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FOREWORD

Shakespeare seemed to know that poor mother-infant relationships led to a lot of trouble in later life; look what happened to Richard 111.  His mother, the Duchess of York, told him in no uncertain terms:  

"Thou cams't on earth to make the earth my hell.

A grievous burden was thy birth to me;

Tetchy and wayward was thy infancy;

Thy school-days frightful, desperate, wild and furious;

Thy prime of manhood, daring, bold and venturous,

Thy age confirm'd, proud, subtle, sly, and bloody,

More mild, but yet more harmful, kind in hatred;

           What comfortable hour cans't thou name, that ever grac'd me in thy company?"


(King Richard 111. Act 1V. Scene 1V.)

· Another child from a multi-risk family, no doubt with disorganised/controlling attachment, who grew up with an untreated conduct disorder, into an adult with no comprehension of Kant's categorical imperative. 
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Introduction and Overview
It is hard to know just what to present after the privilege of being given a Winston Churchill Memorial Trust Travelling Fellowship to study a chosen subject in depth.  I spent seven weeks in America immersed in the world of the Infant Mental Health Specialist, a recognised and valued profession over there, and was fortunate enough to speak to world leaders in this field as well as observing the every-day work of those in local clinics who were dedicated to the task of early intervention and prevention.  

My account will be divided by topic, and I hope readers will use the index to locate specific issues that interest them.  I have  presented my material in such a way that each section can be taken by itself, as well as being part of the whole report.  My final conclusions attempt to draw together what I consider to be the important lessons that established practice in America has for this country where, although the principal of preventative work is widely accepted, there is a gap in potential services for the under 3's. I have made a point of trying to find references whenever possible for my material, which primarily comes from my notes, so that any particular issue can be followed up elsewhere, and hope that this does not give an over technical look to my report.

I will begin by sketching my stay and the projects visited.  Everywhere I travelled I was made welcome, and people went to a lot of personal trouble to show me around.  The fact that I was a Churchill Fellow did not just open doors and make people eager to share their knowledge and experience, it also seemed to give them a sense that their work could be valued elsewhere.  The universal message was that early intervention is a very important service, and that the more resources given to this sort of preventative work then the better is the long-term outlook for babies born into an "at risk" situation.  

While I was looking at different schemes I also made a point of asking about the more conventional programmes of teaching parenting skills that were in operation.  Mindful of the fact that my award was under the category of "Promoting Parenting Skills" I include a brief synopsis of what I learned, although I cannot say if this represents general practice across America.

I was struck by the different amount of specific techniques used by Infant Mental Health Specialists, many of which were based on a creative use of video technology.  This is a constantly evolving field; and the approach chosen must always depend upon individual circumstances and the particular skills and outlook of the clinician.  Infant-parent therapy seems to have many options here, although the end result is probably the same regardless of which path has been taken to achieve it.  I will outline the techniques  I came into contact with, briefly, as well as those that I was just told about, and again I will give references for follow-up.  It is fairly nerve-wracking working with parents and babies, somehow one feels both responsible and  conscious of the demands to do something quickly since the time scale is so small and the need so great. Designated techniques with proven efficiency are useful as a way of immediately beginning work. The fact that there is a certain routine creates a  breathing space for thought.

The Infant Mental Health Team which I shadowed in New Orleans had standardised procedures for assessment which,  in this sort of work,  merges imperceptibly into treatment.  I have gone into this in more detail as they provided a specific service for deciding whether or not to terminate parental rights as quickly as possible.  The aim was to speed up the process of finding permanent adoptive homes for infants who had been abused, neglected or traumatised by family events.  The experience of the infant was paramount.  This sort of prompt standardised assessment for the benefit of the child, which is used by the Courts and social workers involved, is something that is not generally available in Britain at the moment.

Wherever I went I was impressed by the enthusiasm and dedication of those working in the field of Infant Mental Health.  It is very emotionally draining work, and yet everybody seemed to find the energy to maintain a high level of commitment.  One of the things that kept people going was the way they supported each other, both within teams and in a wider context.  In turn each worker felt backed up by colleagues and management, and so could concentrate fully on their therapeutic tasks.  I think this team ethos of caring for the feelings of each other, valuing all clinical efforts while remaining in touch with the client's suffering,  may stem from how Infant Mental Health specialists sprung from a psychoanalytic source some 25 years ago.  This vital connection continues, and so the emphasis on subjective, or internal world, experiences that the psychodynamic approach stresses is something that benefits both workers and clients equally.  I have therefore given a short outline of how the Infant Mental Health movement began and how it has evolved into a dynamic support system which is used by many others as well,  since such skills can reach a far wider audience through the process of supervision and consultation to other agencies.

The most deeply held conviction of everyone I met, the one which keeps them going, is the value of early intervention, and the need to look at preventative work in terms of altering the balance of probabilities of the way in which infants at risk might develop.  There are a number of clearly identified risk factors which,  when accumulated, virtually guarantee that babies born with the potential to be almost anything will end up channelled down a predictably disastrous path to mental disorder, moral vacuum, school failure, emotional difficulties, violence and criminality.  It is fairly certain that they will eventually become ill-prepared parents themselves.  Any one of these life-events will cost the country considerably more, in the long-term, than setting up a preventative service.  I have listed these risk-factors, discussed the likely future of infants who are vulnerable, and later on given an indication (as far as possible) of the bill that the State has to foot when things go badly wrong in early childhood.

I got the impression that in America it is increasingly recognised at a legislative level that early intervention is important.  One of the major  pieces of research which has had a great influence on those who control the funds (Federal, State, Research, or Charity) is new information on how  early experiences physically alter the brain.  We now are beginning to understand that what happens to a baby will directly effect the growth of the brain and this, if not corrected in a  relatively short space of time, is increasingly difficult to reverse.  I have done my best to give a brief summary of these findings. The knowledge here is increasing rapidly, as it appears to be the sort of tangible evidence that legislators need in order to be convinced that early intervention is an urgent necessity; and that the current system of mental health care for children, adolescents and adults swings into action far too late in many cases.  

Finally, I look at how an Infant Mental Health Service could become part of both National Health Service and Social Service provision.  We are only just beginning to have specific trainings in Infant Mental Health (in London and Bristol) but we do have the established professions of health visitor and child psychotherapist, virtually unknown in America, plus many social workers who have skills with the under three's, who together could form  the nucleus of such teams.

Itinerary

For my first three and a half weeks I was in the State of Michigan, where the Infant Mental Health movement began in 1973.  I was based at Michigan State University in the offices of the World Association of Infant Mental Health (actually in the basement of the University's hotel,  where I stayed).  My time was largely organised by Dr. Hiram Fitzgerald, Ph.D., Executive Director of the World Association for Infant Mental  Health, and he went to considerable lengths to ensure that I had an interesting and wide ranging set of people and projects to see.  I was able to meet current practitioners in Infant Mental Health and visit a number of clinical services and two training centres, one at the Merrill-Palmer Institute in Detroit and the other at the University of Michigan in Ann Arbor.

It was fascinating to talk to people who had pioneered, and subsequently kept going, Infant Parent psychotherapy in the State of Michigan.  This had led to their own Association for Infant Mental Health (which seeded the World Association) and a special system of inter-linking workers in the field that included a yearly conference, which I attended.

I then spent three weeks in New Orleans where I was attached to the Harris Centre for Infant Mental Health, located in Louisiana State University's Medical Centre. Here too, their Director, Dr. Joy Osofsky Ph.D., editor of the Infant Mental Health Journal and past President of the World Association for Mental Health, could not have been more helpful.  I observed a part of their training and participated in the Infant Mental Health Team's work for Jefferson County, a parish outside New Orleans, where they offered a specialised assessment service at the request of the local Courts.  Their assessments often led on to treatment, as a separate piece of work once a child's placement had been decided.

Wherever I went I was struck by the fragmented nature of the services offered to unfortunate and vulnerable families, the very people who need a system that is stable, predictable and containing, and it brought home how important the National Health Service is.  I must have spent many hours explaining our set up to workers who, without exception, wished that they operated in a similar framework of service delivery.  The two professions they were most interested in were child psychotherapy and health visitors.  The former because their Infant Mental Health Specialist training has a great deal in common with child psychotherapy, and the latter because America lacks universal health visiting  (to have a "home visitor" of any sort is a stigma) and so infancy problems of all kinds often get fairly serious before they are picked up. There was also a general opinion that our National Health Service provided a better framework for health-care of all sorts; one that does not, as with the mix of private and state funded commercial health insurance companies, emphasise and increase the gap between rich and poor.  I was met with  astonishment when I said that my little boy had seen the same consultant paediatrician as the child of parents who  might be receiving benefit payments. 

One result of this fragmentation, though, is that there seems to be a large variety of different and interesting projects about, and it appeared as if most of them had a research component attached (usually to do with attracting funds).  This gave me the chance to look at other schemes which, although not strictly speaking anything to do with infancy, were germane to my professional work as a child psychotherapist; e.g. an Adolescent Unit, a Child and Family Mental Health Clinic, and the Violence Intervention Project in New Orleans.  

At the end of my stay in America I spent a morning at the "Zero to Three" offices in Washington D.C., learning about the work they do in co-ordinating provision for the under three's across the country.  It has a central role to play as a pressure group on behalf of a population that, by definition, has no voice.  Zero to Three is an important and unique organisation that is dedicated to supporting services for this age group, and they pull together and publish examples of research and good practice relevant to this aim.  Clinical work with infants and their families is just one of their special interests; and they have recently published an invaluable manual of diagnostic classification in this field which, by fitting description into a standard framework, should improve both services and communication between workers.

Infant Mental Health, Teams and Training

Training Programmes

Since training has to be "hands on", centred upon clinical work under supervision, there is a certain overlap of service provision to the local community.  I will describe these centres first, beginning with New Orleans where I spent the most time.  Perhaps because of their common focus and shared philosophy there is a big overlap here.  This comes out in their own description of themselves, so I will quote Dr. Osofsky's précis. (1)
"A major objective of the Harris Centre for Infant Mental Health in New Orleans, and of Infant Mental Health training in general, is to raise awareness that even very young infants can have mental health problems and that early identification, intervention and prevention can have a significant positive impact on their lives and those of their families.  The goals of our programme are: 1) To develop a critical number of people locally and regionally who are trained to evaluate and treat infants; 2) To develop networks - local, regional, national, and international - to provide support for individuals working with infants; 3) To bring together individuals from different Mental Health disciplines who will have a core set of skills and knowledge to assess and treat infants; and 4) to develop particular expertise in evaluation and treatment for infants and families at high psychosocial risk.  Training activities include didactic seminars, clinical case seminars, and intensive clinical supervision by senior infant mental health professionals.  Networking efforts will link the many other systems that come in contact with infants and families who face the complex, inter-related risks of poverty, adolescent parenthood, inter-generational violence, and unsafe neighbourhoods.  These systems include the judicial system, child welfare, law enforcement, schools, community centres, and day care and early intervention programmes."

A fuller description of this service can be found elsewhere (2)
During my stay I was able to observe clinical work and take part in their training seminars, I even gave one myself.  The students, called "Harris Fellows", come from a variety of backgrounds, such as social work, psychology, nursing and child and adult psychiatry.  Each student carries a caseload, but all important decisions are made during group discussion or case conferences (which I also attended).  Their theoretical background derives from psychoanalytic thought, with an emphasis on attachment theory and object-relations.  I was shocked at the level of deprivation among the families they encounter, where violence is endemic and crack-addiction in the mothers is taken for granted, and equally impressed by the skill and effort shown in using a strength-based approach in situations where at first this might seem an impossibility.  In fact, in each team I visited it appeared to be a guiding principle that:  "the importance of the strength approach is proportional to the problems and disenfranchisement of the family, that is the more disadvantaged and alienated the family, the more important an approach that identifies and builds on strengths becomes." (3)
On a more practical note, another common element in the training centres was the use of video recordings for both therapeutic and teaching purposes.  As I saw, it is far more useful to observe a session or home visit which has been recorded rather than just listen to a description, however accurate.  There is an important safety factor here too, as it means more experienced clinicians can sometimes spot important details of mother-child interaction which a student might not be tuned into yet.  I had imagined that sometimes the use of a video camera might be experienced as intrusive or threatening by the family, but this does not appear to be the case in practice.  As I will detail later, there are some specific techniques which rely upon this technology.

While I was in Michigan I visited the Merrill-Palmer Institute in Detroit where they offer a graduate certificate programme in Infant Mental Health.  In a description of the course, which is part of Wayne State University, they describe how the aim is to produce specialists whose skill is to be able to: " strengthen the optimal development of an infant within the context of the family and community.  Infants and families served include premature, under-weight, medically fragile or chronically ill babies; infants with identified disabilities or developmental delays; adolescent parents; depressed parents; parents who are unprepared or overwhelmed by the care of a baby; and parents at social or emotional risk in the caregiving role."  This is a succinct list of risk factors which, I think, pinpoints how important early intervention can be.  I will expand on known risk factors that impinge on the future emotional and cognitive functions of the baby in a later section.

In both the Harris Centre and the Merrill-Palmer Institute the training programmes had the same emphasis on practical experience backed up by supervision and teaching, both focusing on clinical and developmental issues relevant to the first three years of life.  The students work with "a variety of infants and their parents to understand (a) infant development within the context of family relationships, (b) clinical and developmental issues that place infants and families at risk, and (c) strategies and techniques for effective early intervention."  One aim of such training is to enable the adults to get as involved as possible in a way that helps them feel what is going on from the baby's point of view.  

In the course at the Centre for Human Growth and Development at the University of Michigan in Ann Arbor the students were also involved in starting a long-term research project following babies who had been identified as having slight difficulties at the age of seven months.  This was directed by Dr. Susan McDonough, Ph.D., who devised the technique of "interaction guidance", which is described elsewhere.  She was kind enough to spend some time with me.  All three of these trainings aimed to qualify Infant Mental Health specialists who could also find employment away from services dedicated specifically to infancy, but where their knowledge and skills were vital; e.g. projects targeting teenage parents, substance abusing mothers, the homeless or consultation to other teams already working in the field of early intervention. (4)  In this way the Infant Mental Health  Specialist becomes part of a "cascade" affect, influencing an increasing number of other professionals so that they too consider the infant's point of view and the emotional well-being of the infant is not lost sight of.  

Teams in the Community.

I also visited a scheme known as P.A.C.T. (Parents and Children Together) adjacent to the Merrill-Palmer Institute where, as always, I was made welcome and given a lot of time.  They have a permanent staff group who, in addition to their own work, organise and supervise others doing their counsellor training.  Their prime task is working with children who are, to use our term, accommodated.  They take referrals from social work agencies and also directly from the Courts.  The service specialises in acting as a mediator between foster parents and birth parents, an especially important link when the aim is to return the child home.  The goal is to reunite families wherever this is feasible, and they can offer very intensive work to achieve this.  They concentrate on a family-centred approach, work on issues around prevention and offer a strength-assessment as a basis for further help.  A prime task is articulating the needs of the infant within the system of care as well as, when necessary, standing up for the child's best interests within both the social work and legal system.  There is a crisis intervention service, split into two teams each under a permanent supervisor, and this can offer up to 20 hours intensive input in any one week to a family where a small child is at risk of being removed and put into foster care.  There is no waiting list here, but this is from a policy of only accepting referrals if there is an immediate vacancy.

P.A.C.T. also lays on parenting classes.  They felt that often they could not be as influential as they liked here, since their clients had, by and large, been ordered to attend by the Courts or social work departments; so there was a lot of resentment and suspicion to overcome.  One of the ways of getting people to turn up was to offer free meals; and they also re-distributed clothing and had a food co-operative.  They had a practical approach, and taught home-management and cooking.  There was an excellent day nursery facility on site, and the parents of the children who came were also encouraged to participate so a more total package could be offered.  The staff   were interested to hear about the Newpin project, in England, where parents are only given formal teaching in parenting skills after they have formed a secure attachment to the centre, and then it is as a part of the provision for helping the next generation of clients.  The Newpin approach avoids the implicit message of enforced parenting classes - "You are a bad parent" - and thus does much better.

In another part of Detroit I later visited Developmental Centres Inc., a private, non-profit, Mental Health Agency.  They had been running a parent-infant programme since 1985.  This provided home visits to the parents of infants who were at risk of cognitive, social and emotional impairment due to inappropriate parental affect and behaviour, interactional deficits, poor support systems and where there was situational stress.  They offered a number of specific interventions, geared to each individual case.  Such services included infant-parent psychotherapy, developmental guidance, parenting education, advocacy and case-management.  Among the staff were a number of qualified Infant Mental Health Specialists.  As always, the informed enthusiasm of the staff was immediately apparent.

The idea that Mental Health Services should be engaged in preventative work is more accepted and acted upon in America than here.  In line with this philosophy Developmental Centres Inc. also offered a programme for first-time parents, and another one for mothers diagnosed as having a mental illness where the focus was on supporting the attachment process between mother and young child.  There was also a service for children under 3 who had developmental delay or a health condition that might influence their later progress.

Another scheme staffed by Infant Mental Health specialists was "Infant Support Services" in East Lansing, part of a state-funded agency offering different forms of help to children and families in need.  Their age range was 0 - 2, taking referrals from many different sources and in addition doing work set by the Courts.  This was primarily a home-visiting approach (I went on one, rather sad, visit), but the team members also play a role in getting more resources for the families they are working with.  They offer Infant-Parent psychotherapy, and use the "Interaction Guidance" technique  whereby they video their visits and immediately look at the  recording to help the parent concentrate on any positive interactions which have occurred. Although they are in the same building as the Child Guidance Service, and liaise with them if appropriate, they are seen as separate.  It was here that I heard about one of the group approaches to improving parenting skills that was felt to be particularly productive.

Initiatives for improving parenting skills

Some of the programmes that I visited had parenting classes available.  There was a general opinion that the conventional didactic approach achieved very little in the long-term for multiple-risk families, especially when parents had no choice about attending.  Just telling someone to change has little effect; look at the way campaigns and admonitions have failed to make any real impression on the amount of pregnant mothers who smoke.  And it is naïve to think that something as deeply personal and emotionally laden as the ability to parent can be changed by instruction alone.  The "class" approach is redolent of school, often not a place of happy memories; and it also runs the risk of putting the professional into an authoritarian role. The sense of having to attend because you are seen as a "bad" parent does not make you receptive to new ideas.  Also, in many instances, these courses were run by relatively young staff who often had no children themselves and came from a different culture or ethnic background.  However, there was an enthusiasm to work with parents and a feeling that process was more important than content; i.e. what made a difference to their clients was becoming engaged with others,  forming new (often novel) attachments to people and places where they felt valued and not likely to be exploited or criticised.  If such parents feel secure and valued then they can  release their own defensive pattern of behaviour and offer security, respect, and unconditional love to their own children in turn.  Caregiving is a natural, pre-programmed, set of behaviours that complements the attachment system of young children; it makes more sense to look at what has distorted this rather than attempt to graft on a professional opinion of what constitutes "good" parenting.

It is important to remember that there are no Health Visitors in America.  So the projects I saw were plugging a gap we do not have; in Britain Health Visitors have always had a fundamental part to play in helping new mothers grasp the principles of good-enough parenting.  They are the vital early-warning system for potentially vulnerable infants and distressed parents, available to all and expected in every household.

Sometimes what was set up had no stated connection with parenting skills at all; and at the Infant Support Services in East Lansing they had found that a course in stress management (ostensibly) had a greater impact on mother-child relationships than teaching parenting skills. Since the programme was seen as educational, rather than therapy, it carried less stigma; although about half way through, when participants were asked to look at the events in their past that had negatively influenced them, the focus did in fact swing towards therapeutic containment in a supportive group setting.  The "course" was divided into three, covering: self-esteem, life-planning and finally stress management.  (Looking after children is a stressful experience for most people)  The specified stress-management component came last as it was believed that first the participants needed to feel that they mattered and then that they had the ability to make changes.

At Developmental Centres Inc., in Detroit, they had a preventative programme for mothers and their infants and toddlers. Here too stress management training was an important component, as were parenting skills training and education about development.  The projects acronym was L.A.M.B. (Loving Attachments for Mothers and Babies); and it had been set up to serve the needs of mothers with a mental illness to ensure that their children were given the best possible opportunities for normal development.  The mothers and their infants attended for four days a week, and it was centred on a specialised nursery provision.  The staff felt that the stress management and parenting skills training component would have little impact without first creating a sense of security and acceptance for the mothers who attended.  This is an example of a targeted programme, something that may become increasingly widespread within the system of managed care that is being established in America (5), where Mental Health Services for some children are expected to become more restricted.  It is probably more cost-effective to design parent-education to meet specific problems, and match provision according to need.

In East Lansing I visited the Infant-Toddler Programme attached to the Psychology Department of the University.  This was designed to promote parenting skills within a day-nursery, where the parents of all the children came with that in mind.  In this setting the parents had to pay for help and their motivation matched their income.  Those who attended were largely responding to advertisements.  The age range of the children went from 6 months to 5 years; and the aim of the centre was to reach the parents by focusing on the child.  The children were divided into groups by age, and activities took place in successive sessions lasting an hour.  It involved a series of tailored activities where the parents were expected to be helpfully involved with their children, and these could be followed by periods of instruction that covered relevant topics (e.g. stages of development),  which generally were based on events from the previous session.  Staff, and other parents, naturally provided models of how to behave with children in different circumstances, a powerful tool for learning.  I liked the way in which they used some nice rituals for beginning and ending the child's stay in the centre, and these got the message across to the parents that routine and ways of managing transitions were important aspects of child care.

One common element among these various schemes for improving parenting skills seemed to be the deliberate provision of a safe and predictable structure which created a safe and protected space for the (mostly) mothers who attended.  For many this may have been a new experience, the very element that had always been missing in their own homes; perhaps it is this, as much as any curriculum that leads them to finding better ways of managing their own children.  In the same way, professionals too can be helped by a framework; they can share the need  for a predictable routine to fall back on in moments of stress, one that can create time for thought when necessary.  This is where a choice of proven techniques comes in.  

Techniques used in Infant Mental Health Interventions

Daniel Stern, one of the foremost thinkers and practitioners in this field, holds that there can be many different ways of changing the interactions between a parent and baby (6), clinicians have "multiple ports of entry."  Because we are working with such tight systems,  both intrapsychic and interpersonal, the principle of multiple causality applies, and different interventions aimed at discrete parts of the family system can produce the same result.  "If therapy alters any one element, it will have an impact on all the elements within the system because of the dynamic interdependence of the elements." (6)   Different techniques utilize different clinical windows.  What all these approaches have in common is that they aim to alter the interactions between parent and small child so that their relationship is improved, creating as secure an attachment as is possible in any given circumstance. In observation and conversations I identified a number of techniques that are widely used in America; nobody was rigid about this and the variation between some of them appeared to be slight.  New ideas in this field are appearing all the time.  

Infant-Parent Psychotherapy
This approach really springs from the work of Selma Fraiberg, a psychoanalyst, who began the first Infant Mental Health Specialist training in Ann Arbor in 1973.  The prime focus of this method is summed up by her memorable phrase of "the ghosts in the nursery", which is a metaphor for the emotional difficulties associated with someone else in the past which the parent is now transferring on to the baby.  The goal of this type of intervention is to "free infants from the distortions and displaced affects engulfing them in parental conflict." (7)  This is specifically aimed at breaking the inter-generational re-enactment of thwarted parenting.  True to its psychoanalytic origins this procedure concentrates on trying to "change the parent's internal representations of himself or herself and of the child" (8), although this does not preclude offering at the same time as much support and access to practical resources as is feasible.  This is generally a long-term approach since the working model of relationships that needs to be changed can go back to the pre-verbal experiences of the parent, and it may be these historical conflicts which are being re-played with their own infants.

It is called "Infant-Parent" psychotherapy as the baby must also be included as a person who contributes to the relationship, and in a way it is the relationship that is the "patient", not just the parent or baby.  "The infant-parent relational system appears to operate as a template upon which the affective, cognitive, and social development of the infant is organised." (9) Sessions are generally with the parent(s) and infant together, concentrating on how their relationship is formed from the unique combination of each partner's personal characteristics, whatever their origin.  "The hope is that a developmental trajectory that leans towards an unpromising outcome can be redirected towards an outcome holding much greater promise for parents and child." (8)  Treatment follows an extensive process of assessment, and is tailored accordingly; e.g. if  what the parent wishes to talk about  could be  frightening for the child to hear,  the therapist may later need to meet with the parent alone. 

Practitioners see that it is the relationship between family and therapist which counts here, a form of "corrective emotional experience", where the "therapist's attitude mirrors those attributes he or she seeks to foster in the parent-child relationship." (8)  The therapist's views and actions contradict the parent's internal working model of relationships, that which is being unconsciously repeated in the parent-infant relationship, and so becomes a force for change.  "The basic therapeutic posture required to work with the potentially devastating negative transference of a new mother is support and positive regard." (6)  Through this therapeutic relationship the parent can find a sense that they have a good self which can then be reflected back on to the infant.  (9)  "The underlying assumption is that the corrective experience of the therapeutic relationship...coalesces with the new knowledge and self-understanding fostered by different therapeutic modalities." (8)  This  brings about a change in the relationship between mother and child, such that the latter no longer feels unprotected and so can begin to develop reliable personal methods of self-protection (10), the internalisation of a caring "good object".  The secure child feels safer about being independent, and therefore the chances of favourable development are enhanced.

Research (8) shows that this method of Infant-Parent psychotherapy is largely successful.  It is a procedure that has been created around, and geared to, severely disadvantaged populations.  Clinicians become equally committed and creative in their task of relieving the adverse circumstances (present and past) which deplete the emotional quality of the mother-baby relationship.  The quality of attachment between parent and child shows a significant improvement compared to similar families where no intervention occurred.  

There is another slightly different slant to Parent-Infant psychotherapy (11) where the work is directed less at the relationship between parent and child (and therapist) and more at the parent's internal representations and the way these are manifest as identifications and projections.  Change occurs through interpretation.  It is matter of emphasis, this is closer to the "pure" psychoanalytic model, with the therapist remaining more aloof and less practically involved.  It is assumed that "pathogenic representations exist and that they consist of unresolved conflicts dating from the childhood of the parent.  These have remained and been elaborated as core conflictual themes, and they are now being activated and enacted in the current interaction with the infant." (6)  Again, assessment is important since a focus for the work must be established, "briefness can be maintained when a core conflict that explains the main inter-relational pathology is easily determined." (11)
Infant-Parent psychotherapy aims to change the way a parent perceives and interacts with their baby by altering the internal representations that impinge on "good-enough" parenting and thus detract from the infant's efforts to form a secure attachment.  Daniel Stern (6) contrasts this with the technique of "interaction guidance", where the expressed focus is what actually takes place, in the present, between parent and infant; and the parent's internal world is relatively little explored.  His research showed that, for similar populations, the two approaches led to similar results and in the process each achieved the other's goals.  All of the teams I visited used both methods on a pragmatic basis, seeing each one as a complement to the other.

Interaction Guidance

This approach deliberately homes in on the parents' overt behaviour, with the assumption that there is an extremely high amount of reciprocity between the interactive behaviour of the adult and that of the infant.  It was created by Dr. Susan McDonough to serve very disadvantaged families at high risk.  Such families had failed previous offers of treatment, and "could be described as over burdened by psychological, social and environmental risk factors including poverty, family conflict, poor education, large family size, history of family mental illness, substance use, and lack of a parenting partner." (12) The first task for this procedure is to establish a therapeutic alliance with referred families, which means overcoming their suspicions and reticence by tuning into immediate needs in a non-judgemental fashion.  A lot of practical help, advocacy and advice may be combined with home visits and supporting efforts to access other agencies. It is reported that this method enjoys particular success with the infancy problem of failure to thrive, regulation disorders and where there is an organic basis to the difficulty.

Central to Interaction Guidance is the use of video recordings of short periods of play between parent and child which are then replayed, usually immediately, to the parent(s) in an endeavour to identify constructive and appropriate behaviour with the baby which can then be selectively encouraged and developed.  There is no criticism or, for that matter, interpretation.  This procedure is designed to "assist family members in gaining enjoyment from their child and in developing an understanding of their child's behaviour and development through interacting play experience.  The approach also seeks to foster the development of adult family members in their role as their child's parents or primary care- givers." (13) The therapist attempts to help the parents get more fun and satisfaction out of interacting with their child; but does not play with the baby herself to avoid eroding  the mother's already low self-confidence.  Dr. McDonough described the unhappy attachment histories that many of her clients had suffered, and how this left them with an overwhelming sense of desperation.  She felt that if these parents could learn to relate to her in a different way (one alien to their internal working model) then there was a good chance that when she finished her work they would be able to generalise this relationship out and find someone else in their neighbourhood whom they could allow to take on the role of helper.  

This is a strength-based approach that identifies and then works with the positive elements already (somewhere) present in a family.  The role of the therapeutic alliance is emphasised, and issues of transference and counter-transference considered, as would be usual with a more psychoanalytic emphasis.  It is a process of skilled encouragement made all the more immediate by the use of selective video replay.  Developmental Centres Inc. had inadvertently hit upon a useful variation of this when their equipment failed; they found that if there was no sound the impact on the mother of observing the interaction with her baby was often much greater.

Within a session the technique of Interaction Guidance "permits immediate feedback to the parent(s), or even extended family, regarding their own behaviour and its effect on the infant's behaviour.  Through viewing samples of parent-child play interaction, family members become more aware of important interactive behaviours that are positive and need 

to be reinforced, elaborated, and extended, as well as those interactions that were less enjoyable or inappropriate and require redirection, alteration or elimination." (13) Also, the video recordings provide a vivid means of monitoring progress in treatment.  An edited video tape is eventually given to the family as a record of what they have achieved.  

The core elements of the Interaction Guidance approach can be briefly summarised (12):

1.
Adopt a non-authoritative therapeutic stance.

2.
Use treatment goals identified by the family.

3.
Emphasise already existing family strengths.

4.
Increase parent's satisfaction and enjoyment from interactions with their infant.

5.
Suggest alternative interpretations of the infant's behaviour.

This seems to be a technique that multiply-stressed families can respond to.  It is non-threatening and the only demand made on the parents is the request to play with their child while being filmed.  The idea of following up what occurs when a parent and infant play together has been given a different slant by Elizabeth Muir, who takes a more psychoanalytically-informed view of this process.

Watch, Wait and Wonder
In this method of Infant-Parent psychotherapy the parent is asked to interact with the infant, but in addition she is told to let the infant take the lead completely.  The idea is that the more the mother can follow the baby's wishes then the greater is the opportunity given to the baby to explore his relationship with her.  (I will stick to mother and boy baby here, for ease of presentation.)  This can be difficult for both parties, and the therapist often has to give a lot of support and selective encouragement.  Older infants who have already established a pattern of interaction, perhaps based on compliance for safety's sake, find it extremely hard to become self-motivated and will pressurise their mother to get back in charge in the old familiar way.  Mothers may have to meet a new awareness of how a particular pattern of interaction has become psychologically essential as a means of survival. These sessions are also video taped so they can be played back and discussed.

The task of the therapist in this setting is to "provide a: safe, holding and containing setting in which the mother may explore her feelings and sometimes memories, which are inevitably stirred up by her experiences of her infant's spontaneous undirected activity." (14)  This is done by dividing the session in two, the first part is for play  which is infant directed (up to 30 minutes), and in the latter half the therapist explores with the mother the issues that have come up, and tries to help her distinguish her own feelings from those of her baby.  Elizabeth Muir conceptualised this in terms of how it was easier for the mother to be a nurturing "container", and thus able to process the baby's own mind, if she has less "ghosts" of her own.  I heard her speak at the Michigan Association for Infant Mental Health's Conference, and she stressed that nobody can remind a mother more of her own parent than her own baby; who may thus, in unfortunate circumstances, come to represent unacceptable aspects of the mother's previous relationships.  Also, the mother repeats with her own child the ways of being with an important other that she absorbed during the early relationship with her own mother; generational continuity is governed by the internal working model of relationships which is fundamentally constructed out of interactions with primary caregivers.

From the baby's point of view, he is learning that he must behave in certain ways in order to avoid rejection.  These are the techniques, in fact, which his mother before him employed in an effort to remain attached herself.  Thus the baby develops what a British psychoanalyst, Donald Winnicott, called a "compliant false self"; learning to avoid the risk of being himself and to pay more attention to his mother's mind than his own.  It is this painful situation that the Watch, Wait and Wonder technique is designed to alter; for babies do not give up without a struggle, and it is these efforts which produce the "symptoms" common to infancy.

As with all other interventions in infancy, the final aim is that the child should form a safe attachment to his mother.  There is almost a predictable sequence of events in this technique which lead towards a desired end.  (14)  "The initial sessions appear to involve the infant in securing the mother as a safe base.  Following this the infant starts to use the mother...in a way that appears to reflect the infant's struggle to gain the...missing relational "food" essential for development.  Part of this process demands of the mother that she becomes both a container for and mirror of the infant's experience.  The final sessions are ones in which the mother is clearly used as a secure base from which the infant is then free to explore and manipulate the toys and objects in the room."  The crux of this approach is that, by switching off the power of projections and identifications, the mother has become the therapist.  Then, during the feedback time, the clinician is almost a supervisor as the mother's spontaneous reactions and responses are considered.  The task is to help the mother understand how these responses are derived from her own internal working model of relationships, and thus shifts the emphasis in a more conventional psychotherapeutic manner to the mother's own internal representations.

Changing the way a parent thinks about their child can be a powerful force for change and, fortunately, there are many situations where conflicts from the past do not form immediate barriers to an altered understanding.  A part of all infant-parent psychotherapy is the imparting of appropriate knowledge about the process of development and the changing needs of the baby.  Both by example and gentle education this can build up maternal sensitivity.  If the parent can understand the infant's behaviour in the light of how the infant experiences the world it is possible to sympathise and think; something that suddenly makes sense then becomes manageable.  This can increase the mother's ability to feel accurate empathy for her child and, as research shows (15) empathy is the major nutrient of secure attachment.

Speaking for the baby 

This is an intervention devised by Dr. Joy Osofsky in New Orleans in her work with teenage mothers. (16)  It is something that may occur almost unnoticed in Infant-Parent psychotherapy when the clinician frequently (it is hard not to) puts into words what the baby might express if he or she was able to (7), as a means of helping the mother understand how her baby's feelings and behaviour arise as a response to what she has said or done.  The technique of speaking for the baby is directed at encouraging adolescent mothers to think about their babies and at the same time express those feelings which have been stirred up by becoming a parent.

This approach targets adolescent mothers since they constitute a recognised high-risk group.  "Adolescent mothers, in general, talk less to their infants than do older mothers and frequently have difficulty understanding or articulating the feelings of their babies.  Because adolescent mothers are children themselves, they continue to experience their own developmental struggles which can interfere with their ability to understand and be sensitive to their children."  There is "less reciprocity and less affect sharing between adolescent mothers and their infants.  It is often difficult for the mothers to read and respond to their infant's cues." (16)
Unfortunately this project was not running while I was in New Orleans, but I was able to talk to Dr. Osofsky and observe the video tapes of this work.   What happens is that the young mother is recorded playing with her baby and then, in subsequent sessions, she is shown the tape and asked to say out loud what she thinks the baby is feeling.  This can take place in a group situation, which makes it a more enjoyable experience for the mothers.  During subsequent sessions, depending on need, the therapist "talks" for the infant while the mother plays and then the roles are reversed.  Immediately afterwards both mother and therapist watch the video recordings of what they had just done, and discuss the mother's success at understanding and following the baby's cues.  Again the emphasis is on existing strengths.  "The technique was useful in teaching the mother through modelling, controlled practice and feedback.  Variations included letting the adolescent mothers pair off and take turns reversing roles with each other.  In addition, a doll was used to demonstrate other types of behaviours or situations that were difficult to show with a real baby." (16) This intervention has been designed to overcome the many problems that are inherent in adolescence.

Developmental Guidance
This is a technique that focuses on increasing the parent's knowledge of their baby's development and attendant issues such as changing abilities, emotional and cognitive needs, milestones and practical care taking. (7)  The aim is to enhance the parent's sensitivity and responsiveness and so nurture a secure attachment for the infant.  There is no curriculum, knowledge about the baby's development and emotional needs is provided only when the caregivers ask questions (curiosity can be encouraged) and around the specific difficulties they are having.  Information and advice must be individually tailored to the abilities, culture and perceptions of the parents.  As with "speaking for the baby", this is something that occurs naturally, when needed, in the Infant-Parent psychotherapy setting.  It is especially used when the parents have difficulties in dealing with intra-psychic conflicts, so that another means of approaching the infant-parent relationship is more fruitful.

Aspects of this approach can become a specific method in their own right, such as the technique of "Previewing" (17) which enhances the parent's ability to serve as "the infant's guide", so she can acquaint him "with changes that will take place in their imminent future." This technique is based on the idea that when the parent's responses to the infant do not confirm a continuity between past, present and future perceptions and experiences, then normal developmental change becomes something which is arbitrary, uncontrollable and thus frightening.  It encourages the normal process where mothers "intuitively teach the child to speak or act at a level that is just a little ahead but not too far ahead of where the child currently is." (6) 

The Previewing process has three components (17):

1.
The caregiver must develop the ability to formulate representations of what will occur next in their infant's development.  This involves forming schemas of past, current and future interactions that are as vivid as possible and make sense.  All of this is done in the context of a strong therapeutic alliance, which must be built up first.

2.
The parent learns the role of "auxiliary partner", enabling the infant to master new achievements.  This means developing observational skills, which may have to be taught.

3.
Finally, parental empathy is facilitated.  This makes the relationship to the infant intrinsically more enjoyable for both partners, cements attachment and enables the mother to monitor and regulate any Previewing episode appropriately.

Together these three stages attempt to increase interactional sensitivity, tune the mother into her baby and enable her to confirm the baby's emotions or interests by her response.  Working on rapport, in particular, thus encourages the process of "affect attunement" (18) which is one of the building blocks of a healthy sense of self since the infant, by this, can learn that he has an inside world of feeling that can be acknowledged as something other than exterior actions.  Babies are thrilled when they are recognised for who they are rather than by what they do.

Perhaps one of the best, and most important, frameworks for Developmental Guidance is attachment theory.  This is a research based approach centred around the child's needs for security, based on the premise that we have a species-specific set of response patterns to threat and separation which has evolved to ensure infant survival.  This branch of theory was pioneered by John Bowlby, a British psychoanalyst. The infant forms an attachment relationship to his or her caregivers, and other adult protective figures as well, and in optimal conditions this relationship is the source of the comfort and security which should be the bedrock of personality growth.  It is too vast and important a subject to tackle here (19,20,21,22).  Infant Mental Health Specialists work primarily from a basis of attachment theory, and many consider it the best framework to use when helping parents understand their infants and toddlers. (21)  In turn it helps the clinician understand the sometimes slow pace of the work, since: "It is not surprising that parents who have difficulty attaching to their infants have enormous difficulty engaging in psychotherapy."(9)  Attachment theory gives a depth and meaning to a child's distress that makes immediate sense to parents and other caregivers.  
Other techniques

There is a whole raft of other methods employed for different problems with various populations, all dependent on the particular interests and skills of the clinician in conjunction with the task that they are focusing upon.  It may also be appropriate to offer intermittent provision of treatment, perhaps using different techniques at key developmental points. Serial brief treatments are probably" the very best way in which parent-infant psychotherapy can be delivered.  They represent the family's success (and sometimes that of the therapist) in finding a temporal form of treatment best adjusted to a psychotherapy that involves a rapidly developing organism (the baby) and system (the family)." (6)  

The best interests of the particular child take precedence over all else.  For instance, infants with special needs, or specific vulnerabilities, may need appropriately modified interventions. (24,25)  All the opportunities offered by video technology  can be more fully exploited (26) as a tool for enhancing parent-infant communication.  (Again, an approach that is based on focusing on strengths.) For instance, staff and parents can view video recordings of every-day interaction and thus share observations and, together, consider different approaches.  Simply demonstrating to parents how they relate to their infants, especially where communication has broken down, can be a powerful impetus for change when the therapist can contain and give meaning to what is observed. (27)  This returns full circle to the origins of Infant-Parent psychotherapy, since many parents then want to know what lies behind these distorted perceptions.  The discrepancy between old and new views is a powerful demonstration of how: "In every nursery there are ghosts.  They are the visitors from the unremembered past of the parent..."(7)  Such revenants can only be exorcised when there is someone else with the parent to help them reflect and get in touch with long-buried feelings.  After that the parent can then think more accurately about their infant, unencumbered by the past.  What all these techniques appear to have in common is that the baby ends up being thought about, held in mind, in a less distorted and more empathic way than before.

The Assessment Service in New Orleans

I spent three weeks following the specialised work of the Infant Mental Health Team in New Orleans.  This team is under the guidance of Dr. Charles Zeanah, who has pioneered and refined attachment-based assessments for very young children.  All the referrals for this service come directly from the Courts, and their task is to do an appraisal that can guide decisions about termination of parental rights.  The team works in conjunction with the Court officers, as well as with the social workers who have responsibility for the individual cases and who brought the matter to the Courts in the first place.  

The service has been established for four years, with the specific mandate of offering an assessment report that can be used by the Courts. (3)  Thus parents have no choice about attending; and there is no question of anything being confidential.  This does not seem to prevent later therapeutic work being done; from the mother's point of view the experience of someone being open and honest with them is a better basis for a therapeutic relationship than the offer of confidentiality.  They are sometimes dealing with problems of gross abuse, neglect and trauma.  E.g. While I was there a referral came in to help a girl of 10 months who had been found in a room with the bodies of mother and aunt, shot by her father about 14 hours previously.  The majority of the mothers have been victims of violence or sexual abuse themselves, and almost all were crack-addicts.

The team provides standardised evaluations of the relationship between infant and caregiver (both biological and foster parents) which the Court can use in coming to a decision about placement.  The whole system is geared to expedite the process of moving infants away from  irremediable situations of risk into adoption.  This is not a foregone conclusion, in many instances they recommend that the child should remain with his or her mother (fathers are absent in the majority of cases) and be given extra help.  The clinician who has been primarily responsible for the work of assessment will then offer treatment in the form of Infant-Parent psychotherapy (using any combination of the techniques I have listed), individual work with the child if appropriate, and general assistance in improving the mother's parenting ability so that the child can return home safely, e.g. referral to Addiction-Treatment Services.  A similar package, when necessary, is also offered to foster and adoptive parents since, in many instances, these infants are very damaged and distressed and so carry with them into new family situations all the expectations, attitudes and behaviours that they needed to survive in the previous one.  Toddlers can be extremely provocative and difficult as they invite responses from others that confirm the internal working model of relationships they have created in a past disturbed environment; and helping foster and adoptive parents understand what lies behind this goes a long way to take the strain out of the new situation.

Central to this process of assessment is the use of a standard interview with the caregiver and a set series of tasks that the caregiver is asked to do with the infant.  These are video taped for further analysis and comparison.  A primary therapist conducts and writes up all that is done and observed, and this forms the basis for the Court reports.  There is always more than one worker present at every intervention, both to help with the video technology but also to act as an observer.  All cases are discussed by the multi-disciplinary team and the video recordings are reviewed at the same time.  Conscious effort goes into looking for any strengths displayed by the family of origin or child which could form the basis for an intervention.  At the same time, those factors that reduce the risk of further ill-treatment of the child are carefully considered.  "These include that the parent acknowledge the problem, accept responsibility for his or her role in the maltreatment, understand that the child's needs are separate from his or her own, recognise the need for help with personal issues such as substance abuse and psychiatric problems, be willing to accept help from treatment providers, and have resources available to address needs."(3)  These are often quite painful issues for the parents to address, but they are not fudged and frequently, when they  think about these things it leads to the conclusion that perhaps their child would be better placed elsewhere.

Because this method of assessment is standardised and each case is considered by the team it leads to recommendations that the Court and social workers have confidence in.  It can sometimes take a long time to complete a full evaluation, and this may appear labour-intensive, but since it will form the basis of decisions that will alter many people's lives irrevocably, this becomes a plus rather than a negative.  Often it is important to extend the assessment period for several months in order to observe the changes in a child's pattern of attachment when moved to a new environment.

The two standardised strategies are the "Working Model of the Child Interview" and the "Crowell Procedure."  Taken together they give a picture of the behaviour of the infant with the caregiver, and of the subjective experiences and attitudes of the caregiver in respect of that child.  The latter is not just a matter of the memories uncovered or ideas about the infant and their relationship, but also hinges on how they express themselves and organise what they want to, or can manage to, say; it is a matter of the pattern, confidence and tone of their narrative.  Video recordings are essential here.  

The Working Model of the Child Interview is a semi-structured series of questions posed to the caregiver that have been designed to explore the meaning behind observed behaviours.  It enables the parent to tell her own story of the infant and elucidates the dynamics of the relationship between them.  This way of investigating the parent's representations of their child is fully described in the literature (28,29,30).  It can be scored for research purposes and then classified into one of three categories: Balanced, Disengaged, or Distorted.  The form of the narrative is considered as well as content, looking at (among other things) such features as: richness of perception, openness to change, coherence and caregiving sensitivity. (29)  However, the  scoring system is not recommended for clinical purposes, instead the therapist will view the video recording and pick out the content and narrative features that seem important second time around.  "During the roughly hour long interview, a parent is asked to describe his or her emotional reactions to the pregancy, the infant's personality and development, characteristics of the relationship with the infant, perceived and anticipated difficulties with infant characteristics, reactions to infant behaviour and distress in a variety of contexts, and anticipated difficulties in later development." (28)  It has been shown that this method of classifying mother's perceptions and subjective experience of their infants distinguishes infants with clinical problems from those without clinical problems. 

The Working Model of the Child Interview is always used in conjunction with the Crowell Procedure.  The latter is a series of tasks, in all taking no more than 40 minutes maximum, where the caregiver is given instructions and demonstration before the session, and is also given specific directions between each change of activity via a telephone link with the observing clinician.  The basic framework, which I observed, is one that begins with about 10 minutes of free play followed by a clean up; then the caregiver blows bubbles for the child to pop (meant to be a fun time);  followed by up to four short teaching tasks of increasing complexity geared to the child's developmental age; the caregiver then leaves the room for no more than 3 minutes, leaving the child alone with the toys; and finally there is a reunion episode.  Particular attention is paid to how both adult and child manage the transitions.  

Each section of the Crowell Procedure has been designed to elicit different information about the relationship between caregiver and infant and the attachment behaviour of the latter.  It is regarded as "a helpful way of isolating the interaction of a particular dyad and attempting  to probe many of its dimensions". (30)  One very quickly gets a "feel" for the situation.

All the Crowell Procedures are video-taped and this offers a powerful way of seeing both how an infant is responding to a caregiver and how this interaction can change for the better in a new environment.  I was struck by how quickly an infant can developmentally catch up and form a secure attachment with a good foster parent when, after seeing a "live" session, I dug out the recording of the same child with his biological mother three months previously. The change that had taken place was immediately obvious for this little boy, and he appeared to be relating to his "new" mother in a far healthier manner.

It was with this team that I fully realised how taxing such work could be.  Infant Mental Health intervention is a specialised and multi-faceted task that demands a lot from clinicians, all of whom were acutely aware of the responsibility they carried for the future of these children's lives.  The use of video technology to increase the number of observers and thinkers seems essential, as is the assistance from the process of joint decision-making in conferences that was part of the whole process.  On top of that, everyone was simply very friendly and emotionally aware and so mutual support and concern was woven into the fabric of the team to the extent that it was almost unnoticed - except to a stranger like me.  Although environmental threats to positive child development are never lost sight of, especially in such a high-risk economically disadvantaged population of clients as found in New Orleans, my impression everywhere was that Infant Mental Health specialists still hold on to the importance of the internal world.  This core belief can be traced back to the psychoanalytic origins of Infant-Parent psychotherapy, the background to the profession although not necessarily of those who now join it.

Background to the Infant Mental Health Movement

The first training course was set up by Selma Fraiberg, a psychoanalyst at the University of Michigan, in 1973.  She had been given a Federal Grant to apply what she had learnt from her work with blind babies to aiding mothers and infants in distress. (7)  Selma Fraiberg then applied to the State of Michigan for further funds to train graduate students in Infant Mental Health; and originally this was to have primarily an academic slant.  

The Director of Michigan's Department of Mental Health asked Betty Tableman to look at this proposed new venture, and it was her intervention that altered the aim of the project so that it then recruited from existing staff working in various community mental health agencies throughout the State.  Betty Tableman continues to be actively involved with the Infant Mental Health movement, and she very kindly gave me a lot of her time during my stay in Michigan.  It was her initial and continued support for Selma Fraiberg's venture, the Child Development Project, which was crucial for the development of this new profession. 

When the trainees graduated they went back to apply their new skills in their home communities.  Once others became aware that help was available for mothers and infants the referrals for individual work flooded in, as did requests from other agencies for consultation and supervision.  Betty Tableman said that she thought it had been vital that each newly trained clinician had then set up an "advocacy" group around them, both for support and as a means of promoting wider community interest, and often it was this that had kept various projects going in the face of adversity and competing for funds.  She commented that you did not need many clinicians to benefit a community, since there would be a proliferation of new awareness through teaching, supervision and consultation to other workers in the field.

The newly qualified Infant Mental Health specialists felt a need to create a network for support, communication and co-ordination.  With the piecemeal service provision they had to work with, which appears to be a feature of what happens without a Welfare State, it was necessary to have a means of integrating the new profession that transcended agency boundaries. From this need arose the Michigan Association for Infant Mental Health; which has been active in standing up for the best interests of infants since 1977.

An important feature of M.A.I.M.H. is the way it is organised into local "chapters".  I attended a meeting of the one in Detroit.  These are area-based support groups which are integrated with the others in the State, and they share a regular newsletter (The Infant Crier) and an annual conference.  These chapters are not exclusive to Infant Mental Health specialists doing clinical work, they also have as members anyone else who has an interest in infancy, such as: representatives from the police and courts, academics, social workers, especially those concerned with fostering and adoption, and workers from projects aimed at the homeless or teenage mothers, where the needs of babies should be taken into consideration.  The chapters hold regular meetings, which also provide a forum for local interests or concerns to be aired; and so in turn they are in a good position to act as a pressure group when necessary.  

Infant Mental Health Teams : Ethos and Task
Infant Mental Health work on behalf of infants at risk of aberrant development is designed to focus on preserving, enhancing or repairing the attachment relationship between the infant (or toddler) and the parent.  It is provided in a home setting, and targets those families where the parental situation or the characteristics of the infant impede the parent-infant attachment, and thereby jeopardise the infant's immediate and future normal development.  The problems that these infants exhibit "consist largely of relationship disturbances that may present as eating or sleeping disorders, attachment disturbances, early conduct disorders in the infant, or as parental anxieties, disturbances in parenting, and other forms of parent-infant disregulations.  They also include infant conditions that do not originate in the parent-infant relationship, such as developmental lag or specific handicaps."(6) Intervention is designed to facilitate change in high risk families, and an important element here is the continuity of the relationship between the service provider and the parent.  The treatment results in outcomes that will effect other service providers in the future; such as physical and mental health, the educational system, the police and probation service, and general welfare provision.

It was generally felt that, regardless of site, Infant Mental Health services in a community or hospital setting have the following common characteristics:

1.
They are based on infant development and attachment theory, with the emphasis on the parent-infant relationship and all that impinges upon it.

2.
The reasons for referral are related to parent-infant interaction and threats to the future development of the infant.

3.
It usually involves weekly visits to the home (except where this is too dangerous!), and this is more frequent if the family is in crisis and less so as the family improves.

4.
They are comprehensive services provided by one keyworker; involving support, case management and psychotherapeutic intervention.  The intensity and demands of the work govern the size of the caseload.

5.
It involves the use of multiple strategies (as listed previously) to accomplished behavioural change, and all of these require the development of a trusting relationship between the clinician and parent.  Examples of such changes are: those involving the infant's behaviour and characteristics, reinforcement of the mother's positive actions,  changing the mother's mental model or internal representations, reducing stress in the family system, facilitating the best use of community resources, etc.

6.
Infant Mental Health specialists focus on the parent-infant dyad, but their intervention will also benefit any other children in the home.

7.
The role is in part "nurturing" the mother so that she in turn can nurture the infant. 
To find value in another we have to have the experience of another finding value in us; the baby searches for a positive reflected -self in the face of his or her mother.

8.
Infant Mental Health Specialists are professional providers from a variety of backgrounds, with a specific training in Infant Mental Health theory and practice.

(This section is based on descriptions put out by established services in Michigan)

Infant Mental Health teams are in a position to provide comprehensive services in accordance with the demands of a particular situation; e.g. an individualized assessment and treatment plan, linkage to concrete assistance such as home care, supportive and non-judgemental listening, developmental guidance which takes note of the stages of development and needs of the infant, facilitation of appropriate and enjoyable parent-infant interaction, advocacy and parent-infant psychotherapy.  This model of working is one that stresses co-ordination and co-operation with other agencies, and takes place most successfully in the context of a network of care.

Insofar as there is such a thing, a standard Infant Mental Health intervention would be composed of the following components:

1.Concrete service assessment of necessary assistance; this is to look at what is actually needed in the household to make it safe and infant-friendly, and to ensure that adequate medical care, nutrition, clothing, basic child care and safety precautions are all present. Often other agencies will need to be contacted.

2.Emotional support; this is concerned with present realities and begins with listening  to the parent's concerns and feelings about infant or toddler, adjusting to parenthood, difficulties with such things as birth trauma and perinatal loss in the past, issues of parent-infant relationships, looking at what informal and formal social supports are available, and generally trying to model an empathic response.

3.
Developmental guidance; this is to do with strengthening the parents' capacity to provide care, it offers information about growth/change/development, and  can use the techniques of speaking for the baby and Previewing.     It is important to help the mother learn how to articulate the baby's capabilities depending on stage of development and to determine what the related problems might be. 

4.
Infant-parent psychotherapy; in conjunction with what has already been discussed in the section on technique, this involves observing the parent and infant or toddler together in order to strengthen parent-child relationships, encouraging their interaction, supporting the infant and parent in their capacity to engage and respond to one another, it permits discussion of significant issues, e.g. abandonment, loss, separation, family deprivations, abuse, neglect, parental experience and care, and how all of these are related to the current way the infant is being looked after.

5.
Advocacy; which is a matter of speaking up for the young child and family members when they have a need for services; it is also a case of helping families negotiate the systems that impact on them and the care given to the infant. 

The outcomes aimed at can be summarised thus:

age-appropriate development

the creation of a secure base within the family


social-emotional competence and the development of basic trust

reduction in child abuse and neglect

reduction in symptom of referral, e.g. sleep disturbance

reduction in aggressive behaviour

appropriate use of primary health care

preparation for entry into nursery provision 

and for the parent alone:

greater satisfaction gained from parenting

increase in maternal sensitivity


reduction in subsequent pregnancies

increase in higher education completion

increase in employment and reduction in dependency

An Infant Mental Health Service is called upon to offer help to parents and their babies in high-risk situations.  It is not necessary to wait for something to go badly wrong, or for a major symptom to become established, before intervening.  Families can be referred on the basis of risk, and not on manifest infant pathology.  Research and clinical practice together provide a clear compendium of those situations that are likely, when present in the life of an infant, to continue into difficulties later in life. (I will elaborate these in the next section.)  Everything impacts on the baby via the parent's behaviour and attitude.  If a new family, or a changed family, can be helped to adjust from a negative to a positive pattern of interaction then this not only gives the baby a "good enough" start in life, but it also increases the likelihood that parents will gain fulfilment from the responsibilities of their role and so continue to maintain healthy relationships with their children.
A consideration of risk factors:

The driving force behind everyone I met on my trip was the conviction that working with infants and their families was an essential preventative task.  Although it is impossible to predict in any one instance what the exact outcome, in terms of forthcoming life events, would be, it is possible to think of early intervention in terms of altering the balance of probabilities towards a more, rather than less, favourable future.  Research, largely based on longitudinal studies, has shown that there are a large number of risk factors that can contribute to long-term problems in the emotional, cognitive and social development of the individual.  These risk factors, in general, are readily observable; and so it is possible to offer help to a situation rather than waiting for a symptom.  The majority of these perils  (listed below) impinge on the baby through their proximal effects on the parent; and even constitutional problems have different outcomes depending on the attitude taken by the parents and how they subsequently respond.  As always, we return to the relationship which is "the arena in which the parents' most critical representations, wishes, fears and fantasies about the infant are played out...The interaction is also the path for most of the influences that ultimately impinge on the very young infant from  the world at large - such as social, economic and cultural factors - because of the highly asymmetrical nature of this relationship."(6) 

It is the accumulation of risk factors which over-burdens a family and so creates difficulties in the parent-infant relationship.  Social circumstances become transmuted into personality structure through the alchemy of those early experiences that form the basis of the internal working model of relationships.  The baby, of course, also brings something unique about him or herself into this reaction.  We need to consider the dynamic interplay between the baby and the environment, each influencing the other.  An ecological/transactional model may be best; one that does not focus on single factors but which considers all the mutually influencing systems which affect a family and so also the parent-infant interaction.  The developing individual cannot really be separated out from his or her context, it is this that provides a continuity of unfavourable circumstances which become harder to alter the longer they are left.  "An understanding of the developmental process requires appreciation of the transactions between and among individuals, their biological inner workings, and their social outer workings." (31)   As I shall return to in a later section, these inner and outer workings are interlocking spheres of influence for the baby since social experiences can physically alter the structure of the brain and the production of certain hormones.  The quality of the first relationship leaves both a physiological and psychological imprint upon the mind.

There seem to be several varieties of risk factor lists.  I will give an amalgamated version,  with some extra details for those which seem particularly germane to mental health.  More clinically orientated accounts are available.  (32)  It is important to emphasise that these danger signs are not to be taken singly, it is the accumulation of risk factors which indicates a high-risk family which needs help, and each family differs in its strengths and competencies in the face of adversity.  I have divided these factors up into three categories, but this is not to imply that they do not both overlap and influence each other.  

Biological vulnerability:  

This refers to such events as prematurity, pre-natal complications, low birth weight, serious medical illnesses, birth traumas such as asphyxia, severe developmental delay, and genetic disorders. (33)  Infant temperament and atypical behavioural characteristics could also be included under this heading.  Limited pre-natal care may contribute to biological vulnerability, and so in itself is a risk factor; and mothers who smoked during pregnancy would bring the infant into this category.

Parental difficulties:
(a)  The quality of the infant-caregiver attachment and the link between the adult's and child's pattern of attachment.  This should be a prime concern where there has been a loss of previous children through abandonment or being accommodated by the local authority.

(b)  Psychopathology in the parents, when it is the severity and chronicity of a given disorder that counts, not the specific diagnosis. (34)  Mothers and babies can have a negative influence on each other in this situation, since the mother is more prone to stress, in a variety of different ways, (35) as a direct result of mental health problems.  In Britain, 25% of severely psychiatrically ill female patients have a child under the age of three.

(c)  Maternal depression, which research shows is associated with a variety of problems with parenting and later child behaviour. (32)  A depressed mother finds it hard to provide a warm and nurturing environment.  There is also a significant link between post natal depression and insecure attachment in toddlers; and these children show greater levels of disturbed behaviour in school.  (36, 37)  If the mother remains depressed after the infant is 6 months old, then there is an increased likelihood of growth retardation and developmental delay. To give an idea of prevalence: local research done by health visitors reveals that 15% of mothers in Gloucestershire suffer from postnatal depression.

(d)  Maternal substance abuse.  In many instances this can directly harm the developing foetus. (38)  Later on, the infant may be less effected by the toxicity of the drug (secondary ingestion can be a problem) than by the life-style associated with addiction. The craving for crack, as I heard about in New Orleans, grows every time it is taken.  Often mothers, who are initially living in poverty anyway, are driven to crime and prostitution and the culture of violence that surrounds both, in order to support their addiction.  The world of the drug abuser is generally associated with economic hardship and disorganised family environments.  (32)  While these mothers were pregnant there was probably inadequate nutrition, which may have stunted foetal growth.  There is a tendency for substance-abusing women to avoid pre-natal care.  Substance abuse sounds like a single risk factor, but in fact it is associated with many others.

(e)  Parents with a severe chronic illness, physical disability or learning difficulties.

The Infant Mental Health team may in some instances have to substitute for an extended family in the best interests of the baby.

(f)  Parents with a developmental history of loss, abuse or neglect.  This is where we meet generational repetition of parenting problems.  If the adults' internal working model of relationships is based upon their own experiences of being badly parented, then it can be very hard (without help) to be a nurturing parent in turn themselves.  Such parents may find themselves harbouring fantasies of injuring or killing their baby,  and this flags up a high-risk situation should they be able to admit it and seek help.

(g)  Adolescent mother.  Here research shows that teenagers tend to interact differently with their babies than do older mothers; and they are generally less committed to, or satisfied by, the task of motherhood.  Their children speak less and are more likely to have a poor cognitive development.  Such mothers tend to suffer from psychological, social and economic difficulties; and sometimes the extreme conditions in their environment can lead to mental health risks. (32,39,16)  All of these factors, and more, impact on the baby.

(h)  Parents who are unprepared for their infant, lack knowledge of normal child development and have unrealistic expectations or negative attitudes towards the baby.

 Family and social risk factors:

(a)  The quality of the marital relationship.  Overt conflict, especially if it involves physical violence, is particularly harmful to a child's healthy development, and leads to insecure attachment and disturbed behaviour.  Infants who witness their mother being abused, even if untouched themselves, are more likely to develop disorganised attachment relationships with them.  Marital conflict is related to intrusive infant behaviour and conduct problems in infants. (32)
(b)  If there has been a serious parent-child separation (psychological or physical), one that has caused insecure attachment.  If consistent emotional availability from the primary caregivers is unavailable this "not only makes the negotiation of each successive stage of development more difficult, but also contributes to the profound sense of emptiness that high-risk parents demonstrate later in life.  This sense of emptiness, often encountered in borderline personalities, is extremely resistant to amelioration in adulthood." (9) 
(c)  If the infant is a victim of violence or neglect.  Abused infants exhibit a wide range of difficulties both within themselves and in interaction with other children.  Family violence is associated with disturbed attachment.  (32)  Infants get badly treated in a great number of ways, and there seems to be certain situations that pre-dispose towards this; e.g. parent's history of being abused, loss of a previous child, low intelligence. (40)  Young children who have been traumatised, especially in a family that is extremely stressed, often get mis-diagnosed as suffering from attention-deficit/hyperactivity disorder (A.D.H.D.), and then clobbered again with a prescription. (41)  An infant who has been mistreated may develop long-term emotional disturbances that will continue to cause distress even if the child is subsequently placed in a new environment by either fostering or adoption.  The pathological defences that have developed in the face of abuse and neglect cannot easily be dismantled, and their brain has been altered by what happened to them.

(d)  An infant subject to emotional abuse.  The everyday care may look fine, with the sound turned off, but the child is being continually disparaged, criticised and undermined.

(e)  The presence of an acute family crisis, so that parents are so overwhelmed by immediate demands, or personal difficulties, that they cannot respond to their baby's needs.

(f)  A family that is isolated and has a lack of social or extended family support, this would include demographic factors and the presence of racial discrimination.  

(g)  If there are four or more pre-school children already in the family.

(h)  The lack of a stable residence, homelessness or dangerous/unhygienic living conditions.

(i)  Low income, or socio-economic status, for the family is strongly related to a number of unfavourable developmental outcomes in childhood.  Poor parents stress obedience and are more likely to use physical punishment and less likely to support their children, and within abusive families the severity of the maltreatment correlates with the level of economic deprivation.  (32)  The problem is not the sole and simple fact of poverty though, it is through the indirect effect of access to resources,  issues of life-style and means to create a stimulating environment.  Socio-economic status is associated with many of the risk factors listed, but they are neither the same nor inevitably linked together.  "The influence of poverty and its correlates is mediated by such factors as an infant's birth order, physical integrity, and temperament; parents' age, nurturence history, and social support; and degree of material hardship." (42)  Inadequate income increases parents' distress, and makes them more vulnerable to misfortune while generally heightening the tension within a fmaily.  Circumstances conspire to ensure that risk factors are often over-represented in the life of families of low self socio-economic status; but unless other high-risk social conditions are present, economic adversity alone does not cause later mental health problems.

(j)  Single parent family, where, if isolated, the lack of a supportive, back-up partner  can leave less emotional space (and energy) for the infant.  Being a lone parent is not, by itself, a risk factor; but it is a condition frequently associated with other risks such as economic adversity or adolescence.

Studies show that high- or low-risk infants almost invariably remain in the same category as they grow older.  This does not imply an inherent fault in the child, it is caused by the fact that the environment tends not to alter and so remains inimical to the development of a span of positive characteristics.  The more social dangers a child is exposed to, regardless of initial competency, then the worse the outcome.  Perhaps the best time to alter a family's pattern of interaction is just when it is in the process of forming and thus fluid, especially when change means the parents can gain more satisfaction from their role. (Research from inner cities in America shows that fathers who are more involved with their children are considerably less likely to be a part of gang crime or violence; they are also three times less likely to be abusers)  An Infant Mental Health interaction is comprehensive because so many different factors have to be taken into consideration.  It needs to be emphasised, however, that for some damaged children, traumatised as infants, simply changing the environment does not alter the personality characteristics which may be manifest in the form of unhappiness, emotional disturbance or destructive behaviour.  The new setting is reacted to in terms of the old, even if the latter is beyond recall.  We see this time and time again with children who have been fostered or adopted.  

These risk factors can simply be counted up to see if a family needs help.  I heard a score of six mentioned as a benchmark for intervention.  Just adding up hazards, though, does not indicate what sort of assistance is necessary, for this the particular problems need to be analysed. What the list of risk factors does emphasise is that many families have a lot of problems in many different areas of life; for one team to pull all these together a multidisciplinary approach is necessary.  It is probably better to get on with tackling something as soon as possible, and then give thought to other possible dimensions of treatment.  "If an infant is living in an environment unfavourable for reasonably healthy growth and development, his chances can be seriously jeopardised, and his well-being becomes more endangered the longer inadequate caregiving or a noxious environment persists.  But when skilled help is available early to the infant and family, positive change may be dramatic.  Early assistance, sometimes quite brief, can be truly curative.  The normal, forward thrust of development may be restored." (43).  If no assistance is forthcoming, and the infant is left exposed to a parental relationship that is not a source of emotional and cognitive fuel, then the opportunities for establishing a sense of being important, of having a positive self image, of trust, curiosity and motivation are all jeopardised.  

One of the tenets of psychoanalytic psychotherapy is that the best way to prevent mental health problems in adults is to ensure that, as infants, they had a start founded upon "good enough" parenting.  When the parent-infant relationship becomes permanently distorted under the stress of multiple risk factors, then the infant will not receive adequate psychological nurturing.  The long-term effects of poor parenting can be devastating; to take an extreme example, the region of the brain responsible for emotional attachment will fail to develop in children who have been profoundly deprived.  As I will return to later, far less dramatic experiences also "hard wire"  the brain into unfavourable patterns of responses.  Research has shown us what the observable risk factors are that impinge upon an infant through the medium of the relationship with the parent.  Clinical work with older children, and adults, confirms that many mental health problems began in infancy, and I will look at some of these in the next section.

For the older psychotherapy patient, it is the relationship to the parent(s), unconsciously "stored" in the internal model of relationships,  that often gets blamed as the source of distress.  Although this is correct in terms of experience, the clinician need not always collude with this limited version of the past. There is a truth of other difficulties behind the parental relationship as well.  If we take the time and trouble to unravel the past of all the profoundly unhappy and frustrated adults who, in the end, become the responsibility of either the prison system or the mental health services (psychiatrists who prefer a totally "organic" view would not agree), we usually discover a fraught relationship with parents - which in itself in a distillate of many different circumstances that went wrong and were ignored.

Distress that could be prevented:

Infants living in a situation where a number of stresses and risks converge are more likely to follow a life path that leaves them unfulfilled and brings them into contact with statutory services and agencies, let alone the consequences they have for other people.  Research often focuses on one risk factor here, such a low socio-economic status or quality of attachment, and can lose sight of how these are parcelled up ideas that need to be unpacked.  Security of attachment may be one of the most important variables as it is the best measure we have for the quality of the relationship between parents and infants; but, as we have shown in the last section, this relationship is influenced by a great many other factors.

Longitudinal studies that have focused on behaviour through the lens of attachment appear to suggest that the type of attachment between parent and infant will subsequently correlate with social adaptation, emotional regulation and intellectual capability; and it is thought that  early problems in the parent-child relationship will thus result in later disturbances.  This cannot be taken as a sweeping statement since the various categories of insecure attachment are fairly widespread in the general population, having a greater incidence than serious psychological difficulties.  Again, we must consider the other risk factors and the likelihood that these remain fairly unchanged in any one person's life; with the one exception of specific instances of gross trauma through abuse or neglect when the relative importance of the subsequent outside world diminishes.

The research on the long-term results of poor attachment in infancy and childhood can be briefly summarised in terms of types of insecure attachment.  (44) In order to cause major pathology these have to be coupled with other sources of stress.  The three categories are:

1.
Anxious-avoidant attachment, where the infant does not seek or receive comfort and security from the caregiver, appears to be one factor linked to later poor self-esteem and anti-social and aggressive behaviour.  Aggression is a natural reaction to insecurity, in evolutionary terms it is an appropriate force for reaching or creating safety; it is also, psychologically, an easy means for recovering a sense of self-esteem, and feeling that your parents did not think you were worth caring about is a bad start.  Close relationships continue to be avoided as the child gets older, and they may become addicted to work, power, acquisition, achievement or obsessive rituals. (20)  Avoidant attachment is also thought to lie behind the narcissistic personality disorder as well as being a component of compulsive personality traits. (20)  

2.
Anxious ambivalent (or resistant) attachment occurs when  the infant's exploration of the world about is inhibited by the lack of nurturing and protection from the parent, who has become more of a threat than a comfort.  This may be associated with later psychological problems in relationships where there is either withdrawal from others or a compensatory desire to be dependent.  The hysterical personality who at one moment is a "live wire" and at the next is fleeing from intimacy has an ambivalent attachment pattern.  An infancy marked by this form of attachment may be a contributing factor to the borderline personality disorder, whose immediate intense relationships turn instantly sour.  "They seem to  be at the extreme edge of ambivalent attachment, where preoccupation with attachment signals...readily reaches the point of panic." (20)
3.
Anxious disorganised attachment, which is marked by the child developing contradictory and conflicting strategies of how to relate to his or her parents as well as odd and confused or fearful behaviours in their presence, has been linked to disruptive and aggressive behaviour in pre-school provision.  Current research also shows an association between this type of attachment and violent behaviour, either criminal or self-harming.  It is often the result of being abused by a primary caregiver.  When adults, males tends to end up in prison and women in the psychiatric services.  Such people are trapped to a cycle of re-creating their past childhood traumas in acts of destruction (45), unconsciously forcing various judicial or helping services to provide the structured care that was missing in childhood.  

It seems clear that, whether for good or ill, the quality and pattern of the relationship between parent and infant will create the filter through which all future relationships are experienced.  A maltreated infant becomes a child who assumes that others, perhaps caregivers in particular, will be rejecting, unresponsive and frequently angry. These are powerful expectations which can conjure up behaviour to match, and which are still there when the child eventually becomes a parent in turn and has to change sides in the caregiving equation.  An emotionally isolated child grows up with no friends.  "Seventy-six percent of securely attached eleven-year olds made friends, compared to only 45 percent of those who had been anxiously attached" (20)  These children can spend a lifetime feeling miserable, and making the lives of others miserable too.  

Early intervention is not only to help the individual infant at risk, the spin-off of altering a pattern of infant-parent relationships for the better is that many others benefit in the future by what does not occur.  An infant who becomes a child who is a handful in a nursery setting forces the staff to be generally more strict, and they have to give that child a disproportionate amount of attention to the detriment of the other children.  Later, in school, these are the children that disrupt classes, drain a teacher's energy and spoil the educational opportunities of their classmates as well as failing themselves.  They become the bullies; and then the delinquents who seem intent on the thrill of destruction as an antidote for the emptiness inside where a nurturing relationship that gives self-worth should have been.  

Throughout their early years these children are the ones that consume the resources of social work departments and the child and family services in the health sector.  It is not so much that children accommodated by the local authority are likely to fail as a result of poor provision, more a case that the fact of being taken into care itself indicates a failure of earlier intervention.  As grown ups they may add to the prison population, need caring for by adult psychiatric services or sink into a sort of depressed and anonymous obscurity where nothing is contributed to the society which then has to financially support them.  Eventually they may become another link in the chain of harassed parenting.

Infants, and then children, who have had something terrible done to them often grow up to become the adults who have no conscience about doing something terrible to others.  This is especially true when the capacity for empathy has been destroyed; and empathy, as a form of intersubjective relatedness, is at the heart of the early attachment relationship which is cultivated by maternal sensitivity.  Empathy lies behind compassion, it is a force to inhibit cruel and thoughtless actions, and it also provides the foundation for all goal-corrected partnerships where each person is able to take the other's perspective into account when negotiating towards a common aim.  Without empathy there can be no true moral allegiance and social norms are meaningless.  

The moral sense in infancy

The basis of moral behaviour lies in the experiences of the first three years of life; after that education and religion will only have an effect that reinforces preconceptions.  For example, we can see how a failure of the system of mutual understanding that should be automatic between parent and infant can lead to a lack of insight into the views of others, and combined with a fear of exposing one's own inner world this forms the basis for all bigotry and fanaticism.  Even as toddlers, abused children respond negatively, or even with aggression, to another's distress; whereas non-abused children of the same age show interest or sadness. This goes with security of attachment.  It has been found that "secure preschoolers seemed to have more empathy for peers in distress.  Ambivalent children, by contrast, seemed too preoccupied with their own needs to have any feelings left over for others, and avoidant children sometimes seemed to take pleasure in another child's misery." (20)
We see signs of empathy emerging towards the end of the second year of life.  At this time infants can be observed showing concern over another's distress and making attempts to offer comfort.  An infant who has experienced sympathy is in a position to return it.  Before the establishment of empathy, though, infants with "good enough" parenting have already been absorbing the basic rules of social life through their experiences with caregivers.  Learning to alternate signals and behaviours with a parent prepares the baby for the more complicated relationships of give and take that occur later in life.  (The source of the golden rule may lie in games of peak-a-boo!)  The mutually satisfying relationship of "good enough" parenting is a positive feedback system.  "A moral sense of reciprocity grows out of the basic motive of social fittedness.  Rules about how to communicate - about how to engage, maintain, and terminate social interaction - are operative well before language.  They are internalised as a result of caregiving experiences (e.g. games) and they come to form early motives for social turn taking." (46)  Also, at the same time as actions based on empathy can be seen, the infant begins to show distress if internal standards are violated, when something seems wrong, faulty or unfair; and they can then try to put matters right.  So, if the parents have led the way by what they do, by the end of the second year (before language has developed) the foundations of a moral sense are in place; the infant has a fundamental grasp of right and wrong, the rules of social interaction, and of how to respect others' feelings.

The earlier we can intervene in the life of infants in families at multiple risk then the greater the probability that we can alter their lifepath in a way that benefits both them and the wider society.  If help is delayed until the infant has grown  up enough to make sufficient trouble so that the "fixing" services are called in, it may simply be too late.  The recent research on brain development makes it clear that a baby's brain, with its amazing potential for development, rapidly gets moulded into the shape that fits its surroundings and then loses its  plasticity.  Nurture becomes nature.    

Circuits and Circumstances - how events wire-up a baby's brain.

What happens to children in the first three years of life will alter the structure of their brain; it makes more sense to prevent this rather than commit vastly greater resources to repairing it at some time in the future.  The quality of early-life experiences has a direct physical impact, and if the problems are not dealt with as soon as possible the changes after certain sorts of trauma or neglect become intractable.  Growth that was once thought to be totally under the control of the genes now turns out to be environmentally determined; early childhood experience governs how the intricate neural circuits of the brain are connected up.  The answer to the evolutionary need to be able to comprehend and adapt to increasingly complicated experiences was the development of neural circuitry whose final form is not fixed, but which gets wired-up according to environmental demands, - unfortunately this sets up a paradoxical situation for over-stressed and traumatised infants.

The neurons in the brain develop rapidly before birth. Then, after birth, brain development consists of an ongoing process of wiring and re-wiring the connections (synapses) among and between neurons.  The formation of synapses and their subsequent withering away, or pruning, happens at different times in different parts of the brain.  During the first eight months after birth connections out-pace disconnections, so that at eight months of age a baby may have one thousand trillion synapses in his or her brain, which is about twenty times more than at birth.

The sequence of synapse-formation seems to coincide with the emergence of various skills. Synaptogenesis begins in the motor cortex at about two months.  At approximately the same time infants lose the "startle" and "rooting" reflex and begin to master purposeful movements.  At three months synapse formation in the visual cortex peaks; the brain is fine-tuning the connections that allow the eyes to focus.  At eight or nine months the hippocampus, which indexes and files memories, becomes fully functional; which roughly coincides with the period when babies cement the attachment to their caregivers with the ability to be aware of someone in their absence.   In the second half of the first year the pre-frontal cortex, the seat of forethought and logic, forms synapses at such a rate that it consumes twice as much energy as an adult brain.  This continues for the first decade of life.

After the first year pruning occurs more rapidly than synapse formation as the brain adapts to its situation, until aged two when a child has roughly the same number of synapses as the average adult (five hundred trillion, a reduction of 50%).  Early experiences have a direct impact on this brain-wiring process, causing the final number of synapses in the brain to decrease or increase by as much as 25%.  It is a case of use it or lose it.  

A traumatised child will have experienced fear and stress, often to a state of being overwhelmed, and so this will be reflected in his or her brain's organisation; what happens is that the neurochemical responses to fear and stress have designed it to survive in that sort of environment.  At the other extreme, the infant who is not stimulated through being talked to or played with, and who has few opportunities of exploring his or her surroundings, may fail to fully link up those neural connections and pathways which will be needed for later learning.

The important points about brain development seem to be (47), among others:

Because the different systems in the brain develop in a sequential fashion, from brain stem to cortex, optimal development of more complex systems (e.g. the cortex) 

requires healthy development of less complex systems (e.g. the brain stem and mid 
brain).

Therefore, if the state-regulating part of the brain (brain stem and mid brain) develop in a less than optimal fashion (e.g. following trauma) this will impact development of all other regions of the brain.

The brain remains sensitive (plastic) to experiences throughout life - but different parts of the brain are most plastic (cortex) and others are relatively implastic (brain stem).

Experience can change the mature brain - but experiences during the critical period of childhood organises brain systems.

Trauma during infancy and childhood, then, has the potential effect of influencing the permanent organisation, and all future functional capabilities, of the child's brain physiology.

"Children exposed to sudden, unexpected man-made violence appear to be more vulnerable -making the millions of children growing up with domestic violence or community violence at great risk for profound emotional, behavioural, physiological, cognitive, and social problems." (47)
From the perspective of how Infant Mental Health is concerned with the start of the journey that ends in the way the adult meets the world, it becomes clear why it is important to aid, when necessary, the parent-infant relationship; this is what the baby is designed to pay most attention to and so adapt to.  Trauma, chronically stressful or neglectful environments, will alter brain development so that the child becomes prone to emotional disturbance and less able to learn. Unpredictable, chaotic or traumatic experiences over-activate neural pathways that control the fear response, causing the childrens' brains to be organised for survival in a persistently  threatening and violent world. (47) The result is that such children are over-vigilant and over-reactive.  They live on "high alert", instantly interpreting other's actions as threatening and thus quick to respond in their own defence.  Two primary adaptive response patterns in the face of extreme threat are the hyperarousal continuum (defence, fight or flight) and the dissociation continuum (freeze and surrender response).  Each of these response "sets" then activates a unique combination of neural "systems". (47)  This does not bode well for the child's future.  

The brain stores information in a use-dependent fashion, so that the more the neurobiological system associated with the state of being in fear is activated then the more that state will become "built in".  These children are permanently in a version of the "flight or fight" mode, trapped in an evolved defensive response which once was essential for species-survival.  "Young children more commonly utilize a combination of adaptive responses which are designed to, in the early stages of threat, bring caretakers to defend them (an initial hyperarousal response).  And, if the threat continues, to move through a dissociative continuum, initially becoming immobile (freezing) and compliant, later completely dissociated; finally, in the extreme fainting." (47)
The brain of traumatised babies has been given a "hair trigger" circuitry for stress-reaction as a result of high cortisol levels in the vulnerable first three years of life.  Cortisol is produced as a response to stress and it increases activity in the part of the brain involved with vigilance and arousal. (The locus ceruleus).  Regions of the brain that were activated by the trauma are immediately reactivated whenever the child is reminded about the trauma (e.g. by a dream or a memory), and this unleashes a new surge of stress hormones; adrenaline to produce energy from fat stores and cortisol which acts on protein stores.  This causes hyperactivity, anxiety, and impulsive behaviour not amenable to inhibitory control.  In addition, the high levels of cortisol directly effect the hippocampus, causing cell loss and changing connections, and this can expunge explicit memory associated with the stressful event.  (Perhaps the psychoanalyst's ego-defence of repression at a physiological level.) Adults suffering from Post Traumatic Stress Disorder appear to have shrunken hippocampi. It has been found that children with disorganised attachment, where the parent is emotionally unavailable, have a permanently higher level of cortisol; as do children who have been abused or those who have had depressed mothers in the first year of life. (49)  Cortisol corrodes the tender baby's brain.  As a result, regions in the cortex and in the limbic system (responsible for emotions and attachment) are about a quarter smaller in abused children than normal.  These regions also have fewer synapses.

The alternative neurobiological system that can be activated by fearful situations is the dissociative continuum.  This is the freeze or surrender response.  The former is more frequent in abused children where signalling distress can lead to further threat.  Such "switching off" can be mis-labelled as oppositional-defiant behaviour, more pressure is then exerted, unaware that the child feels terrorized again, making it impossible for the child to produce the activity needed in order to comply with some demand.  Traumatised children will also go into dissociated states, which are a means of disengaging from reality, which makes them seem numb and "switched off".  The dissociative continuum is also more utilized by older females than males; in the face of threat from tribal warfare it was more likely that children and females would survive by not fighting back.

Children who have been raised in a globally under-stimulating environment, where there have been few opportunities for normal interactions with a caregiver, have been shown to have brains that are 20-30% smaller than most others their age.  The brains of Romanian orphans (who were actually abandoned rather than parent-less) who were institutionalised soon after birth have temporal lobes which hardly function at all; this is the region of the brain which regulates emotions and receives inputs from the senses.  In over half the cases parts of their brain had literally wasted away.  The children's experience, or rather lack of it, has created many  of the disabilities we have all been shocked and saddened to see on our television screens.

From a more positive view-point the "Abecedarian Project" in North Carolina has demonstrated that intensive early intervention can greatly reduce the risk of learning disability among children of mothers with low income and education levels.  Those  in the project were randomly assigned to either a vigorous five-year programme of all day, year-round, child care and activities to involve the parents, or to receive only free formula and nappies.  After three years the programme children had an average I.Q. of 105, while the control group averaged only 85.  This effect held over time.  At twelve the children who participated in the five-year programme still displayed a significant I.Q. advantage over the control children, were less likely to have repeated a grade in school and demonstrated better achievement in reading and mathematics. (48)  

Where there has been trauma subsequent alterations to the structure of the brain, which are maladaptive in different circumstances, can be remedied; but it is easier to re-wire a brain when it is still young and malleable than later on.  However, change is still possible into adulthood, and research does not suggest there is any age cut-off for intervention; it is just more difficult as time goes by, and will use up correspondingly more resources.  It seems a "major implication of a neurodevelopmental approach is that early intervention...will decrease the probability of developing, in a use-dependent fashion, sensitized neural systems resulting in either persisting hyperarousal or dissociative symptoms, or both." (47)  The emphasis, again, is on prevention.

If we combine the knowledge we have about the likely persistence of high-risk environments, the manner in which they impinge on the parent-infant relationship (and on all parent-child relationships regardless of age), and the effect this has on the organisation of the growing child's brain, then it is clear that early intervention is the best strategy.  If more resources are not devoted to prevention, and  such a provision could well be a joint venture between the Health and the Social Service Departments, then the costs will be left to continue mounting up for the future to meet. - Both personal costs and financial ones.   

The Long-term Financial Cost of Not Intervening in Infancy.

Obviously it will always be impossible to predict the exact future of any one baby and guarantee the differences between the life of a child where there has or there has not been early intervention.  Given that, however, we can be fairly certain that there is a greatly increased likelihood of a lifepath fraught with difficulties and demanding the services of many State agencies in those cases where an infant is at multiple risk. (Six or more of the risk factors listed previously; less if a major risk such as trauma or parental mental illness is present).  A preventative service that is sensitive to the parent-infant relationship can alter the balance of outcome probabilities.  In the absence of such a provision the taxpayer will continue to finance the lives of infants from high-risk environments; paying for Health Service input (medical and psychological), social work services, special education provision, unemployment benefit, child allowances, legal and court welfare (including probation) costs and possibly the price of keeping someone in prison who subsequently is less likely to contribute-in to society.

As an example, these are the costs to a Social Services Department (based on last year's figures) run up by a child protection plan for one family, and this assumes that only one child is accommodated (taken into Care) whereas usually children at risk come in multiples.

Home care, per week





£140.00

Social work time, per week



            £40.00

Financial support, per week, on average

             £30.00

One child to attend a family centre, per week


 £180.00

Community family worker, per week


     
 £50.00           

Domiciliary team involvement, per week

              £50.00

Average cost of one child protection case conference

  £750.00

Preparation of a social work report



  £150.00

Fee for child psychiatric report (4 hrs work)
  

  £400.00

then, if the child has to be removed from the family -

Usual expense of legal proceedings

                          £6,000.00/12,000.00

Minimum cost of one week's specialised foster agency care
  £500.00

"In county" foster care, per week


              £300.00

One week in the department's own residential care
            £1,000.00

Out of county placements; e.g. in a therapeutic

             community, per week 


                       £1,500.00/2,000.00

In addition, once a child is placed - cost of social work,

statutory visits, and reviews, per week


   £30.00

Cost of (supervised) contact, twice weekly, per week

  £130.00

So, in an imaginary situation, where a family has been supported for three months, then there has been a case conference, followed by legal proceedings, after which one child has been locally fostered for two months before placement in a therapeutic community, this has taken £15,580 out of the local authority's social work budget.  And then there will continue to be a cost of (at the cheapest) £75,000 per year for as long as the child needs the specialised help of a therapeutic community.  Currently Social Services in England and Wales spend about £930 million on direct services such as residential, fostering and day care for children, and about £570 million on social work and indirect services. (50)   The future of such children is not assured even after all these services have been provided.

Children from multi-risk families are more likely than others to be unemployed when adults, thus putting the burden of benefit payment upon the country.  If they are employed, they are often unskilled and on a low income, thus they repay less in terms of taxes.  The girls have a higher chance of teenage pregnancy, and the boys for becoming delinquent.  Eventually, in turn, they will be the parents of the next generation.

I am not sure how to present the impact on the Health Service that the children of multi-risk families will have.  It is probably impossible to separate out the "normal" accident and emergency cases, and general hospital admissions, from those where the injury or illness stems from a hazardous environment or parental relationship (e.g. non-accidental injuries, abuse investigations, suicide attempts, eating disorders).  The only figure I could find at short notice, was for the Child and Family Service where the charge to a fund holding G.P. is £30.00 per session; which does not go very far, but does lead on to the fact that in the majority of instances such departments spend a lot of time and resources "mopping up" difficulties whose genesis can be traced back to infancy.

In Michigan they have been able to estimate the price of both physical and behavioural health care incurred by children who could have been helped by an Infant Mental Health Service  (51).  The difference in the way services are provided, more separate agencies monitoring their own finances, probably makes it easier to collect figures, but at the same time it means there is no straight translation into the situation for this country.  I will, however, list the main points raised (perhaps someone else can find out costs) as they give an indication of how certain services are effected.

1.
Infant Mental Health Services provide cost savings in terms of physical health care if  these services:


Reduce the cost of medical care, casualty department care and hospitalisation incident to respiratory infection, poisonings and accidental injuries and, more importantly, if they do the same for intentional injuries from child abuse.


Reduce the costs of medical care and hospitalisation incident to non-organic  failure to thrive.


Reduce the subsequent pre-natal care and delivery costs for additional births through connecting mothers to family planning services.

2.
Infant Mental Health Services provide cost savings in terms of behavioural and emotional health care if these services:


Reduce the costs of out-patient and in-patient mental health services, incident to mother's stress, depression, isolation, and familial conflict.


Reduce the costs of developmental delay and need for mental health services for the child by:

reducing and avoiding child abuse (including neglect)

remediating and avoiding non-organic failure to thrive

avoiding out of home placements

facilitating a parent-infant attachment in the early years which forms the basis for the development of trust, confidence, competence, and normal psycho-social development

promoting social and cognitive development which enhances the child's capability for school readiness, school performance and school completion

The next system that children with a background of insecure attachment and poor parental relationships impact on is Eduction.  Again, I cannot see how it is possible to exactly specify how many children who fail in education, who mess it up for other children, come from multi-risk family situations where early intervention will have helped.  Perhaps a leap of faith is necessary.  But we do have the figures for children who need special, extra, educational provision; however, there is no way of knowing how many of these had behavioural difficulties.  In the period 1995 to 1996 there were 12,500 permanent exclusions from Primary, Secondary and Special Schools. (52)  Replacement education for excluded pupils costs approximately twice as much as standard mainstream education.   Education for one permanently excluded pupil in 1994/5 cost the equivalent of over £4,300 for a full year. (53)  Such costs increase yearly.  For 1996/97 the median extra spent per child with a statement per year in mainstream school (i.e. not excluded at a more expensive special school) was £3,035 (54) If a pupil is permanently excluded there is a one in four chance that he or she will come to the attention of the police, costing on average over £2,000 each (53), a couple of years ago. An adolescent not attending school has a greatly increased likelihood of becoming engaged in criminal or delinquent activity.

At the moment public services spend around one billion pounds a year on processing and dealing with young offenders; of this about 660 million pounds is spent by the police, largely on identifying them. (55) Only about half of the young people proceeded against by the police received some sort of sentence.  The Court process costs, on average, around £2,500 for each person.  The factors associated with offending are largely derived from, or have the same source as, an at risk parent-infant relationship and include: gender, with boys more likely to offend than girls; inadequate parenting; aggression and hyperactive behaviour in early childhood; truancy and exclusion from school; peer group pressure to offend; unstable living conditions; lack of training and employment; and drug and alcohol abuse. (55)  All drug-related offences, which are on the increase, ultimately trace back to someone with a dependency problem; conflicts over the need to be dependent with the illusion of control, in turn, can be traced back to the prototype dependency relationship with the primary caregiver.

The Audit Commission has a diagram to illustrate "breaking into the cycle of antisocial behaviour"; at the very top is "help with parenting".  They also recommend that Health and Social Services should engage in shared activity to help children at risk (50) - the establishment of joint-funded and supported Infant Mental Health Teams is an example of a needs-led provision which would exactly target multi-stressed families; one that would be firmly sited in common territory.  Prevention is better, and quicker, than cure; it is also far less expensive than picking up the pieces for the rest of someone's life.

Conclusions

Most of the time a child comes to the attention of the Child Protection Service or is referred to a Child & Family Mental Health Team, there is a history of problematic relationships with the parents already in existence.  If these families had received early help then there is less chance that later intervention would have been needed; and for those families who are at most risk there is a higher probability that they would have asked for assistance again before a stressful situation became too overwhelming and the development of their children was jeopardised.  

Much has been written (but little done as a result) about the body of research now available that makes it clear that childhood psychological trauma "is an etiological factor in a number of psychiatric disorders both in children and in adults, as well as being a powerful cause of human violence." (56)  This is hardly surprising given the new information we have about how the structure of a child's brain is altered by experience.  Many deep-seated disturbances have their roots in infancy, the pre-verbal period of development when dependency is at a maximum and the groundwork for all future inter-personal relationships is being laid down.  It seems strange that this delicate time of life has so few services dedicated to supporting its most vital component - the infant-parent relationship. Babies are developing and adapting to their situations so fast that they just cannot wait; they cannot speak up for themselves and so others must do this for them.  We need an organisation like Zero to Three, or even a government department, to co-ordinate, inform and review all the sundry provision for the under-threes in this country.  

In America the emotional vulnerability of infants has been taken seriously for many years, and Infant Mental Health Teams are a well-established feature of service provision.  They can offer both therapy, aimed at specific problems and reactions to trauma, and intervention which is designed to alter likely development by changing the physical and psychological environment the baby will continue to live in. (44)  Intervention can thus occur before a difficulty or disorder has become seriously manifest, and can be economically directed to families struggling in situations of multiple risk.  Such work has been demonstratably effective in breaking the inter-generational cycle of abuse and neglect, especially with new families.  "The transition to parenthood is a ripe time for therapeutic intervention with young women with a history of being maltreated.  But practitioners seeking to build trust with such women need time, patience, persistence, flexibility and optimism - and a work climate that encourages all of the above." (57)  On a broader basis, a recent review of research findings concluded that "early preventative interventions have the potential to improve in the short term the child's health and welfare (including better nutrition, physical health, fewer feeding problems, low-birth-weight babies, accident and emergency room visits and a reduced potential for maltreatment), while the parents can also expect to benefit in significant ways (including educational and work opportunities, better use of services, improved social support, enhanced self-efficacy as parents and improved relationships with their child and partner.)  In the long-term children may further benefit in critical ways behaviourally (less aggression, distractibility, delinquency), educationally (better attitudes to school, high achievement and in terms of social functioning and attitudes (increased pro social attitudes), while the parents can benefit in terms of employment, education and mental well-being." (59) Theory and practice appear to converge on the conclusion that early intervention is the best strategy for preventing conduct disorder, which is linked to an inability to consider what others may feel or think.  Although these statements need substantial qualifying, they do represent realistic goals for an Infant Mental Health Service.

If we were to establish Infant Mental Health Teams in this country I think there is a good case for them being joint-funded by local Health and Social Service Authorities.  Infancy is already a common ground, and there is a risk of both duplication of services and holes appearing as one agency makes assumptions about the other.  An obvious function of such a team is to be aware of all the provision for under-3's in their area, and so they can provide  a natural centre for a web of co-ordination and integration.  A collaborative network with other community agencies is essential for such work (58), and this could include the use of suitably trained volunteers.  

Infant Mental Health Specialists can come from a variety of professional backgrounds, and it is important that these should be democratically run multi-skilled teams in order to maintain that "work climate" necessary to be able to meet the needs of high-risk families.  A choice of techniques calls for a choice of clinicians, each family is unique and so flexibility is necessary.  The end result may be the same regardless of specific intervention.  "Therapeutic action will spread throughout the system so that it matters little how or why or where the initial change was brought about." (6) 
Different professions, hopefully recruited locally, could immediately liaise with other related schemes.  An interface with both Health and Social Services would give an Infant Mental Health Team firm boundaries and, by having to carve out independence, help to define their task for a specific population.  As demonstrated by the training schemes I visited, the best way to learn about this work is to get on with it under supervision, and with team support.

The setting and support of such a venture is an essential consideration, as this work can sometimes be long-term, intensive and personally taxing.  In general though, "short-term interventions with a clear focus appear to be more effective than long-term broad-band interventions." (60)  (This may be a product of differential attrition, families with serious problems may avoid protracted help.)  Although it is likely that, in high risk families, each new developmental stride taken by the child may precipitate further relationship difficulties with the parents, so that another brief intervention is called for.  The team, in effect, becomes a "secure base" for some families.

With the increasing emphasis on prevention, and with Social Services and Health beginning to work more closely together, this would seem to be the ideal time for any government to be innovative and introduce a brand new provision for the most vulnerable members of our society.  We have the advantage of being able to learn from the tradition of offering dedicated Infant Mental Health Services to disadvantaged families in America.   In only seven weeks of looking at Infant Mental Health Services from the "outside" I could see that in some ways I had only scratched the surface.  We already have a vast resource of clinical skills and knowledge in this area, professionals who could staff or support such teams could be recruited fairly quickly; although it would be unrealistic to expect a nationally even coverage of Infant Mental Health Specialists (we cannot even manage that for child psychotherapists.)  However, as things stand at the moment, such considerations are premature.  Before we can begin to make inroads into the dissatisfactions and disasters of the coming generation, and their children in turn, there must be the political will to make something happen now. 

* * * * * * 
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Resources
In addition to the references listed in the bibliography, the following might be of interest:

1.
"Zero to Three" is by far the best organisation for disseminating information about infants and toddlers.  It is the National Centre for Infants, Toddlers and Families, and it's address is: 734 15th Street, N.W., Suite 1000, Washington, D.C. 20005-1013.  United States of America.  Great internet site : http : //www.zerotothree.org  

They publish a bulletin every two months, and this covers all the caring services for this age group.  I cannot recommend it too highly, it is a pleasure to receive.  It is possible to subscribe by Visa, which makes everything much easier.

2.
The World Association for Infant Mental Health specifically covers psychological issues for the first three years of life, and publish an excellent journal full of articles that are not available anywhere else.  The address for membership enquiries is their headquarters at the Kellogg Centre, Michigan State University, East Lansing, M.I. 49924-1022, United States of America. (Telephone USA + 517-432-3793; Fax USA +517-432-3694)  Again, membership can be paid by Visa.

3.
The Association for Infant Mental Health (UK) is an autonomous body affiliated to the World Association for Infant Mental Health.  This aims to bring together for mutual benefit all the professions interested in the welfare of infants and their families.  The current cost of membership is £10 annually.  Application forms from: Hon. Sec., A.I.M.H. - UK, The Tavistock Centre, 120 Belsize Lane, London, NW3 5BA. (Telephone 0171 4357111, Fax 0171 4473733)

4.
The Journal of Child Psychotherapy often has articles on parent-infant psychotherapy, and intervention in infancy based on psychoanalytic principles.  It is published by Routlege, 11 New Fetter Lane, London, EC4P 4EE (Telephone 0171 5839855) 

5.
There is another very interesting Journal - The International Journal of Infant Observation, which is less clinically based but does contain all the latest ideas about infancy, again largely from a psychoanalytic view-point.  This is available from: The Tavistock Centre (address as above).


AFTERWORD

We return to the best observer of human life the world has ever known.  

"Cans't thou not minister to a mind diseas'd,

Pluck from the memory a rooted sorrow,

Raze out the written troubles of the brain,

And, with some sweet oblivious antidote,

Cleanse the stuff'd bosom of that perilous stuff,

Which weighs upon the heart?"

Macbeth. Act V. Scene 3.

We need not leave these children "troubled with thick-coming fancies" that keep them from their rest.  If we do "throw physic to the dogs" and see the antidote as a changed relationship, not a potion, then we can answer Macbeth's famous question with a "yes". -

So why don't we?

