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1 INTRODUCTION

"It is well recognised that helpful interventions in people’s lives often come too late to
make a major difference. Much research points to the importance of early intervention
and to the need for multi-faceted strategies in programmes of prevention. All the key 
policy initiatives affecting children and young people have early intervention as a 
major component…" i

1.1 Babies do not exhibit the classic symptoms of mental illness and disorder and thus the
importance of mental health services in infancy is not well understood. But babies do 
demonstrate through, for example, poor sleep patterns, difficulties with feeding, 
restlessness and gastric disturbance, that they are anxious and tense, distressed and 
fearful. These emotions need to be responded to with love and empathy by those on 
whom they depend for survival.ii Supporting families to provide this response is 
essential, in order to reduce the incidence of mental health problems and their 
consequences in later life.

"I believe that infant mental health clinicians and researchers face a formidable task 
over the decade to come: to persuade society and its agents, the politicians and the 
administrators of mental health budgets, to invest in the mental well-being of infants, 
to accept and internalise what we all believe to be a fundamental truth of our field, 
that the preservation of the mental health of infants is the key to the prevention of 
mental disorder throughout the lifespan." iii

1.2 The vulnerability of babies and toddlers to mental health problems is increasingly 
acknowledged. The effect of these problems on subsequent functioning – physical, 
cognitive and emotional – is being investigated widely. Research strongly suggests 
that the way in which the brain develops is linked to early infant relationships, most 
often those with the primary carer. Whilst other relationships later in life can be 
crucial, for example relationships with adoptive parents, these primary infant/carer 
relationships have a key impact on the mentally healthy development of the child. 

1.3 Healthy babies are born pre-programmed to seek out and adapt to the relationship  
that they have with their parents or primary carers. This is evolution’s answer to the 
prolonged period of helplessness in childhood and the need to adjust to the infinite 
possibilities created within a family in interaction with the wider culture. 

1.4 Active, satisfying and reciprocal relationships with parents create the basis for a sense
of inner confidence and effectiveness. 

"Human relationships, and the effects of relationships on relationships, are the 
building blocks of healthy development. From the moment of conception to the finality
of death, intimate and caring relationships are the fundamental mediators of 
successful human adaptation." iv

Brain development

1.5 Research on brain development has re-written the textbooks over the last decade with
the advent of new techniques for imaging the functioning brain. There is evidence to 
suggest that the quality and content of the baby’s relationship with his or her parents 
may affect the development of the neurobiological structure of the infant brain in a 
way that is harder to alter the longer the relationship patterns endure.

1.6 The first two years of life see the most rapid period of brain growth, although brain 
development continues through adolescence into early adult life. Whilst we need to 
understand much more in this field, we are learning about serious, long-term 
consequences of neglect, trauma and abuse on early brain development and 
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subsequent physical, emotional and social growth. (For a summary of recent research 
see Glaserv and Balbernie.vi)

Attachment

1.7 The importance of a secure experience of attachment to the primary carer(s) in a 
child’s early years is now generally accepted - although it should be recognised that it 
is not necessarily a guarantee of a normal and creative later life.

1.8 Attachment theory, based on closely observed common relationship styles and 
patterns, has provided a framework for over half a century for the understanding of 
both the immediate and long-term effects of early relationship experiences on the 
developing child.

1.9 An insecure or anxious attachment makes the child increasingly vulnerable to life’s 
events; but apart from the most serious category of disorganised attachment, 
insecure attachment by itself is not necessarily a disorder. A substantial proportion of 
children who are classified as having insecure attachment do not exhibit mental health
problems. Insecure attachment is a risk factor that will interact with other risks 
present in the emotional, social and physical environment of the growing child. (For a 
full discussion of attachment theory look at the references listed under the following 
notes.vii viii ix x)

"Children who were judged secure with mother in infancy are found to be more 
co-operative, more empathic, more socially competent, more invested in learning and 
exploration, and more self-confident than children who were judged insecure with 
mother in infancy. Significant group differences have been reported at least as late as
5 and 6 years of age." xi

Children with differing needs

1.10 All children are different in their genetic make-up, and development in children 
depends on the interaction between their genetic potential and the environment in 
which they grow.

1.11 Where a parenting style has developed which is not appropriate for children with 
certain basic differences, such as physical or sensory impairments, these children may
not feel their needs are being met and may exhibit some signs of anxious attachment.
A full assessment of the child with differing needs at an early stage is vital as support 
may need to be given to their parents in adjusting their parenting practice.

1.12 Language delay, co-ordination problems and most physical disabilities can have a 
negative impact on a child’s ability or willingness to be responsive to environmental 
influences. Early problems such as colic and eczema can make a baby difficult and 
less rewarding to parents. Unless parents can access help to manage this, poor 
relationships can develop with further risks to mental health.

2 THE COMPONENTS OF A MENTAL HEALTH SERVICE IN INFANCY

2.1 The most sensible and economic time to put in therapeutic resources is in infancy. 
This is society’s best chance to help itself. Indeed, there is growing evidence that such
interventions are in fact best initiated in the antenatal period,xii although not all 
antenatal educative programmes are found to be helpful.xiii

2.2 Well-planned and well-funded services for babies and parents at risk can stimulate 
healthy developmental pathways and avert potential future difficult behaviours and 
emotional problems.
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2.3 Parents are likely to find help at this time less stigmatising and more acceptable than 
help offered when things go wrong. 

2.4 An infant mental health service should have four components:

• Prevention (see paragraphs 2.5-2.8)
• Early identification (see paragraphs 2.9-2.14)
• Treatment (see paragraphs 2.15-2.21) 
• On-going support (see paragraphs 2.22-2.23)

Prevention

2.5 There are opportunities to undertake preventative work in the broadest sense at 
different developmental stages. 

■ Pre-conception

2.6 Personal, health and social education (PHSE)xiv classes in schools and teaching within
‘healthy schools’ programmesxv can provide opportunities to discuss parenting with 
young people who are beginning to develop sexual relationships and to think about 
their future roles in society.

■ The antenatal period

2.7 Antenatal classes offer opportunities for more universal teaching on attachment and 
the development of the mind of the child. Midwives in particular have many 
opportunities to ensure that the parents-to-be have an understanding of the growth of
the foetus and infant, and of attachment.

2.8 Midwives also identify relationship difficulties in the couple and are in a prime position
to ensure that appropriate and accessible relationship support is given to expectant 
parents, to deal with any underlying difficulties and to prepare for the inevitable 
changes in family life when the baby arrives. The GP and the health visitor (HV)/public
health nurse (PHN) will also be involved during this period. It is essential that any 
concerns are communicated between them.

Early identification

2.9 The intergenerational aspect of early identification needs to be acknowledged, i.e. the 
relationship between the baby, its parents and its grandparents. The new parent or 
parent-to-be is largely a product of her/his own parenting and attachment pattern. 

"Children tend unwittingly to identify with parents and therefore adopt, when they 
become parents, the same patterns of behaviour that they themselves have 
experienced during their own childhood, patterns of interaction are transmitted more 
or less faithfully from one generation to the next." xvi

"If we want to help the next generation we should be working with their parents while
they are babies now." xvii

2.10 It is important that GPs of the future have time to get to know their ‘new parent’ 
patients and have received training in the importance of the mother/baby relationship.
It is equally important that midwives and antenatal teachers have time to develop a 
relationship with new mothers so that they can become aware of the issues which 
may present risks to the comfort and security of the coming baby as well as to the 
parents as individuals and as a couple. Once the baby has arrived, the relationship 
with the HV, particularly in relation to any form of mental disorder, including postnatal
depression,xviii and the relationship with the Sure Start workerxix are central to the 
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identification of mental health problems in both mother and child. Referral on to 
specialist help can be made where this is indicated. 

2.11 The Sure Start programmexx has highlighted the practice of reducing the social 
isolation of mother/parents, encouraging them to build supportive networks in their 
community. However getting families involved can be difficult initially, and mental 
health needs may not be recognised.

"These (early) interventions, including… the Sure Start initiative, clearly place the 
early years high on the national agenda. Such initiatives, however, do not necessarily 
incorporate appropriate recognition of the mental health needs of this age group." xxi

2.12 A great deal is known about the risk factors for mental health problems in children. At
the time of birth, and throughout infancy, practitioners involved with the young family 
need to be aware of these and be able to make a judgement about the possible 
aggregation of risks, which could predict mental health problems in the infant.

2.13 Failure to identify the need for support may result in poor educational achievement, 
anti-social behaviours such as criminality and substance abuse, and adult mental 
health problems. All this is very costly for the individual and for society at large.

2.14 Training for, or consultancy to, practitioners working with children on mental health in 
infancy and its predictors is essential to ensure that support is in place before the 
optimal emotional development of the baby or toddler has been compromised.

Treatment

2.15 A key aim of any early intervention programme, whether or not this is made explicit, 
is the promotion of a secure attachment between infants and their parent(s), and 
education about the emotional and physical growth of the infant and child.

2.16 There is a growing body of evidence that demonstrates how early and targeted 
interventions focusing on relationships can bring about positive changes in the 
emotional environment of vulnerable babies. Of particular importance in these 
interventions is the emphasis placed on building the confidence of young parents and 
encouraging their strengths and capabilities in caring for their babies.

2.17 Fonagyxxii and Barnes with Lagevardi-Freude,xxiii have produced extensive and detailed 
reviews of the research literature on a wide range of early intervention programmes 
and have reached very positive conclusions about their value.

"The value of early timed interventions is two-fold. They can prevent infant problems 
while containing and treating existing parental problems. They also provide a means 
of establishing positive relationships between families and service providers in the 
community." xxiv

2.18 The Association for Infant Mental Health (UK) websitexxv carries an extensive list of 
evidence-based practice in this field.

2.19 Programmes that combine child-focused educational activities with explicit attention 
to parent-child interaction patterns and relationship building appear to have the 
greatest impact.xxvi Direct psychotherapy for depressed mothers has been shown to  
increase their capacity to recognise emotional expressions, including negative ones, 
and be more accurate in affective language communication.xxvii

2.20 Another approach to infant mental health intervention is provided by the European 
Early Intervention Promotion Project which combines the Parent Adviser model with 
additional ante and postnatal promotional interviewing, with the aim of facilitating 
nurturing between parent and child in vulnerable families.xxviii xxix xxx
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2.21 The Sunderland Infant Programmexxxi also sets out to promote secure attachment, 
involving the video-taping of the interaction between baby and parent, helping parents
to ‘read’ their babies and ‘attune’ to them.

On-going support

2.22 Disorganised/controlling attachment is predictive of the development of behaviour 
problems. Studies show that both internalising and externalising symptoms 
characterise the behaviour of disorganised children.

2.23 A most frequently apparent symptomatology is that associated with conduct disorder -
the largest group of mental health disorders in children between the ages of five 
and 15.xxxii It is known that, whilst much can be done to ameliorate the problems and 
difficulties associated with this disorder, on-going support is needed for families 
because of enduring dysfunction.xxxiii

3 SERVICE DELIVERY REQUIREMENTS

3.1 A significant development in service provision is necessary to meet identified needs 
and to maximise opportunities for optimal outcomes. Venues for the delivery of the 
service should be varied and should be those that are the least stigmatising, including
the family home.

3.2 Whilst an infant mental health service needs its own ethos, i.e. its own referral 
arrangements and its own space, it is best developed as part of Child and Adolescent 
Mental Health Services (CAMHS) to ensure seamless support for babies with longer-
term disorders. This also allows the service to stay in touch with the family as new  
crises occur, and to monitor the older children. 

3.3 A multi-disciplinary, multi-agency team is required with professionals drawn from 
CAMHS and other areas of health care such as HVs/PHNs and occupational therapists, 
as well as practitioners from social services and early years services, including 
Sure Start.xxxiv

3.4 A profession of infant mental health specialists is emerging, calling upon a wide      
range of skills, which contribute to the understanding of the relationship between the 
infant and the parent, and of the early attachment process.xxxv These practitioners 
model the relationships they wish to promote by working in partnership with parents.

3.5 The Workforce Development Confederations in the UK need to take the lead in 
developing appropriate resources to provide further specialist training on mental 
health in infancy to all mental health specialists (both adult and child), and to develop
a primary mental health workforce which is specifically skilled in this field.

4 DEFICIENCIES IN THE CURRENT SITUATION

Lack of priority for under fives services

4.1 Many child mental health specialists do not see the under-fives age group as one to 
which they would give clinical priority. As a consequence of the drive to keep waiting 
lists short and meet targets, referrals for babies and toddlers can be easily rejected as
the child may have few overt symptoms. In addition, there is little in the training of 
child psychiatrists and other CAMH specialists that equips them to work with young 
infants. For many, this client group remains the province of the HV/PHN. Whilst 
HVs/PHNs are undoubtedly an invaluable resource, they are not mental health 
professionals and need additional training and support to function effectively in this 
role.
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Insufficient focus on the family and mother-infant dyad

4.2 Adult psychiatrists are more likely to focus on the mother or father alone, rather than 
the family and the mother-infant dyad specifically, and to see their patients (both men
and women) predominantly as adult patients in their own right, in isolation from their 
family context. They may well have little or no experience and/or training in the 
particular area of child psychiatry. They may also lack an awareness of the potential 
impact on child development of parental mental illness such as would be provided by 
a more child-oriented perspective, e.g. the Parkside Clinic.xxxvi

4.3 Traditionally the referral patterns for the specialist CAMHS require ‘classifiable’ 
symptoms which are not appropriate for the referral of the mother/baby relationship.

The development of perinatal services, outside CAMHS

4.4 There has been a growing trend in psychiatry in recent years to argue the case for 
specialist perinatal services. Articles in the British Journal of Psychiatry, for example, 
have drawn attention to the particular importance of perinatal psychiatry as a distinct 
subspeciality.xxxvii xxxviii

"Perinatal psychiatrists in Britain are however mostly general adult psychiatrists by 
training and may need therefore to acquire additional experience in developmental 
psychology and to have knowledge of the impact of mental disorders on child 
development, as well as familiarity with the specific diagnostic features of postnatal 
disorders and their aetiology, management and prevention." xxxix

4.5 Etchegoyenxl outlines the establishment and development of a multi-disciplinary 
perinatal service. This service is based within a child psychiatry department, but 
clearly has its own distinct identity. It has recently been extended to include a day 
programme. 

4.6 There is likely to be significant overlap between these services and services which 
support mental health in infancy. This could be positively managed by the full 
involvement of adult psychiatrists with infant mental health professionals across the 
two specialisms, and the firm location of a service within CAMHS.

5 BARRIERS TO PROGRESS

5.1 There is a general lack of awareness that many mental health problems may have 
their origins in early childhood, or even in babyhood, and are linked to the emerging 
relationship and bonding between the child and the mother/primary carer.

5.2 Government policies encourage mothers to return to work very soon after the birth of 
the baby, which for some mother-infant dyads will be counter-productive to mental 
health. 

5.3 Whilst CAMHS are receiving additional funds via the CAMHS grant to local authorities 
and the year on year increases from Health, there will still be a very significant gap 
between needs and resources. 

5.4 An infant mental health service requires the development of a multi-agency, multi-
skilled team, drawn from Health, Education, Social Services and possibly the 
voluntary sector. In order for this collaboration to work there has to be willingness at
senior level across the agencies. In addition, there must be capacity for co-ordination 
of the team, as well as good liaison with adult psychiatric services.

5.5 The on-going separation, at government level, of the services which need to combine 
to make this provision is not helpful.

Mental Health in Infancy

Page 6



6 CONCLUSION

6.1 The quality of the relationship between infants and their parents has profound 
implications for their emotional and cognitive development as well as their future
mental health. The secure child is more likely to do well at school, form satisfying 
relationships, develop the capacity for compassion and empathy, and have an inherent
resilience in the face of misfortune. If we want more children to have a good start in 
life, one they will eventually hand on to their own children, then the mental health 
needs of infants and their parents must be given the highest priority. Babies cannot 
wait. 
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