
In the 50 years that
Barnardos has been
working with children in
Ireland, the country has
been through many
changes. 

Since 1962, everything from our
landscape, to the food we eat and the
way we live our lives, has changed
gradually; each change reflecting the
journey we’ve been on and the
attitudes we’ve accumulated along the
way. Little else in recent years has
been so reflective of how much we’ve
changed than the passing of the
Children’s Referendum. Saturday 10
November 2012 is a date that we
should all remember, one that will no
doubt be reported in history books in
years to come. It is the day when we
said we will never again allow the kind
of failures that saw so many children
suffer in silence for so long. It is not an
exaggeration to say that this marks a
new beginning for Ireland’s children.

They are no longer unseen and
unheard in our Constitution. They are
now placed exactly where they
belong: in the very heart of our law
and our society.

Article 42A represents a bedrock for
building a better child welfare and
protection system. It is a blueprint for
better laws and policies that will mean
children are heard, that their best
interests are prioritised and that we
create better structures and services
for meeting their needs. Now that
we’ve laid our foundation, it is critical
that we don’t delay in constructing the
elements that will improve outcomes
for vulnerable children across Ireland.
Key to this is the Child and Family
Support Agency, which is due to
come into operation in 2013. After
the referendum, this Agency is the
greatest hope for better child welfare
and protection services in Ireland. For
the first time, we will have a body
whose sole remit is to deliver services
to children and their families to ensure
that all children have a chance to grow

up safe and happy. It is an opportunity
that we cannot afford to waste. 

The people of Ireland have given a
clear statement of how much the
protection of children matters and is it
incumbent on all of us in a position to
deliver on the commitment laid out in
Article 42A to make better provision
a reality. This is especially true for
Government. As we approach
another budget, undoubtedly another
harsh budget, it is critical that the
Child and Family Support Agency is
set up with the full remit it needs to
meet vulnerable children’s needs,
across the full spectrum of
prevention, early intervention and
crisis services. And it is fundamental
to the success of the Agency that it is
given the resources to do this.  

We have proven what we can do
when we decide that children really
matter. Now we need to put it into
practice. 
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DEBORAH J. WEATHERSTON, Executive Director, Michigan Association for Infant Mental Health, Southgate, Michigan, USA

INTRODUCTION
Selma Fraiberg’s pioneering work with infants, toddlers and
families over 40 years ago led to the development of a field
in which professionals from multiple disciplines learned to
work with or on behalf of infants, very young children, their
parents and the relationships that tie them together. The
intention was to promote social and emotional health through
the security of early developing parent-child relationships in
the first years of life (Fraiberg, 1980). 

One hopes that for most babies and their parents, the
pathway to healthy development and loving relationships will
be a smooth one. For many though, the pathway to
parenthood is far more difficult. Prospective parents may
face challenges that seem insurmountable. The pregnancy
may be unplanned and unwanted. Neither parent may be
prepared for the care of a child. The mother may be
depressed and the baby, when at home, may be difficult to
care for. In the absence of another caring adult, the mother
may feel overwhelmed by the baby’s needs. If the mother
has experienced trauma, abuse or neglect she may be at
increased risk for providing neglectful or abusive care to the
baby. What will she do? How will her baby fare? How will
their relationship unfold? These, and questions like these,

were addressed by Selma Fraiberg as she developed the
approach to service that she called infant mental health
(Fraiberg, Adelson & Shapiro, 1975).

How an infant or toddler is cared for, as well as the stressors
in both the infant’s and parents’ lives, shapes the course of
early development and “sets either a strong or fragile stage
for what follows” (Shonkoff & Phillips, 2000, p. 5). To the
extent that parental care is nurturing and experiences for both
the infant and parents are positive, the developmental
trajectory for the child will most likely be positive. When
parental care is neglectful or abusive or trauma occurs, early
development may be compromised and the social and
emotional needs of the infant or toddler placed at grave risk
(Davies, 2011). Early identification of risk, intervention or
treatment may help to reduce the risks of developmental
delay, relationship disturbances or disorders of infancy. As
John Bowlby (1988) observed long ago:

“The course of subsequent development is not fixed,
and changes in the way a child is treated can shift his
pathway in either a more favourable or less favourable
one…It is this persisting potential for change that gives
opportunity for effective therapy.” (p. 136)
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THE GIFT OF LOVE: 
A BIRTHRIGHT

“The child learns to love
through his first human
partners, his parents. 
We can look upon this
miraculous occurrence as
a ‘gift’ of love to the baby.
We should also regard it
as a right, a birthright for
every child.” 
S. Fraiberg, 1977



INFANT MENTAL HEALTH: A PREVENTIVE
INTERVENTION AND TREATMENT FRAMEWORK
Infant mental health services promote optimal wellbeing,
beginning in pregnancy and continuing through the early
years. They prevent developmental, behavioural and
relational disturbances in the first years of life. They offer a
pathway for intervention when the biological, environmental
and psychosocial risk factors place early development in
jeopardy and the parent-child relationship at considerable risk
for failure. They treat infants, toddlers and parents when
identified as having a sensory, regulatory or mental health
disorder requiring immediate care. 

Promotion 
Support for prospective and new parents with the offer of
practical information and education specific to pregnancy,
labour and delivery and the optimal care and development
of a very young child in the early years.
Identification of strengths that promote wellbeing and
resiliency in infancy, early childhood and early parenthood.
The offer of social support to strengthen and deepen the
early developing attachment relationship between
parent(s) and child and to encourage favorable
developmental outcomes. 

Prevention
Screening and assessment by health, mental health and
early childhood professionals where there are concerns
about the pregnancy or developmental, behavioural or
relational concerns about an infant or toddler and
parent(s) in the first years of life.
Referral to programmes to reduce the risks of
developmental, behavioural or relational disturbances that
are identified during pregnancy or in the first years of life. 
Enrollment in programmes for short or long term services,
offering information, guidance and emotional support to
reduce the biological, environmental and psychosocial risk
factors that place the pregnancy in jeopardy or infants,
toddlers and their parent(s) at risk. 
Prevention strategies may include informational,
developmental, educational and relational services to the
infant and parent(s) together, in a community setting or in
the family’s own home, during pregnancy and in the first
years of an infant’s life.

Intervention
Screening and assessment indicate that the infant and/or
the parent are at multiple risk for a developmental delay, a
relational disturbance or social and emotional disorder.

The identification of a specific risk or multiple risk factors
during pregnancy or in the first three years of an infant’s
life leads to the referral of an infant and parent(s) together
for intervention services that reduce the risk(s) and
promote infant mental health. 
Intervention strategies may be developmental and
educational, relational and psychotherapeutic. Strategies
are clearly defined and target the infant or toddler, the
parent(s) and their developing relationship. The approach
is primarily strengths based, but attention is given to the
vulnerabilities that place the infant and family at immediate
risk. The orientation is to the present and the past,
combining concrete help, emotional support,
developmental and interaction guidance, advocacy and
infant-parent psychotherapy, as needed, to reduce the
risks and enhance the capacities of both the infant or
toddler and parent(s) who are referred.

Treatment
When a social, emotional, sensory or regulatory disorder
is clearly identified in the first years of life or when a
parent is identified as having a major mood disorder,
mental illness or has experienced a recent trauma, the
infant, the parent(s) and their early developing relationship
are at immediate risk. They may require treatment by a
professional who has specialised infant mental health
training in psychotherapeutic and behavioural theories of
change, disorders of infancy, and mental and behavioural
disorders in adults.
Strategies include all of the approaches identified as
intervention strategies, but may also require intensive
treatment by the infant mental health practitioner and/or
the assistance of other professionals from health, mental
health, education, and child welfare systems. 
A high level of support may be needed. The infant or
toddler, for example, may require targeted treatment for
abuse and neglect and placement in foster care or a
specialised programme for sensory and regulatory
problems or frequent hospitalisations for chronic illness.
The parent may require a psychiatric evaluation,
medication, and/or hospitalisation to address emergency
or significant mental health issues. In all instances, the
practitioner remains attentive to the early developing
attachment relationship and strategies to address and
offer therapeutic support to parent and child.
Treatment within a preventive intervention framework
requires a high level of training and support for the infant
mental health practitioner who is providing services to the
infant or toddler and parent(s) referred. A very
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experienced practitioner will provide treatment where
disorders of infancy or parenthood are identified, but the
newly minted practitioner must recognise when additional
expertise is needed, work in collaboration with others who
meet the guidelines for competency in infant mental
health, and be carefully supervised.

INFANT MENTAL HEALTH: 
THE EVOLUTION OF A MODEL
In the early 1970s, under Selma Fraiberg’s careful direction,
social workers, psychologists, nurses, and psychiatrists
worked side by side in Ann Arbor, Michigan to create a
service to offer preventive intervention and treatment
services on behalf of babies, parents and their developing
parent-child relationships. Understanding that the best
beginning for a baby takes place within the context of
nurturing relationships, at least one, Selma Fraiberg and her
team placed the early relationship between parent and infant
at the center of the work of infant mental health. “Infant”
provided the focus on very young children under three years
of age. “Mental” was broadly defined to include social,
emotional and cognitive domains. “Health” emphasised the
well-being of infants and toddlers as well as their parents.  

Believing that the infant could not call a mental health clinic
and say, “I am having a difficult time!” or “My mother is in
crisis and cannot hold or feed me!” or “My father is hitting my
mother!” and understanding that depressed or vulnerable
parents may not be able to reach out for help, the early infant
mental health specialists were prepared to bring their
services into each infant and family’s home, visiting weekly or
more frequently during a crisis, for about an hour to an hour
and a half. They called their work, “kitchen table therapy.” The
following vignette introduces the reader to this work:

KITCHEN TABLE THERAPY
I arrived when I said I would at 4:30 p.m. Dave had
told me to come around to the back door. “The gate
will be unlocked and don’t mind the dog. He doesn’t
bite.” I unlatched the gate, looked around carefully for
the dog and crossed the yard that was littered with a
ball, a tricycle and a few toys. I knocked on the door
and a young woman lifted the curtain to see who was
there. She called out, “Hold on, I have to put the dog in
the back room.”  I waited until she opened the door and
asked me to come in. “Are you the lady Dave talked
with on the phone?” I nodded. “I forgot you were
coming, but, never mind, you can come in anyway. My
name is Jean.” She looked tired and distressed. The
baby, three months old, was crying in the next room.

The three-year-old appeared dirty and forlorn. He had
no words, but tugged at his mother’s sleeve,
unsuccessfully, to get her attention. He, too, began to
cry. As my eyes adjusted to the light, I looked around
the room. The kitchen table was piled high with
leftovers from last night’s dinner and dirty dishes. There
were a few chairs. “Sit down,” Jean said. “I suppose
you’re here about the baby.” And so our visit began…

The scene is a familiar one for those who work in the intimacy
of parents’ homes. A guest in the house, the infant mental
health (IMH) specialist was invited to sit at the kitchen table.
She watched and listened carefully. She was curious about
the reason for the call and what “the trouble with the baby”
might be. She wondered silently about the baby, how long he
had been crying and what made it so difficult for his young
mother to respond. What about the toddler? How extensive
were his delays and what might explain them?  She
wondered, also, about Jean who looked so young and
uncertain and afraid. Whether for a short term intervention
that focuses on a specific problem, e.g. a fussy baby, a sleep
disturbance, a mother’s return to work, transition to child
care, or a more complex need requiring long term service,
“kitchen table therapy” offered the possibility of support for
all of them, with a simultaneous focus on the infant, the
toddler, the parent and the nature of their early developing
relationship. The first and most challenging task would be to
enter into a secure and trusting relationship with Jean.  

FRAIBERG’S LEGACY: AN APPROACH TO SERVICE
The legacy that Selma Fraiberg and her colleagues left us
includes a powerful approach to the social and emotional
health of infants, very young children and their families.
Included here is a brief description of service components
that were integral to the early practice of infant mental health
and continue to provide a cornerstone for the work today
(Fraiberg, 1980; Shirilla &Weatherston, 2002).  Two, three
or all of the first four components may be appropriate for a
particular infant, toddler or family. The fifth, reflective
supervision, is essential in all instances.
1. Emotional support is compassion offered to a parent

who faces a crisis during pregnancy or in caring for a
new baby or toddler. Alone or without emotional
reinforcement, a parent must have someone who is
available, listens carefully, and responds to the many
feelings that threaten to overwhelm or confuse. 

2. Concrete resource assistance refers to the meeting
of basic needs for food, clothing, medical care, shelter
and protection. The IMH specialist who helps families
secure foods, clothing, safe housing or health care,
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assures parents and young children that she/he will
work to ease their burdens. 

3. Developmental guidance is the shared
understanding about the very young child’s
development and specific needs for care. The
practitioner and parent carefully identify emerging
strengths and concerns, reaching an understanding of
the uniqueness of each infant/toddler through careful
observation and a common language to describe what
they see. 

4. Infant-parent psychotherapy offers a parent the
opportunity to explore thoughts and feelings awakened
in the presence of an infant/toddler. In the intimacy of
the home or clinic setting, a parent may share stories of
past experiences and significant relationships, major
fears, disappointments and unresolved losses as they
affect the preparations for a baby, the care of a newborn
and the early developing relationship as it develops
between parent and child. 

5. Reflective supervision assures that the IMH
specialist can share thoughts and feelings awakened by
intensely emotional, relationship-focused service with
infants and families who are referred for preventive
intervention and treatment services. Reflective
supervision is essential for effective IMH service
(Heffron, 2005; Weatherston, Weigand & Weigand,
2010).

In sum, the integration of these components define infant
mental health service.

Strategies particular to the Fraiberg approach to services
include the following:
1. Understand and respect the importance of relationship

as an instrument of growth and change.
2. Meet with the infant/toddler and parent together

throughout the period of service to the family.
3. Invite the parent to watch and wonder about the

infant/toddler’s growth and development. 
4. Offer anticipatory guidance that is specific to the

infant/toddler. 
5. Alert the parent to the infant/toddler’s individual abilities

and needs. 
6. Help the parent to find pleasure in the relationship with

the infant/toddler. 
7. Create opportunities for interaction and exchange.
8. Allow the parent to take the lead and set the agenda.
9. Identify and enhance parental caregiving capacities.
10. Wonder about the infant/toddler’s experience in the

caregiving context. 

11. Wonder about the parent’s thoughts and feelings related
to caregiving.

12. Encourage parents to share stories with you and
respond with empathy.

13. Allow core relational conflicts and emotions to be
expressed.

14. Attend and respond to parental histories of
abandonment, separation and unresolved loss as they
affect caregiving, the infant’s development, the parent’s
emotional health and the early developing relationship.

15. Identify, treat and/or collaborate with others in the
treatment of identified disorders. 

16. Use the supervisory relationship as a relationship for
guidance and support.

17. Remain open, curious and self-reflective. 
(Weatherston, 2002)

NEW MODELS FOR IMH SERVICE
Many new models for the delivery of IMH services have
evolved in the last forty years. Some programmes may
emphasise developmental or educational strategies to
encourage sensitive and responsive caregiving (Olds, Sadler
& Kitzman, 2007). Others focus on strengths and emphasise
positive parent-child interaction through guided video
feedback (Beebe, 2003; McDonough, 2004). Still others
are insight-oriented with strategies that encourage attention
to the parent’s past as it intrudes on present caregiving
responses and abilities (Lieberman, 2004; Slade, 2002;
Heinicke, Fineman, Ruth, Recchia, Guthrie, & Rodning,
1999). Some combine developmental, educational, guided
interaction and psychodynamic strategies in the service of
early development and relationship growth in high-risk
families (Egeland & Erickson, 2004; Lojkasek, Cohen, &
Muir 1994). Other models offer strategies for targeted
populations requiring treatment interventions for maternal
depression (Cicchetti, Rogosch, & Toth, 2000); attachment
disorders (Zeanah & Smyke, 2008); trauma, abuse and
neglect (Hoffman, Marvin, Cooper & Powell, 2006;
Lieberman & Van Horn, 2008) and substance abuse
(Suchman, DeCoste & Mayes, 2009).

Although a particular programme may vary from the original
infant mental health home visiting programme as described
by Fraiberg in the late 1970s, the general service goals
remain the same:

To promote and support the growth of a trusting
relationship between an infant or toddler and his or her
primary caregiver.
To promote and support the uniqueness of each infant or
toddler within the context of the parent-child relationship.

ChildLinks
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To promote and support sensitive caregiving behaviours
and appropriate responses to an infant’s behaviours and
signals.

SHARED ATTENTION TO THE INFANT, PARENT(S)
AND EARLY DEVELOPING RELATIONSHIPS
It is the shared attention to the infant/toddler, the parent and
the early developing attachment relationship that makes IMH
services unique. Important to the process is the presence of
the infant/toddler with the parent that provides the impetus
for the work to take place. “What about the baby?” is a
question that the specialist holds in mind throughout the
course of intervention with the family. “What about the
parent?” and “What about their relationship?” hold equal
weight. 

If we begin with the baby, we quickly understand that the
infant provides a focus for inquiry, guidance and learning.
Questions about the infant/toddler’s development, behaviour
and capacity for relationship guide the IMH specialist
throughout the intervention. They direct the IMH specialist’s
attention to the baby and help the specialist to keep the
infant/toddler in mind throughout each visit. Questions vary
depending on the young child’s age and developmental
status. 

How old is the infant? How sturdy or vulnerable does the
toddler appear to be?
Is he able to express his wants or needs clearly, e.g. when
he is hungry, wet, tired, uncomfortable, distressed?
Does he seek and accept comfort from his mother or
father when upset?
Does he initiate playful interaction and engage people
around him?

Understanding that the infant/toddler is a partner in the work,
the specialist learns to look at the infant/toddler in interaction
with his or her parent(s) and wonders what she sees:

Does the infant look intently, smile warmly, vocalise, and
use the parent as a source of comfort or calm? Does the
parent initiate or respond to the toddler’s overtures?
Does the infant appear comfortable, secure, and safe in
the parent’s presence? Does the parent provide a trusting
relationship for the toddler, a secure base from which to
explore and to which to return?

Questions like these provide a framework in which the
specialist wonders what it is like for the very young child to
be in this relationship and, conversely, what it feels like to be
the parent. A picture of the infant/toddler’s emotional

capacities as well as the parent’s caregiving abilities begins
to emerge through careful observation and listening. This
leads to the shared understanding of the vulnerabilities and
strengths of both parent and child.

SPECIFIC IMH STRATEGIES HELP THE SPECIALIST
TO KEEP THE INFANT AND PARENT “IN MIND”

Observe the infant/toddler and parent together. Ask the
parent what she or he sees or notices. Think together
about how the parent might encourage the infant/toddler
to accomplish the next developmental task.
Invite parents to ask questions about the infant/toddler’s
development. “Is there something you are curious about?
Have you cared for children before?”
If you offer information, link what you say to the parent,
e.g. “When you talk to the baby, you are helping the baby
learn to talk.” “When you read to the toddler, you are
helping him to learn to listen and pay attention.” 
Invite parent(s) to show you what each enjoys and what
the infant/toddler enjoys.
Emphasise how important each parent’s warm response
is to the child’s emotional wellbeing.

As acknowledged previously, early care and parenting is often
complex and may place the infant/toddler at developmental
and relational risk. Important in the early work of Selma
Fraiberg and continuing to the present day, the
infant/toddler’s presence with the parent allows their story to
be told, illuminating the strengths and the vulnerabilities,
providing a pathway for positive caregiving and the reduction
of risk.

In summary, as Donald Winnicott, noted pediatrician and
psychiatrist, reminds us, there is no such thing as a baby
alone, only a baby and someone caring for the baby
(Winnicott, 1966).  It is our task to place the infant/toddler in
relationship with his parents or caregivers, at least one, and
pay attention to them all. Who is the infant or toddler? Who is
the parent? What is going well between them? What is
making the caregiving difficult? What is the nature of their
early developing relationship? These questions provide a
scaffold for effective IMH practice and better assure that
each baby and each parent will experience “the gift of love”.

Michigan Association for Infant Mental Health
13101 Allen Road, Southgate, Michigan 48195
Phone: 734-785-7700
www.mi-aimh.org
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We have known about the importance of attachment and
early stimulation for some time, but now there is a growing
body of evidence indicating that the key to a child’s wellbeing
is to help them learn how to regulate themselves: their
physical states, moods and emotions, attention, interactions
with others, and the desire and ability to understand and help
others (Shanker, 2012). The critical question that we face
today is how to translate these scientific discoveries into
actions that will enhance children’s ability to self-regulate. 

SECONDARY ALTRICIALITY 
The new childrearing practices that are emerging are
grounded in the concept of Secondary Altriciality. This is an
idea first articulated by the Dutch scientist Adolph Portmann
in the 1940s and then re-discovered by Stephen Jay Gould
in the late 1970s. Since then a number of developmental
scientists have expanded on this theme, including myself and
Stanley Greenspan in The First Idea (2004).

The concept of Secondary Altriciality draws attention to the
fact that 2-3 million years ago, Nature was confronted with
two fundamental changes that led to the extraordinary march
of human evolution. These two changes were bipedalism,

which occurred when we came down from the trees and
began to walk about on two legs, and the consequent growth
of the human brain. The problem for Nature was that she
wanted this new species to have as big a brain as possible;
but there is only so big a brain that the females could give
birth to and still remain bipedal.

When we examine the human fossil record we see something
quite extraordinary. The size of the brain in relation to the size
of the body increased gradually and steadily over the past two
million years. Yet the size of the birth canal didn’t change.
How could this be?

Nature came up with the most ingenious solution to her
dilemma: we continued to give birth to our babies around the
same age of 40 weeks gestation, yet the amount of post-natal
brain development kept steadily increasing. In other words,
each new human species gave birth to their babies with a
smaller percentage of their adult-sized brain. Today, our
babies are only born with between 20% and 25% of their
adult brain. At the moment of birth there is a burst of brain
growth. Axons and dendrites – the roots and branches of the
brain connection system – begin sprouting. 

STUART SHANKER, Distinguished Research Professor of Philosophy and Psychology, The Milton and Ethel Harris Research Initiative, York University, Canada

SELF-
REGULATION
AND MENTAL

HEALTH
Over the past two decades, a number of striking advances have been made in
our understanding of the development of a child’s brain. These discoveries have
transformed our views about the importance of the early years for long-term
mental and physical health. We are now in a position to explain just why these are
so closely connected: indeed, to recognise that illness is illness, full-stop. And the
crucial discoveries that have been made relate to our understanding of the core
mechanisms that are impaired by excessive stress in the early years of life.
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700 new synapses form every single second in the first year
of life. Beginning around the 8th month, this mass of new
connections starts to get whittled back, sculpted, to maximise
the baby’s efficiency for dealing with the environment that she
is born into: both physical and social. This period of robust
brain growth will keep going at a remarkable pace until her
4th birthday; by the time she is 6½ years old around 95% of
her brain will have grown.

Now, one of the most significant consequences of Secondary
Altriciality is the utter helplessness of our babies. In Gould’s
words, we give birth to ‘fetuses outside the womb’. They are
completely dependent on us to feed them, keep them warm,
dry, and safe. And we have by far the longest period of
childhood of any species: i.e., of dependence on our
caregivers. This period of prolonged dependency allows for
the extraordinary adaptability of our species, but it places
quite a burden on caregivers, and indeed, the group in which
those caregivers must be supported.

For developmental neuroscientists the notion of Secondary
Altriciality raised three very interesting and absolutely crucial
questions:

1. What is in this tiny, fairly primitive newborn brain?
2. What is missing in this newborn brain and needs to

develop postnatally?
3. And these things that are missing, how do they get put

in, wired, into the parts of the brain that are experiencing
the most robust growth over these years?

SELF REGULATION
The answer to the questions above brings us to the very heart
of the new theory of childrearing that is emerging. The
connections between a baby’s senses, or between the
systems for monitoring her body’s position and movement
through space, or her awareness of what is happening inside
her body, or the connections between her sensory, motor and
affect systems, and of course language, all develop
postnatally. Throughout this process, the baby is dominated
by ‘primitive emotion circuits’ (such as love, fear, anger,
curiosity), which were selected long ago in the human
evolutionary trajectory and passed on from one species to
the next. 

These primitive emotion circuits are like a form of complex
reflex that are triggered by certain distinctive kinds of stimuli.
But a baby cannot voluntarily control these reflexes. Once
triggered they will just keep escalating until such a time as the

baby falls asleep from sheer exhaustion (with worrying
downstream consequences for the child’s mental and
physical health), or the baby’s caregivers calm down the
infant who is frightened or angry or overly excited. 

In other words, the baby only has a couple of what are called
reactive regulating mechanisms for dealing with a stimulus
that they find overwhelming (whether it’s a stimulus coming
from inside their body or outside). One of the most important
is that she can fall asleep, and, in fact, clinicians get a little
worried if a baby is spending too much of the day sleeping as
this might suggest a nervous system that, for whatever
reason, is being overloaded. 

The baby has to learn what to do when she is hungry or wet
or bored; how to deal with a stimulus that she finds too
powerful or frightening; how to modulate or modern her
emotions that are triggered before they overwhelm and
exhaust her. In short, what is missing in the baby’s brain, and
more specifically, one of the parts of her brain that is growing
most robustly in the early years of life, are the systems that
subserve what is known as “self-regulation”: the systems that
support her ability to ‘up-regulate’ herself when she is feeling
very listless or subdued, and the ability to ‘down-regulate’
herself when she feels she is losing control or is
overwhelmed. And this brings us to our third of the above
points, and the heart of this article.

The single most important discovery scientists have made is
that it is by being regulated that a child develops the
ability to self-regulate. And nature came up with the most
brilliant design to facilitate this process: following Digby
Tantum (2009), we now refer to it as the ‘Interbrain’. 

In simplest terms, the interbrain is like a wireless connection,
a sort of Bluetooth connection between the baby’s brain,
which lacks these ‘self-regulating’ abilities, and a ‘higher-
order’ (adult) brain that possess these ‘Executive Functions’
for controlling our thoughts and emotions and being in touch

• Sound
• Vision
• Smell

• Touch
• Propioception
• Tast
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with our internal and external worlds. This is literally a brain-
to-brain hookup, where the higher-order brain reads the
baby’s cues – her facial expressions, posture, movements,
sounds – and adjusts his own behaviours accordingly so as
to up-regulate or down-regulate the baby as necessary (e.g.,
for feeding, playing, learning about the world, going to sleep). 

A baby is expending a lot of effort trying to accommodate the
world: all the sights and sounds and smells and textures and
tastes that are bombarding her senses. Not to mention the
world that is opened up as she starts to navigate on her own
and verbally communicate her needs and desires. But all this
effort is extremely taxing on the newborn nervous system, so
Nature also provided us with a wonderful mechanism for
recovering from these constant exertions: the autonomic
nervous system (ANS). 

Every time an infant makes an effort to deal with a stressor –
whether that stressor is something that she finds frightening,
or something that is a little too loud or too bright or physically
challenging – one part of the ANS, the sympathetic nervous
system (SNS), kicks in to provide the energy for that effort.
But then another system, the parasympathetic nervous
system (PNS) kicks in to help her recover from that effort. 

These two systems are working together all the time. In fact,
they operate with every single breath we take, with the SNS
activated when we take in a breath, expanding our lungs,
raising our heart rate, and the PNS helping us to recover, to
relax and restore our cardiovascular and metabolic systems.
We might think of this as like having a gas pedal and a brake,
each of which we use automatically and unconsciously
whenever we have a stressor.

Now, think of what your ‘braking system’ is like after you’ve had
a particularly stressful day. The slightest thing seems to set you
off, or maybe you have trouble calming down if you’ve lost your
temper, or you seem to be overwhelmed by all the negative
things happening to you and you can’t find a positive anywhere.
We seem to be having these kinds of moods more and more
often these days, and there are some important scientific
studies recently reporting that we are likely the most highly
stressed generation ever. But hopefully, we’ve all developed
techniques for when we feel this way, like going to for a quiet
walk, taking a warm bath, listening to some soothing music.
Over the years we’ve hopefully learned what helps us best
when we’re feeling over-stressed, and how to spot the signs
early and prevent ourselves from getting over-stressed.

But what happens with young children who haven’t learned
these ‘self-regulating’ strategies yet: how do they cope when
they’re feeling over-stressed? In fact, it is even more serious
for children; for they may get over-stressed much more
readily than we do. The signs of over-stressed children have
been growing steadily over the past few decades and seem
to have accelerated a little over the past ten years, no doubt
in part because of the technological and demographic
changes that are occurring at such a rapid pace. We must ask
the basic question: ‘What are the signs of when a child is
over-stressed?’

Well, remember our gas pedal and brake metaphor? The
more stressors a child experiences, the more he has to put
his foot on the gas; and the more he does this, the more his
brake starts to wear out, starts to lose some of its ability to
enable us to recover and restore. If this happens too much, if
the child is chronically over-stressed, he can develop what
clinicians refer to as an Allostatic Load Condition. The signs
of this condition are:

The child has a stress response that is way over the top,
incommensurate with the actual stressor involved.
The child has a stress response in situations where such a
response wasn’t warranted.
The child can’t calm down once he has a stress response.
The child is extremely volatile in his moods and emotions,
swinging quite quickly from, e.g., being calm to being
agitated.

These are the criteria that clinicians might use; but what are
the signs for parents that our child is over-stressed? The
strongest signs that a child’s ANS has been overworking are
when a child has a lot of trouble paying attention to us, or
even responding to his name; or a lot of trouble doing the
simplest things that we ask, like come to dinner; or is very
crabby when he wakes up in the morning, or never seems to
be happy during the day; or when he argues with us a lot, or
seems to want to oppose our wishes, however reasonable
these might be; or when he gets angry a lot, or too angry, or
resorts to hurtful words or even hitting; or when he seems to
be incredibly impulsive and easily distracted; or when he has
a great deal of trouble tolerating frustration; or when it is
impossible for him to sit still, or go to bed, or think through
even the simples of problems, or get along with other
children, or have any positive interests and be inordinately
drawn to watching tv or playing video games.

Our techniques of ‘managing’ these behaviours are not only
often ineffective, but may actually be counterproductive in far
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too many cases, leaving the child even more withdrawn or
angry or impulsive or oppositional. What’s more, these
behaviour management techniques can be very hard on
parents. Instead of having the warm, loving relationships we
anticipated, we find ourselves playing the role of policeman
or disciplinarian, in a constant state of war with our child. And
the worse our child behaves in public, or at school, the more
we feel this as a reflection of our ‘poor parenting skills’!

But what the revolution in developmental neuroscience is
telling us is that, before we go down this road of trying to
punish our child for behaviours that we find irritating or
upsetting, or coax our child to behave the way we want, or
beating up ourselves, we should first of all be asking: why
are we seeing such-and-such a behaviour?

This is called reframing a child’s behaviour: that is, trying to
understand why we are seeing any of the above behaviours. If
these behaviours are caused by an autonomic nervous system
that is being overworked – by a child who, quite simply, is under
too much stress – we need to figure out three crucial things:
1. What are the causes of our child’s stress?
2. How can we mitigate those stresses?
3. How can we teach our child to do this on his or her own,

to self-regulate?

We have been studying these questions very carefully at the
Milton and Ethel Harris Research Initiative for many years now
and have come up with a five-domain model of self-regulation,
based on the pioneering work of Dr Stanley Greenspan. These
five domains represent the five primary sources of stress in a
child’s life, beginning from birth and running right up to the end
of adolescence. The five domains are:
1. Physiological
2. Emotional
3. Cognitive
4. Social
5. Prosocial

There are two points that are critical here, as you try to
understand this model and incorporate it into your day-to-day
parenting or work with children. The first is that all of these
domains influence each other, so you can’t focus on just one
but have to look at the whole system, at the whole child. And
the second is that stress is a much more subtle concept than
you may have previously thought.

For most of us, we associate stress with the things that go on
at the office, or trying to pass an exam; but at the first,

physiological level, stress can refer to something in the
environment – noise, light, smells – that can overload a
delicate nervous system that is just developing. And all of our
research tells us that we are seeing more and more children
and youths that are getting overloaded by their physical
environment.

Emotion regulation refers to two basic aspects of this core
element in a child’s life: the child’s ability to experience those
positive emotions that fuel her ability to learn and control her
impulses – emotions like curiosity, love, happiness – and her
ability to manage those strong negative emotions that quite
significantly deplete her ability to learn or control hers
impulses – emotions like fear, anger, frustration, anxiety.

The cognitive domain relates to mental processes such as
memory, attention, the acquisition and retention of
information, and problem solving. Optimal self-regulation in
this domain means that a child can efficiently sustain and
switch attention, sequence his or her thoughts, keep several
pieces of information in his or her mind at the same time,
ignore distractions, and inhibit impulsive behaviour. The
cognitive domain can be extremely ‘expensive’ on the child’s
ANS, meaning that if they don’t recover from mental
exertions, this can have a serious effect on their ability to self-
regulate in all of the other domains; and, conversely, any
problem self-regulating in the other domains can have a
serious impact on their ability to pay attention, to stay calmly
focused and alert.

If a child is experiencing
problems in the social
domain, this can create a
great deal of anxiety in the
child and profoundly affect
all of the other domains 
of self-regulation, and 
vice versa.

What is involved in the social domain is the ability to
understand, assess, and act on social cues, and to be aware
of the impact of your own actions and utterances on others.
This capacity to understand social situations and monitor our
own actions begins from infancy as a function of the child’s
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interactions with her caregivers. Understanding these cues
are especially important for developing a child’s ability to play
cooperatively with other children and to interact successful in
group situations such as a classroom, a sports team, a music
or drama group, or an after-school club. If a child is
experiencing problems in the social domain, this can create a
great deal of anxiety in the child and profoundly affect all of
the other domains of self-regulation, and vice versa.

The prosocial domain refers to a child’s ability to understand
what others are feeling, to care about their distress, and to try
to do something to alleviate that distress. Over the past
decade we have learned that a child’s prosocial functioning is
a strong predictor of their personal satisfaction and growth as
well as their social success, and is intimately bound up with
all of the other areas in our five-domain model of self-
regulation. It is extremely stressful for other children to
interact with a child with poor prosocial skills, and thus,
extremely stressful on the child himself, all too often leading
to non-functional coping skills like withdrawal or aggression. 

Research has shown that being able to self-regulate in all five
of these domains is the strongest predictor that we have of a
child’s future physical and psychological wellbeing, and
indeed, how well a child will succeed in her life’s pursuits,
academic and otherwise. How well our child can self-
regulate, and indeed, how well we can self-regulate as
parents is an equally big predictor of parental wellbeing, both
physical and psychological. 

Because every child is different, it is imperative that we
understand the scientific principles that apply to a given
domain, and then begin the process of exploration to discover
the particular stressors affecting our child and which
techniques best help him or her to develop optimal self-
regulation. 

If we punish a child for having trouble in one of these
domains, or try to get him to comply with our wishes with
some form of harsh discipline, we run the serious risk of
exacerbating the stress that he is already experiencing. That

is not to say we shouldn’t impose limits on a child; on the
contrary, having no limits, or being exposed to inconsistent
parenting behaviours, for example, being too hard one
moment and then, perhaps out of guilt, too accommodating
the next, can be a significant stressor on the child in its own
right. But if these limits are set in such a way as to help the
child self-regulate, and administered in such a way that a child
is aware of our intentions and comes to embrace these limits
himself, the result is a much more secure and much less
anxious or troubled child. 

We have a new book out, Calm, Alert and Learning:
Classroom Strategies for Self-Regulation, which explains
both the theory outlined here and the practices that both
teachers and parents can implement to enhance self-
regulation (Shanker 2012). We have also launched 
the Canadian Self-Regulation Initiative, explicitly designed 
to help teachers and parents in this critical domain 
(www.self-regulation.ca).

It can take years for these practices to take full effect; but if
we are patient and consistent they will take effect. Always.
What we have learnt over the years we have been studying
self-regulation is incredibly easy to summarise: there is no
such thing as a bad child, or a lazy child, or a stupid child. But
if we do the wrong things, if we punish when we should have
regulated, we can end up with such a child. At the end of the
day we all want the same thing: for our child to wake up
happy and eager to see what adventures or challenges that
new day will bring. And this is achievable for every child.
Every single child.

A new age of child-rearing is about to begin!
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Moving Infant 
Mental Health 
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REFLECTIONS ON POLICY AND PRACTICE  
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INTRODUCTION
The importance of the 0-3 period is widely recognised and
accepted across the fields of psychology, social work and
medicine as being critical to developing protective factors in
children and building a strong foundation for future
development and positive life outcomes. The fundamental
relevance of this key stage is also understood by families of
individual children. However, this knowledge and evidence
has yet to be substantially translated into services for children
and families during pregnancy and up to the age of three.
Over sixty years after the ill-fated Mother and Child scheme,
actively promoting the potential of 0-3 year olds has yet to
become a reality of policy and practice in Ireland. Despite
having the highest birth rate in the European Union, Ireland
has a long way to go to fulfil the aspiration of providing all of
babies born here with the best possible start in life (Ahlers et
al, 2006).

Although the vast majority of families receive a Public Health
Nurse visit within the first 48 hours of returning home from
hospital, and health monitoring appointments and
vaccinations continue throughout infancy, the focus of this
attention and information to parents is largely on growth,
prevention of illness and physical development. There is
limited advice or guidance for parents on how to behave and
interact with their infants, foster healthy emotional and social
development and fully activate their resources in their
parenting role. This is despite the fact that we know that the
interaction between babies and caregivers and the quality of
the relationship that is established between them is a critical
factor in creating secure attachment, the root of lifelong
competencies such as making friends, progressing at school
and living fulfilled and productive adult lives. 

Babies’ capacity to develop healthily and happily can be
capitalised on through responsive, attuned relationships
between key caregivers and infants. Activating positive
parenting is a critical investment in the current and future
wellbeing of children. Parents’ capacity can be supported and
developed by the conscious and deliberate approaches of
frontline practitioners across the health, community and
voluntary sectors who can equip caregivers with skills,
techniques and competency to nurture and encourage positive
development. This article sets out a framework and proposals
to mobilise the practitioner workforce and activate parental
resources to provide the best start in life for 0-3 year olds. 

UNDERPINNING PRINCIPLES
In setting out a framework and proposals to active parental
capacity to foster infant social and emotional development, it
is important to first set out the fundamental principles that
underpin this approach.1

85-90% of brain development occurs in the first three
years of life – the chance to positively influence brain
formation and development is very significant (Schore,
1997).
The start of life is an excellent opportunity to engage with
parents. It is a point at which parents, regardless of
background or the different challenges they face, have
hopes and dreams for their children. The start of a baby’s
life presents a window of opportunity to support parents in
establishing positive, responsive and nurturing patterns of
care for their child. 
Relationships we have at the beginning of our lives are the
key to our future relationships; the relationship between a
baby and their primary caregiver/s is a template for future
relationships. 

1 See for example Shonkoff, J.P. and Phillips, D.A. (Eds) (2000) From Neurons to Neighbourhoods: The science of early childhood development.
Washington DC, National Academy Press; Schore, A. (1994) Affect Regulation and the Origin of the Self: Neurobiology of Emotional Development.
New Jersey. Erlbaum
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The emotional environment around the infant’s first week and
months becomes their touchstone for the rest of their life, it
has a familiar resonance and will influence the interactions
and environments they seek out in the future. If parents are
living in distressed circumstances and there is no alternative
model of nurturing for the parent or baby, such difficulty and
distress can become a pattern. 
Service providers and practitioners have the potential to
equip parents with tools and skills to develop relationships
with their infants. The pattern of engagement with parents is
critical; by service providers demonstrating attentiveness and
responsiveness to parents’ needs, this can allow parents to
replicate such interaction in relationships with their children. 
Cherishing children means also valuing their parents.
Building on the strengths of parents and providing conscious
support is one of the most effective ways contribute to
positive outcomes for children. 

Essentially, infant mental health promotion is about facilitating
everyone who works with infants and new families become
attuned and sensitive to the social-emotional needs of the parent
and baby. In an Infant Mental Health Community, all practitioners
who interact with parents will understand the difference it makes
to provide support to families to ensure that children have the
very best beginning. In bringing this philosophy into the real
world of practice with parents and infants, there are many
different ways of implementing approaches, at multiple levels of
interaction with parents from a nurse or GP visit, to a Family
Resource Centre parent group to referral to more specialised
disciplines within the health service. A key dimension of working
from an Infant Mental Health perspective is engaging with
parents as early as possible and building a strong and trusting
relationship. Operationalising this in the real world means
evidence-informed practice, integrated service delivery, good
communication between professionals within and across
organisations and the development of supportive and
collaborative working relationships with parents and across
disciplines and sectors. 

POLICY RECOMMENDATIONS 
Infant Mental Health practice and policy needs to operate at a
number of levels in response to the needs of families. Providing
an infant’s basic care is a demanding task, and ensuring that an
infant is adequately supported in his or her healthy socio-
emotional development is a challenge for every parent. While
there is no such thing as a perfect parent, or a perfect childhood,
it is important that all of those who care for 0-3s are supported
to be a “good enough parent”. The critical infant-caregiver
relationship needs support to build the understanding and

knowledge to facilitate healthy infant development and positive,
nurturing relationships. Some may require supports and
services that help offset personal and/or systemic and
environmental risk factors that may compromise optimal
developmental outcomes. A much smaller number may need
active intervention by specialist services to address challenges
and ensure the young child’s welfare, protection and wellbeing.
A tiered approach to providing support to parents and infants in
the context of Infant Mental Health framework can support all
families (Ahlers et al, 2006). 

1. Capacity-building of parents
Building the capacity of parents is at the core of infant mental
health approaches. It is about ensuring that parents are
adequately supported in meeting their own needs and
appreciate the power of their role in encouraging their child’s
development. With appropriately skilled practitioners, there are
many ways that this can be achieved. Some examples include: 

Antenatal sessions that explore parents’ feelings about
becoming pregnant and expectations for the new baby from
a psychological perspective.
Baby development clinic that gives space to listening to
parents and provide feedback and active support for babies’
social and emotional development.
Parent and baby groups that foster parent-infant
relationships.
Information sessions for parents on issues like post natal
depression, sleeping, feeding 
Structured, group-based parenting programmes such as
Incredible Years. 

Building capacity 
of parents

Building capacity 
of practitioners

Building local service capacity to
facilitate Infant Mental Health

Practice

Establishing a favourable
policy environment

Awareness-raising and
health promotion
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Structured programmes for parents with focus on particular
aspects of child development such as language. 

Many of these approaches are presented in more detail in the
following article ‘Ballymun – an Infant Mental Health
community: The Ready, Steady, Grow strategy’.

2. Capacity-building of practitioners
The capacity of professionals who engage with parents is a
crucial lever in fostering infant mental health. For parents and
other carers to adequately support the social and emotional
development of babies, it is vital to develop service providers’
competency and capacity in Infant Mental Health through infant-
related education and professional development. Professional
development needs to include knowledge of infant development,
social and emotional wellbeing, brain growth and how best to
support these processes through strong and healthy
relationships and attentive and responsive care. 

Fields as diverse as early care and education, mental health,
health and medical care, social services, child welfare and
community work can all gain from the incorporation of Infant
Mental Health modules into their further and higher education
programmes. There exist modules on Infant Mental Health which
have been delivered as part of university programmes and there
is much scope to extend this further. In addition to undergraduate
training, it is important that the practice skills are consolidated
with in-service mentoring, training and interdisciplinary working.
Reflective supervision has now become well established in the
infant-family field as an essential tool for supporting effective
work with very young children and their families (Weatherston et
al, 2010). The relevance of training and capacity building is
maximised when it is undertaken in cross sectoral and
interdisciplinary contexts as outlined above. A competency
framework in Infant Mental Health which has been developed
(by MI-AIMH [Michigan Association for Infant Mental Health]) to
address workforce capacity building and the expansion of Infant
Mental Health expertise could be applied in Ireland. 

Ensuring the provision of basic level training in Infant Mental
Health as a standard in-service requirement for all health service
providers and integrating Infant Mental Health into routine
continuous professional development, similar to the
implementation of Children First Child Protection Training would
be a very significant development in health services. It is
important too that community based practitioners, particularly
those in Family Resource Centres and Early Years settings
(Pianta, 2011), also benefit from ongoing professional
development in infant mental health (Seibel, 2011).

3. Building local service capacity to facilitate Infant
Mental Health practice

Infant Mental Health strategies are most effective when they
bring together practitioners from across a range of disciplines.
While there is considerable understanding of the vital
importance of the parenting relationship in children’s
development amongst certain health disciplines, particularly
psychology, those practitioners most likely to engage with
parents and infants regularly may not have in depth training in
this field. There is a considerable cohort of practitioners in the
health and community sector including Public Health Nurses,
Speech and Language Therapists, Family Support Workers
among others who have significant capacity to activate the
parent-child relationship to foster positive infant mental health
with the requisite skills. The bringing together of practitioners at
a local level can generate new ways of thinking about how to
promote infant mental health and share skills, knowledge and
understanding (Farrer et al, 2005). 

For example, practitioners in Ballymun established local area
service development teams to bring together expertise from the
disciplines such as psychology, speech and language therapy,
nursing, social work and physiotherapy, occupational therapy,
early childhood care and education services and voluntary and
community sector providers to collectively develop a
coordinated strategy and to reconfigure service infrastructure to
address the needs of families in the period of pregnancy, infancy
and toddlerhood. By operating at local area level, such
approaches can explore how existing services can be integrated
and amplified to better meet local need, drawing on international
and local evidence, ensuring that social and emotional
development is afforded adequate consideration, time and
resources. A local area approach allows for the refocusing,
reinforcement and re-visioning of roles within Primary Care
teams and community services to proactively support infant
mental health.

Locally agreed service plans with wide ranging partners
(including the HSE, crèches, community organisations, Family
Resource Centres) to support 0-3s and their families that
integrate infant mental health principles and practices across
multiple levels of services can help to ensure that in any contact
families have with statutory or community services, and at every
level of engagement, there should be awareness of the
importance of supporting early infant relationships, understanding
of how this can be achieved, and proactive supports to link
families with services that will best meet their needs.
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4. Establishing a policy environment that supports
the implementation of infant mental health practice

Integrating prevention and early intervention thinking into policy
planning, public sector reform, and budgeting is critical for
enabling practice to be changed. A policy making culture that
values evidence and is serious about tackling poor life outcomes
has to invest in the early years. This requires considerable vision
at a senior level, cross departmental budgeting and resource
allocation mechanisms that allow benefits to be accrued over
medium term time horizons. Decision makers at various levels
of the public service need to be convinced of the compelling
importance of infancy by practice evidence and provided with a
template of how to maximise the potential of this life stage. 

Infant Mental Health initiatives can contribute to public sector
reform, efficiency and effectiveness by embedding prevention
and early intervention practice in mainstream health and
community and health services deliver improved outcomes.
Investment in prevention is minimal in comparison to the costs
and outcomes from remedial interventions and can result
significant systems change such as more efficient and effective
ways of working. There are models of effective infant mental
health strategies (such as Ballymun and North Cork) in place in
public health services that can inform the direction of future
investment.

Incorporation of infant mental health as the basis to lifelong
mental health into departmental policy frameworks is also
important. Key position documents such as mental health
strategies, public health, primary care and children’s services
policy need to recognise the significance of the relationship
between parents and infants and shape practice implementation
to support that relationship (Gebhard et al, 2011). 

5. Raise awareness of Infant Mental Health as a
public health issue

Understanding how best to support infant development is
important at every level of society, starting with parents and
caregivers and across the range of statutory, community and
voluntary services in the fields of health, education and justice at
a practice, managerial and policy level. It is important that
parents and others who interact with and care for very young
children are as fluent and aware of emotional development
milestones as they are of physical development markers. 

In order to communicate the vital relevance of this period and
reduce the prevalence of social and emotional problems in
children, responsibility for public health promotion and
awareness-raising strategies regarding infant mental health
should be designated to specific units within the Department of
Health and the HSE (such as the Child Health Screening and

Surveillance section of HSE and/or the Health Promotion Unit).
The Irish Association for Infant Mental Health can be an active
partner in shaping these messages about how to support,
promote and sustain the holistic development of 0-3s. 

There is particular scope to increase understanding of infant
mental health among antenatal services, maternity hospitals,
midwives, GPs, practice nurses, public health nurses, other
Primary Care Team personnel, Early Years practitioners, Family
Resource Centres and other community service providers. This
may include the development and distribution of information,
advice and guidance to parents in a variety of accessible and
practical ways and could include information campaigns aimed
at practitioners as well as parents. The establishment of a
partnership between the Irish Association for Infant Mental
Health and the HSE/Department of Health could facilitate the
integration of emerging research and evidence-based
developments on all areas of early development so that vital
information and competence can be integrated into care-giving
practices and parents and caregivers have easy and timely
access to relevant knowledge (Farrer, 2011). 

CONCLUSION
Full recognition, at political, policy and practice levels, of the
power of infant mental health practice to transform the lives of
children and parents is as yet some way off. However, there are
very exciting and encouraging developments, particularly at local
community level across a number of areas in Ireland that
provide models for the future. Equally, there is increasing
recognition within public services of the significance of the 0-3
period for brain development and emerging appreciation of the
capacity for the State to actively engage with families during that
period. Finally, infant mental health is an important part of a
national child welfare and protection strategy committed to
maximising protective factors and minimising risk and harm to
children from their earliest days and weeks of life.
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INTRODUCTION
youngballymun is an area-based 10-year Prevention and
Early Intervention Strategy to improve education, health and
mental health outcomes for children and families in
Ballymun1. It is a universal strategy that builds the capacity of
parents, service providers and systems to implement
evidence-based practice in their day-to-day roles, thereby
mainstreaming practice from the outset. The initiative
develops protective factors in children from infancy and early
childhood (such as healthy attachment and early language
development), which are built upon by strategies to
strengthen specific skills and competencies (such as literacy
and pro social behaviour) as a child progresses through pre-
school and school. The strategy adopts a life cycle approach
to promote and foster healthy child development from the
earliest stages and thereafter. 

READY, STEADY, GROW: AN INFANT MENTAL
HEALTH STRATEGY
Ready, Steady, Grow is the strand of the youngballymun
strategy that focuses on infants, young children and their
parents from pregnancy until the age of three. The strategy
implements prevention and early intervention practice as an
essential mechanism to deliver positive child outcomes and is
centred on fostering parent-child relationships and nurturing
and building upon protective factors. Ready, Steady, Grow
engages with those who impact on the life experience and
development of the infant, building the capacity of parents,
practitioners, services and systems to appropriately support
the developmental needs of infants and toddlers with a
particular focus on the parent-infant relationship and social
and emotional development. These core infant mental health
principles guide and shape the practice across the spectrum
of universal to specialist services. 

BALLYMUN – AN INFANT 
MENTAL HEALTH COMMUNITY:
THE READY, STEADY, GROW STRATEGY

ANN STELLENBERG, Programme Manager youngballymun, and Mary Fanning, Integration Facilitator for Ready, Steady, Grow youngballymun
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Mirroring the framework for implementing infant mental
health (IMH) policy and practice outlined in “Moving Infant
Mental Health from theory to reality: Reflections on policy
and practice” (see the next article in this issue), Ready,
Steady, Grow, youngballymun’s infant mental health strategy,
includes the following strands of work:

1. Building capacity of parents 
The centrepiece of Ready, Steady, Grow’s strategy to build
parental capacity is the universal delivery of the Parent-Child
Psychological Support Programme (PCPS). This evidence-
informed programme, jointly delivered by HSE Public Health
Nurses and youngballymun (Speech and Language Therapist
seconded from the HSE), provides seven clinic visits for
parents and babies in the period birth to age 18 months. The
programme has been running for three years in Ballymun and
has an average uptake of 70% of newborns. In addition to
close monitoring of the baby’s development at each visit,
particular attention is paid to the evolving relationship between
the baby and parent/s and to parental wellbeing which is key to
her/his emotional availability to the baby. Consultations are
conducted in a respectful, non-judgmental atmosphere which
honours the parent’s central role in setting the foundations for
their baby’s optimal development, competence and coping
skills throughout childhood and beyond.

The multidisciplinary PCPS team provides developmental
guidance and positive feedback on observed sensitive
parenting practices as they relate to the baby’s psychological

health, wellbeing, learning and social development. Provision
of this level of universal parent support increases protective
factors and can mitigate the adverse effects of risk factors
for later social-emotional/developmental difficulties. Where
vulnerability affects the baby or parent-infant relationship, this
is identified early and specific guidance and support are
given. Each toddler’s attachment style to the main care-giving
parent is formally assessed at 15 months, using Ainsworth’s
Strange Situation assessment procedure. 

As prevention and early identification of developmental risk
is a key feature of PCPS, it is vital that a range and
continuum of support and intervention referral services is
available to parents and babies identified as needing
additional supports. A range of flexible, responsive and
accessible services is required to complement existing health
services for parents and young children. In this regard,
services for 0-3s to further build parental capacity have been
developed, enhanced or expanded in Ballymun since the
inception of PCPS. These include: 

Baby and Me: A weekly Family Resource Centre-hosted
parent and baby group offering themed advice and
guidance for parents of babies up to 12 months. This also
provides a valuable social outlet especially for first time
parents or isolated parents.
Baby Ballymun: A workshop series co-delivered by
Public Health Nurses (PHN) and youngballymun aimed
at building parental awareness and capacity to support
their child’s early development. Workshop sessions focus
on specific issues such as post natal depression, sleeping
and feeding, and are repeated at regular intervals. This
model provides for a timely, brief and focused
intervention where a particular issue has been identified
by a parent or professional. 
Baby Massage: Classes for parents of newborns to
crawling stage to support the development of parent-child
attunement and early parent-child relationship.
Talk and Play Everyday: Incorporating principles from the
Hanen: You Make the Difference Programme2, Infant Mental
Health and High Scope. These weekly interactive play-
based sessions with parents and toddlers (12-24 months)
facilitate the building of parent-child attunement. This
evidence-informed model provides opportunities for parents
to develop child-centred enjoyable interactions with their
toddlers while learning from other parent-toddler dyads and
supported by the youngballymun facilitators.
Incredible Years Toddler Programme: An evidence-
based parenting programme to build parental capacity to

2 Further info available here: http://www.hanen.org/Home.aspx
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develop children’s social and emotional skills. This
programme is for parents of toddlers from 12 months to
3 years and is an ideal follow-on from the PCPS at 18
months. This is a crucial stage in the parent-toddler
relationship as the child grapples with increased mobility,
emerging independence and strong emotions. Access is
by referral from Parent Child Psychological Support
Programme and delivered through a partnership between
youngballymun and CAFTA, the child and family training
agency in Ballymun.
Hanen: “You Make the Difference”: An evidence-
based programme supporting positive parent-child
interaction and attunement with a particular focus on
language. The programme is delivered weekly by HSE
Speech and Language Therapists and youngballymun and
access is by referral from Parent Child Psychological
Support Programme, the HSE Speech and Language
Therapist or Public Health Nurse. 
Individual Infant Mental Health Intervention: These
therapeutic interventions for parent and baby together,
often home based, are provided by Primary Care
Psychologist and Child and Adolescent Mental Health
Team for parents and babies/toddlers where more
significant vulnerability and risk are present.
Appointments are on a weekly or fortnightly basis.

2. Building capacity of practitioners 
The Ready, Steady, Grow strategy is built on the basis that
building the capacity of practitioners and wider systems will
enable the development of parental capacity and, as a result,
foster positive child outcomes. To this end, a major
programme of capacity building of practitioners has been
engaged in. Structured training and capacity building has
taken place in Ballymun to enable the incorporation of infant
mental health principles into the delivery of services for 0-3s
and their parents. This has consisted of:

16 days of training in the delivery of the Parent-Child
Psychological Support Programme to Public Health
Nurses and Speech and Language Therapists, delivered
by the programme developer, Prof. M Angeles Cerezo.
A series of training programmes based on the Michigan
Association of Infant Mental Health (MI-AIMH) training
competencies which were undertaken by frontline
practitioners from across community and statutory services
(home support workers, community workers, early years
practitioners, HSE clinicians) in a multi-disciplinary context. 

Structured training to build practitioners’ capacity has been
supplemented by coaching, mentoring, reflective supervision
and peer supervision:

Monthly supervision/coaching for Parent-Child
Psychological Support Programme practitioners led by
the programme developer.
One-to-one and group-based reflective supervision is
delivered by a MI-AIMH accredited infant mental health
mentor.
An Infant Mental Health Study Group made up of
practitioners who have participated in training convenes
monthly to provide peer support and deepen practice
knowledge and understanding. The group undertakes
case reviews, literature review, reflection and peer
supervision. Practitioners in this group represent a wide
range of disciplines and services working with children
under three and their parents, e.g. public health nursing,
community psychology, child and adolescent mental
health, speech and language therapy, social work,
maternity hospital, children’s hospital, early childhood
education/crèche, family support work and child and
family centre services. 
An ongoing programme of training events which further
build IMH competencies is planned periodically.

To ensure that services for 0-3s are delivered from an IMH
perspective in the longer term, the capacity to deliver training
within the service system needs to become an embedded
and sustainable reality. Ready, Steady, Grow is now planning
training with professionals from additional partner services in
the PCPS model such as HSE Speech and Language
Therapists. In addition, the Infant Mental Health Study group,
using the example set by the well established Mallow and
Fermoy IMH Networks, will follow a systematic route in
developing IMH competencies as outlined by the Michigan
Association of Infant Mental Health. 

3. Building local service capacity to facilitate infant
mental health practice

With Ready, Steady, Grow now entering its fourth year of
implementation, a central tenant of its strategy is to ensure
that the services it co-delivers with statutory and community
services are effectively integrated to secure the delivery of
Infant Mental Health practice into the future. A major
development in the configuration of local services in
Ballymun to facilitate infant mental health practice has been
the extension of Public Health Nurse child development
clinics and the incorporation of the Parent Child
Psychological Support Programme, as described above. 

Other developments in the capacity of local systems and
structures include the expansion of IMH capacity and
expertise within primary care psychology and other clinical
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disciplines and the extension of the practice to work with 
0-3s who, hitherto, were rarely the recipients of mental health
services. This has allowed for the building of referral
pathways from the Parent-Child Psychological Support
Programme to primary and tertiary care such as HSE
Primary Care Psychology, Child and Adolescent Mental
Health Services (CAMHS), HSE Speech and Language
Therapy (SLT) and Assessment Intervention Teams. 

The configuration of community based provision to facilitate
IMH practice has been a significant component of the
strategy in Ballymun. In particular, the Drop-In Well Family
Resource Centre, Home Support Services and an Early
Education Centre have considerably augmented their
practice to consciously support the parent-infant relationship
in the earliest years. This has included staff engaging in
practice development and the establishment of new services
such as parent and baby groups with an IMH dimension and
increased referral of parents to services. Furthermore, other
community organisations (Ballymun Women’s Resource
Centre, Ballymun Regional Youth Resource) facilitate the
delivery of supports to the parent-infant relationship such as
baby massage, language programmes for parents, and
parent and baby groups. A recent development lead by the
Ballymun Local Drugs Task Force in partnership with
Ballymun Youth Action Project will see the appointment of an
infant-parent support worker, who will work in collaboration
with Ready, Steady, Grow and other local agencies, to
support drug-using parents of children 0–2 years to access
appropriate supports.

This approach to service
delivery, that recognises
that needs are multiple and
varied, supports parents
and young children to
engage with services,
shifting from an ‘either-or’
intervention option to an
‘as-well-as’ alternative. 

This approach to service delivery, that recognises that needs
are multiple and varied, supports parents and young children
to engage with services, shifting from an ‘either-or’
intervention option to an ‘as-well-as’ alternative. 

As the youngballymun strategy progresses through its 10-
year timeframe, the focus is increasingly on embedding of
practice and sustainability. This is fostered primarily through
collaboration and relationship-building across the health and
community service sector and the generation of a shared
ownership of provision for 0-3s. Key service delivery
partners across the statutory and community sector (PHN,
SLT, Psychology, Mater CAMHS; Family Resource Centre;
Early Years Service; Home Support Services; voluntary
sector) all recognise their remit around service delivery for
0-3s, and specifically around social and emotional
development. The establishment more recently of an IMH
Study Group and membership of the Irish Association of IMH
formalise a focus on IMH and are a potential ‘home’ for
driving the ongoing development of practice beyond the life
of youngballymun. 

4. Establishing a favourable policy environment
Interwoven with the local practice and structural change
process is a focus on integrating infant mental health into the
national policy framework. This work has involved the
convening of an Infant Mental Health working group which
included practitioners from different parts of the country as well
as national advocacy organisations. This working group has
developed a discussion document and position paper which
has provided the basis of a number of policy submissions. The
group, through various forums and networks, has also shared
Infant Mental Health policy and practice perspectives with other
children’s organisations and advocacy groups. 

The current policy landscape is rapidly shifting and the last
18 months has seen the establishment of a new Department
of Children and Youth Affairs, the report of the Task Force on
the Child and Family Services Agency and proposals for a
radical overhaul and eventual dissolution of the HSE, all of
which considerably influence the practice environment for 0-
3s. This change provides opportunities to integrate infant
mental health and prevention and early intervention
approaches into emerging structures. The drawing up of the
National Framework for Children’s Policy and the
development of the National Early Years strategy as a
constituent strand is a key evolution in the policy landscape
which it is hoped will reflect the need for evidence-based
prevention and early interventions and, support services to
parents at the 0-3 stage. 

5. Awareness raising
For any development in service or practice, a necessary
precursor is for those involved in making decisions and
working with parents to be aware of the field of infant



mental health and the capacity for working in this way to
have a significant impact on children. The process of
service design and development in Ballymun brought
together professionals from across a range of disciplines
and sectors to consider how best to ensure that all children
achieve their full potential. This phase involved extensive
engagement with evidence and grew understanding and
knowledge across the service community in Ballymun
(particularly Public Health Nurses, Speech and Language
Therapists, Psychologists and the community sector) of the
vital significance of the 0-3 period for child outcomes, the
importance of the parent-infant relationship in building a
foundation for development and the potential for
practitioners to actively support that relationship.

Since then, this knowledge has been disseminated more
widely, through deliberative engagement in meetings and
other forums, to a wider group of service providers in both
the statutory and community sector. Awareness raising
activity has been targeted at senior health service managers
and heads of discipline at local area level as well as at
individual groups of practitioners. Increasingly, community
organisations who work with families have engaged in this
process. More laterally, awareness raising activity has
focused on policy makers at a national level, within
government departments and national agencies, who make
decisions about resource allocation and service structures. 

The awareness-raising strategy has included informal
networking, workshops, briefings, conference presentations,
policy submissions and meetings at various levels. An
important formal awareness-raising event was a conference,
‘A Child is Born: breakthrough learning and practice on Infant
Mental Health’ held in December 2009 in the Axis Centre in
Ballymun, which was addressed by international experts on
infant mental health Dr. Stuart Shanker and Prof. M
Angeléles Cerezo. A more recent event held Buswells Hotel
in October 2011 was an National Infant Mental Health
Practice and Policy Forum chaired by Róisín Shortall,
Minister of State, Department of Health with responsibility for
Primary Care, which brought together infant mental health
practitioners across various disciplines with officials from a
range of government departments and national agencies to
reflect on how infant mental health practice could best be
supported. 

This initiative by Barnardos, a dedicated issue of Childlinks to
Infant Mental Health is yet another milestone in raising
awareness of the importance of the earliest years of life.

CONCLUSION 
The implementation of this strategy has been made possible
by the enthusiasm, vision and commitment of practitioners in
various contexts at local and national level and by the
engagement and participation of parents and their infants. Its
core focus is on enhancing life outcomes for all children in
Ballymun and it has developed a multi-layered systematic
approach to achieving this through the implementation of
prevention and early intervention practices for 0-3 year olds.
Ready, Steady, Grow therefore provides a model of an area-
based Infant mental health strategy offering practice,
operational and systemic learning opportunities, putting
infants, toddlers and their parents firmly on the radar for
optimal socio-emotional development from the beginnings of
life. The evaluation of Ready, Steady, Grow will be available
in early 2013 and youngballymun looks forward sharing
further learning from the strategy. 
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CHRISTINE HENNESSY, Barnardos Post Adoption Service

Barnardos Post 
Adoption Service
Supporting Adoptive
Parents Raising 
Children with 
Early Trauma 
and Neglect 

The children have been born in a wide variety of countries such
as Russia, Ukraine, Ethiopia and Kazhakstan. Most of them have
suffered significant neglect and trauma and are coming home to
their adoptive parents between six months and four years of age.
Many have had several moves before adoption between their
birth family, hospital and various institutions and have had little or
no experience of an available attachment figure prior to
adoption. The essential foundations supporting good infant
mental health were lacking for many of these children.

This article will outline what the experience of the service has
been of the emotional/ behaviour issues for these children
and the challenges for their parents, starting with an overview
of a model of healthy attachment. I will also highlight the
theoretical base the Post Adoption Service draws on to meet
the needs of the children referred.

THE DANCE OF ATTACHMENT
Holly Van Gulden in her book The Dance of Attachment
offers a wonderfully readable explanation of the development
of normal attachment in infants. She emphasises that
attachment is a sensory experience and that stages are
essential and predictable. It is useful to go through the early
stages in Van Gulden’s model and to contrast the infant
experiences in normal attachment with the emotional/
behaviour consequences for the children who have not had
these essential needs met. The stages of attachment cannot
be missed without consequences for the child and
opportunities for healing must be offered within a subsequent
loving parenting relationship if the child is to move towards
recovery.

Barnardos Post Adoption Service has been working intensively for the past
five years with children who have been adopted from abroad and their
parents. Staff in the service have worked with over 60 children to date as
well as providing parenting sessions, group support and a helpline/email
advice service to over 800 families.



Through these stages the essential building blocks of self-
permanence and constancy are developing. Permanence
develops as the infant’s sensory system comes to predict that
the parent will appear when they express a need. Full
permanence – the ability to hold the sense of security the
parents evokes even in his/her absence – does not solidify until
the child who is normally attached is about five years old. That is
why good pre-school carers evoke a sense of home through
symbols or conversation about every hour for the small child.

Constancy, the other essential building block, develops as the
parent alternates and varies voice tone and prosody when
helping the two year old learn limits. The parent uses a firm tone
but very quickly repairs with voice and probably a hug before
the child gets upset. Thus the child learns that the parent can
provide structure and love at the same time, and also that there
is a difference between the child’s behaviour and the child
himself. The foundation for the ability to differentiate between
guilt at behaviour and shame about self takes another step
forward.

Below are some of the emotional/ behaviour consequences for
the children if the stages of attachment described above have
been missed or not completed.

1. Difficulty with regulation and high anxiety levels.
Children coming from institutional care usually will have spent a
lot of time in the crucial early weeks of the “fog” stage in an
incubator or a cot. They were often not fed on time and certainly
would not have been lifted each time they cried. They were
largely left to self regulate (attempt to calm themselves) without
sensory attunement with an adult body. As a result, their
regulatory systems did not receive the essential calming and the
brain remained in a state of high alert most of the time. This state
of alert is remarkably hard to calm even when the child is placed
in a loving environment and can be easily triggered by what
might seem very innocuous stimulus. Temper tantrums and
rages can be common and very hard to soothe. Many of the
children we see are also subject to sudden alarm as normal
events can be perceived as frightening. Dan Hughes describes
the “shark music” they hear a lot of the time as the brain remains,
much of the time, in a state of hypervigilance. Such anxious
children are also very susceptible to any change, whether it is a
new teacher or even if the furniture has been moved around
when they come home from school!

2. Indiscriminate affection. As the “differentiation” stage
described by Van Gulden has been missing, the children are
lacking in normal “safe base” behaviour. Many children have
developed a superficially charming survival strategy while in
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The first stage outlined by Van Gulden is the “Fog” – birth to 6 weeks. The infant and mother are as one – the mothers
body serves to regulate the child’s physical and emotional state. The parents are learning to respond to the child’s signals
and the infant is beginning to internalise a sense of safety and comfort within the arousal-relaxation cycle and through
“moulding” with the parent’s body. 

The second stage is Symbiosis – 6 weeks-5 months. Positive, physical joyful interactions start between the parents and
the child, and eye contact becomes more and more prolonged. Studies have shown that infants at two months will not be
calmed by feeding alone but need eye contact as well. Colwyn Trevarthan describes the process of primary intersubjectivity
where the child’s perception of himself is based primarily on the parent’s perception of the child. The infant feels the parent’s
joy in him and a positive sense of self begins. This key process is central in the symbiosis stage of attachment.

The third stage is Differentiation – 5-10 months. At this stage the child begins to explore the possibility of the “other than
us” world and will go for a very short time to be held by another trusted adult provided the parent is within reach. At this
stage the baby will show checking behaviour – referring back to his safe base before taking the risk of trusting himself to be
held by another, even very familiar, adult.

The fourth stage is Practising – 10-16 months. The child becomes able to move away from the parent in a new way,
under their own control. At this stage the child begins to take the risk of being out of visual and tactile contact with the parent
but knowing that the parent will come after him – “shadowing and darting”. The child is practising being separate from the
parent while still being in close proximity. Games of hide and seek are a favourite at this age as the child enjoys the
experience of being briefly “lost” but quickly reclaimed again.

The fifth stage is Rapprochement – 16-28 months. Here the child realises he is separate from the parents but this
separateness can cause anxiety. The child at this stage can swing from regressing back to babyhood again to regain the
sense of oneness with the parent to asserting his or her new found independence – the “terrible twos” begin!
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care and will often seek to engage with other adults to have their
needs met. This can be very discouraging for new parents.

3. Stoicism and self reliance. Children with early neglect
have not experienced the symbiotic stage of attachment where
the parents and child develop true intimacy. If the child’s early
hurts –emotional and physical – have not been cared for, they
do not expect to receive attention for an injury and learn to
become very stoic. Many parents say to us, for example, that
they have to be vigilant in watching for falls in the playground
their child does not seem to feel pain. 

4. Control. The children usually do their best to maintain control
over most aspects of their daily lives. As they have not
experienced appropriate total dependence on a parent at the
right stages in the attachment cycle they have learned to be
independent too early. As long as they can control what happens
they feel safe. This can cause difficulties in peer play, for
example as the child insists on only playing games of his/her
choice.

5. Separation anxiety/Sleeping difficulties. Permanence
will be very weak for children who have missed out on the
normal stages of attachment. Sometimes even having a parent’s
attention distracted while making a meal to talking to a neighbour
on the street will raise the child’s anxiety levels. Separating at
bedtime can be very challenging as for these children “out of
sight” suggests the parent has gone and may not come back.

6. Emotional immaturity. One of the peak times for parents
to contact the Post Adoption service for help is when their child
starts school. At this stage the parents can see very clearly that
there is a gap between the child’s cognitive ability, which is often
at an appropriate developmental stage, and their emotional age
which is invariably much younger than their peers. 

Developing an effective intervention to assist parents in
developing attachment for traumatised internationally adopted
children has meant looking to the latest brain research and
attachment practise, particularly in the US. Bruce Perry’s work
on the affect of deprivation on the physical structures of the brain
gives encouragement as to its potential for growth and change
given an attuned attachment relationship, no matter what the age
of the child is. Dan Hughes tells us that behaviour modification,
with its emphasis on frontal brain structures is not generally
affective in helping children with early trauma.

The approaches that Barnardos Post Adoption Service draws
on are attachment based and are focussed on the idea of
supporting parents to be therapeutic parents, to learn how to

heal their children themselves as opposed to individual therapy
for the child. The emphasis throughout is on the parent /child
relationship as opposed to the child’s relationship with the
worker. A neuro sequential approach is applied, starting with
helping parents to work with the gaps in the early stages of
attachment and then moving forward to more cognitive
interventions. 

CASE EXAMPLE
A case example might be helpful in demonstrating how
Barnardos supported one child and his parents. 

Adam was left in the maternity hospital in Moscow by his
mother who disappeared and could not be traced. He was
premature, was in an incubator for four weeks and was then
taken to a children’s home. The children’s home had a large
number of children to each staff member and was run to a
strict routine. The children were attended to very minimally at
night time. Feeding was done to a routine and not necessarily
when the children were hungry. Adam was moved to a home
for older children when he was 12 months old and was
adopted when he was two years and two months. He is his
parent’s first child and they have been waiting to adopt for five
years.

Adam’s parents sought help from the Post Adoption Service
when he was six years of age and going into first class in
school. They were worried about a range of different issues
with their son. They knew that he would be expected to sit for
periods this year in the classroom and felt he would not be
able to tolerate this. He finds it very difficult indeed to be away
from his parents while in school and they are called to the
classroom regularly during the day due to his disruptive
behaviour. He sings to himself when the classroom is quiet,
which is very disruptive to the other children but does not
seem to be able to stop when asked. He is very attention
seeking both at home and in school and extremely active
almost all of the time. He constantly forgets things he needs
for school and finds moving through tasks very difficult.

Adam takes forever to settle to sleep and is often very tired
in the mornings. According to his parents he “loses it” when
they discipline him. They have tried the “naughty step” but
this seems to make it worse. He is a very literal child, if his
dad jokes with him or teases him he flies into a rage that is
very difficult to deal with. He has said to his parents that he is
“a bad boy” and seems to get worse when they reassure him
how loveable he is. His parents felt very disheartened and
had said they have wondered if “they are the right parents for
Adam”.



The first step in working with Adam and his parents was to
offer the parents several sessions for themselves to help
them understand the impact of the early neglect and trauma
on Adam. Staff also looked with them at their own attachment
history and how some of their issues might be triggered by
Adam’s behaviour and emotions. The parents, Ann and Mike,
learned about the importance of strengthening Adam’s sense
of permanence by creating transitional objects. Transitional
objects help children to evoke their parent’s presence when
they are not there, helping with bedtimes and separation in
school. They took a photograph of Adam with each of them
and had this beside his bed and in his schoolbag. They also
gave him a hanky that had the smell of Ann’s body lotion on
it. As Holly Van Gulden stresses, attachment is a sensory
experience.

Mike and Ann learned from staff about the affect of lack of
intersubjectivity in infancy for Adam that has led to a
pervasive sense of shame which is such a common feature
for children with early trauma. The PACE approach
developed by Dan Hughes – playfulness, acceptance,
curiosity and empathy was explained to them. This helped
them understand how difficult it is for Adam to accept
reassurance about how loveable he is as this feels such a
mismatch for him with his internal view of self.

They have learned about the affects of the lack of early
constancy for Adam and that this is the reason why he reacts
so strongly when disciplined. The angry parent is the whole
parent to Adam in that moment and they need to offer
discipline in very much shorter bursts and repair with him
very quickly, as if he was an eighteen month old.

In looking at the school issues there were clues in Adam’s
early history about his behaviour. Silence is frightening to him
as it evoked a sensory memory of the home where nobody
came in the silence. Barnardos staff explained this to the
teacher and she decided to allow soft music to play in the
background of the classroom so there was never complete
silence, which helped Adam’s anxiety levels. She also moved
his position in the classroom to be nearer to her and kept him
in the same position rather than changing him around. She
started to “check in” with him more regularly –sending him
on small errands so that he had the sense of being “kept in
mind” which was very helpful to a child with such weak
permanence. The teacher also understands that Adam’s
executive functioning skills were impacted by his early trauma
and that he needs a lot more help with physical organisation
than other children of his age.

Barnardos provided sessions of Theraplay to Adam and his
parents. The Theraplay assessment, the Marshak interaction
Method, which is videoed, gave Adam’s parents more
information on the areas of difficulty in their relationship with
their son. Theraplay has its emphasis on attuned, relationship
based, structured play which is offered to the parent-child
dyad. It focuses on meeting the child’s early emotional needs
and is designed to reduce anxiety levels for the child and to
improve the parent-child relationship. It addresses the child’s
needs in the here and now and is also aimed at supporting
parents in regaining a sense of joy in their child. As Adam
progresses in Theraplay other more verbal inventions will be
added such as “parts“ work, which aims to help the child
name and integrate aspects of self, such as emotions,
strengths and experiences.

The impact of early neglect and trauma clearly makes the
attachment process to new parents slower and more difficult.
Parents often find it so hard to understand that some of the
difficulties Adam and his parents experienced remain
persistent even though they are doing their best to offer love
and care. This is disheartening and first-time parents can be
particularly vulnerable to a sense of “failure”. Parents need
clear information towards understanding their child’s
emotions and behaviour in the context of his early
experiences. Parents and children also need much more
extensive and countrywide well funded and skilled post
adoption/fostering services from professionals who
understand the complexities involved in caring for children
with early neglect and trauma. 
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THE PARENT-CHILD PSYCHOLOGICAL
SUPPORT PROGRAMMETM

PROMOTING INFANT MENTAL
HEALTH IN IRISH CHILDREN

INTRODUCTION
The Parent-Child Psychological Support ProgrammeTM

(PCPS) has been operating in Ireland since 2001. The
PCPS converts infant mental health principles into a centre-
based service for local communities. This Programme covers
all newborns within a given catchment area. It provides
individually tailored interventions to infants and their parents
over the child’s first 18 months of life. To date, over 1,700
Irish babies and their parents have participated in this state-
of-the-art service, which was initially developed in Spain in
1990.

ORIGINS
In the summer of 1998 I was invited to Dublin to give a one
day-seminar in Dublin about the primary prevention project
Programa de Apoyo Psicólogico P/Materno-Infantil©

(PAPMI) developed and operating in Spain since 1990. The
pilot study of the latter had been funded by the Regional
Government of Valencia in 1989. The seminar jointly
sponsored by the Eastern Health Board (EHB) and the
Children’s University Hospital, Temple St. was attended by
120 delegates including several managers from EHB. The
Child Care Manager (Area 4), Olga Garland, was very much
interested in getting that kind of service for Jobstown,
Tallaght. In September 2000, I got special permission from

the University of Valencia to go to Dublin as a Visiting
Professor at Trinity College, Department of Psychology, and
the Children’s Research Centre, with the specific
commitment to adjust and develop the Irish version of
PAPMI.

For three months I studied the Irish context and networks of
services for babies and also did home visits with locals Public
Health Nurses (PHNs), sat in an emergency duty with social
workers, and had meetings with child care workers and
speech and language therapists. By the end of that period, a
report was delivered and the plan was developed for the
implementation of the Irish version of PAPMI: The Parent-
Child Psychological Support ProgrammeTM (PCPS). In May
2001, the PCPS welcomed the first baby to the Mary
Mercer Health Centre, Jobstown, Dublin. The staff had been
trained, the protocols adjusted and translated, the premises
organised and the system was operational. The team was
multidisciplinary including Public Health Nursing, Social
Work, Child Care, Speech and Language Therapy and
Psychology. These professionals were allowed to dedicate a
certain amount of time per month to work in the PCPS.
There were a Programme Coordinator and Assistant and
Administration support, and I had the role of consultant and
trainer of new staff to preserve the fidelity of the programme.



The PCPS operated one day per week until 2009 when the
Health Service Executive (HSE) withdrew funding. Its
coverage over eight years of operation was 40% of the
catchment area and 860 parents and babies participated1. 

In 2009 the PCPS was implemented in Ballymun under the
youngballymun Project as a central strand of the project
devoted to 0-3 years of age, a section they called Ready,
Steady, Grow. The PCPS operates three days a week
throughout the year, and there are two days a week to follow
up and do Introductory Visits to the new participants. In two
and a half years more than 900 parents have participated
and the coverage is over 75% of the catchment area. The
high coverage figures are due to the collaborative work and
integration of efforts that involve the partnership with the
HSE and the Public Health Nurses. The impact of the PCPS
is being independently evaluated. 

INFANT MENTAL HEALTH AND PCPS
In 2001, Trevarthen, in his article entitled: “The principles of
infant mental health define the fundamental interpersonal
needs for the whole life cycle”, used the themes covered in
the Infant Mental Health Journal (IMHJ) to define the
discipline of Infant Mental Health (IMH). He highlighted the
most central themes as the field of IMH itself and IMH
services, caregiver-infant interactions, conditions placing
infants at risk and infant development outcomes. Interestingly
enough, articles about attachment increased dramatically in
the journal in the late 1990s. 

Selma Fraiberg, a powerful figure in the IMH movement,
advocates for a practice that strengthens the development
and well-being of infants and young children within secure
and stable parent-child relationships. This is based on the
new knowledge about early development and relationships
that synergied in the last quarter of the 20th century, which
was considered by Fraiberg (1980) “a treasure that should
be returned to babies and their families as a gift from
science” (p. 3). She referred to this practice as Infant Mental
Health, because it referred to children under three (“infant”),
to their social and cognitive domains (mental) and to their
well-being and that of their families (health).

The PCPS aims to promote infant well-being in the parenting
context. That is, it aims to improve parent-child relationships
by supporting parenting in a way that promotes the child’s
optimum development in emotional, social and cognitive
domains. Because it is acknowledged that children’s lives are
often loaded with many risks and recurring stressors, the
PCPS is process-oriented and focuses on the protective

systems related to competence development. Thus,
prevention and intervention are oriented to provide
cumulative, protective efforts to address cumulative risk
processes. 

This general goal is founded on a few major interconnected
facts:

Parenting a new infant is a stressful transitional event that
requires support: Therefore, we must mind the minder.
Infancy is the period of a human being’s life in which s/he
is more vulnerable and less visible for communities.
Competent/appropriate parenting practices must be
supported and promoted: there are no risky parents but
risky practices for the particular characteristics and
circumstances of a given infant.
Early intervention, support and preventative services are
essential for all parents for the well-being of their babies
because risk is dynamic. 

There are also more specific bases on which the programme
has been built. These bases are the theoretical structures that
are converted into the protocols, instruments and practices of
PCPS. Two of these are:

1. Parenting as a task: it’s a special job for life that requires
adaptation and flexibility. Parenting infants is particularly
physically and emotionally demanding. To consider
parenting as a task implies the following important
dimensions: abilities, skills, satisfaction in the role,
perception of self-efficacy in parenting and possibilities
to learn and improve. It is also a useful frame to
understand that life stressors, personal factors, marital
problems, and the resulting distress can negatively affect
the quality of parenting and the parent’s physical and
emotional availability to carry out the task. 

2. Infant-caregiver synchrony and mutual understanding is
the core of the basic template for relationships in a
child’s mind. In the interpersonal relationship, the infant’s
brain relies on the parent brain’s mature functions to
organise its processes and emotions (Siegel, 1999).
Psychological processes involved in caregiver-infant
interactions can alter brain structure, function and
organisation, and gene expression. If developed
properly this can lead to a resilient performance in
adversity (Cichetti & Curtis, 2006). 

To make the emotional relationship between the
caregiver and the infant central implies that it is valued. It
requires helping parents to know their children better to
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work on their expectations, attributions, etc. Thus,
parents will read their infant’s signals in a more attuned
way. The assessment of the infant’s quality of attachment
provides important information about the child’s
representation of the relationship. A secure attachment
is considered an adaptive protective system related with
competence development and resilient functioning
(Masten & Powell, 2003; Luthar, 2006)

ONE IMAGE… WORTH A THOUSAND WORDS: 
The PCPS Logo
The PCPS logo illustrates
its essence. In contrast with
other images, for example,
a baby in its mother’s arms,
the logo emphasises that
the child is a separate
individual who has to
develop. Well supported but, at the same time, as free as
possible. The infant is looking into the parent’s eyes and at
the big world that the parent represents. The parent is looking
down making direct eye contact and the child is responding
to that, from below. They are connected. The parent is sitting
down in a steady position, and is supported by a chair made
from the name of the programme. 

The programme assists the dyad by supporting the caregiver
with a ‘parenting’ attitude that mirrors the one it aims to
promote. The three words that make up the Programme are
the “Parent-Child” unit, the “Support” and the type of
support: “Psychological”.

WHAT DOES THE PROGRAMME CONSIST OF? 
The programme consists of a calendar of visits, one every
trimester. Before this calendar of visits starts, the parents have
an introductory visit to gather basic information about the baby
and the family. What does a visit consists of? Let’s pretend that a
PCPS mother who is just finishing the programme with her
toddler is chatting with a friend who has a new baby. If the
toddler could speak and wanted to explain what his experience
of the PCPS was like, it would sound something like this:

Toddler: “I’m just coming from my regular check-up at
PCPS!”

Baby: “A check-up??”
Toddler: “Yeah, my mum and my dad have taken me to this

thing they called the PCPS every three months, or
so, since I was born and there we go into three
different rooms.”

Baby: “What goes on there?”

Toddler: “What happens is that the check-up has sort of
stops or ‘stations’ and the first one is all about my
growth. They weigh and measure me and my
mother explains about my food. Then, immediately
after we move to a second one, where it’s all about
development in all areas, I show what I do with my
hands, my speech… and then mum (or dad) and I
play for a few minutes to see how attuned we are to
each other. Imagine, they make a video and they
give my parents feedback about nice ways to play.”

Baby: “And the next stop?”
Toddler: “The final one, the results of the day are given to mum

and dad, they talk sometimes about how my brain
develops! If there is some other service that could
be good for me or for parenting they can connect
with those. Then they get to talk about how life is
going for them. The minders have to be minded as
well, you know? Then we leave with our
appointment for the next visit.”

Baby: “Hmmm”
Toddler: “Ah! All the visits were like this except the one when

I was fifteen months old. That time, instead of
having me exploring cubes and toys and stuff, we
were in a sort of a waiting room and mum needed
to leave a couple of times for a few minutes. When
she left there was a person I didn’t know who
played with me. When my mum came back I was
happy and we played and went home. My mum
and dad have got a nice DVD with me all the times
we were playing together in the Programme.”

Baby: “That sounds grand!”

LEVELS OF INTERVENTION
In each visit, depending on the circumstances, the level of
intervention can be different. Basically there are three
possibilities:

1. Parents and babies doing as expected. A parent
educational strategy is followed in the context of the
professional-parent relationship: sharing information and
concerns about children and parenting, as well as exploring and
working on knowledge, attributions and expectations.

2. Parents with ability and sensitivity but temporarily
overwhelmed (depression, isolation, marital conflicts). These
parents may need training in self-regulation and discriminating
the source of their stressors when they are parenting. Issues that
affect their parenting are address as required. External referral
may be considered.
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3. Multi-stressed parents who also lack sensitivity. In
these cases, highly specific training is required to teach them
how to detect and interpret their baby’s cues and how to
respond appropriately. They also may require additional training
in discriminating the source of their stressors and how to cope
with them. Those cases are screen to be discussed at a special
case management session to design best approach. The follow-
up continues until needs are being met or identified goals have
been achieved.

Attention to the baby, the parent, and the developing parent-child
relationship require a comprehensive and intensive approach.
Moreover, for effective early detection of serious developmental
delay and/or relationship disturbance, it is important to listen
carefully to, and understand, the capacities of the child and
family. At all times, the PCPS staff must maintain a non-
judgmental approach to parenting so as to empower all the
possible existing resources.

CHARACTERISTICS OF PCPS IN TERMS OF
DESIGN AND TARGET POPULATION

The PCSP is a centre-based programme (most
programmes are home-visit based). Cases that are
considered to require a home visit for a particular purpose at
any time over the period of the programme will receive it. 

The programme establishes an individual relation with the
parent and the baby until the child is about 18 months. If
necessary there is contact with the programme between
scheduled visits. Likewise, sometimes the calendar of
visits to the centre is extended by one or two more visits
(many programmes are group interventions).

It addresses itself to all newborns within a given catchment
area (most programmes target so-called “risk” groups).

The PCPS has physical and mental health screening
components and a special emphasis on the caregiver-infant
dyad. Thus in that context it incorporates using visits during the
first year of life, the specific assessment of father/mother-child
interaction to sustain and /or promote attunement and
synchrony. This is a proven antecedent of the development of
the infant’s secure attachment. The infant’s socio-emotional
development is assessed using the Strange Situation
Procedure: a test to assess the quality of attachment designed
by Ainsworth et al. (1978). Well-known American programmes
like Early Head Start (EHS), the version for young children,
developed in 1995 is only recently focusing on attachment (see
Attachment and Human Development in 2011, Special Issue
for “Attachment research and EHS: from data to practice”).

CONCLUSION
For Fraiberg, IMH had three components: scientific study,
preventive intervention programmes and advocacy. Social
policy development is central in acknowledging the primacy
of the infant and their caregivers. In fact, it is already
acknowledged that intervention needs to start in infancy
because, as Heckmann & Masterov (2007) pointed out,
“school comes too late”. The youngballymun Project is at
present investing in a better future. Certainly, policy does
matter (McGuire & McClorey, 2012) and good
communication, working collaboratively in getting together
our knowledge and skills, will give our children a better start
in life.
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IRISH BEGINNINGS
Infant Mental Health (IMH) is new and emerging field within
Ireland. In 2004, the authors, two Clinical Psychologists
working with the Health Service Executive (HSE), North Cork
Child and Family Psychology sought to address the deficits in
service delivery for infants and toddlers presenting with social,
emotional and behavioural difficulties. This need was also driven
by an increase in the referral rates of younger children
presenting with these problems. To bridge this gap, it was
necessary for the clinicians to develop their competencies in
early social and emotional development and to familiarise
themselves with the extensive international research base
regarding IMH as a model of service delivery. Aware that IMH
was widely used in other developing countries (such as the
United Kingdom, Europe, Australia, America), and in
conjunction with the compelling evidence base on this early
stage of development, the Clinical Psychologists sought to
develop and integrate this knowledge and expertise into existing
service delivery within the Irish Health Services, initially starting
with HSE South, North Cork Primary Care Centre (PCC). 

Service development work focused on initiating and developing
international links for the purpose of skills building and
developing core competencies and expertise. Through this
collaboration, the clinicians developed their competencies in

IMH across numerous levels (e.g. Theoretical Underpinnings of
Infant Mental Health Knowledge, Direct Service Skill Building,
Reflective Practice, Reflective Supervision, and Systems
Expertise). Both Clinicians enrolled for Level III Infant Mental
Health Specialist Endorsement with the Michigan Association
for Infant Mental Health (MI-AIMH) and were successfully
endorsed as Infant Mental Health Specialists in 2007. The
beginning of a long and valued relationship with MI-AIMH was
established in conjunction with the World Association for Infant
Mental Health (WAIMH). These two organisations have been
instrumental in supporting the development of IMH in North
Cork and in other parts of Ireland over the past eight years. In
this relatively short period, IMH has grown and developed and
become a critical knowledge field within Health Service delivery
in Ireland. 

Ireland now has an Irish Association for Infant Mental Health 
(I-AIMH); established in 2009, it is an Affiliate of the WAIMH.
I-AIMH has a growing membership, currently comprising of 48
health care professionals. The Irish Affiliate has also been
represented at the last two international WAIMH Congresses.

This article will outline the assessment and intervention model
implemented by the North Cork Child and Family Psychology
Department, followed by a case example. It will then review the

CATHERINE MAGUIRE AND ROCHELLE MATACZ, Senior Clinical Psychologists and Infant Mental Health Specialists, HSE North Cork

BRIDGING THE
GAP IN SERVICE
DEVELOPMENT IN
NORTH CORK
PRIMARY AND
CONTINUING CARE:
THE DEVELOPMENT
AND INTEGRATION OF
AN INFANT MENTAL
HEALTH MODEL INTO
EXISTING SERVICE
DELIVERY



31

ChildLinks

North Cork IMH interdisciplinary training model which has been
developed and thereafter, discuss the implications of this model
for primary, secondary and tertiary levels of intervention. Finally,
future directions and implications for service delivery will be
discussed. 

DEFINING INFANT MENTAL HEALTH 
Infant Mental Health can be defined as ‘the ability to develop
physically, cognitively, and socially in a manner which allows
infants and toddlers to master the primary emotional tasks of
early childhood without serious disruption caused by harmful life
events. Because infants grow in a context of nurturing
environments, infant mental health involves the psychological
balance of the infant-family system’ (WAIMH Handbook of
Infant Mental Health, vol 1, p. 25). 

Infant mental health is an international field that has grown
rapidly over the past 25 years due to a number of factors. These
include: 

An increase in research investigating infant development and
the importance of the parent-infant relationship on
developmental outcomes.
Advances in brain research on early development and the
impact of early life experiences on same.
Development of theoretical frameworks which understand
social, emotional and behavioural difficulties in the context of
the caregiving relationship, which has shaped clinical
interventions to target the infant-caregiver relationship.

The term infant mental health was first devised by Selma
Fraiberg in her seminal article ‘Ghosts in the Nursery’ (Fraiberg
et al., 1975). She and her colleagues began to consider
disturbances in early relationships and asked important
questions about how to offer a clinical intervention that was able
to address disturbances in both the mother and baby’s clinical
presentation. Fraiberg devised a model of assessment and
intervention and based on her early clinical work, the IMH model
used in North Cork focuses on the following principles:

Emotional support 
Concrete resource assistance 
Developmental guidance 
Advocacy
Infant-parent psychotherapy 

(Weatherston & Tableman, 2002; Weatherston, 1995). 

Fraiberg’s (1975) ground breaking work was distinctly different
to other models of intervention for childhood and adulthood
psychological disturbances in that the model conceptualised
presenting concerns within the care-giving relationship rather
than attributing problems to either the individual child or parent.

Reflective supervision is considered a core component of the
IMH model and is ‘used in a variety of programs that define
relationships within the family as a tool to accomplish a program
mission’ (Heffron, 2005, p. 115). In other words, the
relationship a clinician has with a family, impacts on the parent-
child relationships and effects positive change. Reflective
supervision allows the clinician to wonder beyond focussing on
isolated behaviour in either the parent or child and focus their
attention instead on the complexities and dynamics of the parent-
child relationship and family systems. Furthermore, it is a model
which pays careful attention to the emotional components of
relationships and how emotions are expressed and understood
within a child-parent dyad.

IMPLEMENTATION OF AN INFANT MENTAL HEALTH
MODEL OF INTERVENTION IN NORTH CORK 
HSE South, North Cork Child & Family Psychology Department
recognised the need to develop a response to the growing
numbers of infant and toddlers presenting with social and
emotional health problems along with the absence of service
provision for this age group. Under the supervision of our
international IMH Consultant, a model of assessment and
intervention was developed which could be implemented within
current service delivery and later replicated across different
services. 

The model of intervention is based on Fraiberg’s model and the
IMH principles previously mentioned and are aimed at
enhancing the infant’s relationship with its primary caregivers. It
is a home visiting model focusing on careful observations and
thoughtful reflection of the relationships the infant shares with its
primary caregiver/s and how this is understood by each
caregiver. The model includes videotaping parent-child
interactions which is widely recognised as an effective infant
mental health intervention strategy (McDonough, 2005).
Videotaping provides an opportunity for the clinician and
parents/caregivers to observe specific behaviours and
interactive patterns and gain a more in depth understanding of
the parent-child relationship. It is an opportunity to capture
positive moments between a parent and their child and to track
positive changes over the duration of intervention.

This model of intervention was offered to infants and toddlers
aged between 0 and 36 months who were referred to the Child
and Family Psychology Service. Referral problems included
problems such as sleeping and feeding difficulties, difficulties
managing and regulating emotions, behaviour problems,
attachment and separation anxiety and parent-child interactional
problems.
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Following, referral to our service, a 4-6 session assessment was
initiated followed by feedback of results and an outline of the
intervention plan to the parent/caregivers of the infant or toddler.
Assessment and intervention included a home visiting
programme. Infant-parent psychotherapy sessions varied in
duration depending on the nature and complexities of the
presenting issues often requires input up to 12-18 months. 

CASE STUDY

Reason for referral
Drew, aged 11 months, was referred for sleeping difficulties.
His family consisted of a professional couple and a sibling
aged three years. Drew’s sleeping difficulties were having a
negative impact on family life and parents reported feeling
exhausted. At night time, he would fall asleep for 20 minutes
but then wake regularly, often up to 10 times a night. During
one of the initial home visits, Drew parents reported ‘It’s the
greatest form of torture having no sleep and a crying baby’. 

Drew’s clinical presentation at first assessment
Drew presented as a quiet and anxious infant, now 14
months old. He was wary of the clinician during home visits,
remaining very close to his mother, clinging to her leg. His
exploratory play was limited and, despite having a range of
toys available to him, Drew appeared consumed with his
parent’s actions and whereabouts. Drew appeared age
appropriate in terms of his ability to use gestures intentionally,
his motor development and speech and language skills.
During home visits, the clinician grew concerned about
Drew’s emotional presentation; he showed very little range of
feelings and often appeared fearful in the clinician’s presence.

Initial assessment revealed Drew and his mother’s
relationship was in distress. Drew’s mother frequently talked
about not understanding what her son wanted and would
often say ‘if only he could talk’. As parents talked about their
son, they often looked down despairingly at him. Drew at
times was observed to respond by looking back up at his
parents with a lost look on his face. During these moments,
the clinician felt strong feelings of sadness and
disappointment for both Drew and his parents.

Assessment findings
Evidence-based standardised measures were administered
with the family during the assessment sessions and used in
conjunction with clinical observations made during the home
visits to develop to a formulation of Drew and his family’s
presenting problems. 

Assessment findings revealed that Drew’s social and
emotional presentation was not age appropriate. He
displayed extreme difficulty managing his emotions and did
not display the range of emotions and exploratory play
expected for his age. Interactions between Drew and his
mother were characterised by out of synchrony patterns.
When Drew became upset he reached up to his mother and
she responded by picking him up, yet she showed hesitancy
and uncertainty about how to help soothe her son.
Consequently, he became more upset; his mother became
increasingly frustrated and was at a loss to know what to do
with her young toddler. 

Formulation
Drew was a 14 month old presenting with difficulty in
regulating basic sleep-wake cycles and his emotional states.
He showed no ability to self-calm when distressed and his
parents struggled to know how to help him soothe. These
difficulties were long standing in his short life and had
resulted in significant relationship distress between Drew and
his parents. At times, Drew’s mother appeared unable to
provide him with the emotional support he needed and
reacted by emotionally distancing herself, despite still having
a physical presence. Drew’s sleep difficulties seemed to be
closely connected to the quality of his relationship with his
parents.

Intervention
The infant mental health principles provided the framework
for intervention with Drew and his family. The emotional
support provided by the clinician offered an experience of
emotional reinforcement that parents had not received by
those around them. In the past, when Drew’s parents voiced
their concerns about their son, their struggle was minimised
and dismissed by close family members. These experiences
had left them feeling unsupported, isolated and alone. The
home visits were embraced by Drew’s parents. The clinician
was also reminded of the importance of listening and being
with parents during the discussions where they recalled their
struggles relating to Drew.

It appeared that this mirrored what was occurring with Drew
and his parents. Despite his loud cries of distress and the
need to have his parents support, they appeared unable to
soothe their son’s distress. In reflecting on these experiences
in supervision sessions, the clinician began to wonder if this
was a pattern where parents had disengaged from the
relationship with their toddler, because at times, it appeared
too painful to bear. 
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Infant-parent psychotherapy in conjunction with
developmental guidance and emotional support facilitated
repair of the parent-child relationships. Home visits allowed
Drew’s parent’s feelings to be awakened in the presence of
Drew and the clinician learned to capture these moments as
opportunities to help parents find words to express their own
painful present and past experiences.

As Drew’s mother, who was his primary caregiver, processed
these painful memories over many weeks and was provided
with an opportunity to release an array of distressing
emotions, her relationship with Drew began to improve and
his sleep difficulties was observed to progressively improve.
With the support of the clinician, Drew’s mother slowly began
to explore different ways she could help Drew during times of
distress. By allowing her to emotionally hold and contain her
son’s distress, Drew’s mother started to use words to name
his feelings and he responded by calming quicker. Their
relationship now began to flourish and Drew’s mother
became more confident in her parenting of Drew.

Post -intervention
Drew and his family attended both clinic and home visiting
sessions for a period of 12 months. Post assessment
findings revealed many positive changes in Drew’s clinical
presentation and in the parent-child relationship between
Drew and his mother, father and overall family functioning.
Drew’s sleeping patterns resolved and with his mother’s help,
he had begun to show capacity to self-calm when emotionally
upset. Drew was able to freely explore his surroundings
knowing that his mother and father would be available if he
needed them Standardised measures were re-administered
with the family following their infant mental health intervention
and significant improvements were evident and Drew was
observed to now have achieved his age appropriate social
and emotional developmental milestones. 

At post intervention, video clips revealed a marked difference
in the way Drew and his mother interacted. During one
segment of videoing Drew’s mother tickled him with a soft
toy and he laughed freely and said ‘do it again’, she
responded by repeating the action with more intensity until
both began laughing uncontrollably and she embraced him in
her arms. Their interactions demonstrated connectedness
and a strong emotional bond, qualities which were largely
absent at the beginning of intervention.

INFANT MENTAL HEALTH TRAINING MODEL
The development and integration of infant mental health (IMH)
into existing service delivery for infants and toddlers and their
caregivers also involved developing workforce capacity.
However, complexities emerged in this process that mirrored
the gaps already evident in existing IMH service delivery, in
particular, the dearth of skills and capacities available to deliver
this service provision across all disciplines involved in this area
of service provision. International evidence has long highlighted
the gaps in training programmes across all disciplines involved
in service provision to infant and toddlers at undergraduate and
post-graduate levels (Wajda-Johnston, Smyte, Nagle & Larrieu
2005; Weatherston 2005).

The growing awareness and demand regarding infant mental
health service provision created an ethical dilemma for the
clinicians leading the roll out of the North Cork infant mental
health services. This gap needed to be addressed before
comprehensive services could be fully provided. To fully address
these gaps, a range of generic and specific interdisciplinary
training models was required for the purpose of opening referral
pathways for service provision.

Careful consideration and attention was given in regard to the
development of a training model which would meet the
professional competancies of the workforce involved and
responsible for service delivery in the zero to three populations.

Correspondence with our international supervisor, along with
international experts and colleagues in the field of infant mental
health coupled with a review of the extensive evidenced based
literature, enabled clinicians to devise the guiding principles
required to develop and deliver an interdisciplinary Infant Mental
Health Training Model. 

The long term aims and objectives of the Infant Mental Health
Training Model were to:
1. Increase knowledge and understanding of what contributes

to optimal social and emotional development in infancy and
toddlerhood and the role of the caregiving relationship.

2. Decrease prevalence and long-term consequences of
mental health problems across the lifespan by intervening
at the earliest possible point.

3. Develop a framework for transforming Infant Mental Health
knowledge and expertise into effective and innovative
actions to improve outcomes for children and their families.

4. Build workforce capacity by developing core competencies
among all professionals who work with infants, toddlers and
their families.



5. Integrate the significant body of theory and research on
Infant Mental Health into a multidisciplinary and
interdisciplinary model of clinical and evidence based
practice across primary, secondary and tertiary services.

6. Establish a world class service provision for children under
five years presenting with social, behavioural & emotional
difficulties across primary, secondary and tertiary settings
in line with best practice and which can be defined,
measured and evaluated.

LEARNING OBJECTIVES FOR NORTH CORK
INFANT MENTAL HEALTH TRAINING MODEL

Gain an understanding of the principles of Infant Mental
Health and their application in clinical practice.
Understand and be familiar with the theoretical
frameworks and evidenced based practice underpinning
Infant Mental Health.
Develop skills in screening, assessing and intervening
with infants, toddlers and their families presenting with
mental health problems.

Representatives of the disciplines involved in the provision of
service delivery to infants, toddlers and their families across
primary secondary and tertiary services were invited to
participate. The group included 16 professionals from the
following disciplines and services, Adult Mental Health, Child
and Adolescent Mental Health, Area Medical Officers, Social
Workers, Childcare Leaders, Paediatric Physiotherapists,
Paediatric Occupational Therapists, Public Health Nurses,
Speech and Language Therapists and Clinical Psychologists.

Delivery of the North Cork Infant Mental Health Training Model
took place in three stages:
1. Introductory training programme which consisted of a Pre

Training Introductory Lectures.
2. A three day Master Class facilitated by an international

Infant Mental Health Consultant, in collaboration with the
two local accredited Infant Mental Health Specialists. 

3. Post training evaluation questionaires were used to assess
the effectiveness of the Master Class Education
programme and significant shifts were reported by all
disciplines.

Development of an IMH Network Group was established to
provide group members with continued learning and education
skill development in Infant Mental Health along with further
opportunities to develop their core competencies in this field.
The Network Group included educational meetings which
involved a theoretical component, clinical case discussions and
reflective practice. 

This model was designed so that it would ultimately provide a
structure for professionals progressing towards achieving
Endorsement in line with Michigan Association of Infant Mental
Health Endorsement requirements. 

Advances in IMH are now evident within the health service
delivery within Ireland and it is gradually developing across
multiple tiers of service delivery, including college and university
based health service training programmes and in voluntary and
community based services. There is also growing awareness
emerging in government health departments. 

Infant mental health belongs to all of society. Compelling
research and evidence base has demonstrated that early
experience matters in shaping the future mental health of the
population. Engaging in early intervention process provide
positive economic and political gains across all of society.
Consequently, we must to endeavour to integrate, and make
accessible this critical area of knowledge and evidence base into
all levels of health service delivery. This is vital if we are to
promote early social and emotional development and ensure
that our infants and toddlers have the best possible early start in
achieving emotional well-being and reaching their full potential in
society.
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Creating Loving Attachments: 
Parenting with PACE to Nurture Confidence 
and Security in the Troubled Child 
Hughes, D. A. and Golding, K. S., Jessica Kingsley
Publishers, 2012

NSPCC Scotland Policy, Practice and Research
Series Infant Mental Health: The Scottish Context                                                                            
NSPCC, 2012

Keeping the Baby in Mind: 
Infant Mental Health in Practice
Barlow, J and Svanberg, P (Eds) Routledge, 2009

Handbook of Infant Mental Health 
Zeanah, C.G. (ed) Guilford, 2009

Psychotherapy with infants and young children:
Repairing the effects of stress and trauma on early
attachment
Lieberman, A. & Van Horn, P., Guilford Press, 2008  

Infant Mental Health: A Guide for Practitioners
Expert Working Group on Infant Mental Health
Headsupscotland, 2007 

Infants at Work. Babies of 6-9 Months Exploring
Everyday Objects
NCB, 2007

Addressing Socio-Emotional Development 
and Infant Mental Health in Early Childhood 
Systems 
Farrer, J., Nagle, G., Rice, T., Stafford, B., Zeanah, P.,
National Centre for Infant and Early Childhood Health Policy.
12. 3 – 14, 2005

Mental Health in Infancy
Balbernie, R and Barrows, P Young Minds, 2004

Case studies in infant mental health: 
Risk, resiliency and relationship
Shirilla, J. & Weatherston, D., Zero to Three, 2002

Infant Mental Health Services: Supporting
Competancies/Reducing Risks (2nd Edition) 
Weatherston, D., & Tableman, B., Michigan Association for
Infant Mental Health. 2002

Why love matters: 
how affection shapes a baby's brain
Routledge, 2004

Tender care and early learning: supporting infants
and toddlers in child care settings
High/ Scope Press, 2000

Keeping the Baby in Mind: 
Infant Mental Health in Practice
Barlow, J and Svanberg, P (Eds) Routledge, 2009

From neurons to neighborhoods: 
The science of early childhood development
Shonkoff, J. & Phillips, D., National Academy Press, 2000

Clinical Studies in Infant Mental Health: 
The First Year of Life
Fraiberg, S. Basic Books, 1980

JOURNAL ARTICLES
Eight years after: a follow-up study of mothers and
children at psychosocial risk who received early
treatment: does early intervention leave its mark?
Child and Family Social Work, vol.15, no.4 (Nov). 2010
pp452-460. 

Growth, learning and development study: summary
of research, findings and recommendations 
Child Care in Practice, vol.13, no.3 (Jul). 2007 
pp271-280.

The Possibility that Mental Health Problems May
Begin in Babyhood is only Just Gaining Recognition
Nursery World, vol.104, no.3916 (6 May). 2004 pp10-11. 

Interventions addressing infant mental 
health problems
Children & Society, vol.17, no.5 (Nov), 2003 pp386-395

Useful Resources on 

Infant Mental Health
Contact Barnardos Training and Resource Service for further information on the following titles
(resources@barnardos.ie). You can search Barnardos Training and Resource Service library
catalogue on www.barnardos.ie/library
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New Titles
Full details of these new library resources and all other resources in our library collection are
available on our online catalogue.

To search the catalogue, go to www.barnardos.ie/library and click online catalogue

(Please note the listed titles are not sold by Barnardos’ Training and Resource Service)

ADOPTION & FOSTERING
Attaching in Adoption: Practical Tools for Today's
Parents
Jessica Kingsley, 2012

Once Up a Time...Stories and Drama to Use in Direct
Work with Adopted and Fostered Children
British Agencies for Adoption and Fostering, 2012

BULLYING
Bullying: a Parent's Guide
Need2Know, 2011

CHILD DEVELOPMENT
From Birth to Sixteen Years: Children's Health, Social,
Emotional, and Cognitive Development
Routledge, 2012

DIRECT WORK
Creativity Unleashed: Therapeutic Activities and
Character Education Ideas for Working with Children
and Teens
Jessica Kingsley, 2012

EARLY CHILDHOOD CARE AND EDUCATION
Cross-Cultural Perspectives on Early Childhood
Sage, 2012

Developing Early Childhood Services: Past, Present
and Future.
Open University Press, 2011

Equality and Inclusion in Early Childhood
Hodder Education, 2012

Reflective Practice and Early Years Professionalism
Hodder Education, 2012

Transition in the Early Years: from Principles into
Practice
Featherstone Education, 2012

EDUCATION
A Handle on Homophones: Homophones Made Easy
through Rhymes and Verses
Original Writing Ltd., 2011

HEALTH
Children's Social and Emotional Welllbeing in
Schools: a Critical Perspective
The Policy Press, 2012

How We See It: Report of a Survey on Young People's
Body Image
Department of Children and Youth Affairs, 2012

PLAY
Make-Believe Play and Story-Based Drama in Early
Childhood: Let's Pretend!
Jessica Kingsley, 2012

Understanding Young Children's Learning Through
Play: Building Playful Pedagogies
Routledge, 2012

SAFETY
Children, Risk and Safety on the Internet
The Policy Press, 2012

An Exceptional Children's Guide to Touch: Teaching
Social and Physical Boundaries to Kids
Jessica Kingsley, 2012
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