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CHAPTER 5

Mental Health Principles,
Practices, Strategies, and
Dynamics Pertinent to Early
Intervention Practitioners

Gerard Costa

PROMOTION OF MENTAL HEALTH

As the varied mental health professions evolved, some with shared histories and
others with unique histories, an unintended consequence emerged among prac-
titioners and the general public: the belief that mental health concerns could
only be relieved by mental health practiioners. The “self-help” approaches that
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developed were generally applied to concerns about selfsmprovement or life
enhancement rather than the more serious psychological or psychiatric distur-
bances {e.g., psychotic or serious personality disorders) or even difficult life
events (e.g., death of a spouse, birth of a child with a disability). Psychology seif-
help books are of the same genre as home improvement manuals in that they
offer the layperson a glimpse into the mysteries of specialized professions but
stilk imply that substantive work be left to the professionals. This ts not an alto-
gether inappropriate position, and in fact, this book affirms the notion that the
mental health specialist must retain core assessment, educational, and super-
visory functions pertaining to the emotional and relationship disturbances.

It is clear, however, that psychological concerns are often ameliorated by a
wide range of human experiences that stand outside formal psychotherapeutie
or mental health treatments. Children with early disruptions in relationships are
often heiped immensely by a caring, consistent teacher or a loving, involved neigh-
bor who can share the child’s pain and offer him or her solace and a challenge
to unfavorable beliefs about life. People who have never received psychotherapy
and who suffer from anxiety or depression often discover relief and improve-
ment through friendships or spirituality, In fact, more people with emotional
problems likely do not enter a formal psychotherapeutic relationship but seck a
variety of alternative supports. This of course can lead some to seek alluring but
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THE PARENTING JOURNEY
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o5, Whether it is recognized, all practitioners
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cessions. Even the skeptic to

health field can assist those in other helping prof

such role releasing and roje enhancing might be persuaded by the argument
that since non—mental health practiioners influence mental heajth in the chil-
dren and families they serve, it is better (o refine and inform such practices
rather than allow these influences to operate without formal grounding.
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chapte
concerns is the provinee of all diseiplin
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This chapter examines the ways that inf
eptualization and interven tions made by prac-
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field of infant mental health and offers a lens
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describes key notions from the
early intervention practitioner ina helping re
ilies could provide simultaneous support and
lopmental difficulties and the emotional and
xist in the family. By way of background,
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through which the
infants, children, and their fam
amelioration Lo the infant’s deve
relationship concerns that often co-e
consider the powerful changes that follow pre

nt of paremlmod-is filled with ambivalence.
anned, is the first or last, is born to a rich or
developmental problems. For all in-
lationship, and how the parent or
epends as much on the infant as

The arrival of an infant—the adve
This is true whether the infant is pl
an impoverished family, or has medical or
fants, life begins within the context of are
caregiver embarks on the parenting journey d
it does on the caregiver.

The field of infant mental health is concerned with the nature of this
journey—the forces (hat influence the slow unfolding that occurs in the parent-
child relationship. Infant mental health is an interdisciplinary field concerned
with the optimal development of the infant across all developmental arcas,
within the context of his or her primary, loving relations
nature of the adults who care for the infant—-cer
nts, foster families, exiended fam-
d educators—the allied familial

concerned with the tainly the

biological parents but also siblings, grandpare
iy, friends, physicians, pediatric therapists, an
and professional community in whose context the

hips. The field is also

infant begins life and grows. .
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lele early intervention, practitioners come from a variety of disciplines, each of
which informs and enhances the work of the others. o
Much has been written about this field of study (Fraiberg, 1980; Green-
5_3);111, 1992; Greenspan & Wieder, 1998; Stern, 1977, 1985, 199.";' ’\'\’-i’nn‘i(‘()l’l ;()iig;
Elsewhere, Costa (1996) has summarized six guiding principl(;s in infz.m.[-,m;—‘n\l'ii
health to tdentify core areas of interest, ul’l(fcrslzmding, assessment, and i1;l ‘
vention (see also Costa, 2003a; White-Tennant & Costa, 2002). o .

Guiding Principles in Infant Mental Health

1. The human infant comes into the world with remarkable capacities for
hum;.m relatedness—with attachment promoting hehaviors {APB‘S)W’-;IL]]’H
help n.wil.e, inform, and regulate relationships with his or her caregiver, Th c;e.
APDBs 11?c.lude the infant’s large eyes, remarkable preference for {fu(,s ('3?1;5 ,
recoginition and preference for the parental voice, and the pEcasur’e an()l
1:(—tgulali(m‘ that occurs when held; therefore, from the earliest 11101.1'1;:11&, in-
fants require consistency, stability, predictability, availability, and attuned love,

. ilm lpuaod of life from birth to 3 years is critically important for the
e Ayt AL P - . Mo

evelopment of “character” or “personality.” The greatest period of brain

development—the brain “growth spurt”—occurs from the last trimester of

pregnancy through the first 18 months of life. During this period, nuwi-
tional, physical, social, “ i atistacti - il , -

L , social, and emotional satistactions : atlures wi >

pomb phystarl, socias and . atisfact s and failures will be

‘ gize actual changes occur in the physical and chemical structures

in the brain, l

3. Fjl'cgnancy and childbirth are powerful conscious and wnconscious reminders
in the parent of childhood issues, which can help or hinder the 1;211‘(-%11‘ ‘in‘a
responding to, caring for, and loving the infant. In every birth, the infal‘;t can
serve asa powerful fransference object for the parent—meaning that thoughts
{eelings, and beliefs about other figures and events in the parental past ca‘n,
become associated and confused with the infant—what Fraiberg ('l‘L)%.%(])
c:aiied “shosts in the nursery” (see Chapter 10). Pregnancy, birth -nnci ﬂm
first 2 years of maternal care require the avaiiabi!ity of psZychoklgical re-
sources, emotional support, and, when needed, parent—infant psyduﬂher—
apy. Parenting is a relationship and nota skill, and the belief that parcn-tin r
an be “taught” is not clearly supported. ;

4. Infant mental health practitioners have emotional histories that influence
bow they work with families——especially those families in which infants 211:(;
not adequately cared for or are hurt. Infant mental health practitioner\;
are not immune from the same psychological forces that influence Lhc
dyads. Infant mental health requires that these feelings be attended to. Sub-
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INFANT MENTAL HEALTH AND EARLY INTERVENTION
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velopmental disahilitdes? First, consider t
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Can infant’s arrival is not anticipated with joy

sts, pregnancy isa powerful psychological event
he nature of expecting their m-
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ing other, a rejecting parent, an abusive hu.sbandl, a rq'ecung m(;thml,;n c;t Ll;ji
hurtful agent—if these kinds of relationships e?uslied llll th?’ r":]l iel 1 ;8 3 e
parent. In describing the infant as a “trans{’c*.renc(.j o‘h‘;ec{, Trout (1 a5t ) o:(a
scribed the parental regard for the infant “as if” 1‘11(‘. 1'11i;mt were some ():;(.’1 1?%0
son(s) {rom the past. Although such “ghosts” (I rmbcrg, Ad‘cls.on, & .fd,pnf,;
1980) may at imes be benign {e.g., a child evokes feelings in the P(,“ cln}., o i
), the child is still viewed “as if” he or she were the other figure

ness on the

beloved figure
and not as the unique infant he or she is.
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This process of transference is normal and a part of all pregnancies and
parenting. However, in cases in which the figures from the past cannot he rele-
gated to the past or when the parents (or others who care for the infant) are not
awarc of the intrusion on their feelings and behaviors, the relationship with the
infant is ac risk. There are times when certain characteristics of the infant may
serve to activate the transference (e.g., a voung mother’s 2-month-old infant
looks exactly like his father, a man who was incarcerated for killing the mother’s
older son). At other times, the infant’s neediness may stir fear and apprehen-
sion, even anger, in a parent whose own neediness was unmet as a child. Finally,
a parent who was made to feel inadequate or deficient as a child may see the ar-
rival of an infant born too soon, ill, or with a disability as “proof” of his or her
own defective state—and entry into parenthood is organized through such a
lens (see Chapter 1),

Infant mental health practitioners must consider a very basic question in all
instances, particularly when an infant is born with a disability: Who is this infant
1o this family? Asking this question and letting parents teach the answers con-
stitute significant contributions to working with families of infants with devel-
opmental disabilities. Such a line of inquiry is unfamiliar to the typical early
intervention practitioner. Yet, as the practitioner forms a helping relationship
with the family, informed and assisted by this knowledge, opportunities to reduce
risks and enhance strengths in the infane-parent relationship are ever emerging,

The Motherhood Constellation

Daniel Stern (1995) described another dimension of parenthood, particularly
in mothers, that has bearing in all families: the “motherhood constellation” (see
Stern & Bruschweiler-Stern, 1998). The constellation of feelings and themes
emerging around motherhood have great bearing on the unfolding parenting
Jjourney when infants have disabilities and can help interventionists help fami-
lies. Stern described four themes that assume “center stage,” preoccupying the
mother, as her parenthood unfolds.

1. Life theme: Can she promote life and growth in her child?

2. Relatedness theme: Can she emotionally engage the infant and ensure menal /
emotional development?

5. Support matrix theme: Can she create the necessary support systems (o
meet these themes?

4. Identity reorganization theme: Wilk she be able to transform her self-identity
to meel these themes?

Along with these themes, Stern theorized that a new “triad” emerges as a domi-

nant need in the life of the mother: her own mother as mother to her as a child,
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Categories of Intervention

Bulding an alliunceis the process of engaging a family’s involvement in treatment

through consistent, reliable, predictable, and genuine
home visits, telephone contact, reflective listening,
emotional support, and other services.
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stand fundamental notions of psychological development, including unconscious
motivation, transference, defenses, and coping strategies. Within the clinical field
of infant mental health, a variety of approaches offer help to families. Stern
(1995) reviewed a number of these approaches and the
or “ports of entry” into the parent—child relationship.
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Table 5.1.  AnInfant menial health training-consuttati
grams. ‘
Phase I: Inifial training for fransdisciplinary team

Costa

on model in early infervention pro-

et of principles and language fo

Provides a conceptudl framework and a commaon s
folding relationship.

understand infants, their families, practitioners, and the un

Phase il: Case consultation model

provides an appartunity to practice understanding and development of insights into the
iarmilies and the practitioners’ work with them. This is scheduled routinely and minimdilly
on a monthly basis. The model is rooted in the notion that practitioners learm best when
ihey discuss families they know and when they are emotionally invested in the work, Dis-
cussion atways addresses “=ountertransference"—practioner's feelings and responses

within the work,

Phase 11 Refieclive supervision
initicilly modeled in case consultations
of the structure of the program.
Phase 1V: Targeted trainings and family consultations

Provides specific trainings identified as needed by staff and adminisiration through case
consultations and supervision, May involve consultations with infants and famifies sepa-
rately oy infant mental heaith consuliants or jointly with staff.

but developed as an ongoing and integrai part

Phase V: Review and adjustment

Ongoeing parficipatory review process on sirengths and needs of the consultation.

Commitment to Multisession Training and Consultation

reductions in funding for professional development

Many agencies are facing
aining experiences to accomplish

and training, This creates pressure to seck tr
ambitious goals without the appropriate resourc
notion that ope-time trainings, particularly in the
uch trainings can be dan-

e and time nvestment. This

madel is clearly rooted in the
field of infant mental health, are insuificient. In Iact, s
gerous hecause they offer staff ideas and notions that can casily be misunder-

stood and misapplied.

Commitment to Support Reflective
Practices as an integral Part of Program Pianning

o important concepts that are integral to working
with families guided by principles of infant menta) health: relationship-based in-
tervention and refleciive prachices. Relationship-based intervention considers the
s Torm affective, interpersonal con nections with fam-
worker’s actions and tasks but also to
i and St. John (1998) de-
titled, How You Are

This model emphasizes tw

notion that interventionist:
ilies that require attention not only to the
his or her emotional and subjective experiences. Paw
scribed the pature of this perspective in a publication aptly
Is as Important as Whet You Do, In this pel'spective, staff are helped to understand
the profound, yet often unexamined, role their own feelings, reactions, and sub-
rences with infants and Families have on their work. Accordingly,

jective expe
agencies must develop ways (o help staff, individually and collectively, consider
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the nature of their own helping relationship with families, This is accomplished
through a variety of approaches collectively referred o as “rcﬂectivc71)1-actice‘q"
(s_cc_ Bclrtacchi, 1996; Fenichel, 1992; Parlakian, 2000; and S1'1ahnmon—Sl‘lan)o.l<
‘}.992). Thus, in addition to the earlier question about working with families,
‘W]‘m is this infant to this family?” a second question is required, “What'’s Q,‘uinp:‘
on inside of your”™ It is precisely this practice thatis emphasized in phases I‘Vl and
I of the model {see Chapter 8). '

Initial Training for the Transdisciplinary Team

During this initial phase, stafl’ are provided with an overview of the principles
and practices in infant mental health (see Figure 5.1). This provides staff fl‘()[‘l\l
a.varieiy ol disciplines with a conceptual framework and a common set of i)rin-
ciples and language to understand infants, their families, themselves, and the

This fraining examines the emotional Ffe of the i
: J exc infant and the forces that influ
ways in which i ffi i ho 1o 6 i
othér. infants and their parents attach, or have difficulty in attaching, to each
We will bagin with some understandin
g abeout our own attachments, then consi
Ec;w remcikubly compefent the human infant is. Insights from studying other specie;(\jf\ﬁlrl
be pr??ﬁn ad to show ?_hoT humon attachment has biological roots, and we will learn
: fou1 e remarkable d|sc9verres poncerning the Infant brain. We will consider what the
wr_]f_on negeds o? d|fferc_an1 po#nts in his or her development, wonder about “critical and sen-
si 'II\I/elpemdS in the infant's life, ond what happens when these needs are not met. We
\grlri\? slo fexom[ne fhe.naiure: of pregnancy and childbirth and consider how powerfui the
emo?io?] G?r} é{:;ﬁgl fs C:n éhe nfeﬁf the parent—especially the mother. We will consider the
! . tan » and social forces that shape how a parent regards and respo
hlilor her own |nf<:1n1~onc_i discuss attachment as da relationship that unfolds over FT)imr:ads\/\Eg
will exarnine ways that infanis and families communicate to us, and we will review' the
spec?igtc‘(ﬁwcumst%nces c(;jround parenting a child whao is il or has a disability
v, we will consider some ways of infervening in the lives of the infcm‘fs and
. W are
we \Qfor_k with and what goes on inside us—the helper. How we feel about the fomﬁies \:S
work with and what our own lives were like influence our interventions with families.

Topical Qutline

Infrocduction: The "Attachment" Exercise

The Nature of Human Attachment and the Infant-Parent Relationship
The "Competent” Infant and the Infant Brain

Psychological Considerations About Pregnancy and Childbirth
Formal and Informal Infant-Parent Assessment

The Infant and Child Whoe Is il or Has Developmental Disabitities
Infant as ransference Object and "Ghosts in the Nursery"
Notions of Infant-Parent “Fit"

Categories of Helping and Strategies of infervention

What Happens within “Us"2 Helping the Hefper

Reflective Practices and Case Consuifation

meMeNs R ON

Figure 5.1, Infant menial health and early intervention: Learning from the infant-parent relationship.
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unfolding relationship. It is best when this occurs in a 2- or 3-day intensive semi-
experiential, and case material to be examined. A topi-

nar that permits didactic,
sas that should be covered in such an initial training is

cal outline of selected ar
also presem.ed in Jigure 5.1,

Case Consultation Model

rovides staff with the opportunity to apply their emerging under-
and their work with them,
basis. A sample format

This phase p
standing and development of insights into families
This is scheduled routinely and minimally on a mon thly
of how to “present” a case 1s provided both during the initial training and as the
case consultation meetings begin. This format is provided to offer security and
structure to staff who might be unfamiliar with how to begin discussion of their
work with their families. Two versions of this formatare presented in Figures 5.2
and 5.3. Figure 5.2 provides 11 areas of information with a sample case illustration,
Figure 5.3 provides cues for these areas of information without the sample so
(hat as staff mentbers become more proficient, this cue sheet could be a sufficient
prompt. These discussions are facilitated by an infant mental health consultant—
who is a credentialed mental health professional with training in in-

S0IMEONe
fant mental health. (Various models of infant mental health consultation in Head

Start are described by White-Tennant and Gosta, 2002.)
g active cases is rooted in the notion that staff will

The practice of discussin
emotion-

jearn best when discussing families they know and in whom they are
ally invested. Discussion always addresses “countertransference”—the feelings
and responses that are activated in the work (see Chapter 1).

Reflective Supervision

Given the importance of attending to the nature of the helping relationship
that is formed with families and the impact that feelings, responses, and subjec-
in the work, what can be done to enhance awareness and
ourney? Clinical supervision has
al health profes-

tive feelings can have
use feelings to help families in their parenting j
long heen viewed as an essential component of training ment
sionals and an integral part of clinical work for experienced clinicians. Increas-
ingly, the field of infant mental health has suggested that supervisory practices

are equally important for professionals and staff from all disciplines who work

with and form v
tacchi, 1996; Shahmoon-Shanok, 19921,

Reflective supervision is a helping relationship for the helper in which both -
s needs are being considered, which optimizes the effec

the client and helpe
tivencss of the intervention, Supervision creates
never feels alone; is not overwhelmed by fear or uncertainty; feels safe

a partnership so that the helper

elationships with infants, children, and their families (Ber-

{o express |

&

Case Consullation Cue Sheet

identifying information of in-
fant and caregiver {e.g.,
names, ages, genders, eth-
nicities). Nature of housing.

Date of referral and referral
squrce

Treatment: date begun,
moddaiiftes, length and na-
ture of participation, brief
course

Presenting problems; infant
and caregiver

Brief family history: Infant
and caregiver

Current status: infant and
caregiver:

.

Strengths/weaknesses

Nature/quality of
attachment

Language of interaction

Develcpmental/medical
status

Substance abuse issues
Adult psychelogical
tunctioning
Psychiatric/medicafion
needs

Other agencies involved

Clinical formulation

Clinical impressions

Reflection on clinicat rela-
fionship

Recommendations

Figure 5.2. Case consultalion cue sheet with case illustrortion,

Malka is a 22-month-old (DOB: 3/16/94) African
American girl, living with her 28 y/o mother,
thon_dq, in a family shelter in Newark, A é-vear-old
sister is in foster care in East Orange. Malika was
unpianned.

Mom/child referred on January 17, 1998, by CPS,

Date of infake: 1/24/98. Bl services began 3/7/98,
Home visits = 7 limes. Regularly keeps appoini-
men‘r_s. Increased mutudlity seen but maternal de-
pression persists, and tendency for mom to defer ic
therapist.

Mom: Cocaine infoxication and child neglect.
Drug use during pregnancy

Infant: Motor/speech-language delays; inade-
guate care

Mom is third of six children. incestual abuse at

7 by father, Qlder sister and brother died. &gmagﬁ
married. Father of child lives in South Caroling, No
contact. Mom had 2 TOPs between births of 2
children.

Maom: verbal, 11th grade education. Motivated for
tx. Third atternpt at recovery. Drug abuse since age
12. in relationship with father of children for 3 years
before he leff and moved to Scuth Caroling, Mom
nas history of depression. No meds currently.

Child: Small for age, delayed motor and language
deve_iopment. Enrolled in Bl program since 3/7/98.
Restricted range of affect. Has chronic ear infec-
tions and ear jubes inserted 1/98.

Refotionship: Periodic mutuci play, but mom feefs
child does not “like™ her and the two often remain
unengaged with each cther

CPS and family court. Medicaid/TANF recipient

Maternal history of incest and depression. Child is
deioyedland maoiher is unable to discern child's
cues for interaction. Need housing.

Parent and child

{0-3 dicgnostic system)

qu: Substance abuse and depression
C_:hl!d: Developmental deiay and underreactive
Limited reciprocity and mutual joy in relationship :

Consider your subjective feelings and responses to
the relationshin you have with the child ond family.

Frus;roﬁon at mother's failure to follow up on sug-
_geshons; concerns and wish to protect child; feel-
ing depressed and helpless with mother

Refe( for‘psychorherapy for mother and referral for
medication eyoEuation. Dyadic psychotherapy and
referral of Malika to therapeutic nursery.,
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Case Consultation Model

unfolding rel
par that permits didact
Cca
also prcscnted in Figur

This phase
standing and develop
This is scheduled routinely
of how to “present” a case is pro
case fer seournity andl
structure to staff w
WOy
and 5.3. Figure 5
Figure 5.5 provides cue
his cue sheet could be a sufficient

Reflective Supervision

Costa
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st when this occurs ina2-o
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1 outline of selected areas that should be covere
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provides staff with the opportunity 10 apply their emerging under-
ment of insights into families and their work with them.
and minimally ona monthly basis. A sample format
vided both during (he initial training and as the
consultation meetings he rmat is provided to of
ho might be unfamiliar with how to hegin discussi
rsions of this format are presemcd in Figures 5.2
W information with a sample case fllustration.
without the sample s0

. for these areas of information
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on of their

K with their families. Twove
2 provides 11 areas¢

OME More proﬁ(:ient, g
acilitated by an infantin
al health professional
fant mensal health consult
92002.)

the notion that staff will
emotion-

that as stalf members hec
. These discussions are {
who is 2 credentialed ment
{Various models of in
White-Tennant an d Costa,
ng active cases is rooted in
learn best when discussing families they know and in whom they are
jon always addresses “countertransfe.rence”-f—thc feelings
dvated in the work (see Chapter 1).

yental health consultani—
with training in in-

promp
ation in Head

SOMeone
fant menta) health.
Start are described by

The practice of discussi

ally invested. Discuss
and resp()nses that are ac

of the helping relationship
and subjec-
¢ and

of atiending to the nawure
{hat feclings, responses,
done to enhance awarenes
Y Clinical supervision has
ng mental health profes-
need clinicians. Increas

Given the importance
d with families and the impact
in the work, what can he
use feelings to help families in their parenting journe
long been viewed as an essential component of traini
sionals and an integral part of clinical work for experic
ingly, the field of infant mental health has suggested that supervisory practices
are equally important for professionals and staff from all disciplines who work
with and form relationships with infants, children, and their families {(Ber-
tacchi, 1996; Shahmoon—Shzmok, 1992).
Reflective supervision s a helping relationship fo
the client and helper’s needs are being considered,
ntion. Supervision creates a partnership so
overwhelmed by fear or uncertainty; feels

that 1s forme
tive feelings can have

¢ the helper in which both

which optimizes the cifec-
tiveness of the interve that the helper
never feels alone; is not gafe Lo express

source
?;%ﬁgﬁg;: ;:(Ieontge”:)z%gnho Eg’re of_ir_mttoke:‘[! 124798, El services began 3/7/98.
: Llengtt na- me visits = 7 fimes. Regularly keeps ¢ oint-
fcucnjr(;; participation, brief ments. increased mutuality seen bupt mgiirnol de-
pression persists, and tendenay for mom fo defer to
therapist,
4. Presenting problers: infant Mo ing i icafi
| : - Cocaing infoxication and chiid neglec!
and caregiver Drug use during pregnancy gee
Infant: Motorfspeech-language delays; inade-
- quate care
5. Brief family history: Infant Mom is third of six children. Incestual abuse ot age

4. Current status: infant and

Case Consuliation Cue Sheet

. Maiika is a 22-monih-old (DOB: 3/16 @ i

Logn;W g?ddcgregwer (e.g. Armerican grirl, living with 1!1er 28 vylo rliwcfi}hpedrflcon

hame , r? s, genders, fa‘rhw Rhor\gjq, in o family shetter in Newark. A b-year-cid
ies). Nature of housing. sister is in foster care in East Orange Maiika was

unplanned. l

pom/child referred on Jonuary 17, 1998, by CPS.

identifying information of in-

nate of referral and reterral

7 by father, Older sister and brother died, Mom un-
marded. Father of chila lives in South Carolina. No
cogﬁgd. Mo had 2 TOPs betwean births of 2
children.

Mom: verbal, 11th grade education. Mofivated for
tx. Third attempt af recovery. Drug abuse since age

and caregiver

caregiver:
o Strengths/wacknesses 19, In relationship with father of chilcren for 3 years
. Nature/quaiity of before he left and moved to South Carolina. Mom
attachment has history of depression. NO meds currently.
child: Small for age, delayed motor and language

« Language of interaction
. Developmentai/medica devglopmem. cnrolled in Bl program since 3/7/98.
stailus Ece};’rsngw‘edd ruﬂ?ebof atfect. Has chronic ear infec-
. i nd ear fubes inserted 1/98.
Substance abuse Issues Reiationship: Periodic mutual {)on, but mom feels
«  Adult DSYChO|OgICOE child does not "like" her and the fwo often remacin
functioning unengaged with each other

»  Psychiatiic/medication
needs
7. Other agencies involved CPS and family court. Medicaid/TANF recipient
maternal History of incest and depression. Child is
deloyed_ond mother is unabie to discern child's
cues for interaction. Need housing.

8. Clinical formulation Parent and child
10-3 diagnostic systemn)
Maom: substance abuse and depression
th!d: Developmentol delay and underredctive
Limited reciprocity and mutual joy in reiationship

Congider your subjective feeiings and responses fo
the relationship you have with the child and family.

10, ﬁg:fﬁion on clinical rela- Frus!‘yotion ait mother's failure to follow up on sUg-
o] geshons; concerns and wish to protect child; feel-
ing depressed and helpless with mother

Refer for_psychofheropy for mother and referral for
medication eyotuotion. Dyadic psychotherapy and
referral of Malika to therapeutic nursery.

%, Clinicg! impressions

11. Recommendations

Figure §.2. Case consuliation cue sheet with case ilustration.
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Costa
Case Consultation Cue Sheei

n about infant and caregiver: names, ages, genders,

1. Provide identifying informatio el

ethnicities, culfure. Include informofﬁgn o_b;ut ages, genders,
tus of sibiings. Describe nature of housin ) - ' . ;_
2 ggt; of referal and referal source: age of infant and coregwfer otthrga(zfgreferro
' : i i tact, type of confa G
ntact: Provide the date of first con ct (2.9
5 i%n;gglgyo(:égohome visit, mixed), number _of contacts, hature of partficipation,
and brigf course of your work with the fczmﬂ'y. .
4. Initial ohsarvations (strengths/concerns) of tnfcx.m Gl.’1d cczregtve . R
rief fomity history: infant and coregiver.TTi\is Zn?htgggygﬁéné%rywﬁé%n oou
i igin; N ; .
nts' famity or origin; status of parentat reialio _
?n(g:wafol heolth\,/ educational, or legal concem§ obgu? the famity.
& Current status: infant end caregiver and relationship
»  Strengths/waaknesses ‘ . ‘
i : iver—child relationship
« Nature/quadlity of attcchment: caregive _ . !
Language of inferaction (e.g.. visual vocal, touch, movement interaction pal
tarns)
«  Developmental/medical status
« Substance chuse issues
«  Adult psychological functioning
»  Psychiatric/medication needs . . ‘ ‘ “
7 O‘rhe?ogenctes involved: Include ofher service providers, child protective agen
' cies' invelvement, court invalvernent, and so forth. ceniy have
8. Formulation of need: Surnmarize the ngfure of any cencerns you p y \
' integrating information you have conslde_red. .
9. Impressions of parent and child and relationship.

i i i lings, and ideas about your
letionship: What are your Though%s, feel ) _

o wgrgag%n%;em%“w C?onsider what feelings, tboughts, and ideas irteo??;::w?ri?id
within you and the way you understand "wha" you cre (or represe e alnad by
them of) to the family and even “who" they are to you. Some;i!r'nes
questions such as, “What were you thinking, feeling when ., . ¢

Recommendations and next steps

il

11.

Figure 5.3. Case consultafion cue sheef withoul case illusiration.

fears, uncertainties, thoughts, feelings, ancﬁl 1‘c?;1cti()11§;(;(11£1(1 ’1 ".21;‘1'1: m;f:;;?;g
him- or herself, the client, and the work. 1*c111chcr1 (1..).)2? and t )m‘ l ;io;“hb
THREE work group on supervision and mentorship described Lh( 1(.-;1‘. ’ IL Ci_
as one in whiéh the work’s vulnerabilities are pari.nm‘?‘(‘l 111‘1()1 S.u Lngl 15; :ViSi(m
hanced. They described three essential components of “reflective” sup

i “s1 i ack,” an e agement to
1. Reflection, meaning that there is a “stepping back,” an (.1‘1(:10111(15, :
‘ T amily he nature of the work.
slow down and wonder about the family and the nature of the w

isi ires a “partner” in the process of
9. Collaboration, meaning supervision requires a "partner n the p

i : perienced : by ¢ same
reflection. Typicatly, the partner 1s more experienced and {rom th . 2 "
: ‘ 3 -4;-\ I =y Ao | e (- Sae 1(11

discipline, but collaboration only requires an openness to create a
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secure environment in which the helper can explore information, activities,
and feelings in the work without fear of criticism, shame, or retribution.

3. Regularity, meaning that supervision is not a “once in a while” event or hap-
pens only when time permits or other meetings are cancelled. Reflective
supervision must occur regularly and consistently and is “protected” time.

Supervision is needed because the helper forms a relationship with another to
bring about helpful change. This use of oneself requires rigorous and thought-
fut attention. With the understanding that supervision is essential to the work,
several points become clear:

1. Reflective supervision (see Chapter 15) is not considered an “add on” or
secondary aspect of the work but is essential to the integrity of the work.

2, Because reflection, collaboration, and regular supervision are essential for
all helping relationships, supervision is needed by both the new and expe-
rienced interventionist. Dr. David Peters, an early clinical supervisor, had a
wonderful, humorous way of reminding clinicians of the need for super-
vision: “We need supervision 1o save patients from owrselves!”

3. Supervision is needed not only for the cases in which there is difficulty but
also for those cases in which the practitioner “falls in love” with the family
and is not aware of any difficuliies or challenges in the clinical work. In fact,
such cases can present a number of “blind spots’—aspects of the practi-
tioner and the family that remain ouside of the practitioner’s awareness.
David Peters had another witty admonition here: “If you overidentify with
your patient, there are two patients and 7o doctor!”

4. Although this practice was initially modeled in the case consultation phase,
special attention and training is conducted for administrative, supervisory,
and direct care staff in reflective supervision. The cmphasis is on the de-
velopment of reflective supervision as an ongoing and integral part of the
program siructure. In this regard, a “parallel practice” is cemphasized: The
administration helps the helper, who helps the family, who helps the child.
Such “intergenerational” transmission models the very relationship-based
practices meant to enhance infant development and the infant-parent re-
lationship.

'Targeted Trainings and Family Consultations

During the initial training in infant mental health, and certainly during the case
consultation and reflective supervision phases of this model, staff members
generally identify topics of domains of knowledge that they wish o learn more
about. This phase, which overlaps the prior two phases, occurs through the de-
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Costa

ifi inings identified as needed by stalf and
lopment and delivery of specific trainings identified as needed by stafi <
ve St ¢ lelive

1008 ; supervisi hough the areas
Iministration through case consultations and supervision. Althoug g
administre

i =ristics of the children or families
identified for learning may pertain to characteristics of the childre -n (1 ;
hei : ' he intervention relation-

ies might alse address areas about the interven
ing serve s might alse address are:
being served, topics mig . qubstance abuse, then
‘ ' if involves a history of maternal substance abuse, the
in. For ex: s, if a case involves a history of ma
ship. For example, if a alsubstapecabusc, then
1 11‘1 wining about in utero effects of substance abuse on the fetus mlg.)hll, i planu ]
Sim : such T rement, parental depressior
i i : ster care placement, parental dey
similarly, topics such as impact of foster care plac or
Similarly, topics such as ir place arenial depresion
i - ing a family with griel might emerge fros ¢
1L e85 elping a family with g 2 it
and mental illness, or h : th griel s 1L emer o the A
cal work. Alternatively, topics such as maintaming optimal bounda 1@; in helj
: ‘ ali ili ifficult 1o engage, or discussing
1 ing with I are difficult 1o engage, or discl )
ing relationships, dealing with families who are )
ing relatiomships, ¢ : tilies i (10 ehgage, or g
difficult material are examples of subjects that can be generated by
and responses of the intervention stafl. ‘ . et are
This phase entails an ongoing attention to areas or knowledge L
| £, ne ins ¢ o ficld, and aspects of the
needed by staff, new domains that may ermnerge in the field, an(-l as| ol e
eded by staff, : g Ged rainines can be pro-
helping relationship that need further attention. 1dentified trainings ca ! L] ©
. s ‘ sultant or or specialists, or
vided on site by the infant mental health consultant or by other specia ,
they might be offered off site and attended by staff. SR
(’)n‘“ occasion, stafl might determine that a consultation by the n ‘ 1 ..ﬂ
V consultan ' amilies, either separately or jointly with
tal health consultant with infants and familics, either separately 011_] ! ¥ 1
. e e it is critically 1 tant that the con-
staff, would be heneficial. In these cases, it is critically important ths fhe cor
ulta : ., ASSCSSITIC Fan issue) and that the
sultation he guided by a clear purpose (¢.g., assessment of an issue) o
onsultant e T i i L be usurped or pre-empted.
consultant ensure that the staff relationship not be usurped or pre-emj

§ or ongoing evaluation of the ef-
This last phase of the model reflects the need for ongoing evaluation o o
et 1d i raini node ere are both
fectiveness and utility of the consultation and training model. Th((iul ve botd
srmal anc m i mally, it is rece ended that stat!
formal and informal aspects to this phase. Formally, it is 1(.(.011111"1(1;1 : o
: s s SOTVED O
i ‘onducted as part of the consultation services
inistrative evaluations be conducted as part o
and administrative evaluat ‘ of t e
) +tings may take the form of a focus group with stz
' rainings cse meetings may take the form ¢ g al
and trainings. These meeting . upith st
: i i 2., [irst year of the 21) be revisited.
which the activities of the prior period {¢.g., first year of the lﬂf)(.icl) oshed
) , is discussion is a SWOT analysis in which the strengths,
A useful model for this discussion is a analy oty
. V : ' effectiveness are consid-
weaknesses, gpportunities, and fhreats to the model’s LIi(,c[l\f(.n(.ss] (ui e
ed. More. i s can be constructed with the adde
ered. More formal questionnaires and surveys can be const ucted with a o
dvan ‘ o ing the initial < subsequent tar-
advantage of anonymity of responses. Following the initial and subscc? | w
geted 1 i administere e participants re-
geted trainings, written evaluations can be administer ed to the participa Ny
e LI 5 " - : see siratevies shou
: ance, : ocess. Collectively, these strategies s
arding content, relevance, and process. € - ‘
garding cotten’s - 4 1O ap reparding modi-
jrield a profile of the model’s implementation and a road map regarding o
C « ' : )
nhance the work. Adjusunents mig
icati adjustments that would enhance the work. Ad :
fications and adjustments that ustments g X
) H y T Iet e FIve - LT o sk
include decisions to plan a training for administrative and policy miakir {1., ; :
s D P " . A "OCESS, & er the Te-
include additional staff in the trainings and consultation process, alt
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quency of case consultation sessions, develop a supervisor
supervisory staff participate in a “supervise the superviso
sensitivity to staff levels and local program characteristics.

y-tier system in which
™ track, and consider
As the activities under the model are conducted, the consultant should also
monitor the unfolding process of training and consultation, particularly with
non-mental health staff and staff for whom infant mental health is unfamiliar.
This ongoing attention to the work occurs informally and becomes part of the
posture and facilitation style of the consultant. This might take the form of pay-
ing particular attention to the areas that a staff member discusses or avoids. It
could also take the form of looking carefully for the feelings and beliefs “be-
hind” the discussion and supportively commenting on them. Such informal as-
sessment of the training and consultation could also take the form of pausing
pertodically during the phases and encou aging a “wondering aloud” among
the staff about “how is this all going?” The consultant should cotvey 1o staff a
genuine interest in their feelings and thoughts about the training and consul-
tation activities and an interest in discerning if they find it helpful. A useful ap-
proach to such a discussion is to ask if any statf’ member might be able to de-
scribe work with a family in which the material examined in the model activities
made a clear difference in the interventions delivered and the observed out-
comes. Such illustrations, which describe links between activities and interven-
tions, often serve as supportive and affirmin g examples of the benefits of the in-
fant mental health perspective.

The posture, style of inquiry, and conduct of the consultant is also an on-
going example of reflective and supportive relationship building and can serve
as a model for peer and staff—family relationships. Similarly, the intere
current content and process serves (o illustrate the same str:

stin con-
ategies that define
reflective supervision practices and the helping relatonship. Collectively, these
five phases represent a seamless approach to incorporating and integrating in-

fant mental health principles and practices into early intervention services,

INFANT MENTAL HEALTH FOR NON-MENTAL HEALTH STAFF

The promotion and support of good infant and family mental health are the
! Pl 8 ¥

provinces of all disciplines, not just the traditional mental h calth professional

staff. The categories of intervention show that psychotherapy, specifically dyadic

(infant-parent) psychotherapy, is the domain of specialized mental health pro-

fessionals and may require additional specialized training and supervision. How-

ever, all staff can and do have an impact on infant, family, and infant-family emo-
tional well-being.

This perspective necessarily begins to stretch the boundaries of traditonal
lines of demarcation among the disciplines. A three-dimensional matrix shows
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tervention is recognized, all practitioners in early intervention become allies,
educators, and counselors to families. This three-dimensional matrix offers a
way of conceptualizing how to better prepare and support the applications of
these infant mental health helping practices in the early intervention provider,
The four levels of training described in the key and entered in the cells of the
mauix represent a deepening commitment to training and reflective practices
as the helping strategies move from forming alliances to providing advocacy and
support to the role of psychotherapist. As can be seen in the matrix, no early in-
tervention practitioner should engage in the roles of supervisor or trainer when
his or her level of competency is as a provider of supportive counseling or
infant-parent psychotherapy. This preserves the essential requirement and role
of the mental health discipline and further directs that the early intervention
practitioner interested in developing such competencies could pursue graduate
education and certification or licensure in a mental health discipline. This is
often what occurs when a practitioner makes a career change or becomes dually
certified. The matrix offers a way of creating systems to train for and support
the integration of infant mental health principles into the early interventionist’s
practice and acknowledges respectfully that the integration of mental health
strategies into the work of non-mental health stafl should not be conducted ca-
sually or unsystematically.

Benefits of Training in Infant
Mental Health for the Early Interventionist

Insights from infant mental health, which can inform, extend, and expand the
traditional boundaries between the mental health and non-mental health prac-
titioners in early intervention, have been considered. This section articulates the
key concepts and practices that have emerged from this discussion. Note that
the benefits and risks described can also apply to staff with a mental health back-
ground, but training in the field of mental health ordinarily addresses the core
concepts and practices described.

Attachment as an Organizing Concept

in Understanding infani-Parent Development
The notdon that an infant’s first attachments serve as organizers of mental, emo-

~tional, and neural development offers the early intervention provider a frame-
work for assessment and intervention. An infant mental health perspective
emphasizes the mutual and reciprocal influences that the infant and family
have on each other and the “co-constructive” process that undetlies develop-
ment. Greenspan and Wieder (1998) and Wieder and Greenspan (2001) have
offered a model of assessment and treatment, the Developmental, Individual-
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Relationship-Based Framework and the “Use of Self”

View Parenting as a Relationship, Nof a Skill

3 H P 2 2y .\ H ¥ -
ntal health interventions emphasize the importance of the helping re

Infantme AR

lationship. Characteristics of helping relationships, the n'r.;portan(.(. he
subjective and evoked affect of the interventionist, and the need im

ing to the ' ; d th e fo
; es all emerge {from chinical work in the field of infant mental

reflective practic ‘ ment
] 1 Iryyie (o &) -1 JEl § £ . > 3 !]_

health. The affective and subjective reactions experienced by the 1‘111(4:\( ntio

| ather are to be examined and un-

ist are o he dismissed as irrelevant but r ‘
ist are not o e

derstood because of their potential value in (lisce.rfling aspects of lhe,lflf wand
life. Simply stated: The feelings and beliefs Lh‘al. are cnlgend.(,rlt,(.l 131{: : 1(
rve as a guide for empathy, inquiry, and 1ntcrvc:r.mon \thh the dll.l
5 as-—the “sel{"—is critically important to

family
helper can se
ily. The helper’s use of these experienc

this work.

] ¥ Doy eayy )
i ationshi (5 a skill. Parental
properly viewed as a relationship, not simply a skill. Ps

Parenting is more avent
’ r stress, and itis under stress that humans rely

adequacy is most. challenged unde

Ar skills to funcy Parents’ abilit
on their emotional resources as much as their skills to funcion. Parents’ ¢ y

; ; o eerionie stress such as deal-
1o apply “skills” may be seriously compromised under sertous stress 5l.1(.h as dez
ing with a child’s illness or disability. The single most important factor un child emo-

tional well-being is the parent’s emotional well-being.

The Notion of “Optimal Distance” in the Therapeutic Zone
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Rather, it reminds interventionists that their responsibility to the family is to us
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their relationship and their skills to help the family. This is best done when the
helper maintains an optimal distance or boundary in the relationship (see
Chapters [ and 8},

The Existence of Unconscious Processes

The ficld of infant mental health concerns preverbal and early affective devel-
opment organized around the nature of early relationships. In accordance with
the field’s psychoanalytic traditions, the existence of unconscious processes is a
core concept. In fact, considering the notion of infant as a transference object
and “ghosts in the nursery,” it is apparent that such processes, in which the in-
fant is treated "as if” he or she were another, largely develop and operate out-
side of the parent’s awareness. Unconscious processes are not restricted to the
treatment of the infant and to the parent alone. The role of repetition, reen-
actment, and unconscious motivation in the parent and practitioner must also
be considered. “Repetition” and “reenactment” mean that certain earlier expe-
riences can guide one’s behavior and affective experiences and can be repeated
at later developmental and psychological periods, with different people and dif-
ferent settings. For example, patterns that characterized the parent’s treatment
when he or she was a child can be replayed through the parent’s behavior, at-
fective states, and reactions with and weatment of his or her own child, This
“intergenerational transmission” of behaviors and characteristics occurs largely
at the unconscious level, leading the infant mental health specialist to show in-
terest in the parent’s earliest development and to recognize that the nature of
parent—child interactions can serve as an alternative way that families commu-
nicate about their history and the nature of their present relationship.

These unconscious processes apply 1o the practitioners as well because
practiioners are not immune to the same psychological forces that influence
the families they seek to help. Infant mental health reminds practitioners that
their interpretations, attitudes, and beliefs about families must always be the ob-
ject of examination and selfreflection, as noted previously, so that the practi-
toner’s own emotional histories are better understood and become useful rather
than disruptive projective forces in the therapeutic process.

The Powerful Role of the Infant as a
. Transference Object—"Ghosts in the Nursery”

Few notions have been more compelling to the infant mental health specialist
than Fraiberg’s (1980) notion of “ghosts in the nursery.” This idea, however, ap-
plies equally to the capacity that infants and families have in cliciting thoughts
and feelings in the helping professionals as well so that the interventionist is
compelted to wonder about not only “who is this infant to this family” but also
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The Dangers of Knowing Too Liltie

When practitioners objectify people or consider them as if they were primarily
the problem (e.g., that mother who is depressed, that child who has autism),
they simplily matters that must be considered more complexly. This often hap-
pens when an interventionist is new (o the work or to the field of infant mental
health or when the work with the family poses significant challenges to the
helper. In part, this risk is similar to the old adage that "a litile knowledge is a
dangerous thing.” Every medical student can attest to the fact that early in train-
ing, as each disease is reviewed for the {irst time, every student is convinced they
have it. In cases in which the work poses challenges, the limited knowledge
about infant mental health can be used as a tool to create emotional distance
from the difficulty by labeling or assigning qualities to the family and not rigor-
ously examining the relationship-based work. Frances Stott (1997) wrote about
such concerns in the training of students in infant mental health,

Pathologizing, Labeling, and
Confirming: Understanding Is Not Diagnosing

Another variant of the risk of objectifying families and applying lmited knowl-
edge is the inappropriate use of diagnostic labels and prematurely “fixing” on
a way of understanding families so that interventionists draw conclusions with-
owtall of the information that is needed. The struggle to understand may often
take the form of wondering about the nature of certain problems (e.g., Is there
a more serious psychiatric illness in a family?} or even leading interventionists to
quickly develop some beliefs about the family (e.g., “The mother is noncompli-
and or i denial™) . But practitioners must always subject these considerations to
more rigorous scrutiny. The need to better understand must not lead pract-
tioners to the diagnosis of problems, particularly when such tendencies can dis-
tort the clinical work.

The Dangers of Feeling Too Much

Michael Trout (1989) made a memorable comment about his teacher, Selma
Fraiberg, at his summer course in indant mental health at the Infant-Parent Insti-
tute in Champaign, llnois: “Professor Fraiberg opened our eyes and we couldn’t
close them again.” Studies in infant mental health draw the student into a new
way of understanding the nature of infant development, parenting, infant—parent
attachment, and the formation of the helping relationship. This is particularly
true as the nature of the early emotional life of the child is more clearly under-
stood. Experiences that might have otherwise been minimized or not considered
carefully (e.g., a hospital stay, foster care placement) suddenly assume more
power and impact in the life of an infant. Study in infant mental health does in-

<‘
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Boundaries of Competency and Scope of Practice:
Distinction between Psychotherapy and “Relating Therapeutically”

A fear voiced by many non-mental nealth practiioners who learn about infant
mental health is that they are being asked to hecome psychotherapists. Although
the interdisciplinary nature of the field of infant mental health reveals that the
promotion of good mental health in infants and families is the province of all
disciplines, it must be emphasized that the unique and specialized type of men-
tal health interventons, such as infant-parent (dyadic) psychotherapy, is re-
served for the licensed or certified mental health professional with specialized

raining in this field.

ractices of infant mental health can inform all

Training in the principles and p
ntion. Those helpers

those who work with infants and families in carly interve
who have the most impact on supporting capacities and reducing risks inx fami-
lies—the basis of good mental health i infants and families—are often not
mental health practitioners. A deeperu nderstanding of the ficld of infantmen-
tal health offers greater understanding of the nature of human attachment, the
powerful forces of transference and countertransference, the alternative ways
that families communicate to practitioners about how they and the practition-
ers are doing, and the various ways practitioners can help. Such a perspectivc
can offer p -actitioners, as Foley and Hochman {1998} have described, a way Lo dis-
tinguish how to “relatie] therapeutically” and differentiate that capacity from
psychotherapy (p. 15).

Practitioners who can be helped to integrate insights from infant mental
health into their prof(rzssimlal domains and who can with training, support, and
supervision learn to understand and utilize the powerful emotional forces at
m and among them and the family members can achieve the “op-
Hochman, & Miller, 1994} in the helping relationship

e relationships with families (see Chapter 1)

play within the
timal distance” (Foley,
that is the hallmark of effectiv

This chapter presents a model for
ciples and practices in early intervention service
in alliance with vrained consultants, and presents
assist seafl with discussing their refationship-

integrating infant mental health prin-
s, Tt offers a series of steps thal

programs can take, a mode]

that will inform unfamiliar stafl and
hased cases and seeking

reflective supervision, guided by an infant mental health
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perspective. The chapter considers some risks associated with training in infant
mental health, especially for non-mental health stafl hut (':mphasi:f.e; the cn()r;
mous benefits to the family and staff that this perspective provides.

o Farly intervention programs that establish and implement a plan to instill
infant mental health training and consultation services into their system will dis-
cover what Selma Fraiberg did for many of her students—opening eyes that can-
not be closed again. Understanding and practicing the work of infant mental
health will forever change. This is both a gift and a burden that must be ac-
c.eptcd in order to enhance the lives of the families and infants whom practi-
tioners serve as they struggle to adapt and grow with each other
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