT AND CONTEXT 


DEFINING INFANT 
MENTAL HEALTH 


A Steering Committee on Infant Mental 
Health was convened by Zero to Three and 
tasked with creating a definition of infant 
mental health. What emerged was a defini­
tion of infant mental health as a characteris­
tic of the child. That is: 


the young child's capacity to experience, regu­
late, and express emotions, form close and 
secure relationships, and explore the environ­
ment and learn. All of these capacities will be 
best accomplished within the context of the 
caregiving environment that includes fam­
ily, community, and cultural expectations for 
young children. Developing these capacities is 
synonymous with healthy social and emotion­
al development. (Zero to Three, 2001) 


This definition seems to have met with 
widespread acceptance by the field (Zeanah, 
Gleason, & Zeanah, 2008). 


In addition, infant mental health can be 
defined as a multidisciplinary professional 
field of inquiry, practice, and policy, con­
cerned with alleviating suffering and enhanc­
ing the social and emotional competence of 
young children. Infant mental health is mul­
tidisciplinary because the complex, interre­
lated nature of human development and its 
deviations requires expertise and conceptu­
alizations beyond the capabilities of any par­
ticular discipline. For the same reason, it is 
likely that the field of infant mental health 
will remain pluralistic, a subspecialty within 
a number of different disciplines, rather than 
an integrated and distinct discipline itself. 


A definition is also needed for what we 
mean by the term "infant." In pediatrics, in­
fant usually refers to the first year of life. In 
mental health, there is a tradition that inf ant 
refers more broadly to the period from birth 
to 3 years. In this chapter, however, we use 
an even broader conceptualization. First, 
as famously declared in From Neurons to 
Neighborhoods (National Research Coun­
cil and Institute of Medicine, 2000), focus­
ing disproportionately on birth to 3 years 
"begins too late and ends too soon" (p. 7). 
Because there is considerable evidence re­
garding prenatal influences on many clinical 
problems in early childhood (see Robinson 
et al., 2008), we include prenatal experience 
in our conceptualization of infant mental 


health. We also extend the upper age limit 
from 3 to 5 or so years, because much re­
search and many clinical programs extend 
somewhat beyond the first 3 years. 


Beyond these definitions, several tenets re­
garding the clinical practice of infant mental 
health merit attention. These include a focus 
on strengths in infants and families, a rela­
tional framework for assessment and inter­
vention, and a prevention orientation. 


Infant mental health is a strengths-based 
discipline. This means that clinicians work to 
identify strengths from which to build com­
petence and address problems. One could 
rightly argue that all mental health profes­
sionals ought to work from a strengths­
based perspective, but it seems especially im­
portant in a field that focuses on the crucial 
and vulnerable beginnings of parent-child 
relationships. Our children are extensions of 
ourselves, and when they do not thrive, we 
experience it as a reflecting profoundly on 
us as parents. Nevertheless, being strengths­
based does not mean ignoring liabilities 
(Zeanah, 1998). Clinicians must identify 
problems in young children and in their par­
ents unflinchingly in order to address them 
effectively. Further, there is often a complex 
interrelationship between strengths and 
weaknesses, such that strengths may be ob­
scured by weaknesses but also possibly mo­
bilized to ameliorate weaknesses. 


Infant-caregiver relationships are the pri­
mary focus of assessment and intervention 
efforts in infant mental health, not only be­
cause infants are so dependent upon their 
caregiving contexts but also because infant 
competence may vary widely in different re­
lationships. Assessments in infancy always 
are considered a form of intervention, as 
they may have important impacts on both 
infant and family. Moreover, intervention 
efforts always involve prevention, because 
the infant is considered as constantly devel­
oping, and the infant's developmental trajec­
tory must be attended to in addition to here­
and-now adaptation. This means that there 
is a simultaneous focus on relieving current 
suffering as well as attending to future de­
velopment, all through attention to primary 
caregiving relationships (Zeanah, Stafford, 
Nagle, & Rice, 2005; Zeanah, Stafford, & 
Zeanah, 2005; Zeanah & Zeanah, 2001). 


Just as young infants engender hope for a 
better future in general, the field of infant 
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mental health strives to delineate, establish, 
and sustain positive developmental trajec­
tories for young children. In all of these ef­
forts, the empirical foundations of infant 
mental health have broadened and deepened 
in ways that have important implications for 
practice and policies. 


EMPIRICAL FOUNDATIONS 
OF INFANT MENTAL HEALTH 


Basic knowledge salient to infant mental 
health has been bolstered by research in 
genetics, basic neuroscience, child develop­
ment, developmental psychopathology, and 
by studies of clinical disorders and their 
treatment. Investigations in these areas 
provide the empirical foundations of infant 
mental health. 


Early Experiences Matter 


Considerable research has documented the 
importance of early experiences for the de­
veloping person. Brain circuits are being es­
tablished at an extremely rapid rate in the 
early years of life, and various experiences 
influence not only how brains function but 
also the neural architecture of how they de­
velop. We are only just beginning to attempt 
to understand the details about how expe­
riences influence brain development, but 
evidence in humans on this point is grow­
ing (see Sheridan & Nelson, Chapter 3, this 
volume). 


Although mild to moderate stress can be 
growth promoting, so-called toxic stress 
can impair the proper development of brain 
circuitry, which may be especially vulner­
able during early childhood (Middlebrooks 
& Audage, 2008). If individuals develop a 
lower threshold for stress, thereby becom­
ing overly reactive to adverse experiences 
throughout life, both physical and mental 
health can be compromised (see also Rifkin­
Graboi, Borelli, & Bosquet Enlow, Chapter 
4, this volume). For example, in the adverse 
childhood experiences (ACE) study, adults 
receiving treatment from a health main­
tenance organization (HMO) were inter­
viewed about early childhood experiences of 
abuse, neglect and household dysfunction. 
The number of childhood risk factors was 
linearly related to a large number of health 


and mental health outcomes. The more ad­
verse experiences individuals reported hav­
ing, the more likely they were to engage in 
risky health behaviors and to be diagnosed 
with disorders such as depression, alcohol­
ism and substance abuse, heart disease, can­
cer, chronic pulmonary disease, obesity, and 
diabetes, among others (Dube, Felitti, Dong, 
Giles, & Anda, 2003; Feletti et al., 1998). 
These findings remind us that infant mental 
health has important implications for health 
as well as mental health outcomes. 


A related question concerns the ways in 
which the timing of experiences matter, usu­
ally framed as a "sensitive period" or "criti­
cal period" hypothesis. Knudsen (2004) 
notes that the period during which the ef­
fects of experience on the brain are par­
ticularly strong is referred to as a sensitive 
period, whereas experiences that provide in­
formation that is crucial for normal develop­
ment and alter performance permanently are 
known as critical periods. Animal literature 
reveals that sensitive and critical periods in 
brain development are evident (Knudsen, 
2004). 


Knudsen (2004) also notes that sensitive 
and critical periods are actually properties 
of neural circuits, though we may be most 
interested in how the effects of these vari­
ous periods are expressed at the level of be­
havior. For example, Nelson et al. (2007) 
studied children removed from institutional 
care in the first 3 years of life and placed 
in foster families and reported increases in 
IQ. For children removed prior to 24 months 
the gains were substantial, but for those re­
moved after 24 months, the gains were few. 
For a construct as complex as IQ, we would 
expect to find an enormous number of cir­
cuits with different sensitive or critical peri­
ods involved. 


In keeping with these findings, infant 
mental health has the importance of infant 
experience as a core principle. Escalona 
(1967) anticipated this emphasis almost 
half a century ago when she noted that it is 
not infant or environmental characteristics 
that matter so much; rather it is the infant's 
subjective experience of the world. Indeed, 
developmental psychopathology has demon­
strated that stabler individual differences lie 
initially in the infant-caregiver relationship, 
only later becoming a characteristic of the 
individual child. Further, how an individual 
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thinks about relationship experiences-the 
internal representation or working model­
is crucial because the meanings an individ­
ual attributes to experiences may alter their 
consequences (Sroufe, 1989; Sroufe & Rut­
ter, 2000). 


For the infant mental health clinician, the 
task becomes nothing less than attempting 
to understand what an individual child's ex­
perience is and to help that child's caregiv­
ers empathically appreciate that experience. 
From a policy perspective, even more daunt­
ing is the challenge of attempting to extend 
this appreciation of an infant's experience to 
the level of systems, such as the child protec­
tion system or the legal system. How differ­
ent the lives of infants in dire circumstances 
might be if these large and complex systems 
better appreciated and valued their experi­
ences (Knitzer, 2000). 


Essential Experiences Involve 
Caregiving Relationships 


The importance of the contexts, or environ­
ments, in which infants grow and develop is 
well established. Appreciating the complexi­
ties and importance of context has enhanced 
our understanding of infant development 
and our ability to predict developmental 
trajectories (Sameroff & Fiese, 2000). Con­
texts exert their effects from within and 
from without, determining which experi­
ences an infant has and how that infant per­
ceives those experiences. One of the most 
distinctive features of the early years is the 
clear importance of the multiple interrelat­
ed contexts (infant-caregiver relationship, 
family, cultural, and so forth) within which 
infants develop. For young children, infant­
caregiver relationships are the most impor­
tant experience-near context for infant de­
velopment and are the distinctive focus of 
the infant mental health field. 


A considerable body of research has docu­
mented the importance of the quality of the 
infant-caregiver relationship and its impact 
on infant development (National Research 
Council and Institute of Medicine, 2000). In 
fact, although individual differences in infant 
characteristics are readily identifiable, they 
are not particularly predictive of subsequent 
characteristics later in development. Posi­
tive qualities in infant-parent relationships, 
such as warmth, attentive involvement, and 


sensitive resolution of distress, have been 
linked to more optimal social, emotional, 
and cognitive development (see Crockenberg 
& Leerkes, 2000). In addition, parents who 
promote the development of self-regulation 
and minimize problematic behavioral ten­
dencies have children who avoid maladap­
tive trajectories (Degnan, Henderson, Fox, 
& Rubin, 2008; Gardner, Sonuga-Barke, & 
Sayal, 1999). Conversely, parents who have 
problematic relationships with their young 
children may increase the likelihood of mal­
adaptive outcomes in them (Scheeringa & 
Zeanah, 2001). 


Infant-parent relationships moderate in­
trinsic biological risk factors in infants (Mc­
Carton et al., 1997). That is, infants with 
biological difficulties, such as the complica­
tions of prematurity or adverse temperamen­
tal dispositions, have better outcomes when 
their caregiving environments are support­
ive, and they have more problematic out­
comes when their caregiving environments 
are less supportive. Further, attachment re­
lationships moderate the effects of prenatal 
stress on child fearfulness at 17 months, even 
after controlling for the effects of postnatal 
stress, as well as obstetric, social, and demo­
graphic factors (Bergman, Sarkar, Glover, & 
O'Connor, 2008). 


Infant-parent relationships also are the 
conduit through which infants experience 
environmental risk factors (Zeanah, Boris, 
& Scheeringa, 1997). That is, infants expe­
rience risk factors such as poverty, maternal 
mental illness, and partner violence primar­
ily through the effects of those factors on 
infant-parent relationships. Infants are im­
pacted by the risk factors that characterize 
their caregiving environments through their 
specific relationship experiences. The bot­
tom line: Relationships can buffer or exac­
erbate risk. 


Finally, increasingly we are learning that 
the way in which psychopathology is ex­
pressed in young children depends on the 
types of relationships they have with their 
caregivers (Zeanah et al., 1997). Research 
has shown that infants, in fact, construct 
different types of relationships with different 
caregivers (Steele, Steele, & Fonagy, 1996), 
and they also may express symptoms in the 
presence of once caregiver but not with an­
other (Zeanah, Bakshi, Boris, & Lieberman, 
2000). And, there is evidence that how an 
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individual processes relationship experi­
ences, through an internal working model, 
is importantly related to outcomes (Sroufe, 
1997). 


for all of the above reasons, the focus of 
infant mental health has been dominated 
by a relational approach. This means that 
infants are best understood, assessed, and 
treated in the context of their primary care­
giving relationships. Or as Sroufe (1989) put 
it, "Most problems in the early years, while 
often manifest poignantly in child behavior, 
are best conceptualized as relationship prob­
lems" (p. 70). 


Beyond the infant-caregiver dyad, we 
must consider infant development in the 
context of the entire family. Not only is 
infant development related to character­
istics of the family considered as a whole 
(Minuchin, 1988), but there are important 
effects on development from the infants in­
dividualized relationships with various fam­
ily members (Crockenberg, Lyons-Ruth, & 
Dickstein, 1993; Favez, Frascorola, Keren, 
& Fivaz-Depeursinge, Chapter 29, this vol­
ume). For example, considerable evidence 
indicates that the parents' marital relation­
ship is one of the most important influences 
on child development (Cummings & Davies, 
2002). Sibling influences on infant develop­
ment are less well studied, but they are likely 
vitally important. Understanding family 
processes is a complex undertaking. Emde 
(1991) has pointed out, for example, that 
the numbers of dyadic relationships within 
families increases dramatically with increas­
ing numbers of children. Whereas two par­
ents and one child have only three dyadic 
relationships to consider, two parents and 
three children have 10 dyadic relationships, 
and two parents and five children have 21 
dyadic relationships, and so forth. Further, 
an infant's relationships with various family 
members are influenced by various other re­
lationships within the family. The numbers 
of dyadic relationships influencing individu­
al family members increase from 3 for two 
parents and one child, to 4 5 for two parents 
and three children, to 210 for two parents 
and five children (Emde, 1991). Obviously, 
one could also consider other levels of com­
plexities, such as how an infant and his or 
her relationships might be affected by the 
triadic relationship of his or her parents and 
another sibling. Nevertheless, these levels of 


complexity are rarely considered in research 
or even in our clinical conceptualizations. 


Beyond the immediate family of the infant, 
still other familial influences are important, 
chief among which are the cultural contexts 
within which infants develop. Cultural be­
liefs and value systems define the assump­
tions of the group about what is important 
and the rules about raising children to be a 
certain way. Parenting beliefs, explanations, 
and interpretations of infant behavior are 
among the most important components of 
the cultural context of infant development 
(Lewis, 2000). These beliefs include some­
times subtle cultural assumptions about 
what facilitates infant development, the 
causes and amelioration of psychopathol­
ogy, the roles and relevance of parenting, 
and many other concerns central to infant 
mental health. Cultures typically develop 
adaptively in response to larger environ­
mental characteristics, such as the physical 
resources of the area in which the culture de­
velops. Often differences among cultural be­
lief systems can be understood within those 
larger contexts. In recent decades, however, 
technological advances have thrust different 
cultures together with increasing rapidity 
and led to intense cultural clashes, efforts at 
cultural coexistence, and pressures for cul­
tural integration in the global village. All of 
these factors have significant implications 
for infant development and mental health. 


The policy implications of these findings 
are clear and can be simply stated: Policies 
aimed at supporting families and other care­
giving relationships, such as child care, are 
most likely to provide needed supports for 
infant development (Center on the Develop­
ing Child at Harvard University, 2007). 


Supporting Developmental Trajectories 


The rapidity and profundity of development 
in the first 3 years of life is unprecedented in 
the postnatal human life cycle. In a mere 36 
months, infants change from totally depen­
dent newborns to complex creatures who can 
come and go as they please; understand that 
they can share thoughts, feelings, and inten­
tions with others; express themselves ab­
stractly using symbols; and empathize with 
others (Zeanah & Zeanah, 2001). From an 
infant mental health perspective, this devel­
opmental continuum means not only think-
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ing about where the infant is now but also 
where the infant has been and where the 
infant is going. It also requires understand­
ing not only what capacities are emerging in 
the developing child but also the processes 
involved in establishing trajectories of devel­
opment. 


Risk and Protective Factors 


Risk and protective factors impact develop­
mental trajectories, increasing or decreasing 
the risks of developmental disruptions and 
psychopathology. These risk factors are used 
to define high-risk groups, such as infants 
born preterm, infants of depressed mothers, 
and infants raised in institutions. On the 
other hand, risk factors are neither random­
ly distributed nor unrelated to one another. 
Complexly interacting risk factors within 
groups are the rule rather than the excep­
tion. In other words, although intervention 
programs may target single risk factors, such 
as substance abuse, maternal depression, or 
early parenthood, most of the time, infants 
face multiple risk factors. 


Studies of many types of risk factors, from 
mild to severe, consistently have been shown 
to lead to quite variable outcomes (Sroufe 
& Rutter, 2000). In fact, it appears that the 
number of risk factors rather than the nature 
of any one is the best predictor of outcomes 
(Sameroff & Fiese, 2000). For example, pre­
natal substance exposure is widely accepted 
to be a risk factor for infant development 
(Boris, Chapter 10, this volume). Neverthe­
less, Carta et al. (2001) studied the effects 
of prenatal exposure and environmental 
cumulative risks. They found that although 
both prenatal drug exposure and cumulative 
environmental risk predicted children's de­
velopmental level and rate of growth, envi­
ronmental risk accounted for more variance 
in developmental trajectories than prenatal 
drug exposure. In fact, over time, the ef­
fects of environmental risk outweighed the 
adverse consequences of prenatal substance 
exposure. 


Protective factors may directly reduce the 
effects of risk, may enhance competence, or 
may protect the individual against adver­
sity (Garmezy, Masten, & Tellegen, 1984). 
Protective processes may operate simultane­
ously or successively even within the same 
individual in the face of different challenges 
and at different points in development. 


As noted, the field of infant mental 
health has a long tradition of focusing on 
strengths and using strengths to minimize 
risks (Knitzer, 2000; Zeanah, 1998). A cen­
tral concern then, for, infant mental health 
is how to balance the influence of risk and 
protective factors and their mutual effects 
on a child's particular situation. In addition, 
in the first few years of life, it appears that 
environmental risk and protective factors 
matter more than within-the-infant risk and 
protective factors. In the Rochester longi­
tudinal study, for example, highly compe­
tent infants in high-risk environments fared 
worse in terms of competence at age 4 years 
than did low-competent infants in low-risk 
environments (Sameroff, Bartko, Baldwin, 
Baldwin, & Seifer, 1998). Thus, identifying, 
supporting, and strengthening caregiver and 
family strengths is a fundamental principle 
underlying the work of infant mental health 
practitioners and provides direction for poli­
cymakers interested in supporting young 
children. 


Psychopathology May Be Evident Early 


Can infants and toddlers experience or ex­
press psychopathology? The existence of psy­
chopathology in infancy has been the source 
of considerable controversy in part because 
we are reluctant to believe that infants can 
experience or suffer from psychiatric disor­
ders (Zeanah et al., 1997). Behavioral indi­
cators of infant mental health include emo­
tion regulation, the ability to communicate 
feelings to caregivers, and active exploration 
of the environment. These behaviors lay the 
groundwork for later social and emotional 
competence, readiness to enter school, and 
better academic and social performance. 


One major approach to studying psycho­
pathology in the early years is a multidisci­
plinary endeavor known as developmental 
psychopathology. It concerns identifying de­
velopmental trajectories and those risk and 
protective factors and processes that increase 
or decrease the probability of positive devel­
opmental outcomes. Clinical disorders may 
be less than fully differentiated in infancy 
(but see Angold & Egger, 2007, regarding 
preschool children). Developmental psycho­
pathology emphasizes identification of in­
dividuals with developmental delays (devel­
opment is behind where it ought to be, but 
the child is otherwise normal) or deviance 
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(development is abnormal) even before an 
actual disorder has emerged. Thus, preven­
tive interventions, targeted to children with 
risk factors but not yet manifesting a disor­
der, can be developed. Finally, because there 
is interest in the process of how disorders 
develop, the field of developmental psycho­
pathology studies the ~volution o~ ~isor?ers 
over time rather than simply exammmg signs 
and symptoms at a single point in time. 


Psychopathology often is characterized 
by the inability to change and adapt, but 
infants are constantly changing by develop­
ing. This means that infant problems must 
be distinguished from the often large range 
of normal variations in behavior and from 
transient perturbations in development. Ob­
viously, one way to address this challenge is 
to follow children over time and determine 
whether problems persist. On the other 
hand, it is important to recognize that psy­
chopathology and maladaptation may not 
produce static symptomatology; rather, the 
manifestations of problems may be different 
at different times in development. For exam­
ple, indiscriminate behavior toward unfa­
miliar adults in early childhood is a predic­
tor of serious peer relational disturbances in 
adolescence (Hodges & Tizard, 1989)-the 
continuity is in interpersonal disturbances, 
but they manifest differently at different 
ages. Lawful developmental transformation 
of symptomatology, known as heterotypic 
continuity, adds to the complexity of assess­
ing psychopathology in infancy and early 
childhood. 


For an individual child, however, risk 
factors are less important than the actual 
development and functioning of that indi­
vidual child at a given time. Clinicians must 
determine whether a given child, at a given 
moment, has sufficient distress or maladap­
tive behavior to constitute a disorder that 
requires intervention. This area introduces 
the other approach to psychopathology in 
infancy, which is to consider that at least 
some infant problem behaviors are signs and 
symptoms of psychiatric disorders. Clini­
cians have found the use of categorical di­
agnostic approaches to be valuable in young 
children, as they allow for conceptualizing 
how clusters of symptoms hang together and 
provide clearer indicators of "caseness" than 
do dimensional scores of various constructs. 


Though some still hesitate to describe 
early deviant behavior as psychopathology, 


rather than risk for psychopathology, there 
are increasingly compelling reasons to think 
that doing so is a useful approach. For ex­
ample, most would agree that autism repre­
sents a disorder, and there are compelling in­
dicators that autism as a disorder is evident 
at least as early as the second year of life 
(see Carr & Lord, Chapter 18, this volume). 
There are almost certainly neurobiological 
abnormalities and behavioral differences 
that are evident even before the second year, 
but the reliability of a categorical diagnosis 
of autism from about 2 years of age is rea­
sonable. 


New studies are beginning to show that 
many types of psychiatric disorders are 
prevalent in young children. A recent study 
of more than 300 two- to five-year-old chil­
dren attending pediatric clinics in Durham, 
North Carolina found that 16% had diag­
nosable psychiatric disorders associated 
with impairment in functioning (Egger et 
al., 2006). This prevalence rate in nonre­
ferred preschool children is almost identical 
to the 13 % rate reported in older children 
and adolescents (Costello, Mustillo, Erkanli, 
Keeler, & Arnold, 2003 ). 


There also has been progress in distin­
guishing transient individual differences 
from true psychopathology. Belden, Thom­
son, and Luby (2008) studied temper tan­
trums in healthy versus depressed and 
disruptive preschoolers. They found that 
preschoolers diagnosed with disruptive be­
havior disorders had more tantrums, more 
lasting tantrums, and more violent tantrums 
than other children. Preschoolers diagnosed 
with depression, in contrast, displayed more 
self-harm during tantrums than their healthy 
or disruptive peers. The conclusion is that 
children having more violent tantrums and 
tantrums associated with self harm require 
more careful monitoring and perhaps refer­
ral for assessment. In addition, separation 
anxiety as a disorder can be differentiated 
from more transient separation anxiety in 
2-year-old children by the degree of impair­
ment (Egger, 2008). 


Despite all of these findings, there has 
been widespread dissatisfaction among cli­
nicians about using DSM-IV-TR (American 
Psychiatric Association, 2000) criteria to 
diagnose disorders in young children. New 
diagnostic classifications systems have been 
created to provide more developmentally 
appropriate criteria, and also to provide a 







12 I. DEVELOPMENT AND CONTEXT 


basis for studying the construct validity of 
diagnoses. Zero to Three's alternative nosol­
ogy has been recently updated as DC:0-3-R 
(Zero to Three, 2005), and is in use in many 
parts of the world. In addition, the Research 
Diagnostic Criteria for Infants and Pre­
schoolers (American Academy of Child and 
Adolescent Psychiatry, 2003) was developed 
by clinical investigators to enhance unifor­
mity in research efforts. Finally, the DSM­
V, scheduled for publication in 2012, has 
an explicit goal of incorporating a develop­
mental focus, including age-related subtypes 
of disorders where the evidence warrants it 
(Pine et al., 2008). This level of activity un­
derscores considerable interest in psychiatric 
disorders in young children. 


We believe that at this early stage of the 
science of infant mental health, both the 
risk and protective factor approach of de­
velopmental psychopathology and the cat­
egorical disorder approach of many clinical 
studies have merit and are worthy of further 
investigation. Each approach, in fact, may 
complement the other. In addition, we must 
concern ourselves not only with adverse out­
comes but also with desired outcomes and 
how to achieve them. This point leads to a 
discussion of how best to promote healthy 
outcomes in infant mental health. 


Social Competence and Resilience 


Health is sometimes defined as the absence 
of disease, although increasingly research­
ers and clinicians are concerned with health 
promotion, that is, in enhancing individuals 
quality of experience. One aspect of "qual­
ity of experience" is social competence, the 
ability to adapt successfully to differing 
social and environmental demands. Social 
competence, of course, is an ongoing adap­
tive capacity that itself may change over time 
in relation to different stressors and situa­
tions. A focus on competence also reminds 
us that symptoms alone do not make a dis­
order; their functional significance for the 
individual also must be considered. Social 
competence has emerged as an increasingly 
important outcome in infant mental health, 
as well as in studies of developmental psy­
chopathology. 


A special form of social competence re­
ceiving increasing attention is resilience. 
Resilience is demonstrated by infants and 
young children who achieve positive out-


comes despite high-risk status, who main­
tain competent functioning despite stressful 
life circumstances, and who recover from 
traumatic events and experiences (Masten 
& Coatesworth, 1998). Increasingly, it has 
become clear that resilience, like compe­
tence, is a multidimensional construct, and 
one that changes over time and context. In 
addition, it may be that rather than being re­
silient to many problems, individuals may be 
resilient to some stressors but not to others 
(Rutter, 2000). 


For children in the early years, having a 
relationship with a caregiver who is available 
and responsive to their needs, able to help 
them navigate the demands of development 
over time, is likely to be the most important 
factor in helping them to achieve positive 
outcomes, maintain competent functioning 
under stress, and recover from traumatic ex­
periences. Young children who have the ca­
pacity to elicit support and positive responses 
from others may be at an advantage in this 
regard (Werner & Smith, 2001). Enforcing 
policies that support families-especially 
those that have limited resources-from the 
time they are expecting through their child's 
early years is the best way to enhance young 
children's competent functioning (Center on 
the Developing Child at Harvard University, 
2007). 


Some Early Problems Are Enduring 


As noted above, not all problem behaviors 
seen in the early years are transient. We turn 
next to consider examples of enduring quali­
ties of at least some forms of psychopathol­
ogy and consider the implication of these 
findings. We consider first the subsyndromal 
risk factor of aggression and then consider 
the categorical diagnosis of posttraumatic 
stress disorder. 


Aggression 


Aggression, defiance, and temper tantrums 
typically peak in early toddlerhood and de­
crease by school entry; however, some chil­
dren do not show this normative decline. In 
the National Institute of Child Health and 
Human Development (NICHD) study of 
child care, investigators identified a cluster 
of children who exhibited very high levels of 
aggression at age 2 years and again at age 
9 years (National Institute of Child Health 







1. The Scope of Infant Mental Health 13 


and Human Development Early Child Care 
Research Network, 2004). Family correlates 
of children with stable high levels of aggres­
sion included lower social class, less maternal 
education, reduced sensitivity to the child, 
harsh and punitive parenting, depressive 
symptoms in the parent, and parents having 
fewer child-centered attitudes. Similarly, in a 
longitudinal study of 318 children at ages 2, 
4, and 5 a latent profile analysis resulted in 
two distinct longitudinal profiles of disrup­
tive behavior (Degnan, Calkins, Keane, & 
Hill-Soderlund, 2008). One high-aggression 
profile was characterized by high child re­
activity (children who reacted strongly and 
quickly to frustration) combined with highly 
controlling maternal behavior. Another was 
characterized by low child regulation (poor 
efforts to regulate emotions) combined with 
low levels of maternal control. In both of 
these studies, aggression is stable over time 
and associated with stable parental charac­
teristics. 


Aggression in young children is not with­
out consequences. Gilliam (2005) deter­
mined that state-run pre-K programs have 
three times the rate of expulsion of grades 
K-12. The reason young children get ex­
pelled from child care centers and pre-K is 
almost always aggression. Longer-term con­
sequences are also important, as aggressive 
school-age children may begin a path toward 
antisocial behavior in adolescence or adult­
hood (Frick & Marsee, 2006). 


Posttraumatic Stress Disorder 


It is well known that many adults and older 
children who have been severely trauma­
tized develop posttraumatic stress disorder 
(PTSD), showing signs of hyperarousal, re­
experiencing the trauma, avoiding remind­
ers of the trauma, and/or numbing of re­
sponsiveness. A series of studies of young 
children has demonstrated that these same 
symptoms are apparent in infants, toddlers, 
and preschoolers, although their manifesta­
tions are different than in older children and 
adults because of obvious developmental dif­
ferences (see Scheeringa, Chapter 21, this vol­
ume). In addition, two studies that have 
followed the course of traumatized young 
children indicate that signs and symptoms 
exhibited following a traumatic event are 
not transient. Scheeringa, Zeanah, Myers, 
and Putnam (2005) studied 62 children with 


mixed traumatic experiences 4 months, 16 
months, and 28 months after the trauma. 
They found significant stability of symptoms 
over the 2 years, with almost no diminish­
ment of symptoms. Meiser-Stedman, Smith, 
Glucksman, Yule, and Dalgleish (2008) 
studied 62 preschool children 2-4 weeks 
and 6 months after they had experienced 
motor vehicle accidents. They found that the 
diagnosis of PTSD was moderately stable 
over the 6-month interval, even though the 
initial assessment occurred before a month 
had passed from the accident. 


Treatment studies of PTSD that include 
control groups also indicate a similar persis­
tence of symptoms over time. For example, 
Lieberman, Van Horn, and Ippen (2005) 
studied the effectiveness of child-parent psy­
chotherapy as a treatment of PTSD in young 
children exposed to partner violence. The 
comparison condition was case manage­
ment, involving monthly telephone contact 
with the mothers as well as providing infor­
mation about and referrals to, local mental 
health clinics. Immediately after treatment 
(1 year after the trauma), the group who re­
ceived child-parent psychotherapy showed 
statistically significant improvements in 
child posttraumatic stress symptoms, but the 
group receiving case management showed no 
significant diminishment of signs of PTSD. 
These results show that young children re­
ceiving case management and sometimes 
referral experienced stability in their symp­
toms over 12 months. 


Implications 


These findings are selective rather than 
comprehensive, but they illustrate that it is 
no longer acceptable to assume that early­
a ppearing symptomatology is always, or 
even usually, transient. Furthermore, there 
are reasons to believe that intervening earlier 
is more effective-at least for some domains 
of development. 


Dishian and colleagues (2008) suggest 
three reasons why earlier intervention may 
be more beneficial. First, earlier interven­
tions may target child behaviors before they 
take on a more serious form. In their focus 
on externalizing problems, they argue that 
noncompliant and oppositional behaviors 
are easier to remediate than are lying, steal­
ing, and proactive aggression. Second, if 
children are younger, then parents are also 
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younger and may have had fewer stressful 
experiences and more capacity to change. 
Third, the sense of optimism caregivers have 
regarding the possibility of parent-child 
relationship change is much higher during 
their offspring's early childhood. 


Knudsen and colleagues (Knudsen, Heck­
man, Cameron, & Shonkoff, 2006) pointed 
out that there is a convergence of findings 
from child development, neuroscience, and 
economic research indicating that greater re­
turn on investments are to be expected when 
intervening earlier. Citing studies from all 
three areas of research, they present compel­
ling evidence that early intervention is more 
likely to be effective, providing a basis for 
policies that support a broad array of early 
childhood initiatives (see Knitzer & Lefkow­
itz, 2006). This point leads us to consider 
the kinds of early intervention that infant 
mental health recommends. 


COMPREHENSIVE 
INTERVENTIONS ARE NEEDED 


The goals of the infant mental health field 
are to reduce or eliminate suffering, to pre­
vent adverse outcomes (school failure, delin­
quency, psychiatric morbidity, interpersonal 
isolation or conflicts, developmental delays 
and deviance), and to promote healthy out­
comes by enhancing social competence and 
resilience. In order to accomplish these 
overarching goals, interventions must (1) 
enhance the ability of caregivers to nurture 


young children effectively, (2) ensure that 
families in need of additional services can 
obtain them, and (3) increase the ability of 
nonfamilial caregivers to identify, address, 
and prevent social-emotional problems in 
early childhood. The targets of intervention 
can be the child's behavior, the parent's be­
havior, or even the social context in which 
the child is developing, but the main focus of 
infant mental health is on strengthening or 
improving relationships as they impact the 
young child's development and behavior. 


In Figure 1.1, we present a model of in­
fant mental health services, based on a pre­
ventive health perspective (Mrazek & Hag­
gerty, 1994; National Research Council and 
Institute of Medicine, 2000) that represents 
an update of a previous conceptualization 
(Zeanah, Stafford, Nagle, et al., 2005). 
Mrazek and Haggerty (1994) distinguished 
between prevention and treatment services. 
Preventive interventions aim to prevent the 
initial onset of a disorder, decrease causal 
factors and increase protective factors, and/ 
or decrease the severity or duration of a dis­
order. Specifically, preventive interventions 
emphasize altering infant and parent behav­
iors and family functioning in order to pre­
serve or restore infants to more normative 
developmental trajectories. For example, 
intrinsic infant risk factors such as difficult 
temperament cannot be prevented, but the 
adverse consequences of difficult tempera­
ment, such as the emergence of behavior 
problems, can be a focus of prevention ef­
forts. 


FIGURE 1.1. Continuum of services at state and local levels. 







1. The Scope of Infant Mental Health 15 


Mrazek and Haggerty (1994) divided 
preventive interventions into three distinct 
levels. Universal preventions are considered 
desirable for everyone in an eligible popu­
lation; professional assistance may or may 
not be needed. Selective preventions target 
members of a group who have high lifetime 
or high imminent risk for subsequent prob­
lems. Finally, indicated preventions target 
those who manifest minimal but detectable 
behavioral symptoms that may later become 
a full-blown disorder. Treatment of existing 
disorders adds a fourth level to this concep­
tualization (see Figure 1.1). 


Since infants and young children grow and 
develop within multiple contexts, biologi­
cal, social, and relationship issues are often 
interrelated, and a continuum of services is 
needed. Infants and families may seek ser­
vices at any point along the continuum or 
more than one point simultaneously. For 
example, a young child who requires treat­
ment for trauma symptoms related to abuse 
or neglect may also need preventive health 
care; access to services for basic needs such 


- as food, shelter, or clothing; or specialized 
developmental services such as speech and 
language or physical therapy. A child being 
seen for a well-child visit may be identified 
as having behavioral problems that warrant 
more intensive or specialized interventions. 
Thus, cross-discipline and often cross­
system collaboration is essential. In fact, in 
the United States, major policy initiatives 
in infant mental health are evident in most 
states, supported by federal and/or state gov­
ernments (Rosenthal & Kaye, 2005). 


Universal Prevention 


Some services are believed to be important 
for all infants and families, either for pre­
vention or for health promotion purposes. 
These universal services seek to avert or 
prevent the onset of problems and/or seek to 
enhance social-emotional health arid devel­
opment. In infant mental health, approaches 
include education regarding normal infant 
health and development, increasing knowl­
edge about what constitutes healthy parent­
infant relationships, and access or referral 
to additional services as needed. Although 
most universal services are aimed at indi­
viduals or families, in some cases, a commu­
nity approach is needed to ensure that basic 


needs such as safe housing, appropriate nu­
trition, and availability of health and human 
services are met even before other issues can 
be addressed. 


Early child care provides one example of a 
universal setting for addressing infant men­
tal health. Scarr (1998) declared that there is 
an international consensus about what con­
stitutes quality child care-namely, warm, 
supportive interactions with adults in a safe, 
healthy, and stimulating environment. Con­
siderable evidence supports her assertion. 
For example, the NICHD study of early 
child care is a prospective, longitudinal study 
designed to examine concurrent, long-term, 
and cumulative influences of variations in 
early child care experiences of young chil­
dren. In this study, 1,364 healthy full-term 
newborns were recruited in 10 sites around 
the United States. Investigators examined 
what aspects of child care were important 
for promoting child development across a 
number of domains by assessing the child, 
the family, and the child care setting longi­
tudinally; among child care variables, qual­
ity of care was the most important predictor 
of child outcomes. Quality of care is related 
to cognitive and language outcomes, as well 
as social and behavioral outcomes, in young 
children (National Institute of Child Health 
and Human Development Early Child Care 
Research Network, 2005). In other words, 
access to quality child care is a vitally im­
portant intervention for young children and 
should be the focus of sustained policy ef­
forts to help achieve that goal. 


An important caveat was that character­
istics of the parent-child relationship were 
better predictor of child outcomes than any 
combination of child care variables (Nation­
al Institute of Child Health and Human De­
velopment Early Child Care Research Net­
work, 2006). This does not mean that child 
care experiences are unimportant. Rather, it 
emphasizeS' the importance of all care giving 
relationships for young children, with spe­
cial primacy for parent-child relationships. 


Selective Approaches to Intervention 


Some interventions are provided to families 
of young children who have been selected 
because they are "at risk" for poorer so­
cial and emotional outcomes. Some within 
the group may be functioning well; others 
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may be more obviously struggling. Interven­
tions are presumably developed to address 
the risks inherent in the population, and 
typically, specific outcomes are monitored 
or measured. Selective interventions may be 
delivered in a variety of settings (e.g., health, 
mental health, educational, or social servic­
es), and there is a great range in the structure 
of such services, such as frequency or inten­
sity, type of intervention provided, skills or 
behaviors that are targeted, and amount of 
monitoring or follow-up. 


A notable example of a selective preven­
tion directed at improving maternal and 
infant outcomes, including the reduction of 
abuse and neglect in a high-risk, impover­
ished sample, is the work of Olds, Salder, 
and Kitzman (2007). They pioneered the 
Nurse-Family Partnership (NFP), a nurse­
home visitation intervention for impover­
ished first-time mothers. The preventive in­
tervention begins prior to the 28th week of 
pregnancy and continues through the child's 
second birthday. Though the NFP program 
uses attachment theory, social learning the­
ory, and human ecology theory to ground 
the work, the program evolved out of a pub­
lic health rather than mental health delivery 
approach. 


NFP has three major goals: to improve 
pregnancy health outcomes, to improve in­
fant health and development outcomes, and 
to improve maternal life course development. 
Highly trained nurses use manualized guide­
lines to address issues related to personal 
health and health, quality of caregiving for 
the infant, maternal life course develop­
ment, and social support. Special attention 
is given to the importance of establishing a 
trusting, consistent relationship between the 
nurse and the client, and the development 
of a safe, nurturing, and enriched parent­
infant relationship. 


Through a series of randomized controlled 
trials, NFP has demonstrated significant im­
pact across a variety of maternal and infant 
health and social outcomes, including reduc­
tion in child maltreatment, reductions in se­
rious accidental injuries in children, delays 
in subsequent pregnancies, and increased 
maternal employment, as well as reductions 
in child and maternal criminal and antisocial 
behaviors as long as 15 years after program 
completion (Olds et al., 2007). Importantly, 
two independent groups have shown that the 


program has yielded significant cost-benefit 
advantages (Aos, Lieb, Mayfield, Miller, & 
Pennucci, 2004; Karoly, Kilburn, & Can­
non, 2005). 


Indicated Approaches 
to Preventive Intervention 


When subsyndromal problems are already 
evident in young children, indicated inter­
ventions may be applied. These interventions 
are aimed at preventing early manifestations 
of deviance from becoming clinical disorders 
in later development. 


Insecure and especially disorganized at­
tachments between young children and 
their caregivers are known to be a risk fac­
tor for subsequent psychosocial adaptation. 
Because sensitive and responsive parenting 
is associated with secure attachment, van 
den Boom (1994) developed an intervention 
designed to enhance secure attachment in 
infants believed to be at risk because of tem­
peramental irritability. She delivered three 
home visits to low-income mothers and their 
6- to 9-month-old temperamentally irritable 
infants. The intervention focused on increas­
ing mothers' sensitive responsiveness to their 
infants' cues. Findings from a randomized 
trial of 100 infant-mother pairs demon­
strated that when infants were 9 months old, 
program mothers were significantly more re­
sponsive, stimulating, and visually attentive. 
At 12 and 18 months old, children whose 
mothers receiveq the intervention were sig­
nificantly more likely to be securely attached 
than control children (van den Boom, 1994, 
1995). These findings led Juffer, Bakermans­
Kranenburg, and van IJzendoorn (2007) to 
develop and evaluate a promising interven­
tion called the Video-based Intervention to 
Promote Positive Parenting. This interven­
tion is targeted to dyads at risk for the ad­
verse consequences of insecure attachment 
and has been shown to reduce externalizing 
problems in young children. 


Treatment of Established Disorders 


For young children who already have iden­
tifiable disorders, psychotherapeutic services 
aimed at alleviating suffering or repairing 
or remediating functioning are necessary. 
Most often these services are provided by 
mental health professionals trained in spe-
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cific infant mental health assessment and in­
tervention techniques. Treatment of already 
identified problems may be focused primar­
ily on changing the infant (Benoit, Wang, & 
Zlotki, 2001), the parent and his or her be­
havior (McDonough, 2000), or the infant­
parent relationship (Lieberman, Silverman, 
& Pawl, 2000). Stern (1995) has argued that 
these different forms of intervention may 
use different strategies and different ports of 
entry into the infant-parent dyad, but all are 
concerned with changing the relationship as 
a way of changing infant behavior and ex­
perience. 


Treatment of established problems is con­
cerned with current resolution of symptoms 
and distress but also with infants' develop­
mental trajectories. For these reasons, infant 
mental health treatment is concerned simul­
taneously with present and future adapta­
tion of the child. 


An increasing number of treatments in in­
fant mental health are supported empirical­
ly. Perhaps the best studied is child-parent 
psychotherapy. Originally pioneered by Frai­
berg and colleagues (Fraiberg et al., 1975), 
this treatment is a manualized interven­
tion used primarily with high-risk families 
that have children less than 5 years of age. 
Child-parent psychotherapy tries to estab­
lish links between the parents' early child­
hood experiences and their current feelings, 
perceptions, and behaviors toward their in­
fants and young children. The therapist acts 
as a translator of the emotional experience 
of parent and child, attending carefully to 
the parent's stressful life circumstances and 
culturally derived values. 


A new generation of clinician research­
ers has more fully developed child-parent 
psychotherapy, expanded its application to 
preschool-age children, and systematically 
studied its effectiveness (see Lieberman & 
Van Horn, Chapter 27, this volume); in fact, 
there are now five randomized controlled tri­
als supporting its efficacy. Child-parent psy­
chotherapy has been shown to be effective at 
(1) reducing insecure attachment behaviors 
in toddlers of stressed immigrant families 
(Lieberman, Weston, & Pawl, 1991), (2) re­
ducing signs of PTSD in children traumatized 
by marital violence (Lieberman et al., 2005; 
Lieberman, Ippen, & Van Horn, 2006), and 
(3) increasing secure attachments in infants 
of depressed mothers (Cicchetti, Toth, & 


Rogosh, 1999; Toth, Rogosch, Manly, & 
Cicchetti, 2006) and in maltreated young 
children (Cicchetti, Rogosch, & Toth, 2006; 
Toth, Maughan, Manly, Spagnola, & Cic­
chetti, 2002). 


Challenges of Infant Mental 
Health Interventions 


Preventive interventions and treatment ef­
forts in infant mental health share several 
challenges. First, it is important to involve 
families of young children and to listen and 
incorporate their concerns into the planning 
and implementation of interventions. This 
requires the development of a working alli­
ance between parents and intervener-that 
is, a shared commitment to work together 
in the best interest of the child. The relation­
ship between the parent and the intervener 
often becomes a model for the respectful 
and empathic way parents learn to relate to 
their infant. 


Second, practitioners must recognize that 
personal, familial, ethnic, cultural, profes­
sional, and organizational values impact 
every aspect of interventions. These values 
create explicit and implicit lenses through 
which relationships are understood. Often, 
the situations faced by infants and young 
children evoke strong feelings in the pro­
fessional. Recognizing and understanding 
one's own value system as well as how pro­
fessional perspectives impact one's ability to 
understand the dyad are an ongoing chal­
lenge. Countertransference, including prob­
lems with boundaries, value judgments, and 
rescue fantasies, can cloud objectivity and 
undermine the potential for the intervention 
to succeed. Adequate provider training and 
supervision are viewed as essential precur­
sors to developing effective interventions 
(see Hinshaw-Fuselier, Zeanah, & Larrieu, 
Chapter 33, this volume). 


A third related challenge, particularly for 
professionals who have been taught to focus 
on individuals, is keeping the focus on the 
infant-parent relationship. The professional 
must pay attention not only to the behavioral 
interactions within the dyad, but also must 
appreciate the parent's emotional experience 
of the young child, and the young child's ex­
perience of the parent. Recognition of each 
of these perspectives requires a paradigm 
shift for most early childhood professionals, 
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and it requires significant training in order 
to fully understand and to integrate these 
perspectives into clinical work. 


Finally, though the evidence base in infant 
mental health is growing, ongoing research 
into preventive interventions and treatments 
is needed. It is important to identify the 
components of the intervention, such as (1) 
the targeted recipient; (2) methods of inter­
vention; (3) frequency, intensity, and length 
of services; (4) location of service delivery; 
and (5) type of service provider. Then it is 
important to link these components with 
anticipated, measurable outcomes (Karoly 
et al., 2005). Explicating these components 
and applying sound research methodology 
will enhance the evidence base and even­
tually will allow us in the field to identify 
critical elements and combination strate­
gies that make a difference within and pos­
sibly across programs. For example, Olds 
and colleagues (2002) showed that nurses 
outperformed paraprofessionals in terms of 
outcomes achieved, keeping other character­
istics of the NFP model constant. This find­
ing helps justify the extra cost of using nurs­
es to deliver services in this intervention. 


There is a particular need for research 
that focuses on the impact of sequential pre­
ventive interventions (Mrazek & Haggerty, 
1994). This area has hardly been studied at 
all, no doubt partly because it poses signifi­
cant fiscal and logistical challenges. 


In developing more refined questions in in­
tervention research, clinicians need to work 
closely with researchers. Ideally, the latest 
research findings inform clinical practice, 
and clinical practice informs research de­
signs by introducing promising approaches. 
The ultimate goal is for clinicians to be able 
to select an intervention that is best suited to 
address an individual child's particular prob­
lems and circumstances. Policies ensuring 
that families have access to individualized 
services will become increasingly important 
as our ability to match children and families 
with specific interventions improves. 


CONCLUSIONS 


The field of infant mental health emphasizes 
the importance of caregiving relationships 
as having major effects on the young child's 
social and emotional experience. Healthy 


caregiving relationships, which are embed­
ded within multiple social and cultural con­
texts, promote social competence in young 
children, and social competence is associ­
ated with adaptive behavioral, emotional, 
and cognitive outcomes. The scope of infant 
mental health includes clinical, research, and 
policy efforts and encompasses the theoreti­
cal perspectives and knowledge base of mul­
tiple professional disciplines. The complex­
ity of the problems of infants and toddlers 
must be matched by the comprehensiveness 
of our efforts to minimize their suffering 
and enhance their competence. 
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The concordance between foster mothers’ attachment state of mind and foster infants’ attachment quality was
examined for 50 foster mother–infant dyads. Babies had been placed into the care of their foster mothers be-
tween birth and 20 months of age. Attachment quality was assessed between 12 and 24 months of age, at least
3 months after the infants’ placement into foster care. The two-way correspondence between maternal state of
mind and infant attachment quality was 72%, 
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 .43, similar to the level seen among biologically intact
mother–infant dyads. Contrary to expectations, age at placement was not related to attachment quality.
Rather, concordance between maternal state of mind and infant attachment was seen for relatively late-placed
babies, as well as early placed babies. These findings have two major implications. First, following a disruption
in care during the first year and a half of life, babies appear capable of organizing their behavior around the
availability of new caregivers. Second, these data argue for a nongenetic mechanism for the intergenerational
transmission of attachment.


 


INTRODUCTION


 


Babies entering foster care are faced with the task of
forming attachments to new primary caregivers. When
placed later than birth, these infants have often expe-
rienced problematic rearing conditions as well as dis-
ruptions in their previous caregiving relationships. It
is conceivable that these previous experiences dimin-
ish foster infants’ chances of forming trusting relation-
ships with new caregivers. It is possible, however, that
these infants organize their attachment behavior around
the availability of their new caregivers. In this study
we examined the nature of the attachments formed by
these foster infants with their new surrogate caregiv-
ers. Little research on foster infants’ attachments to their
caregivers has yet been reported in the literature.
Nonetheless, the extensive literature regarding intact
dyads, as well as the more limited literature regarding
adopted infants, and infants with other-than-primary
caregivers, are useful in suggesting hypotheses re-
garding foster infant attachments.


Attachment


Infants in biologically intact dyads organize their
attachment behaviors around the availability of their
caregivers. When infants find caregivers to be avail-
able in times of need, they develop expectations that
caregivers will be available when needed in the fu-
ture. Behaviorally, these infants then seek out the
comfort they need (Sroufe, 1989) from caregivers,
with the confident expectation that they will be
soothed. Such infants are classified as having secure
attachments to their caregivers (Ainsworth, Blehar,
Waters, & Wall, 1978).


When caregivers are not responsive to infants’
needs for reassurance, their babies do not develop
confident expectations regarding parental availabil-
ity. Instead, these babies develop alternative strate-
gies for interacting with their parents when distressed.
Some infants turn away from caregivers under condi-
tions of moderate stress, giving the appearance of not
needing nurturance. These infants are classified as
having avoidant attachments. Other infants show a
pattern of seeking out caregivers while simultaneously
resisting contact, and are classified as having resistant
attachments. Finally, some infants show a breakdown
in strategy when they are distressed and in their care-
givers’ presence, displaying behaviors that appear
disoriented or disorganized (Main & Solomon, 1990).
These infants are classified as having disorganized at-
tachments. Because disorganized attachment is seen
as a breakdown in strategy, infants who are classified
as disorganized receive a secondary classification of
secure, avoidant, or resistant.


Attachment quality is considered important by at-
tachment researchers because it reflects the quality of
the infant’s relationship with the caregiver, and also
because it is associated with the child’s later interper-
sonal functioning. Children who develop secure attach-
ments to caregivers show more competent problem-
solving skills as toddlers (Matas, Arend, & Sroufe,
1978), more independent and confident behaviors
with teachers as preschoolers (Sroufe, 1983), and more
competent interactive behaviors with peers at school
age (Elicker, Englund, & Sroufe, 1992) than do other
children. Attachment strategies that are insecure but
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organized (i.e., avoidant and resistant attachments)
may not place children at substantially increased risk
for later disorder (e.g., Lewis, Feiring, McGuffog, &
Jaskir, 1984; Lyons-Ruth, Alpern, & Repacholi, 1993).
Those children with disorganized attachments, how-
ever, are at risk for a host of problematic outcomes, in-
cluding aggressive behavior with peers (Lyons-Ruth
et al., 1993; Lyons-Ruth, Easterbrooks, & Cibelli, 1997)
and dissociative symptomatology evidenced through-
out childhood (Carlson, 1998). Identifying predictors
of disorganized attachment is, therefore, of particular
importance.


 


Maternal state of mind and infant attachment.


 


Among
biologically intact mother–infant dyads, the strongest
predictor of infant attachment found thus far is the
caregiver’s state of mind with regard to attachment
(van IJzendoorn, 1995). Attachment state of mind re-
fers to the way in which adults process thoughts and
feelings regarding their own attachment experiences.
State of mind is assessed through a process of dis-
course analysis developed by Main and colleagues
(Main & Goldwyn, 1998).


Adults who value attachment and are coherent in
processing their own attachment experiences are clas-
sified as having autonomous states of mind. As par-
ents, these adults are most likely to have infants who
are securely attached to them (van IJzendoorn, 1995).
Adults who are not coherent in their processing of
attachment-related experiences are said to have non-
autonomous states of mind. These adults violate rules
of conversational discourse in their discussion of at-
tachment experiences, with the violations taking one
of several forms. Some adults idealize attachment ex-
periences and attachment figures, showing a lack of
coherence in terms of the consistency and complete-
ness of their discourse regarding attachments (Main
& Goldwyn, 1998). These adults are classified as having
dismissing states of mind with regard to attachment.
Parents with dismissing states of mind are most likely
to have infants with avoidant attachments to them
(van IJzendoorn, 1995). A second form of violation oc-
curs among adults who show angry involvement
with attachment figures, or ramble in their discourse,
providing excessive, irrelevant detail in their discus-
sion of attachment issues. These adults are classified
as having preoccupied states of mind, and are some-
what more likely than others to have infants with re-
sistant attachments. Finally, a third form of violation
occurs among adults who show a breakdown in rea-
soning or discourse when discussing a loss or trauma.
These adults are classified as unresolved, and are
likely to have infants with disorganized attachments
(van IJzendoorn, 1995). Parallel to infant disorganized
attachment, unresolved state of mind is assumed to


represent a breakdown in strategy; thus, a secondary
(autonomous, dismissing, or preoccupied) classifica-
tion is given to adults classified as unresolved.


Associations between parental state of mind and
infant attachment quality have been assessed in a
number of investigations. In a meta-analysis of 18
samples, van IJzendoorn (1995) found a concordance
of 75%, 
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 .49, between parental state of mind and
infant attachment security when two categories
(autonomous/nonautonomous and secure/insecure)
were considered. When four categories of parental
state of mind and infant attachment security were
considered, there was a concordance of 63%, 
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 .42.
It has generally been assumed that unresolved


state of mind wields more influence on parenting
than the secondary autonomous, dismissing, or pre-
occupied state of mind (Main & Hesse, 1990). Main
and Hesse proposed that parents who are unresolved
tend to behave in ways that are frightening to chil-
dren. Their children are thus disorganized in the face
of threat because they need comfort from caregivers,
but caregivers are frightening to them. Recent find-
ings of Schuengel, Bakersman-Kranenburg, and van
IJzendoorn (1999), however, suggest the possibility
that this link between unresolved maternal state of
mind and infant disorganized attachment may be
limited to those unresolved mothers with nonautono-
mous secondary classifications. Schuengel et al. found
that unresolved mothers with secondary autonomous
classifications displayed low levels of frightening
behaviors toward their infants relative to other care-
givers, and were not at increased risk for having dis-
organized infants.


 


Questions regarding genetic factors.


 


Some researchers
have questioned whether the association between
caregiver state of mind and child attachment is a
function of biological relatedness or shared tempera-
ment (e.g., Fox, 1995), rather than the caregiving envi-
ronment. Although temperament has not been strongly
associated with infant attachment quality (e.g., Gold-
smith & Alansky, 1987), the possibility of some form
of genetic transmission is difficult to rule out. There
are no studies reported in the literature that examined
differential predictability from maternal state of mind
to infant attachment quality for monozygotic and
dizygotic twins. However, several studies have com-
pared concordance of attachment quality for twins
and for siblings (Goldsmith & Campos, 1990; Minde,
Corter, Goldberg, & Jeffers, 1990; Vandell, Owen, Wil-
son, & Henderson, 1988; van IJzendoorn et al., 2000),
and failed to provide strong support for the impor-
tance of genetic factors in attachment quality. In Ric-
ciuti’s 1992 re-analysis of three twin data sets (Gold-
smith & Campos, 1990; Minde et al., 1990; Vandell et
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al., 1988), 78% of the dizygotic infant pairs were con-
cordant for attachment quality and 66% of the
monozygotic infant pairs were concordant. In a meta-
analysis of 138 sibling pairs, van IJzendoorn (1995)
found that the level of concordance between siblings
was 62% using the two-way classification scheme,
with discordance partially attributable to differences
in maternal sensitivity for the two siblings.


If genetic transmission is the primary source of the
covariation between maternal state of mind and in-
fant attachment security, little association should be
found among non-biologically related mother–infant
dyads. Although negative findings for infants in fos-
ter care could be attributable to a host of factors, in-
cluding prenatal environment, early experiences of mal-
treatment, and the effects of relationship disruption,
strong positive findings would provide compelling
evidence that genetic factors are not the primary
source of intergenerational transmission of attachment.


Children’s Attachments to Non-Biologically
Related Caregivers


Attachment quality of children with non-biologi-
cal caregivers has been investigated for children
placed soon after birth with adoptive parents (Juffer
& Rosenboom, 1997; Singer, Brodzinsky, Ramsay,
Steir, & Waters, 1985), for children placed with adop-
tive parents after extended stays in orphanages (Chis-
holm, 1998; O’Connor, Bredenkamp, & Rutter, 1999),
for children on kibbutzim with metaplut (Sagi et al.,
1995), and for children with child-care providers
(Howes & Hamilton, 1992). These various investiga-
tions are useful in suggesting the range of possible
outcomes for foster children forming new attach-
ments to surrogate caregivers.


 


Attachment of early adopted children.


 


Several inves-
tigations of attachment security among children
adopted from relatively benign conditions have
been reported in the literature ( Juffer & Rosenboom,
1997; Singer et al., 1985). Juffer and Rosenboom
found that of Asian and South American children
adopted before 6 months of age by parents in the
Netherlands, 74% were classified as secure. Singer et
al. reported a relatively lower percentage of secure
infants (52%) among a sample of 56 babies between
the ages of 3 days and 10 months who were adopted
by parents in the United States. Because the coding
of disorganized attachment is a relatively new addi-
tion to the coding scheme, neither of these groups re-
ported disorganized attachments among their sam-
ples. Juffer, Stams, Bakermans-Kranenburg, and van
IJzendoorn (1999), however, found a disproportion-
ately high percentage of disorganized attachments


in a subsequent investigation of a small subset of
their sample.


These two studies suggest that attachment quality
among some adopted children may be compromised,
although the findings are not consistent and the un-
derlying reasons unclear. Findings reported to date
do not make it possible to disentangle the effects of
adoptive parent state of mind, timing of relationship
disruption, and previous relationship experiences on
the child’s attachment quality.


 


Children adopted following extreme privation.


 


Follow-
ing extended stays in the extreme conditions of Ro-
manian orphanages, children have been studied in
their adoptive homes in the United Kingdom, Can-
ada, and the United States. Chisholm (1998) found
that 66% of children adopted by 4 months of age de-
veloped secure attachments to their adoptive parents.
This figure is not significantly different from that
found for a control group of nonadopted children,
58% of whom developed secure attachments. Of chil-
dren who had been in the institutional setting for at
least 8 months, however, only 37% developed secure
attachments to their adoptive parents. Further, these
late-placed children showed disproportionately high
incidences of disorganized attachments and indis-
criminately friendly behavior with strangers.


Several possibilities are suggested for the current
investigation of children placed in foster care. First, it
is possible that the timing of the child’s placement in
surrogate care is central to the child’s ability to orga-
nize attachment around the new caregiver’s availabil-
ity. On the other hand, it is possible that the duration
of inadequate care, rather than the timing of the new
relationship’s formation, is most important to the
child’s ability to organize attachment behavior. Inad-
equacy of care might best be considered along a con-
tinuum (Cicchetti & Barnett, 1991), with Romanian
institutional care representing the extreme. The previ-
ous care of children placed into foster care falls along
the continuum, with no children likely to be as emo-
tionally neglected as most were in the Romanian
institutions.


 


Children’s attachments to secondary attachment figures.


 


Findings from day care and kibbutzim settings sug-
gest that children are somewhat less likely to form
secure relationships with professional caregivers
compared with parents (Howes & Hamilton, 1992;
Sagi, 1985; Sagi et al., 1995). Foster parents might be
seen as fitting into this general category of profes-
sional caregivers. If so, and if this finding of lower
levels of secure attachments is robust, foster children
might be expected to show disproportionately high
levels of insecure attachment to their foster parents.
On the other hand, foster parents differ from day care
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and kibbutzim providers in that they are the primary
caregivers for the duration of the child’s placement.


Similar to findings with biologically related dyads,
responsive and sensitive caregiving on the part of
professionals nonetheless predicts the development
of a secure infant–caregiver relationship (Goosens &
van IJzendoorn, 1990). This finding suggests that chil-
dren organize their attachment behaviors around the
availability of the caregivers currently providing care.
For foster children, this finding suggests that foster
parent availability should affect children’s organiza-
tion of attachment behaviors with their new caregiv-
ers. The limits of this finding, however, have not been
explored. It is possible that children with problematic
early experiences carry forward their models of rela-
tionships in a less flexible way than many other chil-
dren. In this case, depending on the child’s history of
caregiving, foster parent availability may not be ex-
pected to affect child expectations for new relation-
ships to a great extent.


Howes and Hamilton (1992) reported that day-care
children who experienced a change in teachers be-
tween 18 and 24 months of age were rated as less se-
cure with teachers at both 24 and 30 months com-
pared with children who did not experience a change.
This finding may well have implications for the ef-
fects of disruptions in relationships with primary, as
well as secondary, attachment figures.


 


Children’s developing attachments to foster parents.


 


In our lab, we examined attachment behaviors that
infants displayed toward their foster mothers using a
diary methodology (Stovall & Dozier, 2000). Attach-
ment behaviors in a sample of 38 foster mother–infant
dyads were examined on a daily basis for a period
of 60 days following the child’s placement. Infants
placed at younger ages (6–12 months) showed more
secure behaviors than those placed later (12–20
months), and children placed with mothers with au-
tonomous states of mind showed more secure behav-
iors than those placed with nonautonomous foster
mothers. Further, younger children’s attachment be-
haviors stabilized more quickly than did those of
older children. Stable attachment behaviors emerged
within the first 2 weeks of placement for most
younger infants, contrasted with up to 2 months for
older infants. Foster parents tended to behave in
ways that complemented their babies’ behavior, with
even autonomous foster parents providing little nur-
turance to children who appeared not to need it.
Older infants seemed to take the lead in this “relation-
ship dance” (Stern, 1977), overshadowing foster par-
ents’ contributions to the dance. This transactional
pattern seemed likely to be self-perpetuating, with
older infants continuing to have low expectations for


nurturing care, and continuing to behave in ways that
did not elicit nurturance.


The Present Study


These various findings suggest several possibili-
ties regarding foster children’s attachments to their
new caregivers. First, after a period of adjustment and
consolidation, foster infants may organize their at-
tachments around the availability of their new care-
givers. If so, we would expect their newly consoli-
dated attachments to foster mothers to be largely
concordant with their foster mothers’ state of mind
with regard to attachment. A second possibility is that
the effects of foster infants’ earlier caregiving experi-
ences and disruptions in caregiving may be so potent
that current caregiver characteristics are eclipsed. If
so, there should be little concordance between care-
giver state of mind and foster infant attachment. A
third possibility is that there is some concordance be-
tween foster mother state of mind and foster infant at-
tachment, but only when children were placed into
care early (before about 1 year of age). These possibil-
ities were explored in the present research.


 


METHOD


 


Overview


Fifty foster infant–mother dyads participated in
this study. All were part of a larger longitudinal study
of the effects of interventions for foster parents, but
none of the participants had yet received intervention
services. Foster mothers completed the Adult Attach-
ment Interview (AAI) in their homes. Foster infants
and their foster mothers participated in the Strange
Situation between the ages of 12 and 24 months, at
least 3 months after placement in the foster home.


Participants


All 50 infants had been placed with their caregiv-
ers between birth and 20 months of age, with a mean
age at placement of 7.7 months (
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 6.2). Twenty-
nine of the children were males and 21 were females.
Most (64%) of the infants were African American,
with 28% European American, and 8% Hispanic. Sim-
ilarly, most (64%) of the foster mothers were African
American, with the remaining 36% European American.
Most (88%) of the dyads were ethnically matched.
Case records indicated that children were placed in
foster care for one or more of the following reasons:
neglect (62%), parental substance abuse (36%), family
instability (16%), abandonment (14%), inadequate







 


Dozier et al. 1471


 


housing (10%), parental incarceration (10%), physical
abuse (6%), and sexual abuse (2%). Twenty-eight of
the children were in their first foster placement, 17
were in their second, and 5 had been in more than two
(


 


range 


 


= 3–5 placements).
Foster mothers ranged in age from 26 to 69, with a


mean of 47 years (


 


SD
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 12). The range in the number
of foster children for whom they had cared was from
1 to 80, with a mean of 17, and a median of 6. At the
time of participation, the number of foster children in
their homes ranged from 1 to 5, with a median of 2.
Family income for foster families averaged $36,000,
ranging from the lowest income category in our study
(less than $10,000; 
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 2) to the second highest income
category ($60,000–$100,000; 
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 2). Family incomes
were rather evenly distributed in the income catego-
ries between $10,000 and $50,000. Half (25) of the fos-
ter mothers were married or living with a partner,
and half (25) were single (widowed, divorced, or
never married). None of the foster mothers were bio-
logically related to the foster infants.


Measures


 


Adult Attachment Interview.


 


The AAI (George, Kap-
lan, & Main, 1996) is a semistructured interview de-
signed to assess caregivers’ state of mind with regard
to attachment. In the interview, foster mothers were
asked to describe their relationships with their par-
ents when they were young, to instantiate descrip-
tions with specific memories, to recall incidences of
distress, and to conceptualize relationship influences.
The time required to administer the interview ranged
from 45 to 70 min. When possible, foster mothers
were administered this interview when study chil-
dren were first placed in their care. For nearly half
of the foster mothers (
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 22), these interviews had
been conducted when a previous child from the
larger research project was in their care. Therefore,
AAIs were administered between 31 months prior to
the study child’s placement to 10 months following
the study child’s placement. The median time of ad-
ministration was .8 months following the study
child’s placement (


 


M


 


 = .8, 


 


SD


 


 = 8.29 months). Because
the stability of state of mind classifications is high
(Bakermans-Kranenburg & van IJzendoorn, 1993),
differences in timing of administration were not con-
sidered important.


Using the Main and Goldwyn (1998) system, foster
mothers were classified as autonomous with regard
to attachment when they were generally coherent in
their discourse, and showed a valuing of attachment.
Foster mothers were classified as dismissing when
they showed a devaluing or dismissing of the impor-


tance of attachment, and were likely to show a lack of
recall for attachment experiences, and/or an idealiza-
tion of attachment figures, and/or imperturbability.
Foster mothers were classified as preoccupied when
their discourse was characterized by angry involve-
ment with attachment figures, or by rambling speech.
Finally, they were classified as unresolved when they
showed lapses in monitoring of reasoning or dis-
course regarding a loss or trauma.


Dismissing, autonomous, and preoccupied classi-
fications are stable over periods ranging from 1 to 15
months, with the unresolved category showing
slightly lower levels of stability than other catego-
ries (Bakermans-Kranenburg & van IJzendoorn,
1993; Main, 1996; Sagi et al., 1994). Interrater agree-
ment on classifications is well over 80%, and classifi-
cations are independent of interviewer, and unrelated
to autobiographical memory, verbal or perfor-
mance measures of intelligence, or social desirabil-
ity (Bakermans-Kranenburg & van IJzendoorn, 1993;
for an overview, see van IJzendoorn, 1995). Mothers’
AAI classifications measured both before and after
their children’s birth predict infant security in ways
that are consistent with attachment theory (Benoit &
Parker, 1994; Fonagy, Steele, & Steele, 1991; Ward &
Carlson, 1995).


Interviews were audiotaped and transcribed by
professional transcriptionists. Four raters coded the
transcripts using the classification system developed
by Main and Goldwyn (1998). All coders had at-
tended the 2-week training course sponsored by
Mary Main and Erik Hesse and passed the reliability
test with agreement of at least 85% with Main and
Hesse. A random set of 12 AAIs was double coded,
with agreement on these interviews of 100%, 
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 1.00,
for three-way classification, and 75%, 
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 .61, for
four-way classification. Given that reliability for un-
resolved status was lower than for other categories,
all interviews were double coded for unresolved sta-
tus, and disagreements conferenced. Coders were
blind to child-attachment classification and to other
information regarding the participants.


 


Strange Situation.


 


The Strange Situation (Ainsworth
et al., 1978) is a laboratory procedure designed to
stress infants, allowing assessment of infants’ reliance
on the caregiver when they are distressed. Infants are
separated from the caregiver on two occasions and
then reunited, with attachment behaviors (infants’
proximity seeking, contact maintenance, resistance,
and avoidance) coded during the reunion episodes.
Infants are classified as secure if they seek out what-
ever contact is needed and are calmed readily by their
caregiver; as avoidant if they turn away from their care-
giver when distressed; and as resistant if they show
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an angry resistance to caregivers. Infants in this study
were also rated on disorganization, using the criteria
developed by Main and Solomon (1990). Disorgani-
zation is coded when the infant strategies for dealing
with distress break down in the caregiver’s presence,
or when infants appear to lack a strategy for dealing
with distress. Examples of disorganization include an
infant backing up against the wall when the parent
enters the room, wandering around the room aim-
lessly, or appearing dazed and motionless for a long
period of time (Main & Solomon, 1990). The child is
classified as disorganized when one or more events
meet threshold criteria. Children classified as disor-
ganized are also given a secondary classification of
secure, avoidant, or resistant.


At the time the children participated in the Strange
Situation they were between the ages of 12 and 24
months (
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 16.5, 
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 4.1), and had been in the care
of their current foster parents between 3 and 21
months (
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 9.2, 
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 5.2). Three coders, blind to
other study data, coded the Strange Situations. All
three had attended the training course on coding of
organized strategies (secure, avoidant, resistant) of-
fered by Alan Sroufe, and the training course on dis-
organized coding offered by Mary Main. Coders had
also passed reliability tests for classifying organized
and disorganized strategies offered by Sroufe, reach-
ing at least 80% agreement with expert coders. A ran-
dom set of 12 Strange Situations was double coded;
agreement on these was 100%, 
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 1.00, for major cat-
egory, and 82%, 
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 .73, when the disorganized cate-
gory was included. Given the lower reliability for the
disorganized classification, all videotapes with indi-
cations of disorganized behavior were double coded
and disagreements resolved by conference.


Although the Strange Situation was originally de-
veloped for use with biologically intact mother–
infant dyads, several types of evidence suggest its
appropriateness in assessing attachment quality
among non-biologically related dyads. First, kibbut-
zim infants tended to develop secure attachments
with some metapelet and insecure attachments with
others, suggesting that the Strange Situation reflects
the infants’ organization of attachment around the
availability of the specific caregiver (Sagi et al., 1995).
Second, work by Stovall and Dozier (2000) suggests
that infants’ attachments to new foster caregivers usu-
ally stabilize within 2 months of foster-care placement,
making the assessment of attachment quality meaning-
ful at that time.


The Strange Situation was developed for the as-
sessment of attachment of babies between the ages of
12 and 18 months (Ainsworth et al., 1978). The proce-
dure has been used, however, in investigations with


older babies, including those up to 24 months of age.
Because we were interested in the effects of the timing
of foster-care placement on attachment quality, chil-
dren up to 24 months of age were included in our
investigation. To ensure that any results were not at-
tributable to our inclusion of older infants in the
study, analyses that included only those children who
were younger than 20 months of age, in addition to
analyses that included all children were conducted.


 


RESULTS


 


Foster Mother AAI


Slightly more than half (54%) of the foster mothers
were coded as having primary classifications of auton-
omous state of mind, with 22% classified as dismiss-
ing and 24% classified as unresolved. (The only
mother with a preoccupied classification had a pri-
mary unresolved classification.) Of the mothers with
unresolved states of mind, 58% had secondary auton-
omous classifications and 42% had secondary non-
autonomous (4 dismissing, 1 preoccupied) classifica-
tions, representing 14% and 10% of the total sample,
respectively.


Infant Attachment Classification


About half (52%) of the children were classified as
secure in the Strange Situation, with most others
(34%) classified as disorganized. An additional 6%
were classified as avoidant, and 8% were classified as
resistant. The results from the van IJzendoorn (1995)
meta-analysis were used to provide the expected dis-
tribution of attachment classifications. The propor-
tion of children with secure attachments was similar
to that reported in the meta-analysis, but the foster
care sample had a larger proportion of children with
disorganized attachments (Table 1).


 


Table 1 Breakdown of Infant Attachment Classifications for
Foster-Care Infants and Infants in the van IJzendoorn (1995)
Meta-Analysis


 


Attachment 
Classification


Foster-Care
Infants


Meta-Analysis 
Infants


%


 


n


 


%


 


n


 


Secure 52 26 52 287
Avoidant 6 3 21 116
Resistant 8 4 5 28
Disorganized 34 17 21 117


 


Note:


 


Organized versus disorganized: 
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 9.42, 
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 .01.
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Associations among Foster Mother State of Mind, 
Infant Attachment, and Other Variables


Associations among variables of primary interest
(foster mother state of mind and infant attachment)
and variables that were not of direct interest in this
study (e.g., foster mother age, income, racial match)
were examined to determine whether variables of
secondary interest should be included in subsequent
analyses. Foster mother age, marital status, foster
family income, the number of foster children in the
foster home, the placement cause, the number of pre-
vious placements, and racial match of foster mother
and child were not significantly related to foster
mother state of mind, child attachment, or the concor-
dance between maternal state of mind and child at-
tachment, 
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 .05. Only higher income was associ-
ated with higher concordance, 


 


p
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 .05. Given the
number of comparisons conducted, this single signif-
icant finding was unimpressive. With a Bonferroni
correction, this finding did not emerge as significant.
As a result, these additional variables were not con-
sidered in subsequent analyses.


Concordance between Maternal State of Mind
and Infant Attachment


On the basis of Schuengel et al.’s (1999) finding
that unresolved mothers with secondary autonomous


classifications are likely to have secure rather than
disorganized babies, unresolved/autonomous mothers
were included in the autonomous group in the first
analyses. Given that most reports in the literature
consider these unresolved/autonomous mothers as
nonautonomous, analyses that included these mothers
in the nonautonomous group were also conducted.
Concordance between foster mother state of mind
and foster infant attachment was examined first with
the two-way match (autonomous and nonauton-
omous state of mind matched with secure and inse-
cure attachment, respectively). As can be seen in Table 2,
there was a 72% match, versus 52% expected on the
basis of chance alone, 
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 .01. This level of concordance was similar to that
found in the van IJzendoorn meta-analysis for bio-
logically intact dyads. When unresolved foster mothers
with secondary autonomous ratings were included in
the nonautonomous group (rather than in the auton-
omous group), findings remained significant, with a
68% concordance, 
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The findings for the 43 infants assessed at 20


months or younger in the Strange Situation were sim-
ilar to those for the full sample. The two-way corre-
spondence between maternal state of mind and infant
attachment was 72%, 
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.01, when unresolved/autonomous mothers were in-
cluded in the autonomous group, and 70%, 
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 .01, when they were included
in the nonautonomous group.


As can be seen in Table 3, concordance for the four-
way match was 56% when unresolved/autonomous
mothers were included in the autonomous group, 
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autonomous mothers were included in the nonauton-
omous group, the concordance was 52%, 
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 .05. Findings for the smaller sam-
ple of infants assessed before 20 months revealed a
four-way correspondence of 53%, 
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�2(6, N �
43) � 15.99, p � .05, when unresolved/autonomous


Table 2 Concordance between Foster Mother State of Mind
and Infant Attachment for Two-Way Match


Foster Mother State of Mind


Infant Attachment Autonomous Nonautonomous


Secure 23 3
Insecure 11 13


Note: �2(1, N � 50) � 10.42, p � .01. Concordance � 72%; � � .43.


Table 3 Concordance between Foster Mother State of Mind and Infant Attachment for Four-Way
Match


Foster Mother State of Mind


Infant Attachment Autonomous Dismissing Preoccupied
Unresolved/


Nonautonomous


Secure 23 2 0 1
Avoidant 2 1 0 0
Resistant 2 2 0 0
Disorganized 7 6 0 4


Note: �2(6, N � 50) � 13.77, p � .05. Concordance � 56%; � � .27.
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mothers were included in the autonomous group,
and 51%, � � .23, �2(6, N � 43) � 14.25, p � .05, when
they were included in the nonautonomous group.


Given that disorganized attachment appears to
represent a significant risk for later psychopathology,
the link between maternal state of mind and chil-
dren’s development of organized (secure, avoidant,
and resistant attachments) versus disorganized at-
tachments was examined. Only 21% of foster mothers
with autonomous states of mind had children with
disorganized attachments, whereas 62.5% of foster
mothers with nonautonomous states of mind had
children with disorganized attachments, � � .41, �2(1,
N � 50) � 8.52, p � .01.


Age at Placement


Age of placement in foster care was not associated
with infant attachment, either as a main effect or as an
interaction with maternal state of mind. Given that
previous findings had suggested that age at place-
ment would be an important predictor of infant secu-
rity, this null result was explored carefully. Whether
considered as a continuous or as a dichotomous vari-
able, placement age did not approach significance as
a predictor of organized/disorganized attachment or
secure/insecure attachment, or as a predictor of con-
cordance between foster mother state of mind and in-
fant security. The mean age at placement for babies
with organized attachments was 7.3 months, and for
babies with disorganized attachments, it was 8.6
months. This difference did not approach signifi-
cance, p � .40.


DISCUSSION


Foster infants’ attachment security was concordant
with foster mothers’ state of mind at levels similar to
that seen among biologically intact dyads. These re-
sults are striking, and have important implications
both for children placed in out-of-home care, and
for attachment among intact mother–infant dyads.
These results suggest that when placed in the first
year and a half of life, foster children can organize
their attachment behaviors around the availability of
their new caregivers. When placed later than birth,
most children in our sample had been exposed to ne-
glect, and some to abuse, as well as up to five changes
in caregivers. Nonetheless, when placed with auton-
omous caregivers, these children often formed secure
attachments.


Among biologically intact dyads, it has not been
possible to differentiate clearly between a genetic and
environmental explanation for the concordance be-


tween maternal state of mind and infant attachment. It
was plausible that the concordance between maternal
state of mind and infant attachment reflected some ten-
dency shared between mother and child to react to
stimuli in parallel ways. For example, Fox (1995) sug-
gested that the temperamental (or personality) charac-
teristics of reactivity and affective bias likely repre-
sented the mechanism by which state of mind and
attachment were associated. Twin and sibling studies
(e.g., Ricciuti, 1992; van IJzendoorn et al., 2000) have
failed to provide consistent support for a genetic mech-
anism, although a genetic argument is hard to rule out
in the absence of findings from nonrelated dyads. This
study’s findings provide compelling evidence that it is
maternal characteristics, rather than shared tempera-
ment or other genetically linked characteristics, that
primarily determine children’s attachment strategies.


Given our previous findings (Stovall & Dozier,
2000), we had expected age at placement to be a pow-
erful predictor of infant attachment quality. In our
previous study, we found that foster mothers re-
ported more insecure behaviors during the first 2
months of placement among babies placed at older
ages than among babies placed at younger ages, re-
gardless of foster mothers’ state of mind. In this pre-
vious study, a diary methodology that relied on the
foster mother’s report of child and caregiver behav-
iors was used. This methodology allowed for exami-
nation of the process by which children formed new
attachments. In the current study, using the Strange
Situation, the “consolidated attachment” of infants
who had been with their foster mothers for at least 3
months was assessed. The results suggest that when
babies are placed in foster care during the first 20
months of life, the age at which they are placed does
not affect the quality of attachments formed with new
caregivers. It seems that even though late-placed fos-
ter infants initially push their caregivers away (as re-
flected in Stovall and Dozier’s diary data), eventually
the children organize attachment behavior around
the availability of their new caregivers.


There have been relatively few studies of infants’
attachments following the disruption of a primary re-
lationship. At some level, therefore, the implications
of our current findings are unclear. Essentially, we do
not know what attachment reflects in terms of its or-
ganizational function and its predictive value, for in-
fants who have experienced disrupted attachments.
For children from stable, intact dyads, attachment
serves to organize experience (Sroufe, 1983) and to gen-
eralize to feelings about the self and others (Cassidy,
1988; Matas et al., 1978; Sroufe, 1989). For children
with disrupted relationships, it is unclear what role
attachments to new surrogate caregivers play in the
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organization of feelings about self and others. Plausi-
bly, the disruption of previous relationships, or the
poor quality of previous relationships, may have
made indelible imprints on children. On the other
hand, children who form secure attachments to surro-
gate caregivers following previous relationship fail-
ures may be demonstrating the ability to rework
models of self and other. These questions can only be
addressed by longitudinal studies of the impact of
children’s new attachments to surrogate caregivers
on later representations of self and other.


It is important to note that the proportion of chil-
dren with disorganized attachments was larger than
typically seen among normal samples. It is interesting
to note, however, that children were only at increased
risk for disorganized attachments when their care-
givers had nonautonomous states of mind. Only 21%
of children with autonomous caregivers had disorga-
nized attachments, a figure that is not especially large
for any sample. The majority of children who had
caregivers with nonautonomous states of mind, how-
ever, had disorganized attachments. Even caregivers
with dismissing states of mind were likely to have
children with disorganized attachments. Among bio-
logically intact dyads, mothers with dismissing states
of mind are most likely to have babies with avoidant
attachments, a status that does not confer substantial
risk to a child. Whereas children in biologically intact
dyads can organize their attachment behavior around
the availability of a somewhat rejecting parent, most
children who have experienced relationship disrup-
tion appear unable to do so. Rather, children who
have experienced relationship disruption are likely
to develop disorganized attachment strategies un-
less they are in the care of nurturing surrogate care-
givers. We expect that the experience of relationship
disruption is so disorganizing that only with the de-
velopment of a relationship with a nurturing care-
giver can the child begin to develop an organized
attachment.


Given that this is the first study in the literature re-
porting concordance between parental state of mind
and child attachment quality among children in foster
care, it will be important to replicate these rather star-
tling results. We included a wide age range of chil-
dren (from 12–24 months) in the primary analyses.
Because our sample was not large, we must particu-
larly question our null results regarding age at place-
ment. Subsequent studies should further study the
importance of age at placement by looking at larger
samples of children placed at various ages.


Some might question the use of the infant Strange
Situation coding system for children as old as 24
months of age. Although this system was developed


for the coding of children 18 months old and younger,
the system has been used in a number of studies for
the coding of attachment among children as old as 24
months. We chose not to restrict the sample to chil-
dren 18 months and younger because of our interest
in examining the effects of age at placement. To en-
sure that our findings were not unduly affected by the
inclusion of 20- to 24-month-old children, we reana-
lyzed data including only those children younger
than 20 months of age.


Finally, it will be critical that these results be ex-
tended longitudinally such that the meaning of attach-
ment can be ascertained for children who have experi-
enced relationship disruption. Although children
appear able to form secure attachments to new, nurtur-
ing caregivers after several months time, it is unclear
what organizational role these attachments play in the
development of information processing strategies, and
in representations of self and other. Longitudinal
studies of children placed with surrogate caregivers
will clarify the role that new attachments play for these
children following relationship disruption.


In summary, we suggest that these results speak to
the strength of the human propensity for relatedness.
Despite experiences of inadequate care, disruptions
in care, or both, young children placed with nurtur-
ing caregivers were often able to develop trusting,
secure attachments.
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Best	Practice	Guidelines	for	Reflective	Supervision/Consultation	 
	
Purpose	of	Guidelines	


(1) To	emphasize	the	importance	of	reflective	supervision	and	consultation	for	best	
practice,		


(2) To	better	assure	that	those	providing	reflective	supervision	and	consultation	are			
appropriately	trained.		


	
For	the	purposes	of	this	document,	reflective	supervision/consultation	refers	specifically	to	
work	done	in	the	infant/family	field	on	behalf	of	the	infant/toddler's	primary	care-giving	
relationships.	
	
Distinguishing	Between	Administrative	Supervision,	Clinical	Supervision	and	
Reflective	Supervision/Consultation	
Supervisors	of	infant	and	family	programs	are	generally	required	to	provide	administrative	
and/or	clinical	supervision,	while	reflective	supervision	may	be	optional.		Put	another	way,	
reflective	supervision/consultation	often	includes	administrative	elements	and	is	always	
clinical,	while	administrative	supervision	is	generally	not	reflective	and	clinical	supervision	
is	not	always	reflective.			
	
Administrative	Supervision		
Concerned	with	oversight	of	federal,	state	and	agency	regulations,	program	policies,	rules	
and	procedures.		Supervision	that	is	primarily	administrative	will	involve	the	following	
content:			


l Hire	
l Train/educate		
l Oversee	paperwork	
l Writing	of	reports	
l Explain	rules	and	policies	
l Coordinate		
l Monitor	productivity	
l Evaluate	


	
Clinical	Supervision/Consultation	
Clinical	supervision/consultation	is	case-focused	but	does	not	necessarily	consider	what	
the	practitioner	brings	to	the	intervention	nor	does	it	necessarily	encourage	the	
exploration	of	emotion	as	it	relates	to	work	with	an	infant/toddler	and	family.		
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Supervision	or	consultation	that	is	primarily	clinical	will	most	likely	include	many	or	all	of	
the	administrative	content	that	are	listed	above,	as	well	as	the	following:		


l Review	casework	
l Discuss	the	diagnostic	impressions	and	diagnosis	
l Discuss	intervention	strategies	related	to	the	intervention	
l Review	the	intervention	or	treatment	plan	
l Review	and	evaluate	clinical	progress	
l Give	guidance/advice	
l Teach	


	
Reflective	Supervision/Consultation	
Reflective	supervision/consultation	goes	beyond	clinical	supervision	to	shared	exploration	
of	the	parallel	process,	i.e.,	attention	to	all	of	the	relationships,	including	that	between	
practitioner	and	parent,	between	parent	and	infant/toddler,	and	between	practitioner	and	
supervisor.		It	is	critical	to	understand	how	each	of	these	relationships	affects	the	others.			
	
Of	additional	importance,	by	attending	to	the	emotional	content	of	the	work	and	how	
reactions	to	the	content	affect	the	work,	reflective	supervision/consultation	relates	to	
professional	and	personal	development	within	one’s	discipline.		Finally,	there	is	often	
greater	emphasis	on	the	supervisor/consultant's	ability	to	listen	and	wait,	allowing	the	
supervisee	to	discover	solutions,	concepts	and	perceptions	on	his/her	own	without	
interruption	from	the	supervisor/consultant.			
	
The	components	of	reflective	supervision/consultation	include:		


l Form	a	trusting	relationship	between	supervisor	and	practitioner	
l Establish	consistent	and	predictable	meetings	and	times	
l Ask	questions	that	encourage	details	about	the	infant,	parent	and	emerging	


relationship	
l Listen	
l Remain	emotionally	present	
l Teach/guide	
l Nurture/support	
l Integrate	emotion	and	reason	
l Foster	the	reflective	process	to	be	internalized	by	the	supervisee	
l Explore	the	parallel	process	and	allow	time	for	personal	reflection	
l Attend	to	how	reactions	to	the	content	affect	the	reflective	process	
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Reflective	supervision/consultation	may	be	carried	out	individually	or	within	a	group.		It	
may	be	the	responsibility	of	the	agency/program	supervisor	or	a	reflective	
supervisor/consultant	may	be	contracted	from	outside	the	agency	or	program.			


• If	the	supervisor	or	consultant	is	contracted	from	outside	the	agency	program,	he	or	
she	will	engage	in	reflective	and	clinical	discussion,	but	will	discuss	administrative	
content	only	when	it	is	clearly	indicated	in	the	contract.	


• If	the	reflective	supervisor	operates	within	the	agency	or	program,	then	he/she	will	
most	likely	need	to	address	reflective,	clinical	and	administrative	content.		When	
discussions	related	to	disciplinary	action	need	to	occur,	it	is	the	direct	supervisor	
who	addresses	them.		When	the	direct	supervisor	is	also	the	one	who	provides	
reflective	supervision,	it	is	preferable	to	schedule	a	meeting	separate	from	the	
reflective	supervision	time;	however,	some	supervisors	choose	to	address	
disciplinary	concerns	during	the	individual	clinician’s	regular	reflective	supervision	
meeting.		Disciplinary	action	should	never	occur	within	a	group	
supervisory/consultation	session.	


• Peer	supervision	(defined	as	colleagues	meeting	together	without	an	identified	
supervisor/consultant	to	guide	the	reflective	process),	while	valuable	for	many	
experienced	practitioners,	does	not	meet	the	reflective	supervision/consultation	
criteria	for	endorsement	as	specified	in	this	guide.			


	
In	all	instances,	the	reflective	supervisor/consultant	is	expected	to	set	limits	that	are	clear,	
firm	and	fair,	to	work	collaboratively,	and	to	interact	and	respond	respectfully.		
	
In	sum,	it	is	important	to	remember	that	relationship	is	the	foundation	for	reflective	
supervision	and	consultation.		All	growth	and	discovery	about	the	work	and	oneself	takes	
place	within	the	context	of	this	trusting	relationship.	To	the	extent	that	the	supervisor	or	
consultant	and	supervisee(s)	or	consultee(s)	are	able	to	establish	a	secure	relationship,	the	
capacity	to	be	reflective	will	flourish.	
	


“When	it’s	going	well,	supervision	is	a	holding	environment,	a	place	to	feel	secure	
enough	to	expose	insecurities,	mistakes,	questions	and	differences.”		Rebecca	
Shahmoon	Shanock	(1992).	


	
Reflective	supervision	is	“the	place	to	understand	the	meaning	of	your	work	with	a	
family	and	the	meaning	and	impact	of	your	relationship	with	the	family.”		Jeree	Pawl,	
public	address.	


	
“Do	unto	others	as	you	would	have	others	do	unto	others.”		Jeree	Pawl	(1998).	
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Best	Practice	Guidelines	for	the	Reflective	Supervisor/Consultant	 
• Agree	on	a	regular	time	and	place	to	meet	
• Arrive	on	time		
• Protect	against	interruptions,	e.g.	turn	off	phone,	close	door	
• Set	the	agenda	together	with	the	supervisee(s)	before	you	begin	
• Remain	open,	curious	and	emotionally	available	
• Respect	supervisee’s	pace/readiness	to	learn	
• Ally	with	supervisee’s	strengths,	offering	reassurance	and	praise,	as	


appropriate	
• Observe	and	listen	carefully	
• Strengthen	supervisee’s	observation	and	listening	skills	
• Suspend	harsh	or	critical	judgment	
• Invite	the	sharing	of	details	about	a	particular	situation,	infant,	toddler,	


parent,	their	competencies,	behaviors,	interactions,	strengths,	concerns	
• Listen	for	the	emotional	experiences	that	the	supervisee	is	describing	when	


discussing	the	case	or	response	to	the	work,	e.g.	anger,	impatience,	sorrow,	
confusion,	etc.	


• Respond	with	appropriate	empathy	
• Invite	supervisee	to	have	and	talk	about	feelings	awakened	in	the	presence	of	


an	infant	or	very	young	child	and	parent(s)	
• Wonder	about,	name	and	respond	to	those	feelings	with	appropriate	


empathy	
• As	the	supervisee	appears	ready	or	able,	encourage	exploration	of	thoughts	


and	feelings	that	the	supervisee	has	about	the	work	with	very	young	children	
and	families	as	well	as	about	one’s	response(s)	to	the	work	


• Encourage	exploration	of	thoughts	and	feelings	that	the	supervisee	has	about	
the	experience	of	supervision	as	well	as	how	that	experience	might	influence	
his/her	work	with	infants/toddlers	and	their	families	or	his/her	choices	in	
developing	relationships.	


• Maintain	a	shared	balance	of	attention	on	infant/toddler,	parent/caregiver	
and	supervisee	


• Reflect	on	supervision/consultation	session	in	preparation	for	the	next	
meeting	


• Remain	available	throughout	the	week	if	there	is	a	crisis	or	concern	that	
needs	immediate	attention	


• Engage	in	reflective	supervision/consultation	with	your	own	identified	
mentor/consultant	
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Best	Practice	Guidelines	for	the	Reflective	Supervisee/Consultee	
• Agree	with	the	supervisor	or	consultant	on	a	regular	time	and	place	to	meet	
• Arrive	on	time	and	remain	open	and	emotionally	available	
• Come	prepared	to	share	the	details	of	a	particular	situation,	home	visit,	


assessment,	experience	or	dilemma	
• Ask	questions	that	allow	you	to	think	more	deeply	about	your	work	with	


very	young	children	and	families	and	also	yourself	
• Be	aware	of	the	feelings	that	you	have	in	response	to	your	work	and	in	the	


presence	of	an	infant	or	very	young	child	and	parent(s)	
• When	you	are	able,	share	those	feelings	with	your	supervisor/consultant	
• Explore	the	relationship	of	your	feelings	to	the	work	you	are	doing	
• Allow	your	supervisor/consultant	to	support	you		
• Remain	curious	
• Suspend	critical	or	harsh	judgment	of	yourself	and	of	others	
• Reflect	on	the	supervision/consultation	session	to	enhance	professional	


practice	and	personal	growth	
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Requirements	for	Reflective	Supervision/Consultation	for	Endorsement®	Applicants	
	
Applicants	for	Endorsement	at	Level	II	should	seek	reflective	supervision/consultation	
from	someone	who	is	Endorsed	at	Level	III	and/or	Level	IV	(Clinical).			
	


Exception	to	this	general	rule:	A	bachelor’s	prepared	Level	II	applicant	may	seek	
reflective	supervision/consultation	from	a	master’s	prepared	person	who	has	
earned	Level	II	endorsement	if	there	is	no	one	at	Level	III	available	to	provide	
this,	and	if	the	master’s	prepared	Level	II	professional	seeks	reflective	
supervision/consultation	while	providing	supervision	to	others.			


	
Applicants	for	Endorsement	at	Level	III	are	expected	to	seek	reflective	
supervision/consultation	from	someone	who	has	earned	Endorsement	at	Level	III	or	Level	
IV	(Clinical).		
	
	Applicants	for	Endorsement	at	Level	IV	are	expected	to	seek	reflective	
supervision/consultation	from	someone	who	has	earned	Endorsement	at	Level	IV	
(Clinical).		Additionally,	if	applicant	is	providing	reflective	supervision,	at	least	half	of	the	
time	spent	in	supervision	must	maintain	a	focus	on	the	applicant’s	role	as	a	reflective	
supervisor.	
	
Professionals	seeking	Renewal	of	Endorsement	at	Level	III	are	expected	to	obtain	a	
minimum	of	12	hours	of	continuing	reflective	supervision/consultation	per	calendar	year.		
If	endorsed	professional	is	providing	reflective	supervision/consultation	to	others,	it	is	
expected	that	half	of	these	hours	are	dedicated	to	the	provision	of	reflective	
supervision/consultation.		
	
Professionals	seeking	Renewal	of	Endorsement	at	Level	IV-C	are	expected	to	obtain	a	
minimum	of	12	hours	of	continuing	reflective	supervision	per	calendar	year.		These	
professionals	are	also	expected	to	include	3	hours	of	didactic	training	on	reflective	
supervision/	consultation	in	their	continuing	education	renewal	hours.	After	being	
endorsed	as	an	Infant	Mental	Health	Mentor	for	3	years	or	more,	this	is	no	longer	a	
requirement	but	remains	a	best	practice	recommendation.	
	
MI-AIMH	recommends	that	those	who	provide	reflective	supervision/consultation	to	
others	seek	individual	or	group	supervision/consultation	from	a	person	who	has	earned	
endorsement	at	Level	IV	(Clinical).		This	supervision	should	be	reflective,	regularly	
scheduled	and	offer	a	focus	on	the	complexity	of	supervising	others	who	provide	
relationship-based	services	to	infants,	toddlers	and	their	families.	
	
Reflective	supervisors/consultants	who	have	not	earned	Endorsement®	or	cannot	
meet	the	standards	as	defined	in	the	guidelines	above	are	invited	to	contact	the	MI-AIMH	
Central	Office	(734-785-7700)	to	inquire	about	training	and	participation	in	reflective	
supervision	or	consultation	groups	(see	below).	
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Number	of	RS/C	Providers	
As	in	relationship-focused	practice	with	families,	reflective	supervision/consultation	is	
most	effective	when	it	occurs	in	the	context	of	a	relationship	that	has	an	opportunity	to	
develop	by	meeting	regularly	with	the	same	supervisor/consultant	over	a	period	of	time.		
Therefore,	MI-AIMH	expects	that	Endorsement®	applicants	will	have	received	the	majority	
of	the	required	hours	from	just	one	source	with	the	balance	coming	from	no	more	than	one	
other	source.			
	
Building	Capacity	for	Reflective	Practice	
MI-AIMH	recognizes	that	in	many	regions	there	are	few	supervisors/consultants	who	meet	
the	qualifications	specified	above.		If	an	Endorsement®	applicant	is	having	difficulty	
finding	supervision/consultation	to	promote	or	support	the	practice	of	infant	mental	health	
or	if	a	program	has	difficulty	finding	someone	to	provide	reflective	
supervision/consultation	to	guide	and	support	staff	who	are	applicants	for	Endorsement®,	
MI-AIMH	can	be	a	resource.		
	
MI-AIMH	invites	Endorsement®	applicants	and	supervisors/consultants	to	contact	the	MI-
AIMH	central	office	(734-785-7700)	to	assist	in	finding	supervisors/consultants	who	are	
endorsed	and	available	to	work	with	them	or	to	discuss	the	standards	for	best	practice	
presented	in	this	guide.	Rapidly	changing	technology	makes	it	possible	to	connect	through	
the	Internet,	by	telephone	conference,	or	face	to	face.				
	
Please	note:		Peer	supervision	(defined	as	colleagues	meeting	together	without	an	identified	
supervisor/consultant	to	guide	the	reflective	process),	while	valuable	for	many	
experienced	practitioners,	does	not	meet	the	reflective	supervision/consultation	criteria	
for	endorsement	as	specified	in	this	guide.			
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Bonding and
Attachment
of Australian
Aboriginal Children


In New South Wales, Australia, there is an increasing emphasis in the
children’s court on bonding and attachment assessments to determine
whether or not a child remains with their carers. Aboriginal children
and young people are over nine times more likely than other children
and young people to be in out-of-home care. There is a paucity of
information on culturally appropriate assessments of Aboriginal children
in relation to bonding and attachment. Most assessments on the
Australian indigenous families are based on the dominant Australian
community’s perception of what constitutes competent parenting.
The question arises as to whether we are making psychologically and
ethically sound decisions about whether or not a child remains with
their Aboriginal carers based on evidence that is culturally appropriate
for Western families but culturally inappropriate for the indigenous
families. It is argued that the core hypotheses of attachment theory
such as caregiver sensitivity, competence and secure base have to be
based on the Australian Aboriginal people’s cultural values. The aims
of this paper are to explore the current practice on the bonding and
attachment assessment of Aboriginal children using a dynamic
eco-systemic approach in the assessment of bonding and attachment
of the indigenous people, with an emphasis on the historical, cultural
and spiritual contexts. Copyright © 2003 John Wiley & Sons, Ltd.


KEY WORDS: bonding; attachment; Australian Aboriginal children


There is little information on how to perform culturally
appropriate assessments of Aboriginal children and many


psychological tests and theories are developed in the Western
world and reflect the values of this particular culture (Vicary
and Andrews, 2000). The theoretical considerations on attach-
ment apply mainly to middle-class White European parents
from the twentieth century (Berry, 1992; Flanagan, 1999).
Past research on attachment tends to emphasize the biological
and evolutionary predispositions that underlie attachment
and overlook or downplay the culturally laden meanings that
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actions have for members of different societies (Rothbaum
et al., 2000).


Current assessments on the bonding and attachment of
Aboriginal children have provided an ethnocentric view based
on Anglo-Celtic values. Increasingly, more weight is given to
the bonding and attachment assessment of Australian Ab-
original children to their carers in arriving at a decision on
whether or not a restoration care plan will be developed. It
is a concern that Aboriginal children may continue to be
removed from their community if assessments on bonding and
attachment of Aboriginal children do not include the context
of the broader communities in which they live. Aboriginal
children in New South Wales continue to be significantly over-
represented in the substitute care population. While the over-
all rate of children in out-of-home care was 3.4 per 1000, for
Aboriginal children it was 32.9 per 1000 (Australian Institute
of Health and Welfare, 2001) and represented over 25% of the
total number of children and young people in care at 30 June
2000 (NSW Department of Community Services, 2000; 39).


Any assessment of bonding and attachment of Aboriginal
children must take into account the historical, cultural and
spiritual contexts. The impact of the sociopolitical history in
Australia over the past 200 years continues and is still being
experienced by the Aboriginal people.


Historical Context


Without an appreciation of Aboriginal history, culture and
politics, it will be difficult to fully understand the long-term
implications for a child to be brought up in a non-Aboriginal
family.


‘The most obvious effect of separation is shame or denial of an Abo-
riginal identity. Because of childhood conditioning Aboriginal adults may
be ashamed of their dark skin, avoid other Aborigines and then attempt
to fit into white society.’ (Kendall, 1994)


Professionals in the child protective services continue to deal
with the suffering of Aboriginal children raised away from their
kin and community.


Identity


Development of the Aboriginal Self-Concept


To be an Aboriginal person is to live the culture through inter-
actions with one’s community and learn about what it is to be


‘An ethnocentric
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Anglo-Celtic
values’


‘The impact of the
sociopolitical
history in Australia
over the past 200
years continues’







294 Soo See Yeo


Copyright © 2003 John Wiley & Sons, Ltd. Child Abuse Review Vol. 12: 292–304 (2003)


Aboriginal. They know their spiritual connection and their
supportive networks. To have an Aboriginal identity, one
has to be accepted and be spiritually connected to one’s com-
munity and maintain the traditional ties (Wilson, 1997).


Sense of Belonging


The Aboriginal sense of self arises as a consequence of kin-
ship bonds and communal life. Individual attributes such as
personal name or even immediate family are less important
than the ‘local descent group’, which gives them their place in
the order of things such as country, ceremony and kin rela-
tionships. Kinship ties and associated obligations and mutu-
ally supportive responsibilities are a dominant characteristic
of Aboriginal life in rural, isolated and urban communities
(Daylight and Johnstone, 1986).


Spiritual Connectedness


Spirituality is the cornerstone of the Aboriginal identity. Ab-
original spiritual tradition places the origin of each Aboriginal
clan in its own land. Aboriginal clans today hold deep spiri-
tual links with their lands, which were formed in Dreamtime.
The ancestral creative beings that journeyed across the con-
tinent at the beginning of time established the land bounda-
ries between different Aboriginal groups and the sacred sites.
Carrying out ritual obligations at these sacred sites and per-
forming religious ceremonies are the ways by which Abori-
gines feel bound to their lands.


Aboriginal people feel that they are an integral part of the
physical environment, and if they move away from the land
or it is taken away from them they lose their cultural identity
and self-esteem. According to their cultural beliefs, anyone
who lives away from their clan and land may be endangered
by spiritual forces whose powers they can neither access nor
control. Aborigines who have been initiated have a personal
and spiritual relationship with the land. It is felt that a major
cause of the psychological distress and social problems suffered
today is the removal of their land from them (Human Rights
and Equal Opportunity Commission, 1997).


Identity and Land rights


The importance of keeping Aboriginal children within their
cultural group is significant with regard to land rights. This
aspect is least understood, and is overlooked in the assess-
ments of Aboriginal children. Mabo v Queensland changed the
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common law in Australia to recognize the entitlement of Ab-
original and Torres Strait Islanders, in accordance with their
laws and customs, to their traditional lands (Stephenson and
Ratnapala, 1993). In order to establish native title at common
law, an Aboriginal person, clan or group must ‘substantially
maintain’ its traditional connection with the land. Under
Commonwealth and similar State and territory native title
legislation, Aboriginal people can claim land if they show un-
broken traditional links with land where native title survives
(Commonwealth of Australia, 1994). These rights could be
denied to Aboriginal children placed away from their extended
family and community who lose their links with their kinship
group and their land. There is a possibility that Aboriginal
children may lose their right to the native title of their clan
when placed in a non-Aboriginal home.


Attachment


Most cross-cultural attachment research has used the ‘etic’
approach, where Bowlby’s conceptualization of attachment
and Ainsworth’s operationalization of attachment have been
applied to various non-Western cultures (Van Ijzendoorn and
Sagi, 1997). The universality of attachment theory based on
the evolutionary predisposition of infants to seek proximity to
caregivers for protection and care is not refuted. Studies on
cross-cultural patterns of attachment in various countries sug-
gest a number of cross-cultural differences. For example, it was
found that avoidant classifications emerge as relatively more
prevalent in Western European countries and resistant class-
ifications are relatively more frequent in Israel and Japan (Van
Ijzendoorn and U. C. Kroonenberg, 1988; Nakagawa et al.,
1992). The avoidant classification refers to infants who failed
to cry during separation and avoided and ignored their carer
on her return. The resistant classification refers to infants who
appeared to be preoccupied with their parent and may seem
actively angry, alternately seeking and resisting, or appear
passive. On reunion with their parent, they failed to settle or
return to exploring the environment (Main, 1996).


While it is a survival strategy for infants to attach to a
primary caregiver to meet their needs (Bowlby, 1969), the un-
derstanding and interpretation of the sensitivity and respon-
siveness of the caregivers are dependent on the values of the
community in which the carer–child dyad resides. For ex-
ample, it is normative to establish a feeding routine for a child
in the West, but in other cultures delayed gratification has been
considered to be unresponsive and abusive (Korbin, 1987).
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Consultation with Aboriginal Community
Members—‘Having a Yarn’


In order to learn about the values and way of life of the
Aboriginal people, it is essential that the Aboriginal com-
munity has trust and confidence in the researcher ultimately
contributing to their well-being. In the past, there has been
inadequate communication, which has led to Aboriginal
communities having a high suspicion of mainstream pro-
fessionals collecting information and conducting research
about their community. For the present paper, the method
of collecting valid information was to approach various
Aboriginal community members who had strong links in
their community to ‘have a yarn’ with the researcher and to
also facilitate further contacts with other significant Abori-
ginal informants. The Aboriginal Reference Group was also
consulted and the final draft was circulated among the
community members to ensure the accuracy of what had
been reported. It is well known that traditional methods of
research such as employing Western interview formats with the
Aboriginal people would be ineffective and would not yield
in-depth data (Achanfuo-Yeboah, 1995). The present ap-
proach was based on ‘having a yarn’ with individual Abori-
gines, using an open-ended interview style and focusing on
the practicalities of rearing children in the urban area and in
the remote rural areas (the ‘bush’).


Attachment Theory’s Core Hypotheses


The recent review of cross-cultural studies on attachment
shows that the three core hypotheses of attachment theory,
sensitivity, competence and secure base, are culturally specific
(Rothbaum et al., 2000). Following Rothbaum et al.’s seminal
work, this paper examines these core hypotheses of attach-
ment theory and supports their argument that the society’s
values influence how sensitivity, competence and behavioural
system in relation to secure attachment are defined. The paper
will use an indigenous approach to the psychology of attach-
ment by incorporating the Aboriginal values and meaning of
‘relatedness’ in examining these core hypotheses.


The three core hypotheses are that:


(i) The caregiver who is sensitive to the child will achieve a
secure attachment


(ii) Secure attachment results in social competence as a child
and as an adult
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(iii) Children who are securely attached use the primary
caregiver as a secure base for exploring the external world
(Rothbaum et al., 2000)


Sensitivity Hypothesis


According to this hypothesis, infants become securely or
insecurely attached on the basis of several factors, the most
important being the mother’s ability to sensitively respond
to the child’s signals (Ainsworth et al., 1978). For example,
if the infant perceives danger and signals for help, security
stems from the mother’s ability to perceive and appro-
priately respond to the child’s need for help in a timely
manner.


However, the sensitivity response is itself culture-based. The
current practice of the bonding and attachments of sensitivity
is defined from an Anglo-Celtic response. There are cultural
differences in the ways sensitivity is expressed, when it occurs
and the objectives of sensitivity.


Aboriginal Child-Rearing practice


It is true that there is no one Aboriginal child-rearing
practice, and similarly, there is no one Anglo-Australian child-
rearing method. There is diversity in any cultural group,
including the Aboriginal culture. Even within each clan, there
is wide variation in the child-rearing practices. Aboriginal
culture is spiritual, ecological, consensual and communal. The
Aboriginal culture is collectivist, where they are more likely
to think of themselves in terms of their affiliation with other
people and their community. This social identity is derived
from being a member of a particular group with whom they
share a common way of life or by fulfilling a particular social
role in relation to designated others. Generally, Aboriginal
children grow up in a close relationship with their community
and various mothers will frequently breastfeed the infants.
Therefore, these ‘knee babies’ will also seek several other
women for nurturance, which may be misconstrued as indis-
criminate attachment. In the Aboriginal communities, there
is no concept of ‘aunts’, but rather mothers. Children are cared
for by different women interchangeably and often will be
brought up by women who are not their natural mothers
(Ralph, 1998). The infants are kept close to their caregivers
and they may be weaned off at around 3 years or as old as
5 years, a practice that may be considered inappropriate in
Western culture.


‘Cultural
differences
in the ways
sensitivity
is expressed’


‘Children are
cared for by
different women
interchangeably’
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Relationships of Appropriation


Kinship is a term used by non-Aboriginal anthropologists to
indicate the complex set of relationships enjoyed by indigen-
ous people. The closest definition is relationships of appro-
priation, which include unions without blood ties or marital
ties (Billingsley, 1992). The commonalities that cut across all
the various clans who live in different parts of the Australian
continent include having a complex system of relationships of
appropriation. There is a web of reciprocity of obligations and
avoidance provisions. Relationships are not based on the
concept of aunts, uncles or cousins, but along lines of parents
of children.


Values


The Aboriginal culture places great emphasis on the values
of interdependence, group cohesion, spiritual connected-
ness, traditional links to the land, community loyalty and
interassistance. The Aboriginal people also share a com-
mon legacy of grief, sadness, loss of identity, culture and
a sense of belonging that has resulted from the past re-
moval of Aboriginal children from their families over many
generations.


From interviews with the Aboriginal community, the infants
are often attended and responded to by multiple caregivers
and are seldom left alone. To illustrate the differences between
the Western and Aboriginal caregivers’ sensitivity to the in-
fants’ needs, it is noted that the Aboriginal caregivers would
anticipate their infants’ comfort and take steps to ensure it. It
was reported that Aboriginal caregivers would observe the
smile on the face of sleeping infants after having had a feed
to anticipate the discomfort of having wind in the stomach.
The caregivers would ‘burp’ the baby, as it was believed that
there must be ‘wind tickling the tummy’ which resulted in
a smile on the infant’s face. The caregivers are concerned
that the wind in the infants could result in vomiting the
milk. The infants are often checked regularly to see whether
they are awake and ready for the next meal. In contrast, the
Anglo-Australian caregivers showed their sensitivity differ-
ently. In the Anglo-Australian context, the caregivers would
be more responsive to the physical distress signals, for ex-
ample crying of the infants, rather than anticipating their dis-
comfort. Through this process, Aboriginal culture inculcates
social and emotional closeness to multiple caregivers and the
community at large.


‘A web of
reciprocity
of obligations
and avoidance
provisions’


‘Often attended
and responded
to by multiple
caregivers’
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The Secure Base Hypothesis


The most influential naturalistic studies of children’s secure-
base behaviour at home have been Ainsworth’s Uganda
longitudinal study (Ainsworth, 1967) and her Baltimore
longitudinal study of 26 infants and their mothers (Ainsworth
et al., 1978). The secure-base phenomenon (Ainsworth, 1967)
is assessed using a standard procedure based on Anglo-Celtic
values. Understanding attachment behaviour in diverse cul-
tural contexts requires data on mothers’ preferences regarding
how the child should behave during mother–child interactions.
The concept of a secure base was originally intended, and is
sometimes used, to refer to infants’ sense of safety in all aspects
of engagement with the world. This sense of safety for an
Aboriginal person in the wider community has been eroded
through years of discrimination and the impact of ‘the stolen
generation’, where many indigenous children were forcibly
removed from their parents and placed elsewhere. This has left
the Aboriginal people in a constant state of powerlessness.
Therefore, the Aboriginal person’s sense of security is ultim-
ately derived from having a positive Aboriginal identity.


Multiple caregivers in the Aboriginal context
In the Aboriginal culture, a child may have multiple care-


givers with occasional lengthy absences from their parents and
develop multiple attachments. Some of the reasons for the
child to stay with another person may be due to sacred initia-
tions or ceremonies leading to spiritual development. In the
northern territory, children called other women in the com-
munity ‘mum’ or ‘iliyatjari’ and had a strong relationship with
them. These womenfolk could be related or unrelated to the
biological parents of the child. Based on our knowledge of the
Aboriginal culture, the security of an Aboriginal child would
be derived from a network of regular caregivers and accept-
ance in their community. Attachment in a network of multiple
caregivers in Aboriginal culture takes on a special significance.
In a multiple caregiver context, the opportunity of forming an
enduring affective relationship with more than one specific
person in the community allows the support and maintenance
of the child’s emotional health throughout their lifespan. This
multiple caregiver context is also found in other cultures such
as in the Hausa study in Nigeria. Thus, there is a need for a
radical change from a dyadic perspective to an attachment
network approach (Tavecchio and Van Ijzendoorn, 1987).
Child-rearing in the Aboriginal culture is literally a family and
community concern and is not confined solely to the parents
of the child.


‘Many indigenous
children were
forcibly removed
from their parents’


‘Aboriginal
culture is literally
a family and
community
concern’
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The Competence Hypothesis


Studies on competence (Rothbaum et al., 2000) showed
that competence is defined differently in various cultures
and also takes different forms. A competent child or adult
would be one who shows the desirable qualities in that par-
ticular culture. The competence hypothesis in attachment
theory defines competence of the child in terms of (i) explora-
tion, autonomy and efficacy, (ii) self-expression and affect
regulation, (iii) sociability and (iv) competence in adulthood.
Although they are expressed differently in other cultural
groups, it is standard practice to use the Anglo-Celtic defini-
tion to measure competence.


Societal values underlying the attachment assessment method
The majority of attachment researchers use the concept


of secure base to refer to the link between attachment and
exploration (Posada et al., 1995). Recent work maintains that
the ‘attachment theorists’ conceptualisation of the secure base
reflects the Western emphasis on exploration and the belief
that exploration leads to individuation—which is viewed as a
healthy, positive outcome’ (Rothbaum et al., 2000). Studies
have shown that exploratory behaviour is adaptive, but the
extent to which exploration occurs and the primacy of the link
between attachment and exploration varies across cultures. In
all cultures, parents respond to the behaviour of their children
in ways that reflect their beliefs about socially appropriate
conduct. Increasingly, these beliefs have been recognized as
central components of child development and socialization.


Exploration, autonomy and efficacy
Exploration, autonomy and efficacy are valued in the West


and competence defined in this way would be biased against
child-rearing practices that value and nurture interdepend-
ence. This is exemplified in collectivistic cultures like Japan,
where reliance on others, group accomplishments and social
harmony are valued.


Prior to 2 years of age, Aboriginal children are discouraged
from exploring the environment by threats and by distracting
them with offerings of food. This inhibits exploration and,
based on this particular value system, an Aboriginal child may
be assessed to be insecure and to have difficulties using their
mother as a secure base to explore (Malin et al., 1997). In the
West, if the child is securely attached, the child will show more
exploratory behaviour. However, in other cultures such as
Japan, the child who is securely attached is a child who will
show more dependency behaviour.


‘Prior to 2 years
of age, Aboriginal
children are
discouraged from
exploring the
environment’


‘Competence is
defined differently
in various cultures’
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With older children, the Nunga Aboriginal parents placed
more importance on the child’s development of self-reliance,
early independence and a capacity to defend themselves when
threatened (Malin et al., 1997). Using this framework of
inculcating self-reliance and independence, the children
could be given more autonomy in their daily functioning,
such as feeding themselves whenever they wanted, and non-
compliance to adults’ directives is permissible. This behavi-
our may be interpreted as a lack of empathic parenting and
limited connectedness to their carer.


Self-expression and affect regulation
In self-expression and affect regulation, a child who shows


emotional openness is viewed as competent from a Western
perspective. However, in cultures where social harmony is
valued (for example Japan and China) (Van Ijzendoorn and
Sagi, 1997), the expression of negative emotions is discour-
aged. From the Aboriginal perspective, expression of negative
emotions towards someone who is older and more knowledge-
able may be interpreted as a sign of disrespect. This perspec-
tive requires restraint in the expression of negative emotions
that could be assessed as the development of an ‘avoidant
attachment’, whereas it may be a healthy adaptation to their
community.


Sociability
In other collectivistic societies, for example Japan, secure


attachment is less likely to lead to sociability with strangers
and sociability is less likely to be viewed as a form of social
competence (Takahashi, 1990; Okonogi, 1992). Behaviours
deemed inappropriate in Japan are valued in the West (e.g.
openly communicating emotions, popularity). In Japan, chil-
dren are encouraged to distinguish in-group from out-group
members and to fear and avoid unknown others (e.g. mothers
telling misbehaving children that their behaviours will elicit
negative reactions from others such as demons, police and
strangers, thereby instilling in their children a fear of outsid-
ers). The Aboriginal children are also encouraged to distin-
guish between in-group (family) and out-group (non-family)
members. Aboriginal caregivers would tell misbehaving chil-
dren that the ‘welfare or the police’ would take them away.


Competence in Adulthood
According to attachment theory, a child with secure


attachment will become a competent adult. The Anglo-Celtic
standard for a competent adult is one who is assertive and
autonomous, which is in contrast to the Aboriginal definition.


‘The Anglo-Celtic
standard for
a competent
adult is one
who is assertive
and autonomous’


‘Sociability
is less likely to
be viewed as a
form of social
competence’


‘Behaviour may be
interpreted as a
lack of empathic
parenting’
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The Aboriginal definition of a competent person is:


‘Someone who is an effective role-model, caring, sharing and support-
ing the community. Someone who is part of the community, gives back
to the community, committed to the community and work hard for the
community, for example fighting for land rights, take on (caring) kids.’
(Aboriginal workers Rhonda Smith and Bettina King, 2001)


Therefore, it is evident that what is considered as com-
petence varies substantially from one culture to another and
depends on the values of the particular culture.


Conclusion


The fundamental question is whether the current assessment
of Aboriginal children on bonding and attachment is cul-
turally appropriate without taking into account the historical
context, spirituality and the Aboriginal cultural values and
employing the Western culture base of the assessment of at-
tachment and bonding. The challenge here is that the same
attachment behaviours may or may not be indicative of a
secure attachment based on the Aboriginal cultural values. The
loss of identity, culture and a sense of belonging have been
linked to high rates of drug and alcohol abuse and suicide, and
over-representation in child welfare and correction systems.


‘The only way an Aboriginal child who is removed from the care of
his parents can develop a strong identity and learn to cope with racism
is through placement in an environment which reinforces the social
and cultural values characteristic of Aboriginal society.’ (Sommerlad,
1976)
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Area 6 months 9 months 12 months 18 months 2 years 3 years 4 years 5 years Red flags at 
any age


Social emotional   �Does not smile 
or interact with 
people


  �Not sharing 
enjoyment with 
others using eye 
contact or facial 
expression


  �Does not notice 
someone new


  �Does not play early 
turn-taking games  
(e.g. peekaboo, 
rolling a ball)


  �Lacks interest 
in playing and 
interacting 
with others


  ��When playing with 
toys tends to bang, 
drop or throw 
them rather than 
use them for their 
purpose  
(e.g. cuddle dolls, 
build blocks)


  ��No interest in 
pretend play or 
interacting with  
other children


  �Difficulty noticing 
and understanding 
feelings in 
themselves  
and others  
(e.g. happy, sad)


  �Unwilling or 
unable to play 
cooperatively


  �Play is different 
than their friends 


  �Strong parental 
concerns 


  �Significant loss  
of skills 


  ��Lack of response 
to sound or visual 
stimuli 


  �Poor interaction  
with adults or  
other children


  �Lack of, or limited  
eye contact


  ��Differences 
between right 
and left sides of 
body in strength, 
movement or tone 


   �Marked low 
tone (floppy) or 
high tone (stiff 
and tense) and 
significantly 
impacting on 
development  
and functional  
motor skills


Communication   �Not starting 
to babble 
(e.g. aahh; oohh)


  �Not using gestures 
(e.g. pointing, 
showing, waving)


  �Not using two  
part babble 
(e.g. bubu, dada)


  �No babbled 
phrases that 
sound like talking


  �No response to 
familiar words  
(e.g. bottle, 
daddy) 


  �No clear words 


  �Not able to 
understand short 
requests  
(e.g. ‘Where is the 
ball?’)


  �Not learning new 
words


  �Not putting words 
together  
(e.g. ‘push car’)


  �Speech difficult  
for familiar people 
to understand 


  �Not using simple 
sentences  
(e.g. ‘Big car go’)


  �Speech difficult  
to understand 


  ��Not able to follow 
directions with  
two steps  
(e.g. ‘Put your bag 
away and then go 
play’)


  �Difficulty telling  
a parent what  
is wrong


  �Not able to 
answer questions 
in a simple 
conversation  
(e.g. ‘What’s your 
name? Who is your 
family? What do 
you like to watch 
on TV?’)


Cognition, fine 
motor and self care


  �Not reaching 
for and holding 
(grasping) toys


  �Hands frequently 
clenched


  ��Does not explore 
objects with 
hands, eyes  
and mouth


  �Does not bring 
hands together 
at midline


  �Does not hold 
objects


  �Does not ‘give’ 
objects on request


  �Cannot move  
toy from one hand 
to another


  �Does not feed self 
finger foods or 
hold own bottle/
cup


  �Unable to pick up 
small items using 
index finger and 
thumb


  �Does not scribble 
with a crayon 


  �Does not 
attempt to stack 
blocks after 
demonstration


  �Does not attempt 
to feed self using a 
spoon and/or help 
with dressing


  �Does not attempt 
everyday self 
care skills (such 
as feeding or 
dressing)


  �Difficulty in 
manipulating  
small objects  
(e.g. threading 
beads)


  �Not toilet trained 
by day


  �Not able to draw 
lines and circles


  �Concerns from 
teacher about 
school readiness


  �Not able to 
independently 
complete everyday 
routines such 
as feeding and 
dressing


  �Not able to draw 
simple pictures  
(e.g. stick person)


Gross motor   �Not holding head 
and shoulders  
up with good 
control when lying 
on tummy 


  �Not holding head 
with control in 
supported sitting


  �Not rolling 


  �Not sitting 
independently/
without support


  �Not moving  
(e.g. creeping, 
crawling)


  ��Not taking weight 
on legs when held 
in standing


  �No form of 
independent 
mobility 
(e.g. crawling, 
commando 
crawling, bottom 
shuffle)


  �Not pulling 
to stand 
independently  
and holding on 
for support


  �Not standing 
independently


  �Not attempting 
to walk without 
support


  �Not able to walk 
independently


  �Not able to walk 
up and down stairs 
holding on


  �Not able to walk 
up and down stairs 
independently 


  �Not able to run  
or jump


  �Not able to walk, 
run, climb, jump 
and use stairs 
confidently


  ���Not able to catch, 
throw or kick a ball


  �Not able to walk, 
run, climb, jump 
and use stairs 
confidently


  �Not able to hop 
five times on one 
leg and stand on 
one leg for five 
seconds


Updated July 2016


The Red Flags Early Identification Guide will:


•	 Assist with early identification of developmental concerns 
in a child’s developmental domains (social/emotional; 
communication; fine motor/cognition/self-care; and gross 
motor) that are impacting on their day-to-day functioning.


•	 Assist with clinical decision making when used in 
conjunction with other evidence-based screening tools, 
such as the Parents Evaluation of Developmental Status 
(PEDS) and/or Ages and Stages Questionnaire (ASQ).  
The guide is not a standardised screening tool and 
should not replace standardised assessment.


•	 Facilitate conversation with parents/carers around their 
child’s development and the benefits of early identification 
and early intervention in particular when a parent may not 
be concerned about their child’s development. 


•	 Facilitate conversation about a plan of action and 
 where to obtain a more detailed developmental screen 
and/or assessment.


Children’s Health Queensland Hospital and Health Service


Child and Youth Community Health Service


Red Flags Early Identification Guide 
for children aged birth to five years  SECOND EDITION


Tips for using the guide


•	 Children’s Health Queensland recommends this resource 
be used in discussions with parents/carers about typical 
development and parental understanding/expectations 
of development. This process facilitates identification 
of parental concerns/questions about a child’s growth, 
development and activities of daily living.


•	 A single red flag is not always an indication for concern 
or referral, rather the functional impact of one or more 
red flags on the child’s everyday functioning and 
participation, should be taken into consideration.


•	 The negative statements of ‘does not…’ and ‘not 
able to…’ have been used to highlight a delay/lack of 
acquisition of skills. The red flags have been linked to 
the absence or delay of  skill/s which lie at the boundary 
of the typical developmental range. Therefore the 
guide should not be used as a ‘milestones’ screener, 
as the red flags are not developmental milestones. 


•	 This second edition includes revised red flags and 
directions for appropriate use.


Child Development Program Clinical Access Service call 1300 731 805 
or email CDPAccessService@health.qld.gov.au


Child Health Service call 1300 366 039


Call 13HEALTH (13 432584) 24 hours, 7 days to speak to a Child Health Nurse 


© Developed by the Child Development Program in conjunction with Brisbane North Primary Health Network. Updated: July 2016


Stimulate your child’s development with PLAY!
Partner: be your child’s partner in play.  
Follow their lead and wait for them to take their turn.


Look and listen: adjust the play to your child’s level and follow 
their instructions. 


Add: introduce new ideas to guide, support and expand on the 
play your child is leading.


You and your child together: get down on their level and enjoy 
being together.


Ways to PLAY?
•  �Use your senses: touch, listen and look at objects (e.g. sand, leaves and toys)
•  ��Move about: help your child move, push and pull objects
•  �Out and about: go to libraries, talk about books; visit parks – climb, throw 


and kick balls, ride a bike
•  �Talk and problem solve, e.g. with puzzles 
•  �Use imagination: play out simple ideas and gradually introduce different 


scenarios or roles; play with dolls/teddies/figurines; creatively use boxes or 
containers as play objects (e.g. as a car)


�•  �Explore: use a variety of things for your child to explore and play with e.g. 
bubbles, pots and pans, play doh. Your cupboards are full of exciting things! 


P
L
A
Y


The Red Flags Early Identification Guide (for children aged birth to five years)  
is a health resource for professionals (including general practitioners, child health 
nurses, allied health professionals and early childhood educators) working with 
families, to help identify developmental concerns early, so families can receive 
support from the right professionals at the right time. 








Triggering Event	 something that triggers a person or makes them feel threatened
Freeze			   using the mind to move away from the person thought to be a threat  


		  (standing still while “checking out”)	


Fight	 moving toward the person thought to be a threat  
(fighting and returning the negative energy)


Flight	 moving away from the person thought to be a threat (fleeing)


AGE TRIGGERING 
EVENT


DEVELOPMENTALLY- 
APPROPRIATE BEHAVIOR FLIGHT FIGHT FREEZE SUGGESTED TRAUMA-  


SENSITIVE CARE
0-1 yr �Unexpected  


changes in routines or 
caregivers


�Loud, unexpected noises


�Strong emotions  
(often anger)


�Startle, but is able to self-soothe 
(clasp hands, suck)


�Cry, but is able to be comforted  
by caregivers


�Excessive sleeping with  
difficulty arousing


�Avoid eye contact


�Crawl or more away


�Cry inconsolably,  
caregiver may be  
unable to soothe


�Cling to adults


�Fuss


�Arch back


�Pull & push away


�Dull-looking face and eyes


�Look away (disengage)


�Sleep a lot


�Show little emotion


�Go from “awake” to 
“sleep state” quickly


�Provide consistent routines 


�Provide consistent caregivers


�Allow comfort items (thumb, blanket) 


�Show sensitivity to children’s cues


�Be physically and emotionally  
available through challenging  
feelings / behaviors


�Verbalize sympathy


1-3 yrs �Unexpected 
changes in  
routines


�Transitions


�Strangers


�Crowds, disorder  
and chaotic environments


�Anger (real or perceived) 
from others


        �Are excited  
                                   about with their 
                                 world


       �Eager to engage, 
                          but can be shy


    �Easily frustrated, which can 
lead to tantrums or aggression


�Fear of strangers


�Engage in parallel play rather than 
group play


�Difficulty paying  
attention


�Fearfulness


�Isolate self from others


�Refuse to participate 
through withdrawal


�Run or walk  
away


�Aggressive behavior 
(biting, hitting,  
pushing)


�Cling to adults


�Have a tantrum


�Refuse to participate 
through disruptive 
     behavior


   �Throws toys


�“Check out”


�Unresponsive, does not 
appear to hear or  
understand 


�Difficulty with learning 
activities


�Help identify & label feelings


�Minimize power / control and focus  
on collaboration with the child


�Encourage movement and exercise


�Teach deep, slow breathing games like: blowing candles out, 
breathing in the smell of roses


�Allow extra time for children to prepare for transitions


 �Allow children to take breaks from activities as needed


  �Give children verbal warnings 5-10 minutes prior to 
         transitions


  �Allow comfort items (blankets, stuffed animals)


 �Show sensitivity to children’s cues


3-5 yrs �Unexpected changes  
in routines


�Transitions


     �Perceived aggressive  
             behavior


    �Disorder and  
                  chaotic  
                  environments


�Easily excited and talk a lot


�Eager to engage


�Easily frustrated, which may lead to 
aggression


�Curious about strangers


�Watchful when they perceive adult 
anger


�Need comfort items 


�Seek comfort from familiar caregivers


�Run away


�Hide


�Cry inconsolably


�Seek comfort items 


�Move away from others


�Complain frequently of 
aches, pains & illnesses


�Regressive behavior 
(bathroom accidents, 
sucking thumb)


   �Get in  
       caregiver’s face 
when angry


�Throw things


�Have a need to tell 
their side of the story


�Rapidly escalating  
aggressive behavior


�”Check out”


�Difficulty with  
learning activities


�Difficulty paying attention 
or following directions


�Ask children, “How can I help you feel safe?”


�Allow children the time they need to  
regulate their emotions


�See all of the recommendations  
listed in sections above


Namka, L. (2002). Help your child deal with feelings of threat:  The options: Fight, Flight, Freeze or Deal with the Problem. Visit: angriesout.com/parent9.htm


Neighborhoods Matter / Weaving Bright Futures
509.324.1650, 123care@srhd.org 


What is  
the Need  


Behind the  
Behavior?


TRIGGER:  
an event or  


situation that results  
in negative and/or  
disturbing feelings  
– feelings of being  


threatened  
or unsafe.
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Failure to Thrive: An Update
SARAH Z. COLE, DO, Mercy Family Medicine Residency, St. John’s Mercy Medical Center, St. Louis, Missouri


JASON S. LANHAM, MAJ, MC, USA, Eisenhower Army Medical Center, Ft. Gordon, Georgia


 F
ailure to thrive (FTT) is a term used 
to describe inadequate growth or 
the inability to maintain growth, 
usually in early childhood. It is a 


sign of undernutrition, and because many 
biologic, psychosocial, and environmental 
processes can lead to undernutrition, FTT 
should never be a diagnosis unto itself. A 
careful history and physical examination 
can identify most causes of FTT, thereby 
avoiding protracted or costly evaluations.1-3


Definition
Table 1 lists commonly used anthropo-
metric criteria for diagnosing FTT.4,5 Most 
of these criteria involve plotting a child’s 
growth on a standardized growth chart over 
multiple visits.


In 2006, the World Health Organiza-
tion released updated growth charts that 
incorporate data from six countries and set 
breastfeeding as the biologic norm. These 
charts are available at http://www.who.
int/childgrowth. In comparison, the 2000 
Centers for Disease Control and Preven-
tion charts include formula-fed infants and 
reflect norms for heavier children (http://
www.cdc.gov/growthcharts/). Therefore, 
the growth of healthy breastfed infants may 


appear to falter on the Centers for Disease 
Control and Prevention charts after two 
months of age.6


There is no consensus on which specific 
anthropometric criteria should be used to 
define FTT.4,7 In routine clinical practice, 
FTT is commonly defined as either a weight 
for age that falls below the 5th percentile on 
multiple occasions or a weight deceleration 
that crosses two major percentile lines on a 
growth chart.5 Although this is a simple way 
to assess for FTT in the office setting, the use 
of any single indicator has been shown to 
have a low positive predictive value for true 
undernutrition. In one study, 27 percent of 
infants met at least one definition for FTT 
during the first year of life.4 


A combination of anthropometric criteria, 
rather than one criterion, should be used to 
more accurately identify children at risk of 
FTT.4,6,7 Weight for length is a better indicator 
of acute undernutrition and is helpful in iden-
tifying children who need prompt nutritional 
treatment.8 A weight that is less than 70 percent 
of the 50th percentile on the weight-for-length 
curve is an indicator of severe malnutrition 
and may require inpatient treatment.9,10


Newer growth indices from the World 
Health Organization use weight velocities 


Failure to thrive in childhood is a state of undernutrition due to inadequate caloric intake, inad-
equate caloric absorption, or excessive caloric expenditure. In the United States, it is seen in  
5 to 10 percent of children in primary care settings. Although failure to thrive is often defined as 
a weight for age that falls below the 5th percentile on multiple occasions or weight deceleration 
that crosses two major percentile lines on a growth chart, use of any single indicator has a low 
positive predictive value. Most cases of failure to thrive involve inadequate caloric intake caused 
by behavioral or psychosocial issues. The most important part of the outpatient evaluation is 
obtaining an accurate account of a child’s eating habits and caloric intake. Routine laboratory 
testing rarely identifies a cause and is not generally recommended. Reasons to hospitalize a child 
for further evaluation include failure of outpatient management, suspicion of abuse or neglect, 
or severe psychosocial impairment of the caregiver. A multidisciplinary approach to treatment, 
including home nursing visits and nutritional counseling, has been shown to improve weight 
gain, parent-child relationships, and cognitive development. The long-term effects of failure 
to thrive on cognitive development and future academic performance are unclear. (Am Fam 
Physician. 2011;83(7):829-834. Copyright © 2011 American Academy of Family Physicians.)


▲


 Patient information: 
A handout on failure to 
thrive, written by the 
authors of this article, is 
provided on page 837.


Downloaded from the American Family Physician Web site at www.aafp.org/afp. Copyright © 2011 American Academy of Family Physicians. For the private, noncommercial 
use of one individual user of the Web site. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.
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(http : //w w w.who.int/chi ldgrow th/standards /w_
velocity/en/index.html), in which a child’s weight change 
in grams over a one- or two-month interval is compared 
with population data for that child’s specific age. Any 
weight change below the 5th percentile may indicate 
a child is at risk of FTT.11 The use of weight velocities 
allows for rapid assessment of poor weight gain while 
accounting for age-dependent changes in growth.12,13


Finally, some children who falter in growth param-
eters actually demonstrate a normal variant of growth, 
such as children of small parents who are growing to 


their full genetic potential, large-for-gestational-age 
infants who regress toward the mean, children with con-
stitutional delay in growth, or premature infants whose 
growth parameters are normal when corrected for gesta-
tional age.14 When uncertain, a weight for age that falls 
below the 5th percentile or a weight deceleration that 
crosses two major percentile lines should prompt the use 
of additional growth indices, such as weight for length or 
weight velocities, to confirm the growth trend.


Prevalence
The prevalence of FTT depends mainly on the definition 
being used and the demographics of the population being 
studied, with higher rates occurring in economically 
disadvantaged rural and urban areas.15,16 Approximately 
80 percent of children with FTT present before 18 months 
of age. In the United States, FTT is seen in 5 to 10 percent 
of children in primary care settings and in 3 to 5 percent 
of children in hospital settings.17,18


Etiology
Traditionally, the causes of FTT were subdivided into 
organic (medical) and nonorganic (social or environ-
mental). There is increasing recognition that in many 
children the cause is multifactorial and includes bio-
logic, psychosocial, and environmental contributors.19 
Furthermore, in more than 80 percent of cases, a clear 


SORT: KEY RECOMMENDATIONS FOR PRACTICE


Clinical recommendation
Evidence 
rating References Comments


A combination of anthropometric criteria, rather than one criterion, 
should be used to more accurately identify children at risk of FTT.


C 4, 6, 7 Based on disease-oriented 
evidence and expert 
opinion


An accurate, detailed account of a child’s eating habits, caloric 
intake, and parent-child interactions should be obtained as a key 
step in determining the etiology of FTT.


C 15, 16, 19, 
21, 28


Based on disease-oriented 
evidence and usual 
practice/expert opinion


Routine laboratory testing identifies a cause of FTT in less than  
1 percent of children and is not generally recommended. 


C 20, 30 Based on disease-oriented 
evidence and expert 
opinion


Hospitalization should be considered if a child is less than  
70 percent of the predicted weight for length, a child fails to 
improve with outpatient management, suspicion of abuse or 
neglect exists, signs of traumatic injury are present, or severe 
impairment of the caregiver is evident. 


C 15, 30 Based on consensus and 
expert opinion 


Age-appropriate nutritional counseling should be provided to 
parents of children with FTT to help ensure catch-up growth.


C 30-34 Based on disease-oriented 
evidence and expert 
opinion


Multidisciplinary interventions, including home nursing visits, 
should be considered to improve weight gain, parent-child 
relationships, and cognitive development of children with FTT.


A 35-38 Based on meta-analysis and 
prospective case-control 
trials


FTT = failure to thrive. 


A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality patient-oriented evidence; C = consensus, disease-
oriented evidence, usual practice, expert opinion, or case series. For information about the SORT evidence rating system, go to http://www.aafp.
org/afpsort.xml.


Table 1. Common Anthropometric Criteria for 
Diagnosing Failure to Thrive


Body mass index for age less than the 5th percentile


Length for age less than the 5th percentile


Weight deceleration crossing two major percentile lines 


Weight for age less than the 5th percentile


Weight less than 75 percent of median weight for age


Weight less than 75 percent of median weight for length


Weight velocity less than the 5th percentile


NOTE: Criteria should be met on multiple occasions.


Information from references 4 and 5.
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underlying medical condition is never 
identified.1,20 


A practical way to categorize FTT is 
according to calories, including inadequate 
caloric intake, inadequate caloric absorp-
tion, or excessive caloric expenditure. Table 2
provides a differential diagnosis of FTT 
based on age using this categorization.20-26


Inadequate caloric intake is the most com-
mon etiology seen in primary care settings. 
In infants younger than eight weeks, prob-
lems with feeding (e.g., poor sucking and 
swallowing) and breastfeeding difficulties 
are prominent.27 For older infants, difficulty 
transitioning to solid foods, insufficient 
breast milk or formula consumption, exces-
sive juice consumption, and parental avoid-
ance of high-calorie foods often lead to FTT.


Family factors can contribute to inade-
quate caloric intake at any age. These include 
mental health disorders, inadequate nutri-
tional knowledge, and financial difficulties. 
Poverty is the greatest single risk factor for 
FTT in developed and developing countries. 
Importantly, child neglect or abuse must be 
considered, because children with FTT are 
four times more likely to be abused than 
children without FTT.28


Inadequate caloric absorption includes disorders 
causing frequent emesis (e.g., metabolic disorders, food 
insensitivities) or malabsorption (e.g., celiac disease, 
chronic diarrhea, protein-losing enteropathy). Exces-
sive caloric expenditure usually occurs in the setting of 
a chronic condition, such as congenital heart disease, 
chronic pulmonary disease, or hyperthyroidism. In 
these instances, FTT often develops during the first eight 
weeks of life.


Diagnostic Evaluation
HISTORY


An accurate, detailed account of a child’s eating habits, 
caloric intake, and parent-child interactions should be 
obtained as a key step in determining the etiology of 
FTT.15,16,19,21,28 Asking breastfeeding mothers to pump 
and measure (in milliliters) consumed breast milk for 
three days can be helpful, as can observing breastfeed-
ing to ensure proper technique, latch-on, and swallow. 
Alternatively, obtaining the weight of an undressed 
breastfed infant on a high-quality infant scale before 
and after feeding may provide insight as to the volume of 
milk the infant is consuming. For formula-fed infants,  


caregivers should demonstrate their mixing technique 
during observation of a feeding.


Observing a toddler’s eating habits can be helpful in 
evaluating for picky eating or food refusal. Asking older 
children and adolescents, together with their parents, 
to maintain a food journal for three days can give the 
physician a way to measure caloric intake. Physicians 
should also inquire about eating habits inside and out-
side of the home (e.g., day care, school), as well as about 
the eating habits of parents or siblings at the same age 
as the patient.


Taking a psychosocial history is essential for detect-
ing maternal or patient depression, or identifying con-
cerns about the caregiver’s intellectual abilities or social 
circumstances.24 Finally, a review of systems that elicits 
recurrent infections, respiratory symptoms, or vomiting 
or diarrhea, with or without food triggers, may point to 
a nonbehavioral cause.


In children without obvious organic symptoms elic-
ited on history, 92 percent were ultimately diagnosed 
with a behavioral cause of FTT.3 The absence of obvi-
ous nonorganic symptoms does not completely exclude a 
nonorganic cause of FTT.


Table 2. Differential Diagnosis of Failure to Thrive


Inadequate caloric 
intake


Inadequate caloric 
absorption


Excessive caloric 
expenditure


Infant or toddler


Breastfeeding problem


Improper formula 
preparation


Gastroesophageal 
reflux


Caregiver depression


Lack of food availability


Cleft lip or palate


Food allergy


Malabsorption


Pyloric stenosis


Gastrointestinal 
atresia or 
malformation


Inborn error of 
metabolism


Thyroid disease


Chronic infection or 
immunodeficiency


Chronic pulmonary 
disease


Congenital heart disease 
or heart failure


Malignancy


Child or adolescent


Mood disorder


Eating disorder


Gastroesophageal 
reflux


Irritable bowel 
syndrome


Food allergy


Celiac disease


Malabsorption


Inflammatory 
bowel disease


Inborn error of 
metabolism


Thyroid disease


Chronic infection or 
immunodeficiency


Chronic pulmonary 
disease


Congenital heart disease 
or heart failure


Malignancy


NOTE: Items are listed in approximate order of most to least common.


Information from references 20 through 26.
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PHYSICAL EXAMINATION


The first consideration in examining a child with pre-
sumed FTT is ensuring accurate measurements. Height 
(or length), weight, and head circumference should 
be measured correctly and plotted on an appropriate 
growth chart over time.


The child should be undressed for a thorough exami-
nation. Although most children with FTT will have 
a normal examination, physicians should be alert 
for signs of physical abuse or neglect, such as recur-
rent, unexplained, or pathognomonic injuries. Physi-
cians should also seek red flag signs or symptoms of 
medical conditions that might be causing FTT 22,25,26,29 
(Table 3 20,23,25,26,29). 


FURTHER EVALUATION 


Routine laboratory testing identifies a cause of FTT in 
less than 1 percent of children and is not generally rec-
ommended.20,30 However, history or physical examina-
tion findings sometimes suggest the need for further 
testing. Figure 1 outlines the testing that may be indi-
cated to confirm certain diagnostic considerations.20,23,29 
For example, testing for human immunodeficiency virus 
antibodies, performing a tuberculin skin test, obtaining 
immunoglobulin levels, or measuring complement lev-
els may be indicated in a child who has recurrent upper 
respiratory infections or opportunistic infections.


In rare cases, hospitalization for observed feeding and 
further investigation may be helpful.31 Hospitalization 
should be considered if the child does not improve with 
outpatient management, suspicion of abuse or neglect 
exists, signs of traumatic injury are present, severe psy-
chosocial impairment of the caregiver is evident, or there 
are signs of serious malnutrition (e.g., child is less than 
70 percent of the predicted weight for length).15,30


Treatment
If a diagnosis of FTT is made and no medical conditions 
are suggested on examination, appropriate guidance for 
catch-up growth should be made. Age-appropriate nutri-
tional counseling should be provided to parents.30-34 For 
parents of breastfed infants, recommending breastfeed-
ing more often, ensuring lactation support, or discuss-
ing formula supplementation until catch-up growth is 
achieved may be helpful.31 Parents of formula-fed infants 
may be instructed on how to make energy-dense formula 
by concentrating the ratio of formula to water during 
periods of catch-up growth.32,33


Toddlers should avoid excessive juice or milk con-
sumption because this can interfere with proper nutri-
tion. Nutritional supplements may be given until 


catch-up growth is achieved.34,35 During a period of catch-
up growth, parents may also be instructed to provide  
calorie-dense foods by adding rice cereal to foods for 
toddlers, or adding gravies, cream sauces, or butter to 
foods for older children or adolescents.


Close follow-up should be performed in the physi-
cian’s office, including evaluation of height (or length) 
and weight. Multidisciplinary interventions, including 
home nursing visits, should be considered to improve 
weight gain, parent-child relationships, and cognitive 
development.35-38


If a disease or medical condition is identified on his-
tory, physical examination, or additional testing, the 
correct approach will vary depending on the condition. 
Appropriate management may include instituting spe-
cific treatment of the condition, or seeking consultation 
from a subspecialist or other health care professional for 
further evaluation and management recommendations. 


Finally, although medications such as megestrol 
(Megace) or cyproheptadine have been shown to help 
promote weight gain in children with cancer-related 
cachexia, they have not been studied in other causes 
of FTT.39 Growth hormone therapy also has not been 
widely studied in children and adolescents who are not 
growth hormone–deficient and is not recommended for 
management of FTT.38


Prognosis and Outcomes
There is consensus that severe, prolonged malnutri-
tion, which is common in developing countries, can 
negatively affect a child’s future growth and cognitive 
development.40,41 Low-birth-weight preterm infants 
who develop FTT have also demonstrated long-term  


Table 3. Red Flag Signs and Symptoms 
Suggesting Medical Causes of Failure to Thrive


Cardiac findings suggesting congenital heart disease 
or heart failure (e.g., murmur, edema, jugular venous 
distention)


Developmental delay


Dysmorphic features


Failure to gain weight despite adequate caloric intake


Organomegaly or lymphadenopathy


Recurrent or severe respiratory, mucocutaneous, or urinary 
infection


Recurrent vomiting, diarrhea, or dehydration


Information from references 20, 23, 25, 26, and 29.







Failure to Thrive


April 1, 2011 ◆ Volume 83, Number 7 www.aafp.org/afp� American Family Physician  833


developmental effects. At eight years of age, these chil-
dren are smaller, have lower cognitive scores, and have 
poorer overall academic performance compared with 
similar preterm infants who did not develop FTT.11


It is unclear from current studies if normal-birth-
weight infants who develop FTT and then recover have 
similar long-term consequences. One study revealed that 
early home visit interventions for FTT appeared to elimi-
nate, by eight years of age, any difference in IQ or reading 
skills between children exhibiting adequate growth and 
those with FTT.36 A history of FTT, however, was asso-
ciated with short stature, poor math performance, and 
poor work habits. A systematic review showed that FTT 
during the first two years of life was not associated with 
a significant reduction in IQ, although some long-term 
reductions in weight and height were present.37 Further 
studies are needed to assess the effects of early FTT on 
growth, cognitive development, and academic perfor-
mance in late childhood and adolescence. Lastly, children 
with a history of FTT are at increased risk of recurrent 
FTT, and their growth should be monitored closely.


Prevention
Appropriate nutritional counseling and anticipatory 
guidance at each well-child visit may help prevent some 
cases of FTT. Enlisting dietitians or visiting nurses to 


provide psychosocial and educational support for fami-
lies of children at increased risk of FTT may also reduce 
the likelihood that the child will develop FTT.


Data Sources: A PubMed search was completed in Clinical Queries 
using the key term failure to thrive. The search included meta-analyses, 
randomized controlled trials, clinical trials, and reviews. Also searched 
were the Agency for Healthcare Research and Quality evidence reports, 
the Cochrane Database of Systematic Reviews, the National Guideline 
Clearinghouse, the Trip database, Essential Evidence Plus, and DynaMed. 
Search date: January 6, 2010.
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Summary 


A large body of evidence demonstrates pronounced adverse experiences in infancy, including repeated 
exposure to neglect, chronic stress, and abuse, can be harmful to an infant / young child’s global 
development.  It is recognised that evidence based infant mental health therapeutic input is required by 
skilled infant mental health clinicians, when responding to infants and young children with a compromised 
trauma history. 
 
As of 30th June 2016, there were 1476 children under the age of 4 subject to short-term child protection 
orders and 441 children under the age of 4 subject to long-term child protection orders within Queensland. 
 
Evolve Therapeutic Services (ETS) is funded by the Department of Communities, Child Safety and 
Disability Services (DCCSDS).  ETS provides specialist intensive trauma-informed tertiary level mental 
health interventions for children and young people in out-of-home care with severe and complex mental 
health needs. 
 
Within the 2016-2018 Service Agreement between DCCSDS and all ETS teams, DCCSDS included that 
provision of service “to children aged 0-4 years will be encouraged”. 
 
A Practice Framework for Infant Mental Health was recently developed by The Queensland Centre for 
Perinatal and Infant Mental Health (QCPIMH), CYMHS, Children’s Health Queensland (CHQ) Hospital and 
Health Services.  This framework requires contextualising into a tertiary Mental Health Child Protection 
context. 
 
This document was developed to as a guiding resource to inform the practice framework for Infant mental 
health within a tertiary mental health child protection setting to enhance ETS workforce knowledge 
development and to enhance and inform ETS service provision when responding to infants and young 
children with a compromised trauma history. 
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Infant Mental Health 


Infants are born primed for social engagement, with a set of attachment behaviours to elicit caregiving 
responses from primary attachment figures, to support their cognitive, social, emotional and physical 
development.  Infant mental health (IMH) recognises the infant / young child as an individual who develops 
within the context of caregiving relationships, focusing on the wellbeing of infants, young children and their 
families / caregivers within a broader social context, to mitigate against risk and to support the infant / 
young child’s global development via caregiving relationships. 
 
An infant / young child within Evolve Therapeutic Services may reside with biological parents, foster carers, 
kinship carers or a combination of these.   Understanding the uniqueness of each relationship for the infant 
and assessing the strengths and vulnerabilities of the infant, biological parents, foster carers and kinship 
carers can provide a more comprehensive understanding of the individual and collective needs to support 
the infant’s attachment relationships and development potential. 
 
An early and timely biopsychosocial assessment that is family-centred, relationship-focused, 
developmentally-informed, trauma informed and culturally sensitive explores: 
 
For the infant: 


 Their experience of caregiving relationships;  


 Trauma history and characteristics; 


 Developmental concerns; and   


 Immediate and long term risk factors.   
 
For the caregivers and families:  


 Their experience of the infant;  


 Caregiving sensitivities; 


 Family history; 


 Familial / carer relationships; 


 Family / carer functioning; and  


 Social and cultural connectedness.   
 
The assessment then provides the ETS Clinician with an opportunity to develop a shared understanding of 
current concerns experienced by the infant, caregivers and their families and identify support needs.  
Working together with caregivers, stakeholders and other support services can provide access to a range 
of comprehensive, integrated services for the infant, family and caregivers. 
 
It is acknowledged that infants / young children within a child protection context might experience a number 
of added complexities that may further contribute to their experience of complex and developmental 
trauma.  Given these complexities regular reviews with the Consultant Psychiatrist and presentations at the 
Multi-Disciplinary team (e.g., 4-6 weekly as 3 months is a long time in an infant’s life) recommended.  
Assessment and therapeutic input assists to provide stability, predictability and safety for the infant, 
caregivers and families, to ensure and enhance placement stability, so that the infant can develop secure 
attachments and reach their full developmental potential. 
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The Queensland C entre for Perinatal and Inf ant M ental Health ( QCPIMH): A family-centred recovery or ient ated  practice framework fo r inf ant and early years mental health 
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Building Family Capacity 
and Social Connectedness 


Why? 
The presence of psychosocial stressors can 
compromise a caregiver’s capacity to effectively 
reflect on the infant / young child’s behaviour and 
sensitively respond to their social and emotional 
needs.  Being physically, emotionally, and 
psychologically available to an infant / young child 
becomes increasing more difficult if the 
caregiver’s own needs are not being met.   
 
Exploring the types of stressors experienced by 
caregivers, both as a response to their caregiving 
roles and due to their social and environmental 
circumstances can assist in identifying the 
dynamic interpersonal factors that may be 
impacting on the caregiver’s emotional availability 


and in turn the infant / young child’s attachment relationship. 
 
The caregiver – infant / child relationship is also influenced by other relationships within the family and the 
broader, social, environmental and cultural systems. Collaborating with caregivers, families and 
stakeholders, to identify concerns, and increase community supports and social engagement can alleviate 
individual and family social and environmental problems, to reduce current or potential risk factors for the 
infant’s well-being and global development. 
 
What do I need to consider? 


 Do the current psychosocial stressors pose any immediate or long term risks to the infant / young 
child’s physical or emotional safety? 


 What needs to be immediately addressed to ensure the infant / young child’s current care and 
protective needs are being met? 


 How does the caregiver understand the current stressors and impact on the: 
o Self?   
o Infant / young child?  
o Caregiver – infant / child relationship?   


 What stressors have increased or commenced since the infant / young child was removed from 
biological parents and placed in out-of-home care? 


 What would the caregiver find helpful in order to manage: 
o Self? 
o Infant / young child? 
o Life? 


 How is the caregiver being supported to work / study / care for other children / meet care plans / access 
support and engage with services? 


 What are my roles and responsibilities and how does this fit with the caregivers needs for support / 
referral?  


o Who is responsible to support the caregiver in being able to attend to their own mental health 
needs? 


o Who is responsible to support the caregiver in being able to attend playgroup with the caregiver 
and infant / young child? 


o Do I need to recontract my role? 
o How can the ETS team  develop a strong collaborative partnership with local government and 


non-government agencies to provide the infant / young child, their families and caregivers 
access to the right services for improved client care and outcomes. 
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Consider what psychosocial stressors might be getting in the way of the caregiver being physically and 
emotionally available to their infant / young child for each of these:   
 


 Biological parents: reduced parenting role; challenges associated with meeting care plans; loss of 
benefits, reduced income impacting on housing, transport, food and health care, own trauma history, 
substance use / misuse, relationship challenges etc. 


 Foster Carer: loss of privacy, pressures from agencies, service burnout, unprepared to care for infant / 
young child with multiple challenges, own trauma history, impact of carer on their own biological 
children, understanding and acceptance of maintaining the infant / young child’s connection to culture 
(especially for Aboriginal and TSI infants / young children). 


 Kinship Carer: associated guilt, shame and grief around own child’s inability to care for infant / young 


child; loss of independence / lifestyle; managing family reactions / family conflict and possible social 


isolation / exclusion, own trauma history, financial pressures. 
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Facilitating Regulation of 
Infant / Child Emotions and 


Behaviour 


Why? 
Newborns are not able to self-regulate (i.e. 
feeding, sleeping, temperature, emotions) The 
neurobiological development of emotional and 
physical regulation is experience dependant and 
therefore reliant on caregiving relationships to 
externally support the infant’s physiological 
needs for survival and psychological states for 
emotional well-being.  When a caregiver is 
attuned to the infant’s regulatory needs and 
responds appropriately, consistently and 
predictably the infant will become increasingly 
self-regulating.   
 
It is recognised that all caregivers aim to do the 
best they can to care and provide for their infant / 
young child based on the current resources and 


skills that are available to them. However, psychosocial stressors for the caregiver (e.g.  domestic violence, 
substance abuse / misuse, mental health, poverty etc) can impact on their capacity to be attentive to the 
infant / young child’s physical and psychological states, with prolonged exposure leading to insults in brain 
development via insensitive are, interpersonal abuse, neglect and trauma, and  can result in difficulties with 
the infant / young child’s regulation of emotions and behaviour.  This in turn reduces the infant / child’s 
capacity to accurately display their distress, seek comfort and protection from their caregiver and develop 
competencies in self-regulation, affecting later health, cognitive capacity, personality development and 
interpersonal relationships. 
 
Whilst adverse experiences can affect the infant / child’s regulation, reparative relational experiences with a 
sensitively attuned and responsive caregiver can mediate long term emotional and behavioural 
disturbances caused by early developmental trauma.  Interventions to decrease psychosocial stressors and 
support parenting skills can help the caregiver see the infant / child’s needs, understand the underlying 
meaning of the infant / young child’s behaviour, educate caregivers about what infant / young children need 
for good mental health and wellbeing and enhance caregiving sensitivities and responsiveness to promote 
the infant’s self-regulation. 
 
What do I need to consider 


 What is the caregiver’s understanding of infant / young child’s development and what can occur 
following adverse developmental experiences?   


 What informs the caregivers understanding of what infant / young children need:  
o Professional values and beliefs? 
o Childhood experiences? 
o Experience of parenting their own children / foster children?  


 Are the caregiver’s expectations of the infant / young child’s capabilities realistic?  i.e. expectations that 
infant needs to calm themselves down, as the caregiver does not want to promote dependency. 


 What is the caregiver’s experience of being nurtured by their own parents / caregivers? 
o How does this affect their ability to be with their infant / young child? 
o Can they respond to the infant / young child’s needs despite how difficult it is for the caregiver? 


 How does the caregiver understand the underlying meaning of the infant / young child’s behaviour?   
o Connection vs attention; does the caregiver interpret the infant / young child’s behaviour as 


“manipulation” or as a way to seek comfort and reassurance through connecting with the 
caregiver? 


o Does the caregiver understand the impact of trauma on the infant’s physiological arousal, stress 
states and associated miscues for support and connection?  


 Can the caregiver reinterpret the infant / young child’s behaviour? 
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o Are they able to take on new information and develop more nurturing alternative ways of 
responding? 


 How does the caregiver attend to the infant’s needs physically, emotionally, and relationally? 
o Does the caregiver’s behaviour act to engage and accommodate the infant / young child’s 


needs. 
 
Consider how you might support the caregiver to ‘be with’ their infant / young child. 


 Providing consistency and predictability of time and place can contain and hold a therapeutic space 
for the infant / young child, caregiver and clinician.  


Psychologically holding and containing the caregivers experience and the caregiver – infant / young child’s 
relationship, with a reassuring presence, can help the caregiver and the relationship remain emotionally 
regulated.  Being with the caregiver in their emotional experience, helping them to feel connected and 
understood can help them begin to see the infant / young child’s needs to provide contingent, appropriate 
and sensitive caregiving, and help organise their infant / young child’s emotions. 
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Growing Caregiver 
Understanding of Self, 


Others and Relationships 


Why? 
Research has demonstrated an association 
between the quality of attachment relationship 
and the reflective function abilities of both the 
caregiver and infant / young child.  This reflective 
capacity known as reflective functioning requires 
caregivers to think about and understand the 
thoughts, feelings, intentions and behaviour of 
another and differentiate them from their own.  
Caregiver’s with high reflective functioning can 
think about how their behaviour and mental 
states impacts on the infant / young child and 
vice versa.  
 
However, how caregivers perceive and respond 
to their infant / young child’s thoughts feelings, 
intentions and behaviour is based on their own 
internal working models or internal 
representations of the self, their infant and 


others, which, in part, is derived from the caregiver’s earliest relational experiences.  Likewise, the 
caregiver’s response to their infant / young child’s needs, based on their own experiences, will in turn 
impact upon the infant / young child’s developing representations of self and others.  
 
Therefore, the dynamic interplay of affective states and behaviour between caregivers and infant / young 
child shapes their experience of one another and future interactions.  If the caregiver’s internal 
representations adversely effect these transactions, exploring the caregiver’s experience of the self and 
others to provide a more objective perspective can improve the caregiver’s representations and therefore 
the infant / young child’s relational experience and attachment relationship. 
 
 A caregivers state of mind; how they interpret thoughts feelings and memories from childhood is the 


strongest predictor of an infant / young child’s attachment with biological parents and foster carers.   
 
What do I need to consider? 
To understand caregiving sensitivities; the caregivers ability to see the infant / young child as a unique 
individual and who understands, accepts and values the infant / young child’s needs and experiences, one 
must consider the following: 


 What is the caregiver’s experience of relationships and what they are capable of? 


 Can the caregiver psychologically understand and separate their feelings and behaviour from the infant 
/ young child’s? 


 How does the caregiver describe the child’s personality? 


 Can they see potential for this child? 


 Are they open to change in the relationship? 


 Can they accommodate new information about the infant / young child? 


 What does the caregiver / care team want for this infant / young child? 


 What would the caregiver like to do differently / do the same (based on own experiences of childhood / 
parenting)? 


 Who supports the caregiver to their job of caring for this infant / young child? 


 What messages does the caregiver receive about their role and responsibilities (family, foster agencies, 
Child Safety, biological parents)?   


o Infants / young children are dependent upon human interaction for growth and 
development.  They deserve to feel wanted, loved and protected. This can only occur in 
the context of caregiving relationships.  All caregivers need to provide infant’s with good 
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enough caregiving for infants / young children to develop secure attachments.  If the 
caregiver does not have the necessary skills, knowledge or insight it is the clinician’s 
role to advocate for and address these critical needs for both caregiver and infant / 
young child. 


 
Then consider the following for each of these: 
Biological parents: 


 How does the removal of the infant impact on the biological parent’s representations of the self as a 
parent, their infant and world view? 


 What does this mean for the relationship now that the infant is not in their care? 


 Who does the infant / young child remind the parent of and how does this impact on the parents’ own 
internal working models? 


Kinship carers: 


 What does this new role represent for the kinship carers sense of self?  i.e. grandparent / parent?  


 What does this new relationship mean for the kinship carer relational experiences? i.e. can this 
relationship provide the kinship carer with new corrective caregiving experiences positively reworking 
internal representations of the self (bad, unworthy?) and others (rejecting?) and therefore offer the 
infant / young child an experience of feeling safe, loveable and worthy. 


Foster carers: 


 Who is the infant / young child in the mind of the foster carer, who may never have existed until now? 


 What does it mean to be a foster carer? 


 What did the foster carer imagine this role to be with this infant / young child? 


 Were there phantasies about the infant / young child and the relationship? 


 Was the foster care able to psychologically prepare for their arrival or was it very sudden?  


 What is the foster carer’s understating of reunification and how does this impact on their relationship 
with the infant / young child? 


 How does the foster carer view their role in supporting family contact? 


 Is the foster carer able to provide developmentally and culturally sensitive approach towards family 
contact? 


Clinician: 


 What is my own experience of relationships (professional, parent, infant) and how does this impact on 
my understanding of this relationship / Infant’s etc? 


 What life experiences contribute to my assumptions about what infant / young children need? 


 Is there something in my past that prevents me from seeing the infant / young child?  Seeing things in a 
new way? 


 How can I challenge my assumptions to bring about new insights? 


 How do I develop therapeutic alliance with a caregiver who may have caused emotional / physical harm 
to the infant / young child?  What do I need to do for myself? 


 Do I look forward to the visit or go in despair? 


 For caregivers with disrupted attachment offering them an experience of a new relationship, within the 
therapeutic alliance, can create hope and bring about change and understanding of the self and others. 


Infant / young child: 


 What losses have been experienced by the infant and how does the caregiver understand this?  i.e. 
how do they interpret the infant / young child’s behaviour / intent / emotional life? 


 What biological and physical indicators are present that signal that the infant is distressed / 
experiencing distress as a result of direct or indirect trauma?  


 What is the infant’s sense of agency? i.e. how responsive are they to their environment? 


 How is the infant’s voice being represented to the care team? 


 What does the infant tell us about their relationship with caregivers? 
o What is the infant / young child doing? 
o How are they feeling? 
o If the infant could talk what would they say? 
o What does the caregiver do? 
o What am I seeing or not seeing? 
o How does the interaction make me feel? 
o What does this tell me about the relationship? 
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Enhancing the Caregiver – 
Infant / Child Relationship 


Why? 
The infant / young child’s early attachment 
relationships influences the structure and 
function of the brain, a sense of self and 
understanding about their world, social and 
relational functioning, as well as emotional and 
physiological regulation, that can impair or 
promote their ability to manage impulses and 
feelings. 
 
Attachment relationships are reciprocal in 
nature, with bio-directional interactions occurring 
moment to moment, day to day.  Attachment 
quality is organised by the strategies and 
behaviours used by caregiver –infant / young 
child during interactions.  If a caregiver is 
responsive, caring and reliable the infant will use 
them as a ‘safe base’ from which to explore and 


seek comfort and protection in times of distress (secure attachment).  If the caregiver is unpredictable and 
inconsistent, it is likely that the infant will try to keep the caregiver close by exaggerating their emotional 
responses and inhibit exploratory behaviour (insecure-ambivalent).  Conversely, if the caregiver is less 
responsive or emotionally withdrawn, to keep the caregiver close the infant may dampen their emotional 
responses and appear more independent (insecure-avoidant).   Some infants / young children in foster care 
may display both insecure-ambivalent and insecure-avoidant behaviours, when a caregiver is a source of 
fear and the infant / young child has no organised strategies to access appropriate caregiving (disorganised 
attachment). 
 
Secure relationships are the cornerstone to the infant’s current well-being and future mental health and 
wellness.  Infants / young children need caregivers who can respond contingently and appropriately to their 
signals for connection, nourishment, comfort and support,  and provide opportunities to learn how to 
regulate their feelings within the context of a loving relationships.  When both caregiver and infant / young 
child can experience enjoyment and satisfaction, in the relationship, the infant / young child learns that the 
world is safe, that others are caring and reliable and that the self is worthy of being loved, providing a sense 
of safety security and trust for a secure attachment.  All together this teaches the infant / young child that 
they have some control of their world, and encourages them to explore their environment, relationships, 
and helps them to develop a sense of mastery.   
 
What do I need to consider? 


 What did the caregiver learn from their parents about exploring and comfort seeking? 


 Is the caregiver able to reflect on their own childhood experiences that affect their current caregiving?  


 Is the caregiver able to acknowledge their own limitations?  


 What triggers might impact on the caregiver’s capacity to support the infant / young child’s needs to 
explore or be close? 


 Can the caregiver engage emotionally to make meaning of the infant / young child’s feelings and 
experiences without feeling overwhelmed or shut down? 


 Does the infant / young child go to the caregiver for emotional exchanges? 


 What do we want the infant to know / learn about the relationship (“you’re here and I’m worth it!)?   
 
Consider what the caregiving context, both past and present (i.e. trauma,  multiple caregivers, multiple 
placements), means for the infant / young child’s behaviour and attachment.  For instance,  externalising 
behaviour as an adaptive response to previous maladaptive caring conditions.  Caregiver then responds in 
kind to infant / young child’s aggression with anger, reinforcing to infant / young child that adults are 
frightening and infant / young child develops disrupted attachment to new caregiver, potentially jeopardising 
placement stability. 
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Having empathy for the caregivers experience of the infant / young child can help them to express negative 
reactions to the infant / young child and helps them find alternative ways to respond to the infant /young 
child’s needs. 


 
Remember… 


 It is the clinician’s role to keep the infants mental and physical state alive for the care system to ensure 
that there is a continued awareness of what nurturing the referred infant / young child needs to develop 
secure attachments. 


 All caregivers try to provide the best care possible for their infant / young child at the time based on their 
capacity and the resources at their disposal. 


Foster carers may have successfully raised their own children, yet the approaches and needs of 
traumatised infants are often challenging and require a different approach. 
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Increasing Caregiver 
Knowledge 


Why 
The intent of Infant Mental Health is to develop 
meaningful interactions between the caregiver and 
infant / young child to optimise pleasurable 
interactions and establishing a safe and secure 
relationship from which the infant / young child can 
safely explore and then return to the caregiver for 
comfort and reassurance. 
 
How caregivers respond to their infant / young child is 
often a reflection of the way they were parented.  
Increasing caregiver knowledge about childhood 
development and developing greater skills in 
‘parenting’ can enable caregivers to critically evaluate 
the impact of their own childhood experiences, on 
their development, and current parenting practices.   
 
Helping caregivers understand what to expect and 
how to provide what their infant / young child needs 
during each developmental phase, helps caregivers 
to consider more effective ways of guiding and 
responding to their infant / young child.  It is with this 
knowledge that caregivers can provide a physically 
and emotionally safe environment for the infant / 
young child to thrive and develop a sense of trust, 


safety and confidence to explore and learn, within a nurturing, loving and secure relationship. 
 
What do I need to consider? 


 What is the most important thing the caregiver / care teams needs to know that can quickly enhance the infant / 
young child’s well-being? 


 What does the caregiver understand about:  
o Infant / young child’s physical milestones (sitting, walking, talking) 
o Social and emotional competence to maintain positive social relationships 
o Self-regulatory skills (physiological and emotional) 


 How does the care team understand the impact of multiple transitions, separations and reunions of the infant’s 
development / well-being and what they need to develop secure relationships? 


 What interventions are required to help the caregiver / care team to see the infant? 


 How can the systems be supported to understand trauma and attachment?  
o Consider to role of the Professional Development Co-ordinator and Indigenous Program Co-ordinator to 


provide culturally appropriate learning and support programs for caregivers, providing the most up-to-date 
research and knowledge about child development needs and the impact of adverse childhood 
experiences. 


Remember… 
 
Infants / young children can’t wait! 
 


 How can I support the caregiver and care team to proactively support the infant / young child’s needs in a 
responsive time frame? 


 How do I work with the caregiver to find some relief for the infant / young child?  Remember reciprocal interactions 
are based on infant and caregiver behaviour and affective states that contribute to their internal working models.  
Consider the caregiver’s reflective functioning and current capacity for change when examining types of 
interventions 


 
o Do I start with changing their representations if they have poor reflective capacity? or 
o Do I address parenting skills; focusing on interactive behavioural strategies?  This can enhance 


caregiving quality, to improve the infants experience and will have an impact on the infant / young 
child’s behaviour and internal representations. 
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Enhancing Caregiver 
Parenting Skills 


Why? 
Enhancing caregiver parenting skills aims to 
support the caregiver with more practical 
support in order to assist in the continued 
development of the infant / young child’s social, 
emotional and physical development. 
 
Whilst caregiving may be considered innate, 
knowing how to play, settle or communicate 
with an infant / young child may not be as 
natural for some as it for others. 
 
Like their caregivers, infants come with their 
own set of characteristics and preferences.  
Caregivers may also have their own parental 
expectations and knowledge about what an 
infant / young child needs which is often based 


on previous foster caring experiences, having raised their own children, and / or based on their own 
childhood experiences. 
 
Each infant is an individual and each relationship is unique.  Understanding the infants preferences and 
characteristics and how that fits with the caregiver’s understanding, experience, expectations or parenting 
capacity may uncover areas that require further practical assistance i.e. sleep settling, routine, feeding 
issues, household assistance. 
 
Providing psychoeducation and support can help strengthen parenting skills and assist caregivers to 
become more capable and competent.  However, if the caregiver’s needs are outside of the scope of ETS, 
consider what other support are available and offer advice / evidence to Child Safety for their consideration. 
 
What do I need to consider? 


 What are the caregiver’s parenting behaviours? 
o Discipline? 
o Limit setting? 
o Supervision / monitoring? 
o Routine? 
o Is this influenced by cultural practices? 
o What is the caregiver’s developmental expectations of the infant / young child? 


 Can the caregiver adapt parenting skills for an infant / young child who has special needs (i.e. 
experienced complex trauma, developmental disabilities, behavioural difficulties, serious or chronic 
medical or premature infants). 


 
When thinking about the specific parenting skills and actions, consider the following: 


 Is the caregiver able to identify the infant’s likes / dislikes? i.e. how the infant likes to held, soothed 
when distressed? 


 How does the caregiver communicate with the infant / young child? 
o Looking? 
o Positive affect / emotion? 
o Touch? 
o Verbalising? 
o Taking turns with conversation i.e. mimicking infant’s sounds and adding new sounds. 


 How does the caregiver play with the infant / young child? 
o Fun and creative? 
o Structured (too much, too little, just right)? 
o Who leads - caregiver or infant? 
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o Repetitive? 
o Flexibility and variety? 
o Intrusive? 
o Right amount of stimulation (under or over)? 
o Appear more like age mates? 


 


 What supports are available for developing practical skills in caregivers to support social, emotional and 
physical development in the infant / young child? 


o Consider the role of the Indigenous Program Co-ordinators to provide culturally sensitive 
parenting skills support 


o Utilise specialist knowledge of ETS Clinicians and Professional Development Co-ordinators to 
provide specialist reflective parenting programs focused on building on carer’s skills to care for 
infants / young children who have experienced complex trauma. 
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Optimising Developmental 
Outcomes 


Why 
An infant / young child’s development occurs within a 
biological, environmental and relational context.  It is 
the interplay between these that has the potential to 
promote or impede the infant / young child’s 
cognitive social, emotional and physical 
development. 
 
The use of screening tools for developmental 
domains can identify additional social, emotional and 
physical needs that may require early intervention to 
support the infant / child’s current and future 
development. 
 
Referral for specialist support can provide 
intervention to promote the infant / child’s 
developmental well-being and community 
participation, and improve current and future mental 
health outcomes.  Additionally education and support 


for caregiver’s / families may decrease psychosocial stressors, improving family functioning, familial relationships and 
caregiving sensitivities.  
 
What do I need to consider? 
Infant’s / young children develop at differing rates across a range of normal parameters.  Difficulties need to be 
understood in a developmental context but some are the manifestation of normal developmental transitions: over time, 
with adequate support, they will resolve.    
 
Therefore, as an ETS Clinician’s it is important to understand what is considered developmentally appropriate, what is 
the infant / young child’s developmental potential and what contributions developmental trauma may have to the infant 
/ young child’s physical milestone, social/emotional competence and self regulatory skills. 
 
To understand the infant / young child’s development please consider the following: 


 What are the caregiver’s concern’s about the infant / young child’s physical and social / emotional development? 
o What influences their concerns? 
o Are these concerns realistic? 


 Do they understand the infant / young child’s developmental maturity? i.e. Developmental level vs chronological 
age 


o Can the modify their expectations and responses? (capacity for change?) 
 


Consider for both caregiver, care team and clinician:  


 How do we understand the infant’s development? 


 Optimal development versus the impact of trauma on optimal development.  


 What is our understanding of what infant’s needs?  Where does this come from? 


 What other environmental / biological / relational factors are currently impact on the infant’s presentation? 


 Have other factors been explored? i.e. hearing test, child health / paediatric assessment 


 What further education is required to understand this infant / young child? 


 If concerns have been identified: 


 Does the care team have available resources for specialised assessment and treatment?   
o Where should the infant / young child be referred?  
o Who is responsible for the referral? 
o Who is responsible for supporting the infant / caregivers / families during referral / assessment / 


intervention?    
It is important for the ETS clinician to form strong collaborative partnerships with local, government and non-
government agencies, such as child development services, paediatric departments and community child health.      
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Supporting Caregiver 
Health and Mental Health 


Why? 
Caregiver health and mental health have direct 
effects on the caregiver – infant / child 
relationship, family functioning and social 
interactions.  If the caregiver’s health and / or 
mental health is compromised it can diminish 
their capacity to engage in meaningful 
interactions with the infant and broader social 
systems.   
 
It is important  engage with the caregiver, their 
family and stakeholders to explore current  
future health and or mental health issues 
impacting on the individual, infant and broader 
social systems  to support the caregivers  well-


being and promote psychological resilience, through community engagement and participation. 
 
What do I need to consider? 


 What are the concerns for the caregiver’s current health and mental health and the impact on  
o Caregivers functioning? 
o Infant’s well-being? 
o Ability to engage in meaningful interactions with the infant and broader social systems? 
o How is it understood in a cultural context? 


 What are the origins of the current mental health concerns 
o Pre-existing 
o Re-occurring issue 
o Drug or alcohol related? 
o Associated with physical illness 


 How does the caregiver / care system understand the problem? 


 How does the caregiver / care system understand what needs to change? 
 


Consider utilising the care system to develop a shared understanding of the problem and a joint approach 
to solving the issues with agreed upon actions utilising;  


o Open and continuous communication regarding the outcome of the caregiver’s health and mental 
health and its impact on the Infant’s well-being 


o Integrated cross community care and collaboration to encourage the caregivers participation in their 
health and mental health care planning and treatment. 


Professional Development Co-ordinators to provide psychoeducation on the impact of caregiver health and 
mental health on their well-being and the well-being of their infant / young child to enhance community 
responsiveness and support to caregivers with health and mental health issues. 
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Glossary 


Family The word family within this document refers not only to the infant / young 


child’s biological family; it refers to the foster carer’s family, who are included 


in the infant / young child’s care network and directly influence the infant 


young / child’s experiences. 


 


Infant / young 


child 


The work infant / young child within this document refers to the client ranging 


from birth to 4 years. 


 


Carergiver: 


 


The word caregiver refers to biological parents, kinship carers and foster 


carers, who contribute to primary care responsibilities, for whom the infant / 


young child is dependent upon to ensure their survival. 
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Health professionals encounter families with infants and young children 
in a broad variety of settings and circumstances. Consideration of 
mental health, social and emotional issues should be a necessary part 


of all health and welfare assessments. The extent to which mental health is the 
focus will be determined by the setting and the purpose of contact with the infant, 
toddler, preschooler and family.


This chapter outlines a framework for assessing infants, young children and 
their families and provides an approach to understanding and formulating their 
difficulties. No matter what the presenting problem, a comprehensive assessment 
always includes consideration of factors in the child, the parents and wider family, 
and the social and cultural context that contribute to vulnerability and resilience. 
These factors are used to inform and focus interventions. Assessment of risk (e.g., 
developmental risk, or risk of harm to the infant or the caregiver) is part of all 
infant and early childhood mental health assessments, which includes assessment 
of parenting capacity. This framework can be adapted to a range of clinical settings. 
The aim of this chapter is to enhance the interest and ability of health professionals 
to consider mental health and developmental issues in all their dealings with 
families who present during this period of rapid developmental change.


The developmental importance of early relationships


There is increasing evidence of the infant’s capacity and motivation 
to interact with the environment (people and objects), organising the self and 
learning from birth. Most accounts of early development stress the infant's move 
from dependency towards self-organisation alongside the development of identity.


Development does not occur in a vacuum but in the context of a caretaking 
relationship, and the carer is vital in supporting the unfolding of the infant's 
capacities. The family (infant, caregivers and siblings) also exists within a network 
of relationships and culture. This network includes the social and physical 
circumstances of the family, which can either enhance and support the family’s 
quality of life and relationships, or undermine them. Even if the infant is genetically 
and biologically programmed for development, certain environmental experiences 
are required at specific times − known as critical periods − in development.


Infants are born ready to relate, not just to anyone but to specific caregiving 
individuals. They develop in the context of these relationships and the quality 
of parenting has a developmental impact. The human baby is born extremely 
vulnerable and remains dependent for longer than the young of any other species, 
and so the role of parent or caregiver is intense and prolonged. The family has a 
crucial part in facilitating and supporting infants’ development throughout the 
early years and their capacity to do this affects the strengths and vulnerabilities 
infants will carry for their lifetime. 


The first year involves the development of the basics for language and the 
establishment of attachment relationships. The second year of life involves two major 
achievements (i) language and symbolic play, and (ii) mobility. Mobility allows 
children to explore and develop cognitively and to develop independence from the 
caretaker. The toddler experiments with separation and develops a sense of identity 
and autonomy. During the third and fourth years of life children consolidate, refine 
and expand these abilities into a sense of self in relation to others and their place 
in the world (see Chapter A.2).


A psychologically 
healthy infant is 
characterized by:
•	 The ability to form 


close and secure 
interpersonal 
relationships


•	 Drive to explore the 
environment and learn


•	 All within the context of 
family, community, and 
cultural expectations 
for the child


•	 Synonymous with 
healthy social and 
emotional development


A brief introduction to the 
science of early childhood 


development  can be found 
at the In Brief series from 


Harvard University’s Center 
on the Developing Child. 


Click on the picture to view.


A series of podcasts, videos 
and print handouts about 


early development are 
available at the Zero to Three 
website. Click on the picture 


to view.



http://developingchild.harvard.edu/library/briefs/inbrief_series/ 

 http://www.zerotothree.org/child-development/early-childhood-mental-health/
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Attachment


The quality of attachments developed between a young child and their 
caregivers has a significant impact on social, emotional and cognitive development 
across the lifespan. Attachment can be defined as an enduring emotional bond 
characterised by a tendency to seek and maintain proximity to a specific figure(s), 
particularly when under stress. Attachment theory understands the nature of infants’ 
attachment to their caregivers as a primarily biologically determined phenomenon 
upon which survival depends. The infant develops internal working models of 
relationships from the quality and nature of early experience with caregivers, 
and this influences ongoing social and emotional development. Evidence from 
longitudinal studies of attachment indicates that security of attachment during 
infancy is linked to the young child’s developing capacity for self-regulation, 
reciprocity and collaborative social interactions (Sroufe et al, 2005).


ATTACHMENT
PATTERNS AND DISORDERS


Attachment theory describes three types of organised attachment and a 
pattern of disorganised or disoriented attachment. Attachment disorders (reactive 
attachment disorder) are also described (DSM-IV TR; American Psychiatric 
Association, 2000) but there is disagreement about the utility of current diagnostic 
categories and alternatives have been proposed (Boris et al, 2005; Chaffin et al, 
2006; Newman & Mares, 2007; Zerotothree.org).


Organised attachment refers to strategies for managing oneself (and displays 
of affect) in relation to others that children develop in response to the relationship 
with their caregiver. These are classified as secure, insecure/ambivalent or insecure/
avoidant. Disorganised attachment refers to the child who fails to develop coherent 
or effective strategies to deal with attachment anxiety, usually where the caregiver 
is simultaneously the source of comfort as well as the cause of distress or anxiety, 
for example in situations of child maltreatment (see Howe, 2005; Lyons-Ruth et 
al, 2005). 


Attachment theory − developed initially by John Bowlby from a range 
of previously separate and diverse areas of knowledge − is an integrated body of 
theory and practice that enables links to be made between behaviour and inner 
representations of relationships, and between the experiences of one generation 
and the care they will provide to the next − that is, the transgenerational aspects 
of parenting. It provides explanations for the link between observed parenting 
behaviour, the quality of parent and infant relationships and the later functioning 
of the child, socially and emotionally. Attachment theorists and researchers have 
developed methods to elicit and evaluate aspects of the inner representational world 
of the infant, child and adult. Currently there are limitations to the application of 
these research-based approaches which cannot yet be easily utilised in the clinical 
situation.


ASSESSMENT
A good knowledge of attachment theory allows clinicians to assess emotional 


and behavioural problems from a relationship perspective. This is not to say that all 
infant and early childhood mental health interventions require formal assessment 


Attachment 
An enduring emotional 
bond characterised by 
a tendency to seek and 
maintain proximity to a 
specific figure or figures, 
particularly when under 
stress.
Attachment can be:
•	 Organised


- Secure
- Insecure/ambivalent
- Insecure/avoidant


•	 Disorganised


Click on the picture to view 
a brief introduction to John 
Bowlby, the development 
of attachment theory and 


transgenerational issues in 
attachment.


Click on the picture to 
access the NSW Institute 
of Psychiatry, which has a 


variety of training videos for 
sale.



http://www.youtube.com/watch?v=mPvrsFKClBQ&feature=results_video&playnext=1&list=PLCE9EE5F36086DAC3

http://www.nswiop.nsw.edu.au/index.php?option=com_content&view=article&id=262&Itemid=121
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of attachment status. Research-based methods for assessing attachment  such as 
the Strange Situation Procedure (Ainsworth et al, 1978) − are time consuming and 
require extensive training. A universally accepted clinical and diagnostic protocol 
for assessing attachment at different ages as well as for diagnosing disorders of 
attachment does not currently exist. This partially explains the limited research 
and inconsistent approaches to assessing attachment in clinical settings. Many 
clinicians when consulted about children’s attachments are handicapped by having 
little formal training in and much uncertainty about assessing attachment clinically 
(Crittenden et al, 2007). For this reason, outside a research context, it is advisable 
to describe what is observed between child and carer rather than to use language 
that may imply an attachment classification or diagnosis when formal assessment 
has not been undertaken. Assessment of attachment in clinical settings requires a 
focus on problems and strengths in the relationship between caregiver and child, 
rather than a focus on strengths of difficulties as existing within the individual 
child alone (Zeanah et al, 2011). The principles of assessment are summarised in 
Table A.4.1.


Attachment-informed assessment


While a formal assessment of attachment is not usually conducted in clinical 
settings, an attachment-informed assessment can be undertaken. This includes: 


1	 	 A history of the child’s attachments. It is important to focus on a chronological 
account of the significant attachment figures available to the child since 
birth, particularly disruptions in care, abandonment or losses, alternate 
caregivers, neglect of care and abuse. Availability of the current primary carer 
and contact with other caregivers should be noted, as well as the child’s 
behaviour with each and response to changes of carer. In older children, 
relationships with peers and siblings should be described.


2	 	 Details and observations of the infant or child’s current behaviour. Of particular 
interest in relation to attachment quality and disruptions or disorder are:
•	 Help or comfort-seeking behaviour, including response to pain or 


distress (e.g., who do they go to if they fall and hurt themselves; do they 
show distress; are they discriminating about who can comfort them? 
are they shy with strangers?) 


•	 Quality of interaction and ability to use caregiver or another adult for 
comfort, including ability to explore and play in a new setting, response 
to limit setting and the nature of the interaction with the clinician.


This needs to be understood within a developmental framework. A six-
month-old is less likely to show shyness or fear of strangers than a 12-month-old. 
A three-year-old may be able to use verbal information from the carer (e.g., “I 
am going out for a minute, I will be back soon”) to tolerate a separation while an 
15-month-old is less able to do this.


There are a number of core principles and issues that need consideration 
in any assessment of a family with an infant or young child, independent of the 
setting in which the assessment occurs or the background of the clinician; these 
are summarised in Table A.4.1. These principles are drawn from clinical experience 
and are informed by research and theoretical understandings of infancy, early 
childhood and family processes. An approach informed by these core principles 


The Circle of Security  
(COS) website contains 


useful information for 
parents and clinicians 


about the importance of 
attachment, attachment 


quality and approaches to 
parenting and interventions. 


It is based extensively 
upon attachment theory 


and current neuroscience. 
The COS is a user-friendly, 


visually based approach 
(with extensive use of both 
graphics and video clips) 
to helping parents better 
understand the needs of 
their children. Information 


about the core elements of 
this approach, as well as 


training opportunities can be 
accessed and downloaded 


by clicking the picture.



http://www.circleofsecurity.net 
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Table A.4.1  Principles of Assessment


1	 Assessment of risk


Assessment of the immediate and longer term safety or risks to the infant, 
young child, and other family members is a necessary and inevitable aspect of 
all assessments. This focus may or may not be clear to the family, but is a key 
component of clinicians’ responsibilities and obligations.


2	 Parents want the best for their children


Almost always, parents want the best for their children and family. The 
clinician’s role is to assist them in providing this.


3	 Biopsychosocial framework


A biopsychosocial approach ensures that physical, psychological, interpersonal, 
social and cultural factors that contribute to the presentation of the family and 
infant are examined. The physical and psychosocial wellbeing of the infant 
cannot be considered separately. 


4	 Developmental context


The perinatal and early childhood period is a time of transition and enormous 
growth for infant and family, Children develop at differing rates across a range 
of normal parameters and difficulties need to be understood in a developmental 
context. Emotional, behavioural and developmental problems presenting in 
infancy can have lifelong consequences but some are the manifestation of 
normal developmental transitions: over time, with adequate support, they will 
resolve.


5	 A relational approach


Early development can only be understood within the caregiving context. 
As described above, this includes attachments and the quality of the infants’ 
primary relationships. Although individual factors in the child or parent may 
contribute to current difficulties, the interaction or “fit” between the needs and 
capabilities of each family member and the sources of stress and support in the 
family context, could determine outcome.


6	 Vulnerabilities and strengths


Identifying vulnerabilities and strengths (also called risk and protective factors) 
helps shape and target interventions.


7	 The transactional model of development


The transactional model of development (Sameroff & MacKenzie, 2003) 
emphasises the interaction between genetic and environmental factors over 
time and ‘the development of the child is seen as a product of the continuous 
dynamic interactions of the child and the experience provided by his or her 
family and social context’ (Sameroff & Fiese, 2000, p10).


enables the clinician to develop an understanding of the presenting problem, and 
where intervention and assistance are best targeted.


The Setting for the Assessment
Assessment of infants and their families is undertaken in a number of ways and 
can occur in a wide range of settings and circumstances. Visiting a family at home 
provides very different information from that obtained in a clinic setting. Where 
a family is seen depends on the clinician’s professional role, practice and the aims 
of the assessment. For example, a family may present only once to their local 


A thorough assessment is 
necessary:
•	 For accurate diagnosis 


and formulation
•	 To help the family 


maximise their child’s 
developmental 
potential


•	 For appropriate, 
targeted intervention 
and management 
planning


•	 To collect data for 
research and statistical 
purposes.
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emergency department late at night when the parents are concerned their baby is 
unwell and won’t sleep. If seen at home, the practical and financial difficulties (for 
example, a one-room house and noisy neighbours) that affect their ability to focus 
on and settle their baby might become more evident. This would alter the focus of 
the assessment and require a very different use of the clinician’s time. Assessment 
may occur in a mental health setting over two or three sessions because there is 
concern about parental depression. Alternatively, a family may be seen regularly 
in an early childhood clinic, allowing observation over time as their relationships 
develop and the infant grows. Concerns about abuse or neglect require evaluation 
and inevitably involve the clinician in the difficult task of establishing rapport and 
cooperation with parents who feel threatened, afraid or criticised. A developmental 
assessment or follow-up of a family with a child with medical or developmental 
problems may require a more direct medical or biological focus, but nonetheless 
needs to include consideration of the familial and social context. There are no clear 
right or wrong ways but every clinician needs to think about the advantages and 
limitations of the approach they take and how this may impact on the information 
they obtain.


Aims of the assessment


The essential aim of assessment, whatever the context or setting, is to 
identify and understand the problems facing the family, their strengths and 
vulnerabilities, in order to assist them in maximising their parenting capacity and 
the developmental potential of their child (assessing parenting capacity is discussed 
below). Information obtained during the assessment may also be used for other 
purposes, such as research into clinical or social conditions that affect parenting 
and child development.


Sources of information


During the assessment process a range of information is obtained from 
different sources, determined in part by the clinical setting and the purpose of the 
assessment. Direct sources of information include:


•	 Clinical history provided by the referring agent and the family
•	 Observations of family members and their interactions
•	 Medical and developmental tests and investigations
•	 Other sources (for example, the referring agency or other services 


involved with the family, the day care, the school).


Other information may include:
•	 Written documentation of past history and interventions
•	 Emotional or “affective” information − including the clinician’s 


response to and feelings about the family and their presentation
•	 Information (knowledge, skills and attitudes) drawn from the 


clinician’s professional experience.


The Assessment Process


Enabling parents and caregivers to explore the complex emotions related 
to parenting and identifying obstacles that may impede their best parenting 
efforts is an important part of the assessment.  Non-judgemental listening and 
genuine curiosity about the problem, the family and the child are all essential. 
Effective assessment enables observation of more than what is spoken, through 


A comprehensive 
assessment is based on 
an understanding of the 
developmental tasks of the 
period and observations of 
the child–carer relationship. 
It includes:
•	 The clinical 


assessment interview
•	 Observation of 


parent–child 
interaction and 
relationship


•	 Developmental 
assessment of the 
child.
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The parents of a two year-old girl brought her to a mental health outpatient clinic complaining that she had been “very 
nervous and agitated since she was one year old”. Her parents said she often became aggressive, hit her head on the wall 
at home and scratched herself. She would wake up stressed, refusing the bottle and scratching her mother. Her behaviour 
worsened when in contact with other children, so parents kept her at home. She was aggressive with adults, throwing toys on 
the floor or at people. They reported that she was calm when near her maternal grandfather, who did everything she wanted 
including things the parents considered dangerous. With strangers she was very shy, keeping her head down and not talking. 
The parents could not identify a precipitant for the symptoms but the onset had coincided with the child learning to walk and 
therefore becoming more independent. She lived with her parents and her eight year old brother. 


It was apparent that parents had very different approaches to managing her. The mother had difficulty setting limits, while 
the father, when he was at home, punished the girl physically (hitting her with slippers). The mother said she always wanted 
to have a daughter whom she could “dress like a princess” and this girl had not been what she expected. The brother was 
very calm and obedient and had never been a problem.


The psychologist assessed the family during four weeks, interviewing the parents, observing the child alone and the 
interaction between children and parents. She referred the parents to a parent training program. After a few sessions, the 
parents found better ways to set limits and parent more consistently and the girl’s behaviour improved. The next step was to 
support parents in sending the child to daycare for a few days a week, giving her the opportunity to be with other children and 
adults.


an understanding of the rich and essential information conveyed in interactions 
between children and their caregivers. Advice and intervention should not precede 
a thorough understanding of the issues.


The interview


The goal of the interview process is not only to gather information and 
objective data, but also to form a therapeutic relationship within which the 
problem can be understood and progress made towards resolving it. Whether a 
family is seen only once or the initial meeting is the first in a series of ongoing 
contacts, the process of developing a therapeutic alliance runs parallel to and 
determines success in eliciting the facts of the history. Just as parenting is primarily 
about relationships so contact with distressed families needs to be understood as a 
professional relationship within which the family can feel heard and understood, 
and therefore better able to care for their child. Even when assessing concerns 
about child abuse or neglect or providing a medico-legal report, it is important to 
be aware of the importance of the therapeutic alliance while also being clear and 
direct about the purpose of the interview, professional role and responsibilities, 
and any limits to confidentiality. Equally central is the importance of listening to 
the family: Why have they come? What are their concerns? What do they want 
help with?


A unique aspect of assessing families with an infant or young child is 
that frequently the “patient” has no words to tell their  side of the story. In this 
case, what is observed about the child, their behaviour, their responses and the 
interaction between family members is crucial in helping the clinician and family 
to understand the child’s experience and their part in the current difficulties.


The process of assessment, of listening and observing, and of asking questions, 
allows clinicians and parents to begin to develop a clear and focused understanding 
of the core of the problem − or problems − underlying the family’s presentation.


Information gained helps the clinician and parents together to organise and 
understand the experience of the family in order to construct a narrative or “story”, 
an account of the family’s experience with the child. This is constantly updated and 
modified through the duration of assessment and intervention, as development 
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•	 Assessment of infants 
or young children 
and their families 
will vary depending 
on the clinician’s 
role, the purpose 
of the assessment, 
the setting and 
the professional 
relationship with the 
family


•	 All assessments 
are greatly 
enhanced when 
a biopsychosocial 
approach is taken, to 
enable the integration 
of information from a 
range of sources.


•	 Children’s physical 
and mental health 
are not separable, 
just as infant well-
being and safety 
cannot be considered 
outside the context 
of primary caregiving 
relationships and the 
family context


•	 The focus of an 
assessment will vary 
but the clinician’s 
obligation is to keep 
in mind the bigger 
picture, in order 
to work with the 
family and other 
professionals to 
optimally facilitate 
infant or young child 
development and 
potential, and the 
quality of family life 
and relationships.


and change occur. During the interview there are opportunities to observe the 
infant or toddler and their interactions with the adults. 


The history


During the interview − at which the child and, when possible, both parents 
and other significant caregivers are present − the clinician will explore with the 
family their hopes and fears, their expectations of themselves and this child, as 
well as their experience, if any, with medical and psychological services in the past.  
Using a bio-psycho-socio-cultural approach, information is obtained about:


1.	 The current problem
2.	 The background and developmental history of


a.	 Child
b.	 Parents and family


3.	 Current supports and stressors.


The current problem


•	 How do family members understand and describe what is concerning 
them?


•	 Has this happened before?
•	 Was there a precipitant? 
•	 Why have they sought help now?
•	 What have they tried and what has been helpful?
•	 What made them decide to seek help from you and your service?
•	 What do they want help with? What are their priorities?


The background history


This includes information about:
•	 The individual parent’s history of their own family and relationships
•	 Parents as a couple
•	 Conception, pregnancy and delivery
•	 Child’s development since birth.


The information obtained will include risk and protective factors in the 
child, parent(s) and their relationship, social and cultural context. This material 
will include consideration of biological, psychological and socio-cultural factors.


The bio-psycho-social framework


The infant is born with a genetic endowment, including what is sometimes 
called temperament, and at birth has already been affected by their environment in 
utero (for example, the adequacy of nutrition, drug or alcohol exposure, prematurity 
or other medical illness) (see Chapter B.1). These are biological contributions to 
the presentation. 


The quality of parenting may alleviate or exacerbate a child’s constitutional 
difficulties. This is often described as goodness of fit between parental expectations 
and capabilities and infant aptitudes and needs. It includes psychosocial and 
interpersonal factors, as well as biological aspects of the parents’ and infants’ health 
that affect their ability to meet their baby’s needs. 


The place of the child in the family, including gender and birth order,  the 
meaning of this child to these parents at this time in their lives and their place 
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in the sociocultural context should also be considered. Information should be 
obtained about biological, psychological and social factors that have helped or 
hindered the family now and in the past. 


Biological factors. These include genetic vulnerability, past and current 
health, and any significant family history of illness. In the young child this 
includes intra-uterine exposure to drugs or other toxins, and other factors 
affecting development and physical health.


Psychological and relational factors. Intra-psychic factors, such as current 
psychiatric illness, personality issues and attachment style and interpersonal factors, 
such as the history and quality of current relationships. 


Social, cultural and contextual factors. Factors in the social context, the 
degree of cultural and social isolation or support, financial security and parental 
employment. Socioeconomic status is a powerful predictor of infant developmental 
outcome (Zeanah et al, 1997), but the family’s ability and willingness to access 
and use support is crucial. Factors to be considered here, identified by Reder et al 
(2003), include:


•	 The context and the interaction between the family and the social 
environment


•	 Family functioning, for example, poverty, unemployment, responses to 
stress, social or cultural isolation


•	 Potential for stability in relationships and social circumstances
•	 Relationship with others and the ability to use interventions and 


community support.
•	 The extended networks that support or abandon the family at this time 


of rapid developmental change
•	 The social and cultural factors that impinge on the family
•	 Relationship quality and interactions
•	 Family violence
•	 Practical issues and circumstances; the practical reality of the family 


situation, including housing, poverty, employment, and educational 
opportunities.


 What parents bring to parenting?


•	 Their psychological and social strengths and resources
•	 Their  phantasies of what and who the child will be for them
•	 The history that precedes conception and birth, including their 


experiences in their own family and their experiences of being 
parented


•	 Their expectations of themselves as parents, influenced by their own 
experiences of family life


•	 Their psychopathology − the parents’ past and family psychiatric 
history and current difficulties  including parental substance abuse


•	 Parental age and life stage 


Transgenerational issues in parenting


Having a baby to care for is a powerful trigger for feelings, thoughts 
and memories about the parents’ own upbringing. Many aspects of parenting 
are determined by how we were parented ourselves, who held us, how we were 


Examples of risk and 
protective factors


Tammy was born slightly 
premature and narcotic 
dependent as her mother 
had used heroin during 
pregnancy (biological risk). 
Her mother was thought 
to be unable to care for 
her because of ongoing 
substance use and Tammy 
was placed with her aunt 
and uncle when she was 
one month old (the quality 
of care she receives in 
this kinship placement 
will determine whether it 
is a developmental risk 
or a protective factor for 
Tammy). She was initially a 
very irritable and unsettled 
baby but then developed 
well and established an 
organised attachment to 
her aunt (psychologically 
protective).  
When she was aged three, 
a severe tornado lashed 
the town where the family 
lived destroying the house 
(contextual risk). Although 
no one was hurt, the family 
had to live in a shelter for 
several months, the uncle 
lost his job and there were 
a lot of stressors, resulting 
in him becoming depressed 
(psychological/ relational 
risk). In order to find work 
they had to move from 
the area they had always 
lived in to another district 
where they were socially 
isolated (socio-cultural risk). 
They were a resourceful 
family and developed close 
relationships with other 
families who were also new 
to the town and who helped 
them settle in the new 
community (contextually 
protective).
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Table A.4.2  Rating scales and questionnaires


Instrument Comments


Child Behavior 
Checklist (CBCL) ) for 
1.5 -5 yrs


(Achenbach & Rescorla, 
2000)


•	 Two questionnaires to assess adaptive and maladaptive functioning of 1½-5 year-
olds. Rated by parents, day care providers and teachers


•	 A recent international project using the CBCL identified consistencies in aggregations 
of emotional and behavioural problems in preschoolers across the 24 societies 
participating in the study (Ivanova et al, 2010; Rescorla et al, 2011).


•	 Proprietary


Strengths and 
Difficulties 
Questionnaire (SDQ) 
(Goodman, 1997)


•	 It rates 25 attributes, some positive and other negative. The SDQ has an impact 
supplement that helps in the assessment of impairment related to behaviours the 
child is presenting with. Parent and teacher versions for three and four year-olds in 
several languages


•	 Free of charge


The Ages and Stages 
Questionnaire (ASQ-3) 


(Squires & Bricker, 1999)


•	 Developed to identify infants and young children (0-5) with potential developmental 
problems. Five areas are screened: communication, gross motor, fine motor, problem 
solving, and personal-social. Completed by parents/carers


•	 Proprietary


The Ages and Stages 
Questionnaire: Social 
Emotional (ASQ:SE) 
(Squires et al, 2003)


•	 A culturally versatile tool for clinicians to identify and monitor children at-risk for 
social, emotional and behavioural delays. The ASQ-SE rates a child’s development 
in the behavioural areas of self-regulation, compliance, communication, adaptive, 
autonomy, affect and interaction with people


•	 Proprietary


Preschool Age 
Psychiatric 
Assessment (PAPA) 


(Egger & Angold, 2004)


•	 A structured parent interview for diagnosing psychiatric disorders in preschool 
children (two to five years old). Used as a research tool, it can be used in also clinical 
work.  


•	 Proprietary; formal training required. For more information


The Parenting Stress 
Index – Short From 
(PSI-SF)


(Abidin, 1995)


•	 Screens for stress in the parent-child relationship, dysfunctional parenting, parental 
behaviour problems and child adjustment difficulties within the family. 


•	 Available in several languages.
•	 Proprietary. More information at


comforted, how our needs were met. This information is stored in procedural 
memory, memory for actions, not in verbal memory. The earliest experiences 
with our parents occurred long before we were able to put emotions in words. 
As Winnicott (1987) puts it: “… she was a baby once, and she has in her the 
memories of being a baby; she also has memories of being cared for, and these 
memories either help or hinder her in her own experience as a mother’”(p 6).


Parents with a personal history of abuse or neglect enter parenthood at a 
disadvantage. This is because of the inadequate internal models they have to draw 
on, the effect of early neglect or abuse on their own capacity for self-regulation and 
reflection, and often limited current family and social support. Only about one 
third of children who have been abused go on to be abusive parents (Egeland et 
al, 2002), but this is clearly a risk factor for difficulties in parenting. Assessment of 
risk is discussed further below.


Questionnaires and interviews


Besides the history and clinical observation of the child, questionnaires, 
rating scales and structured interviews can be used to help in the assessment 



http://www.aseba.org/preschool.html

http://www.aseba.org/preschool.html

http://www.sdqinfo.com

http://www.sdqinfo.com

http://www.sdqinfo.com

http://www.brookespublishing.com/store/books/squires-asq/index.htm

http://www.brookespublishing.com/store/books/squires-asq/index.htm

http://www.brookespublishing.com/store/books/squires-asqse/index.htm

http://www.brookespublishing.com/store/books/squires-asqse/index.htm

http://www.brookespublishing.com/store/books/squires-asqse/index.htm

http://devepi.duhs.duke.edu/papa.html

http://devepi.duhs.duke.edu/papa.html

http://devepi.duhs.duke.edu/papa.html

http://www.nctsn.org/content/parenting-stress-index-short-form-psisf

http://www.nctsn.org/content/parenting-stress-index-short-form-psisf

http://www.nctsn.org/content/parenting-stress-index-short-form-psisf
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John Bowlby 
(1907 – 1990), 


a British 
psychiatrist, 


was the main 
theorist behind 
the concept of 


attachment.


process. Standardized instruments pose questions about the child’s behaviour that 
can be easily rated. They are designed to be completed by parents, child-carers and 
teachers, giving information about the child’s functioning in different contexts. 
These are summarised in Table A.4.2.


ASSESSING INTERACTIONS BETWEEN PARENTS AND 
INFANTS OR YOUNG CHILDREN


Even in a brief interview with a family, many observations can be made 
that provide information about the quality of the interaction and relationships. 
Observation of the quality of the relationship with the child is also a central part 
of assessing risk. Interactions reflect the parents’ nurturing capacity, their ability 
to respond sensitively and appropriately to their child’s cues as well as the child’s 
ability to accept and respond to parental care.


The daily routines of feeding, sleeping and changing are the setting for 
important social exchanges, and also times of increased risk for the child if the 
caregiving system is stressed or inadequate. What parents actually do is more 
important than what they say or think they do. Parents’ sensitivity to the child’s 
communications is central to the development of the relationship between them 
and is predictive of the kind of attachment relationship that is developing with 
each parent. Observation of the parents’ responses to their child’s emotional signals 
and communications, and the parents’ capacity to interpret these and respond 
appropriately, is the basis of the assessment.


Observation provides information about:
•	 Parental sensitivity to the child
•	 Child responsiveness to parental care and attention
•	 The fit between them
•	 Child and parent safety


An extensive list of 
potential psychosocial and 


environmental stressors 
identified in the DC:0-3R: 
Diagnostic Classification 


of Mental Health and 
Developmental Disorders of 
Infancy and Early Childhood, 


(Zero to Three Press; 
2005) can be found and 


downloaded at the website 
(click on the picture).



 http://www.zerotothree.org/child-development/early-childhood-mental-health/
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•	 Parents’ capacity to work together to care for the child and the quality 
of their relationship.


The relationship and interaction with the child is affected by:


•	 Immediate contextual factors
•	 Individual aspects and characteristics of the caregiver and child
•	 Events in the past, especially the parents’ experience of being 


parented.


The behaviour of the parents and child while they are with you is as important 
as what is said. It is recommended that clinicians pay as much attention to what 
parents and infants are doing as to what they are telling you. With the infant in the 
room you will see how easily they settle, how responsive they are to parental voice 
and touch, how they indicate their needs and how these are responded to. With a 
toddler present, you will learn a great deal about how free he feels to explore the 
room, how much proximity he seeks from his parent and the behaviours that gain 
parental attention.


The language used by parents, the way they talk to and about their child also 
provides information. You may notice for example:


•	 Offhand remarks and nicknames
•	 Stories, when a parent may consciously or unconsciously be talking 


about other people or situations but is describing something about the  
child, or their interactions with the child


•	 Non-verbal communication between parents, and between parent and 
child, particularly facial expression and touch


•	 What parents say to the child, what they say about the child and how 
these compare.


Ideally, communication between parent and infant or young child is:


•	 Contingent: the parent is  responsive to the child’s cues, rather than 
intrusive and insensitive


•	 Collaborative: both parties are active participants in the interaction 
and build or repair their communication together to restore optimal 
and comfortable levels of arousal


•	 Emotionally attuned: the parent is able to identify and tune into the 
child’s emotional state and to organise their response appropriately.


All this depends on the capacity of the caregiver to be empathic, and to be 
attuned to the mind of the child. It requires parents to reflect on their own experiences 
and inner state and to acknowledge their child as an experiencing being: to be with 
rather than do things to their child. This is known as reflective or metalising capacity.


Reflective or mentalising capacity


Mentalising or reflective capacity refers to the activity of understanding 
behaviour in relation to mental states, or “holding mind in mind” (Allen et al, 
2008, p3). Mental states include thoughts, feelings and intentions; mentalising 
involves “the capacity to think about feeling and to feel about thinking” in 
oneself and in others (Slade, 2005; p271). Fonagy and colleagues (1991) propose 
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that the parent’s capacity to hold the child’s experience in mind is linked to the 
intergenerational transmission of attachment security (Slade et al, 2005). 


There are formal assessments of reflective capacity available, for example 
the Parent Development Interview or PDI (Slade, 2005). In relation to clinical 
assessment, the focus is on the parent’s capacity to take the child’s perspective to 
appreciate that the child has an experience separate from their own. Children are 
at higher risk of maltreatment if parents consistently misperceive or misinterpret 
their behaviour (Howe, 2005). 


Semi-structured play assessment


Some services use a structured or semi-structured process for assessing the 
parent child relationship. An example is the Modified Crowell Procedure (Crowell 
& Feldman, 1988), which was developed for use with children aged 12-60 
months and takes between 30 and 45 minutes to administer. The parent is asked 
to undertake a series of activities with the child. This usually includes: to play “as 
you would at home” (free play); to follow the child’s lead in the play; asking the 
child to clean up; playing with bubbles, a series of puzzles or problem-solving tasks 
and a brief separation/reunion. At the end, the carer is asked how representative 
these interactions were of what happens at home. The purpose of this assessment 
is to observe the carer and child interacting together in a series of slightly different 
tasks as a way of identifying strengths and weaknesses in their relationship. The 
focus is on problem solving, play and enjoyment and on an informal assessment 
of attachment.  It gives an opportunity to observe the child’s persistence, their 
use of the carer for support, their ability and willingness to ask for help, their 
fine and gross motors skills, and the degree of enjoyment, ease and pleasure in 
the interactions. The quality and nature of each participant’s behaviour as well 
as of their interactions is important, as is the transition between tasks (e.g., do 
children have difficulty shifting from one activity to another? Is their attention 
span limited? Do they cooperate with the request to tidy up? How clearly do 
parents communicate with the child?). How children use the caregiver for support 


Assessing interaction
•	 A mother, who was having treatment for a postpartum psychosis, said proudly that she 


was breastfeeding her baby and it was going well.  When the baby started moaning she 
picked him up and positioned him well to feel but did not open her shirt or give the baby 
access to her breast, just holding him against her shirt where the baby vainly attempted 
to latch onto the breast. The mother seemed unaware of his struggle until he grizzled 
loudly. She still did not open her shirt until the clinician suggested it.


•	 A two year old boy fell off the chair during the assessment and bumped his head quite 
hard. His mother had described him as “independent”. Instead of crying or going to his 
mother, he walked to the window and looked outside. It was striking to the interviewer 
that he did not seek parental confort or show distress. 


•	 A five year-old boy is brought by his mother to a consultation with a primary care 
psychologist. The boy was referred by his teacher because he was not able to do the 
activities proposed in class. He was always quiet and alone, refusing peers’ invitations 
to play. The mother could not understand his behaviour. In their second consultation, 
the psychologist invited the boy to play offering him some toys. The boy only could 
play when the mother came into the room and gave him verbal instructions about what 
to do. He only moved or changed toys after she gave him permission. After that, the 
psychologist enquired more about his habits and noticed that he was not allowed to do 
anything the mother had not planned.


A comprehensive 
assessment is based on 
an understanding of the 
developmental tasks of the 
period and observations of 
the child–carer relationship. 
It includes:
•	 The clinical 


assessment interview
•	 Observation of parent–


child interaction and 
relationship


•	 Developmental 
assessment of the 
child


Parents of infants and 
toddlers frequently 
are worried about 
developmental delays 
and behaviours related to 
autism spectrum disorders 
(ASDs). It is important that 
clinicians keep this in mind 
to recognize the early signs 
of ASDs; children with 
ASD whose conditions are 
diagnosed early and who 
participate in appropriate 
intervention programs have 
better outcomes (Johnson 
et al, 2007). The American 
Academy of Pediatrics 
has resources to support 
paediatricians in the 
identification and care of 
children with ASD. 



www.medicalhomeinfo.org/downloads/pdfs/AutismAlarm.pdf

www.medicalhomeinfo.org/downloads/pdfs/AutismAlarm.pdf
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during transitions between activities and the separation and reunion is especially 
important because these changes represent mild stressors to young children. More 
discussion about the use of observational measures in assessment can be found  in 
Aspland & Gardener, 2003, Crowell 2003; Crowell & Feldman,1988; Miron et 
al, 2009.


DEVELOPMENTAL ASSESSMENT
A developmental assessment can be included, when appropriate, as part 


of the therapeutic intervention. Many kinds of developmental assessment can be 
undertaken depending on the purpose of the assessment, the clinician’s skill and the 
family’s needs and concerns. Involving parents in the assessment process provides 
them with useful information about their child’s abilities and needs and also allows 
the clinician to see what use parents make of this information. Advisability for a 
developmental assessment can arise from the history and observations of the child 
as well as from the results of rating scales or questionnaires such as the Ages and 
Stages Questionnaire mentioned above.


Conducting a developmental assessment


General principles


•	 First, as in any assessment, ask what information the parents want to 
receive. This helps build rapport and indicates to the family that the 
process is for the benefit of the child and family. Respecting parents’ 
requests at this stage may enable more sensitive or difficult information 
to be discussed at a later stage


•	 Provide a safe, comfortable environment for the child
•	 Assess infants’ optimal level of functioning and what they can do with 


support
•	 Involve one or both parents (in the room for infants, or behind a one-


way mirror for older children) in the process of assessing their child’s 
skills, interests, behaviour and adaptive capacities.


•	 Be aware of and sensitive to cultural differences, respecting and 
appreciating these


Some  of the instruments used for developmental assessments are:
•	 The Neonatal Behavioural Assessment Scale (NBAS) (Brazelton & 


Nugent, 1995). The NBAS was designed to capture the early behavioural 
responses of infants to their environment, before their behaviour is 
shaped by parental care. Brazelton and Nugent’s assumption is that 
a baby is both competent and complexly organised and an active 
participant in the interaction with caregivers. The assessment seeks to 
help understand the infant’s side of the interaction


•	 The Bayley Scales of Infant Development (BSID) (Bayley, 1993). 
Applicable to children 1-42 months of age, provides information about 
the child’s language development, problem-solving skills, gross and fine 
motor development, attentional capacity, social engagement, affect and 
emotion, and the quality of the child’s movement and motor control


•	 The Wechsler Preschool and Primary Scale of Intelligence (WPPSI) 
(Wechsler, 2002). Neuropsychological assessment that can be useful 


The 4 Ps


The 4 Ps is a way of 
summarising the factors 
contributing to the problem 
as:
•	 Predisposing: 


what made this family 
vulnerable?


•	 Precipitating: why 
have they come now?


•	 Perpetuating: what 
makes it hard for things 
to get better?


•	 Protective: what 
strengths can we 
identify and build on in 
our intervention in the 
child, the family and 
the social and cultural 
context?
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for children from 30 months of age onwards.  It evaluates children’s 
verbal comprehension, perception, organization and processing speed 
abilities, giving clinicians a developmental perspective of the child’s 
intelligence.


•	 The Vineland Adaptive Behavior Scales (Sparrow et al, 1984). A parent 
interview that obtains information on children’s adaptive functioning in 
real-life situations covering the domains of daily skills, communication, 
socialization, motor functioning and maladaptive behaviour.


FORMULATION
The aim of assessment is to understand why this family is presenting with 


this problem at this time, and what are the impediments or obstacles that have 
prevented them from resolving their difficulties without professional help. This 
information forms the basis for what is called a formulation. Formulation is an 
integrative statement that provides an aetiological understanding of the problem 
and of the factors contributing to the presentation. It can take different forms, but 
ideally includes consideration of biopsychosocial factors. This summary informs 
the development of a comprehensive intervention plan. Another way of thinking 
about formulation is to identify or organise the information obtained in the 
assessment into what can be called the 4 Ps.


Ideally, during the process of assessment, the family and clinician come over 
time to a new, shared understanding − a story − about the meaning and nature of 
the presenting difficulties and also the way forward. Developing an intervention 
and anticipating prognosis requires the clinician to think about and identify 
protective factors and resources that can be built on.


The role of diagnosis


When possible, establishing a diagnosis contributes to a more complete 
formulation. For example, a diagnosis can help clinicians to decide which 
treatment is appropriate. It can also facilitate communication between the various 
professionals taking care of the child. With these purposes in mind, efforts are 
been made to elaborate a diagnostic classification for mental health problems in 
infants, toddlers and preschool children. The most important systems currently 
available are the Diagnostic Classification of Mental Health Disorders of Infancy and 
Early Childhood (DC: 0-3R) (Zero to Three, 2005) and the Research Diagnostic 
Criteria-Preschool Age (Task Force on Research Diagnostic Criteria: Infancy and 
Preschool, 2003).


ASSESSING RISK IN INFANCY AND EARLY 
CHILDHOOD


Assessment of risk is an implicit − and sometimes explicit − aspect of every 
assessment of infants or young children and their caregivers. In many countries, 
health workers are required by law to report children who are at risk. Like all other 
assessments, risk assessment requires a detailed history, observation of relationships 
and information from a range of sources. Risk to the infant or to the relationship 
with the infant occurs whenever the caregiver’s resources are overstretched. In 
considering risk in infancy and early childhood we are considering risk within 
a relationship. Infants can also be at risk developmentally or physically because 
of medical illness or prematurity, but the caregiving relationship and the social 


Symptoms of 
concern in young 
children


•	 Very frequent 
tantrums


•	 No tantrums at 
all, too quiet and 
compliant 


•	 Role reversal:
•	 Controlling and 


punitive 
•	 Compulsive 


caregiving 
•	 Self-soothing, 


masturbating
•	 Self-harming, head 


banging
•	 Persistent 


regression, loss of 
toileting, more clingy


•	 Persistent precocity 
and over-maturity 
(little adult). 


Toddler and preschool 
presentations are 
discussed further 
in Luby (2006) and 
Banaschewski (2010).
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Table A.4.2  Indicators that an infant/child is at possible physical, psychological or 
developmental risk.


In the infant/child In the parents In the context


•	 Failure to thrive
•	 Failure to meet expected 


milestones
•	 Hypervigilant or startling easily
•	 Excessively quiet and withdrawn
•	 Marked aggression in a toddler
•	 Basic needs not met
•	 Role reversal or caregiving 


behaviour towards parent
•	 Emotion regulation problems
•	 Unexplained bruising or medical 


injury


•	 Inability to recognise or prioritise 
the child's needs


•	 Untreated or inadequately treated 
psychiatric illness or substance 
abuse 


•	 Lack of insight and lack of 
engagement with treatment 
services


•	 Child incorporated in parental 
delusional system, including 
positive delusions


•	 Insensitivity to child’s signals and 
needs (emotionally unavailable)


•	 Thoughts of self-harm or fear of 
harming child


•	 Scared of infant, ignores infants 
cries


•	 Frightening or looming behaviour, 
rough handling of infant


•	 Hostile or negative attributions 
(“he is out to get me”)


•	 Unrealistic developmental 
expectations


•	 Lack of parenting skills


•	 No other available and 
protective adult


•	 Significant cultural or social 
isolation


•	 Minimal social supports
•	 Domestic/family or community 


violence 
•	 Multiple social risks (e.g., 


homelessness, itinerancy)
•	 Chronic stress


context of that relationship are major determinants of the psychological outcome 
for the child. 


There are various degrees and types of risk, which range from physical illness 
or disability in the infant, to those associated with child abuse and neglect. As well 
as prematurity and medical illness, factors that contribute to developmental risk 
include child temperament, problems with attachment, parental mental illness, 
exposure to violence, socioeconomic status, poverty and adolescent parenthood 
(Zeanah et al, 1997).


Here the focus is on the assessment of risk to the child within the caregiving 
relationship. When one or both parents have psychiatric illness, substance abuse 
histories or the domestic situation is unsafe, it is also necessary to assess the risk (of 
self-harm or violence) to the child’s caregivers. When the caregiver is at risk, the 
child is also at indirect risk because of the centrality of the caregiving relationship 
to the child’s wellbeing. Therefore domestic violence, even in the absence of 
violence directed towards the child, represents a significant developmental risk. The 
cumulative developmental impact of multiple risk factors must also be considered 
(Appleyard et al, 2005).


Developed in conjunction with Nicholas Kowalenko, Sarah Mares, Louise Newman, Anne Sved Williams, Rosalind Powrie, 
and Karin van Doesum.







Assessment of infants	 A.4 17


IACAPAP Textbook of Child and Adolescent Mental Health


Rajni’s parents both used drugs and alcohol regularly after her birth and possibly also 
during the pregnancy. She was neglected, physically abused and there was considerable 
violence between the parents. She was removed from her parents aged 11 months after an 
unexplained leg fracture. At that time her milestones were a little delayed and she was small 
for her age. She was placed with an older relative who cared well for her and her growth and 
development improved.


When she was 2½ years, her carer developed cancer and Rajni was returned to her 
parents. Another period of neglect and exposure to violence followed. Rajni was again 
placed with a foster family when she was 3½. They reported frequent tantrums, often 
scratching and hitting her head. She hoarded and stole food and was indiscriminate socially, 
attaching herself to relative strangers, climbing on their laps and holding their hands, and 
she would “go blank” when told off or reprimanded or if there was a loud noise, particularly 
shouting or arguing.


Rajni’s difficulties could be understood as survival strategies she had developed in 
response to her early neglect and abuse. Her behaviour began to settle after a period in a 
safe and loving home environment but she remained sensitive to noise and had difficulties 
with sleeping, feeding and regulating her emotions.


Types of Risk


In general, risk can be defined as the probability of an event occurring, 
including consideration of the losses and gains associated with it. In this context 
(infant development and child protection) risk assessment is not free from cultural 
and moral judgements. There is a high degree of uncertainty when predicting risk 
in child-protection matters and inevitably this contributes to the anxiety felt by 
even very experienced clinicians working in this area.


In this context, different types of risk can be identified:
•	 Risk to the child’s immediate physical or emotional safety
•	 Risk to the child’s optimal development. This acknowledges the 


importance of early experience for later outcome. Genetic, in-utero 
and physical factors such as illness may be present


•	 Indirect risk, such as repeated separation from a parent hospitalised 
with a psychiatric or medical illness. Parental mental health problems 
are a significant risk factor.


•	 Cumulative risk occurs when a child and family are exposed to multiple 
risk factors. For example, a premature infant born to a young single 
mother with a narcotic addiction with little family support is clearly at 
greater risk than a premature infant with similar medical and biological 
risk factors, born to a couple with adequate financial and practical 
support.


The greatest developmental risks are those that operate long term, for 
example:


•	 Chronic neglect
•	 Chronic instability in the family’s personal and social circumstances
•	 Exposure to parental personality disorder or dysfunction and ongoing 


mental health problems.
•	 Ongoing hostility towards the child


Risk
•	 Risks can be identified 


within the individual, 
the caregiving 
relationship and the 
social context 


•	 Assessment involves 
weighing up risk and 
protective factors


•	 The greatest 
developmental impact 
is from cumulative 
risks, in particular 
those that operate long 
term 


•	 Risk assessment 
requires history, 
observation of 
interactions and 
information from a 
range of sources
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Consequences of maltreatment


Children who have been abused or neglected may have physical, emotional 
and behavioural sequelae, which may then make caring for them more difficult. 
For example, traumatised children may continue to show avoidant or disruptive 
behaviour for some time after being placed in safe fostering environments. Abuse 
and neglect may have long-term effects on the child’s understanding of feelings and 
relationships. A child with brain damage after head trauma may have long-term 
physical and emotional symptoms, meaning that caring for them is particularly 
difficult and challenging. This presents parents (including foster and adoptive 
parents) with challenges that they may not have anticipated, requiring them to 
demonstrate more patience or perseverance than with a less traumatised child.


Infants in high-risk situations are more likely to develop insecure or 
disorganised attachment relationships with their caregivers. There is evidence that 
disorganised attachment during infancy is linked to emotional and behavioural 
difficulties in childhood, adolescence and adult life. Therefore, although an 
infant may not be at an immediate physical risk, an erratic, neglectful or unstable 
caregiving environment is a threat to their social and emotional development. In 
child neglect, chronic unresponsiveness to the child’s physical or emotional needs 
can have profound developmental consequences but may be harder to detect 
than physical abuse. Unfortunately, many infants at risk suffer both neglect and 
abuse, and neglect.


PARENTING AND PARENTING CAPACITY


Many definitions of parenting and parenting capacity have been suggested 
over time (Jones, 2001; Reder et al, 2003). The core elements of parenting as 
defined by Hoghughi (1997) are: 


•	 Care: meeting the child’s needs for physical, emotional and social well-
being, and protecting the child from avoidable illness, harm, accident 
or abuse 


•	 Control: setting and enforcing appropriate boundaries; and 
•	 Development: realising the child’s potential in various domains. 


Knowledge, motivation, resources and opportunity are necessary to be an effective 
parent.


Parenting capacity


Parenting capacity can be described as the capacity to recognise and meet the child’s 
changing physical, social and emotional needs in a developmentally appropriate 
way, and to accept responsibility for this. Parenting capacity is determined by:


•	 Parental factors (and the parent-child relationship), including the 
parent’s models and understanding of their parenting role, and ability 
to understand their infant’s emotional and psychological needs


•	 Child factors (and the child–parent relationship)
•	 Contextual sources of stress and support (and the family-context 


interaction) (Reder et al, 2003).


Recently, there has been consideration of the relative weight or emphasis to 
be given to each of the above factors in considering risk to infants and children. 


Risk in Infancy 
•	 There are degrees 


of risk
•	 Risk factors may be 


cumulative—there 
is rarely a linear 
correlation between 
any one risk factor and 
later developmental 
outcome. There is 
a linear correlation 
between number 
of risk factors and 
developmental impact


•	 Risk may be direct or 
indirect


•	 Risk may be to 
immediate physical 
safety or to longer 
term psychosocial 
development.
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Donald and Jureidini (2004) argue that parenting capacity assessment should 
centre primarily on the parent’s ability or potential to provide empathic, child-
focused parenting; in other words, on the “adequacy of the emotional relationship 
between parent and child”, specifically “on the parental capacity for empathy” 
(p7). They describe factors in the child or the relational and social context as 
“modulating effects” upon the primary domain of parenting capacity. While their 
approach is untested in practice, it has the advantage of focusing the clinician on 
the quality of the relationship and the parents’ potential for an adequate emotional 
relationship with their child, and links with the growing literature on parental 
reflective capacity as a core factor mediating risk. Farnfield (2008) proposes a 
theoretical model for assessment of parenting, identifying seven core dimensions 
and a number of modifying variables. This model uses an ecological framework 
informed by attachment theory and a systemic approach, identifying the parent’s 
own history of being parented as the first of these core parenting dimensions.


Capacity for change


Assessing the parents’ capacity for change in situations where risk to the 
infant or caregiving system has been identified, or abuse or neglect has occurred is 
a necessary but difficult task.


For example, an adolescent mother has been unable to help her infant into 
organised patterns of sleeping, waking, eating and playing. The infant is failing 
to gain adequate weight and is fussy and restless. This parent may lack adequate 
information about infant development but is otherwise motivated and has just 
enough resources to meet the infant’s needs. Support and education may reduce 
the risk to this infant, allowing her to get on with her development. However, 
if there is a lack of motivation from the parent, then provision of resources and 
information will not be enough to protect the infant from the consequences of 
neglect.


Repetition of abuse occurs in 25%–50% of families in the UK where 
children are returned to their parents after removal following abuse or neglect 
(Reder, 2003).  Difficulty in identifying when it is appropriate to provide care or 
nurture, or when protection or control (limit setting) is required, are common 
for parents with histories of maltreatment. This can affect their capacity to parent 
adequately and to use available resources and support services.


Concerns about the immediate or long-term safety of an infant or a 
caregiver need to be addressed openly and directly with the caregivers and referral 
agency. Appropriate intervention must follow, and processes be put in place 
for monitoring the ongoing safety and wellbeing of all family members. Where 
possible, this involves establishing a network of support for vulnerable families 
and assessing their capacity to use services and relationships, to parent safely and 
effectively, to reflect on past experience, and to give priority to their child’s needs 
for care and protection.


CONCLUSION
Assessment of families with infants and young children occurs in a variety of 


contexts and for many different reasons. Nonetheless, a comprehensive assessment 
should always include a relational and developmental focus, with consideration 
of both strengths and vulnerabilities that parents’ and child bring to their current 


Factors that promote 
resilience in the 
child (Ferguson 
& Horwood, 2003; 
Sameroff et al, 2003)
•	 A well-functioning 


parent or other 
involved adult


•	 Social supports
•	 Professional 


intervention when 
it is indicated


•	 Consistency in 
other relationships 
and activities


•	 Having a skill or 
talent.
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Additional Resources


•	 Fernyhough C (2008). The Baby in the Mirror: A Child’s World from Birth to Three. 
London: Granta Books.


•	 Lieberman AF (1993). The Emotional Life of the Toddler. New York: Free Press.
•	 Mares S, Newman L and Warren B (2011). Clinical Skills in Infant Mental Health: The 


First Three Years (2nd ed)). Melbourne: ACER Press.
•	 World Association for Infant Mental Health 
•	 Zeanah CH (ed) (2009). Handbook of Infant Mental Health (3rd ed). Section III 


Assessment, Chapters 14–16 (pp231–280). New York: Guilford Press.


circumstances, and attention to biopsychosocial factors that help or hinder the 
family at this time of rapid developmental change.


A working alliance between the family and the clinician supports any 
proposed interventions. Concerns about the immediate or long-term safety of the 
child or caregivers need to be addressed openly and directly with the caregivers and 
referring agency. Appropriate intervention must follow, and processes put in place 
for monitoring the ongoing safety and wellbeing of all family members. 


All assessments of young children involve consideration of risk. The 
notion of risk in infancy and early childhood is complex and multifactorial. It 
includes consideration of immediate risks to child and parent safety, of the impact 
of single and cumulative risk factors, and the notion of developmental risk and 
psychopathology following early adversity. The vulnerability and dependence of 
young children on the availability of their caregivers means that risk is always 
considered within the caregiving context, and that threats to the safety of either or 
both parents inevitably impacts on the child’s wellbeing. 


Risk increases whenever the child’s needs outweigh the capacity of the carers 
and their supports to meet these needs. As described, this can occur because of 
factors in the child, the caregiving system (parents), or the social context, and 
many at risk children and families have vulnerabilities in all three areas.


Situations of high risk are distressing for all concerned, particularly when 
the clinician is required to recommend the removal of an infant or young child 
from their home. A comprehensive assessment that includes a careful history, 
consideration of the coherence of the history provided, observation of interactions 
between child and caregiver(s), and corroborative history are central to an adequate 
assessment of risk. This ensures that decisions are based on sound information 
obtained from a variety of sources and are made in the best interests of the child 
and the family.



https://shop.acer.edu.au/acer-shop/product/A5184BK 

https://shop.acer.edu.au/acer-shop/product/A5184BK 

http://www.waimh.org
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