PROJECT EVIDENCE
PROJECT EVIDENCE for Prevention of Mental Disorders. The project coordinators are Dr Allan Mawdsley and Rosalie
Birkin. The version can be amended by consent. If you wish to contribute to the project, please email
admin@mhyfvic.org
[2] Selective Programs are indicated for situations where subjects are at high risk of developing mental disorders
unless there is preventive intervention.
[2 a] Biological factors
i Infant mental health/ Attachment problems (including Post-natal depression)
ii Children with chronic illnesses
iii Children with learning difficulties

[2 a i ] Infant mental health/ Post-natal depression
The field of Infant Mental Health is a wholistic appraisal of a child’s development within its family during the first
three years of life. Although there is an emphasis on the social/emotional aspects of development, the physical,
intellectual and language aspects are also relevant. The pivotal role of the parent/child relationship as a substrate for
healthy development requires assessment and treatment of infant and parent to be undertaken jointly.
The first year or so lays the foundation for a young person’s whole life trajectory. Whilst life events at later stages can
also have a profound effect, it is extremely difficult to achieve satisfactory developmental progress unless the
foundation is well-established. The fundamental requirement is for the infant to have a secure attachment, normally
to the mother. Although the father and other nurturing figures may provide additional healthy attachments, the term
“mother” will be used throughout this paper to signify the primary attachment figure (which does not have to be the
biological mother).
The mother-child reciprocal attachment ordinarily develops quickly from the earliest days, having generally been
predisposed by attitudes and emotions during pregnancy and actualised by the actions of nurturing the dependant
infant. Whilst there may be a biologically based component of the mother’s bonding to the child, there is certainly a
major psychological/emotional component. Similarly, there is a biologically based need of the infant for nurturance
which is accompanied by an emotional responsiveness to its needs being met and being physically and psychologically
comforted. Ongoing experience over time strengthens the reciprocal relationship.
In the context of a secure attachment the infant learns to communicate moods and needs to the mother and to
anticipate maternal responses. The early developmental tasks of affect regulation, frustration tolerance and increasing
complexity of communication are progressively achieved, laying the foundation for further stages of development.
Difficulties or aspects for intervention may be Identified in:
•

•
•

Biopsychosocial factors in the infant
o Physical deformities, chronic illnesses, intellectual handicap, hearing and eyesight impairment,
neurodevelopmental disorders, temperament and reactivity disorders
Biopsychosocial factors in the parent
o Perinatal depression, other parental mental disorders, parenting problems,
Biopsychosocial factors in the infant/parent relationship
o Disorders of parental mental portrait of infant

All parents hold a unique mental portrait of each of their children. This representation or “meaning” of the child has
major impact on all the parent’s behaviour in relation to that child. Disorders of parental experience involve

remoteness, insufficient empathy, denigration, or idealization, over-involvement, and a poor match with the actual
characteristics of the child. The discrepancy stems from distorted perceptions, misinterpretations, or fantasies about
the child. [Lewis p.1066]

Biopsychosocial factors in the infant

Physical deformities, chronic illnesses, intellectual handicap, hearing and eyesight impairment, neurodevelopmental
disorders, temperament and reactivity disorders, including sleeping and feeding patterns.

Biopsychosocial factors in the parent
Perinatal depression, other parental mental disorders, parenting problems,
Early detection and treatment of post-natal depression. Phillip Boyce and others noted that “the Maternal Mental
Health Alliance in the United Kingdom has been advocating for establishing specialist perinatal service, including
mother and baby units, arguing that an investment in perinatal mental health will reap great health benefits for the
next generation as well as reducing costs in the long run.

Biopsychosocial factors in the infant/parent relationship
Disorders of parental mental portrait of infant

Assessment
The basic principles of Case Assessment are set out in Project Evidence paper PE4. In the case of Infant Assessment,
there are some specific additional emphases.
“Single Session Approaches with Infants”, a paper by Rosalie Birkin, gives a valuable framework for a single session
primary consultation model for collaboration with professionals of first contact, by which a decision can be made for
subsequent management.
Different levels of competence in aspects of infant mental health assessment and management are expected of
persons in different professional roles. Consideration of this spectrum of competence and of training appropriate for

various roles is well described in the Australian Association for Infant Mental Health – Western Australian Branch
Competency Guidelines 2019 digital version.
Valuable information on a range of issues from basic principles to web-based training workshops is available from
the Sick Kids Hospital, Toronto, Canada, via https://www.imhpromotion.ca/Resources/Best-Practice-Guidelines

Management
The specialist area of Infant Mental Health is intimately meshed with paediatrics, maternal & child health and medical
general practice as well as community health and mental health services. This management section therefore has
subsections considering Screening and early identification, professional management and Organizational (Public
Health) aspects.
Screening and early identification.
Screening infants for signs of somatic illnesses has been established as a part of primary health care in many countries and
has been shown to be an effective way for improving health of infants and young children (e.g. Köhler 1991). Awareness of
the importance of mental health early in life has been steadily increasing ever since 1970s, and tools for detecting
psychological distress in infants and young children have been developed as a consequence (e.g. Guedeney, Puura and
Matthey 2013). Finland is one of the Nordic countries with a well-baby clinic network that has long been developing
strategies and tools for screening for both physical and mental health for infant and young children, and also studied the
feasibility of screening in primary health care (Puura et al. 2010, Kaukonen et al. 2010, Borg et al. 2014). Based on findings
of earlier studies, The Basic Infant Mental Health Screen (BIMHS) was developed as a joint effort of Drs. Kaija Puura, Astrid
Berg, Elmarie Malek and Pälvi Kaukonen. It is a simple and short tool to be used to screen for the basic markers of infant
mental health globally, as the items most likely are not affected by cultural differences, at least not during the first year of
life.
The first two items are simple questions of whether the parent is worried about the child and how the parent is feeling
herself/himself. The question about parental worry was derived from a previous study, where the question: “Overall, do
you think that your child/this child has difficulties in one or more of the following areas: emotions, concentration,
behaviour or being able to get on with other people” alone was found to be quite reliable as a screening question for
developmental or psychological problems in young children in a survey done in primary health care in Finland (Borg et al.
2014). For the BIMHS the question was rewritten to “Are you worried about your infant/child?” and with a positive
answer from a parent, further questions are to be used to clarify what sort of worry the parent has.
Parental mental health problems like anxiety and depression, have been associated with poorer parent-infant interaction
and infant distress in several studies (e.g. Mäntymaa et al. 2008, Luoma et al. 2013). The second question of the BIMHS
comes from a study by Puura et al. (2010) where infants aged 4, 8 and 18-months of age were screened in primary health
care for infant social withdrawal symptoms. In this study, a question “How has your mental health been during the past 12
months?” was quite reliable in finding parents who had not been well psychologically, and whose infants showed
symptoms of infant social withdrawal (Mäntymaa et al. 2008). For the BIMHS the question was reformulated into “How
have you been feeling?” to help tap any symptoms of anxiety, depression or other mental health issues. It is also a way to
show the parent that the primary care worker is interested in the parent’s well-being.
The third item on the BIMHS is weighing and measuring the child for two reasons: abnormalities in weight and height can
be markers of malnutrition or somatic illnesses, but growth can also be slowed as a result of psychological distress (e.g.
Patel et al. 2004, Walker et al. 2007). The two further items: infant’s eye contact with the parent and the health care
worker and the shared pleasure between the infant and the parents are markers of both parent-infant interaction and
infant social behaviour. Eye contact between an infant and the parent or examiner has been previously connected with
good-enough early interaction and healthy infant development in studies from several countries (Matthey et al. 2005,
Dollberg et al. 2006, Lopes, Ricas and Mancini 2008, Puura et al. 2010; Puura et al. 2013).

Shared pleasure as defined by eye contact and simultaneous smile or laughter between a parent and an infant has in
recent studies been found to be associated with good parent-infant interaction and less emotional problems in early
childhood in samples from Finland and South-Africa (Mäntymaa et al. 2015, Lachman et al. 2016, Puura et al. in press). The
final item about the possible worry of the primary health care worker was also found to be a good predictor of possible
problems of young children in the study of Borg et al. (2014) and was therefore included into the BIMHS.
For each item of the BIMHS we created some additional questions to be asked, should the parent tell about problems or
should the primary care worker detect a problem in the growth or social behavior of the child. These questions were
meant to help further discussion on the possible problem and can be modified and added to. As we wanted the BIMHS
also to offer help for the primary care workers in what do with the possible problems, Drs Berg and Malek also created
action guidelines. These guidelines naturally can and must be adjusted according to the possibilities and services available
in different sites. Prior to this project, the BIMHS has not been in clinical use, but it has been mentioned as an example in
an article meant for general practitioners on what to pay attention to when screening for mental health problems of
young infants and their parents (Puura and Tamminen, 2016).

Professional therapeutic management
Professionals seeking additional training can liaise with the Australian Association for Infant Mental Health or seek
web-based training such as that via https://www.imhpromotion.ca/Resources/Best-Practice-Guidelines
Specific material relating to management of perinatal mood disorders, including national clinical guidelines
developed by Scottish Intercollegiate Network 2012 from the National Institute for Health and Care Excellence, can
be UK NHS website https://www.evidence.nhs.uk/search?q=guidelines+parent+infANT+mental+health
Organizational (Public Health) aspects
How do we best promote systems which address these disruptions and encourage the development of healthy
attachment?
The UK NHS advice for children’s centres advocates that Community Health Centres provide specific programs for:
•
•
•

Promoting Parenting skills
Promoting positive mental health of new mothers
Groups to reflect demographic needs eg teenage parents

Their advice is on the website:
http://www.healthychildprogramme.com/best-practice-pathways/universal-partnership-plus/infant-mental-health
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