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No matter how mental health services are de/fverec], the understana’ing of mental health

is the same: prevention first, promotion always, and intervention when necessary.

(White-Tennant & Costa, 2002, p. 0)

arly Head Start (EHS) programs and their early care and education partners are in
a 1zey position to support the mental health of infants and toddlers as well as their
parents. A warm and welcoming voice on the phone can reassure an anxious parent
that someone cares. A trusted infant-toddler teacher can support a mother to consider an
evaluation for a toddler with a speech delay. A home visitor who has known an energetic
2-and-half-year-old and her parents since the baby’s birth can help the family transition from
home to child care with a clear sense of what to expect from their little girl and how to respon(l

to her fears and excitement.

Infants and toddlers develop a sense of who tl'ley are and what t}ley can expect in the context
of their daily interactions with parents and other significant people. A]though infants come
into the world rea&y to communicate, they rely on caregivers to help them organize their
emotions and focus their attention. Through interacting with parents and teachers and by
observing parents and teachers interacting with one another, an infant achieves a more or less
positive sense of emotional and social well-being and begins to explore and learn about the
world. Relations}lips sl'lape how an infant will express the unique blend of characteristics he or

she brings into the world.
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However, infants are not passive piayers. Research now confirms what parents and other
primary caregivers such as granciparents have “known” for generations: Infants and toddlers
contribute to the parenting reiationship, iniiuencing interactions and the parents’ sense of
competence. A robust, outgoing baby who has a relatively easy time receiving comfort and
estai)iishing routines will have a different effect on his or her parents than a frail i)ai)y who has
a difficult time receiving nourishment or pi'iysicai comfort. Over time, parents cleveiop skills
and learn what works well for them and their young children. And in the process, parents
cleveiop questions and concerns. When parents have social and emotional support, ti'ley more
easiiy nurture their infants and toddlers as well as ask for iielp.

Ina paraiiei process, staff members who work with parents and their young children reiy on
the nurturing connections that ti'ley develop with others to do their work well and expand their
skills. Supervisory relationships within programs can help staff members to i(ientiiy their
1znowieclge, slziiis, and next steps in (ieveiopment and can enable these staff members to then
support the rapi(i social and emotional (i.eveioprnent of infants and toddlers as well as parents.
Naming what works well with individuals, families, and programs and then l)uiicling on those
approaches provi(i.es a foundation for supporting infant and toddler mental health.

This pui)iication will provi(ie gui(i_ance to program leaders and staff members for pianning,
carrying out, and assessing their infant-toddler mental health services. Programs differ in how
they structure services. For exampie, some programs contract with outside consultants who are
experts in infant mental i'leaiti'i, and other programs integrate the mental health services
within their programs. Nonetheless, all programs reiy on relationships among leaders, staff
memi)ers, parents, and infants and toddlers to promote infant-toddler and famiiy mental

health and to intervene when concerns arise.

This pubiica’cion 1s designe& for programs with different structures and ieaclersilip styies. It
integrates practical considerations for carrying out a comprehensive approach to infant-tod-
dler mental health and for accessing community resources. This resource can be used to assess
current program eiiectiveness, pian next steps, and evaluate the outcomes.

The first section of the document, “A Framework for Infant-Toddler Mental Health,” reviews
the iiistory of the mental health initiative of the Head Start Bureau and describes the pivotal
role that relationships have for acl'iieving social and emotional Weii-i)eing. The section also
discusses the painiui reaii’cy that some infants and toddlers may suffer from emotional
disorders, and it describes elements of resilience that can buffer and support parents and
young children.

The second section of this publication, “Integrating Principles of Mental Health into Your
Program,” highiigi’its six i)uiicling blocks that support successful program approaci'les to infant
and toddler mental health. This section identifies successful strategies in core program areas:

curriculum and individualization, environments, screening and assessment, partnersiiips with
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community mental health provid.ers, management systems, and human resources. In addition,
it identifies potential challenges that might create obstacles to fully integrating mental health
services provided in home-based or center-based settings in rural and urban areas, and it
suggests ways to meet those cha”enges. The section concludes with an example from the field
that illustrates how one program influenced the mental health of a toddler.

The final section of the paper, “Additional Resources”, suggests written materials and Web sites
that programs can use to support their work, and it highlights local and national initiatives and
associations that address infant mental health.






A FRAMEWORK FOR INFANT-TODDLER MENTAL HEALTH

arly Head Start began in 1995. The impetus for its development was the recogni-

tion that what occurs cluring pregnancy and the first 3 years of life is critical to

healthy clevelopment. Builcling on the successes of Head Start and its comprehen—
sive approac]n to child clevelopment and education services, EHS specificaﬂy approacheol men-
tal health as I)eing an integral part of the process to support children and families.

As EHS programs have evolvecl, a combination of clirectors, managers, home visitors,
teachers, and parents voiced concerns about how to define and address the mental health
needs of infants and toddlers and their families (Head Start Bureau, 2000). Staff members
and parents wondered how to promote positive social and emotional clevelopment; how to
iolentify infant, toddler, and caregiver mental health problems; and how to intervene
while retaining a focus on the strengths of each young child and each family. Questions
emergecl about how to understand and define infant mental health and how to find partners

in the larger social service and medical community who were skilled in understanding such a
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young population and who could provic]_e support and guictance to programs and the
intants, toctctiers, and families ttley serve.

In response to concerns, the Administration on Children Youth and Families, under the

ieacterstiip of the Head Start Bureau and the Commissioner's Office of Research and
Evaluation, held an Infant Mental Health Forum on October 23-24, 2000. The forum
t)rougtit togettier more than 140 peopie representing parents;
EHS and Migrant Head Start directors, program staff
memt)ers, and home visitors; early eci.ucators; training and
technical assistance provicters; researchers; pe(iiatricians;
psychiatrists; psychologists; occupationai ttierapists; social
worizers; federal partners; and private foundation representa-
tives. Since the forum, the Head Start Bureau and the Eariy
Head Start National Resource Center, in collaboration with the

Child Care Bureau and leaders in the field of infant mental
tlealttl, have continued to meet to support the work.

Beyonct the forum, the recent synttiesis of 35 years of early
childhood research (Shonkoff & Phillips, 2000) confirms the

critical link between infants’ and toddlers’ emotions and iearning. Infants clearly come into

the world focused on communicating and relating to others. Daily interactions observed in
programs emptiasize the link between responsive relationstiips and the ptiysical, cognitive, and
emotional cteveiopment of infants and toddlers. However, the staff of early childhood
programs describe the reality that adults who struggle with their own mental health issues such

as depression may have a hard time responding to the needs of their infants or toddlers.

Research validates the prevatence of ctepression and the power of intervention. The Early Head
Start Research and Evaluation Project (Child Outcomes & Head Start Bureau, 2002), a
rigorous random-assignment evaluation of 3,001 young children and families in 17 programs
around the country, found a tugtl rate of &epresswn 1n Early Head Start families. Alttiougti
programs did not have a statisticaliy signltlcant effect on rectuc1ng symptoms of parental
c],epress1on the programs did have a statisticaliy s1g111tlcant positive influence on parent- child

interaction and on the somai emotional and cognitive cteveiopment of infants and toddlers.

Research affirms the interconnection between emotional well-being and learning, and it
recognizes the power that eariy care and education programs have to influence the course of
young children’s lives. This paper is ctes1gnect to share the most current ienowlectge about infant
mental health and to describe the practices that support positive outcomes for 1ntants,
tortctiers, and their families.
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WHAT IS INFANT MENTAL HEALTH?

Infant mental health practice appiies iznowie(ige of relationships to support and enhance
heaithy social and emotional cteveiopment and to prevent and treat mental health disorders.
The toliowing definition of infant mental health was (ievelope(t t)y a group of experts with the
common uncterstancting that ot)serving young children’s interactions with parents and other
signiticant people 1s izey for the assessment of emotional weli—t)eing. In addition, experts also
suggest lzeeping in mind the infants’ uncterlying i)iology that could include temperament and

compromises to resilience from eariy trauma.

Infant mental health is the (i.eveioping capacity of the child from birth to three
to: experience, regulate, and express emotions; form close and secure interper-
sonal reiationstiips; and explore the environment and learn—all in the context
of tamily, community, and cultural expectations for young children. Infant

mental health is synonymous with tieaittiy social and emotional cteveiopment.

(ZERO TO THREE Infant Mental Health Task Force, December, 2001)

The mental and ptiysicat health of infants and toddlers is criticaHy influenced t)y the daily
behaviors of their caregivers. Just as hand-washing after diapering supports infant-toddler
physical health, the everyday emotional and social behavior of parents and other significant
caregivers influences infant-toddler mental health. The following discussion elaborates on
the concepts in the definition and provictes some exampies of how the ctay—to—ctay behavior of
early care and education staff members can support not onty intants, tootctiers, and parents but
also one another to achieve infant-toddler emotional well-being. Stories that illustrate the
discussion are in italic type and represent examptes from earty care and education programs.
Eariy Head Start Performance Standards related to promoting infant mental health are
listed in Box 1.

ELABORATING ON THE DEFINITION: KEY CONCEPTS OF INFANT MENTAL HEALTH

The to”owing sections describe 12ey concepts related to the mental health of infants. These

concepts enhance what is included in the previous definition.

“Developing capacity” ln'g’llligllts the extraordinarily rapi(it pace of growtll and cllang'e in
the first 3 years. A]ttxougti newborns experience intense teelings and are active partners
in their relationships with adults, the differentiation and complexity of a young child’s
emotional and social development increases marlzect]y over time. Very young infants express
sactness, anger, fear, and contentment ttlrougtl crying, subtle smiiing, and Vocaiizing. However,
ttiey rapi(ily (ieveiop more vigorous ways of expressing emotion with words, gestures, and more

pronounced facial expressions.

Mary, a young parent, con][ia/es in her Ear/y Head Start home visitor that she is sure

her O-week-old son, Sean, is smi/ing at her when he wakes up ][rom a nap. However,
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she has heard that young babies’ smiles are rea//y a response to gas. When the home
visitor points out that Sean is smiling and wrigghng his feet right then in Mary's direc-
tion, she beams with a’e/igizt and says ‘I do know my Zjaloy. " The home visitor and Mary
talk about the many ways Sean will be able to share feelings as he grows, inchuding

voca/izing to her, /iﬁing his arms to request a llug, or protesting when she leaves him.

Infants and toddlers grow so rapicﬂy that caregivers often have a hard time 12eeping up. A home

visitor can help validate a parent’s current experience and help predict changes.

Infants and toddlers initia]ly depencl heavily on adults to help them experience, reg’ulate,
and express emotions. Infants’ cries and coos evoke strong reactions in their caregivers. An
infant’s abi]ity to master feelings develops through give and take.

When the home visitor arrives, 3-month-old Amber is ][ussing after a ][eec]ing. Patrick,
Amber’s c{aa], holds her secure/y next to his chest and rocks her back anal][ortlz. Amber
fina’s her ][ist, gent/y sucks on it, and quick/y stops ][ussing. Patrick gent/y says, “That
fist really helps.” The home visitor quietly says, “And you helped her focus enough to
][ma’ it.” Patrick looks up with surprise and a’e/igﬂzt and says, ‘I guess [ did.”

Amber needs her dad’s physical and emotional support to calm her enougl'l so she can take part
in soothing herself. Although infants’ and toddlers’ growing emotional mastery is rewarding,
the details are subtle and can be overlooked in the hustle and bustle of everyclay life.
Aclznowle(lgment from another adult can enhance the caregiver’s sense of competence and can
case the intensity of the young child’s depen&ence.

Throug’h relationships with parents and other caregivers, infants and toddlers learn what
people expect of them and what tlley can expect of other people. Infants and toddlers learn
through what t}ley experience within relationships and what they observe in adult’s interactions
with one another.

Manc]y, 2 years old, walks into the toddler room firm/y lzo/ding her mother's hand. Eve,
the teaclzer, greets both 0][ them with a smile and a “welcome.” When Manaly:s mom
Zvegins to take o][][Manins coat, Mana’y ][irm/y says, “No” and pouts. The teacher asks
Mana[y, ‘How was your morning?"Mana[y buries her head in her mother's shoulder and
peeks out at the teacher. Mom asks Mandy whether it is okay to tell Bve what tZzey ate
][or Zn'eakj[ast. Manaly nods yes and intent/y fo//ows the conversation about peanut
butter and cereal. When mom tells the teacher that Manc]y loved p/aying with a toy
tiger waore tkey /e][t kome, the teacher laeams, goes to a slze/][ and comes back with a
tiger. Mana’y comes out ][rom her mother's arms and approaclzes the teacher eager/y,
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reaclzing ][or the tiger. Mom exclaims how wonderfu/ it is to have tigers at home and at
sclzoo/, and the teacher asks Manaiy whether she can lze/p her take her coat o][][ after
tlzey say gooa’[aye to mama. Mana’y nods yes and says “Bye Z?ye, mom.” The teacher
talks about the alay at school as she takes o][][Mana[yls coat. Within a J[ew minutes after
her mom /eaves, Manzjy ][inais a p/ace at the water table between two other children.

Mandy is learning that she will get help with transitions. And she is learning that she can
feel close and secure with her mother and her teacher who talk to each other in the same
respectful way t}ley talk to her.

Infants and toddlers share and communicate {eeling's and experiences with sig’nificant
caregdivers and other children. Infants and toddlers interact with one another in
emotionally meaningful ways. Parents and caregivers help young children name the feelings
and understand their effect on others.

Aaron, 2 and a Zza/][, 1s sitting n the cozy corner, observing a teacher ta/king to and
patting Arlo, a 3-month-old who is ][ussing in his in][ant seat. Aaron walks over, sits
down next to the teacher and pats Arlo who stops ][ussing and looks back at Aaron
intent/y. The teacher nods and says, “Arlo was ][ussing but he is lzappy to see you.”
Aaron stands up and does a little dance while Arlo watches and the teacher comments,
‘Arlo likes to see what you can do.” Aaron smiles at the teaclzer, stands up a little
straiglzter and heads ][or the water table to join the other two
toddlers p/aying exu]aerant/y with boats and laaby dolls.

Aaron gets support from his teacher for expressing tenderness
toward another child and is learning that he has an influence on

the ]oa]ay.

The drive to explore and master one’s environment is
inborn in humans. An essential component of infants’ and
toddlers’ weﬂ—being is the self-esteem that grows out of master-
ing their bodies and the environment as well as sharing that

mastery with parents and signi{icant caregivers. Mastery in the

early years generaﬂy involves rnultiple domains—physical, sensory, emotional, and social.

Joey, 11 months OU, looks intent/y at a stack toy on a table. He catches his mother's
eye, vocalizes, and points to the toy. She ][o//ows his gaze, walks over, and Z)rings it down
to the ][/oor. Joey quicL/y crawls to the toy, smi/ing and voca/izing to the toy and to her.
He eager/y takes the preces apart and Legins putting them back togetlzer. The home

11
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visitor, who has been sitting on the f/oor next to the mom, smiles and comments on how
the mother knew what Joey wanted and talks with her about how much ][aster his

craw/ing has gotten over the past week.

Without words, Joey communicates what he is interested in to his attentive mother and
shares his success with her. The inborn drive to explore is either fostered or clampenecl l)y
interactions with others. When an adult understands what a
young child wants and supports his level of engagement, the

child’s world expancls.

Every child is a unique blend of characteristics; infants’ and
toddlers’ developmental patllways will reflect not only
their individual constitutional differences but also the
contributions of their caregiving environments.
Temperament, or the way an individual approaches the world,

influences how tentatively or vigorously an infant migl'lt engage

with a new person, toy, or situation.

Jeremy, 18 months old, is an observer who does not like change or new situations. He
likes to sit quiet/y next to his teacher a][ter he wakes up ][rom his nap and watch his
buddies playing. The toddler teacher talks with him about what he is observing and tells
him that she has made some clzanges in the room a’uring his nap. She points out that
some new books and toys are on a Jower slze/][ o][ the bookcase and the water table is
now more in the center o][ the room. Jeremy listens and looks around ][o//owing her
alescription. A][ter about 10 minutes o][ observing and sitting close, the teacher suggests
that Jeremy choose a book and lﬁring it back. Even tlzouglz he is an accomp/islzea’
walker, he crawls over to the bookcase and Zarings back his ][avorite ][ire engine book.

Jeremy's teacher took into account his need for continuity and the other children’s need for
novel’cy. She supports Jeremy as he “checks out” the changes and pushes him a little to get
engagecl. He feels more comfortable going back to an even more familiar form of getting
arounc].—crawling instead of Wallzing—an& 1s happy to find a book that is familiar.
Unclerstancling temperament and potential challenges (e.g., low birth weight) helps parents and
staff members anticipate reactions and structure the physical environment to nurture and

optimaﬂy c}lauenge young children.

The state of adults’ emotional well-being and life circumstances profoundly affects the
quality of in£ant-careg’iver relationships as well as infant and toddler mental health.
Parents and other significant caregivers bring their own temperament and past experiences to

12
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relationships. When a parent suffers from emotional distress, for example, (J.epression, past
trauma, or substance al)use, that parent’s al)ility to read cues and responcl may be compromisecl,
maleing it hard to comfort a ljal)y or join a toddler’s delight and, thus, reinforcing the parent’s
sense of inaclequacy. Intervention that addresses the parent’s emotional needs as he or she
interacts with his or her infant or toddler can support the relationship and enhance a parent’s
sense of well—l)eing.

Arlene, a teen mother who has been Zzaving a hard time getting out o][éed and keeping
appointments, greets her home visitor at the door with a sad expression. ‘Kira doesn't
like me. She cried when I picked her up this morning.” The home visitor acknowledges
how hard that is and o][][ers to lze/p her figure out what miglzt be Zzappening between
them. When they enter the living room Kira, 13 months old, looks up from playing
with a book and says, “Mama.” The home visitor asks Arlene whether she heard Kira
say ‘Mama.” Arlene s[zy/y asks, “Did she rea//y?" The home visitor nods and quiet/y
says “Yes. " Arlene looks toward Kira ana’, with a smi/e, says, “‘Here [ am.” Kira main-

tamns eye contact and smiles.

In that (lecep’cively simple interaction, the home visitor supports the mother and the relation-
ship between mother and l)al)y, enl'lancing the mother’s al)ility to receive positive requests
for attention, an aLility that is often clampened when a parent is depressecl. Kira’s emotional
well-being—the ability to smile and be comforted by her mother—is also enhanced.

Culture influences every aspect of human development. This
broad influence affects the way that infant mental health is
unclerstood; the goals and expectations adults have for young
children’s development; and the chilclrearing practices that

. . 7
parents and caregivers use to promote, protect, or restore infants

and tod(ﬂers' mental health.

Jenny, a new mother who grew up in Russia and recent/y mmi-
gratec] to the United States, Zn‘ouglzt Ivan, her 4-month-old
[mlﬁy, to the intake interview at the Ear/y Head Start program.
Ivan was awake and alert, vocalizing to both adults and wrig-

gling in response to their smiles and words. The intake worker

asked a ][ew questions about the pregnancy and the birth and
commented that Ivan seemed to be an active, engaging LaZJy. Jenny responc]ec]
nervous/y, saying, “Not rea//y." The intake worker respona’eal gent/y, ‘Sometimes it's
hard to believe tlzings are oLay, and I know that, in my culture, we are not supposecl to
say anytlzing too positive because it can be seen as [Joasting and we migln‘ be punislzea’. ”
Jenny visibly relaxed and said, “Yes, in my culture, we fear that the ‘evil eye will take
away a Zaalay i][ he is praised. ”

13
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The intake worker was puzzled at first ]3y Jenny's initial response, and then she remembered
that, with some families, inclucling relatives in her own, spealzing positively was not acceptal)le
and created fear. Ivan was demonstrating his social and emotional well-being, but staff
members would need to be sensitive to Jenny and her family’s belief system and learn how they
shared their positive feelings in a way that felt safe. Staff members can best support families
when tl'ley are aware of and recognize the intense emotional reactions that accompany moving

to a new culture.

All of the elements of the definition of infant mental health are part of &aily interactions
between infants and toddlers and their parents. Development occurs rapidly during the first 3
years of life, and everyone in a young child’s social network works hard to lzeep up. The
definition provides a place to Legin appreciating the important role staff members play in
supporting infant-toddler social and emotional well-being. One important thing to remember
is that consistency in the social network of infants and toddlers helps to support all aspects of
their development. When changes or c]_isruptions occur, aclznowledging and paying attention to
the feelings of loss among infants, toddlers, and caregivers helps to ease transitions. The Ear]y
Head Start Performance Standards (45 CFR 1304) listed in Box 1 illustrate how regula‘cions
support the ways that programs integrate infant and toddler mental health into ongoing

practice. The next section explores the area of infant mental health disorders.

BOX 1
Performance Standards Relevant to the Definition of Infant Mental Health

1304.21 (]))(1)(1) Grantee and delegate agencies programs of service must encourage the
clevelopment of secure relationships in out-of-home care settings for infants and toddlers })y
having a limited number of consistent teachers over an extended period of time. Teachers must
demonstrate an un&erstanding of the child’s family, culture and, whenever possil)le spealz the
child’s language.

1304.21 (1))(1)(11) Encourage trust and emotional security so that each child can explore the

environment according to his or her own developmental level.

1304.21(1))(1)(iii) Grantee and clelegate agencies program of services for infants and toddlers
must encourage opportunities for each child to explore a variety of sensory and motor experiences

with support and stimulation from teachers and family members.

1304.21(b)(2)(i) Grantee and clelegate agencies must support the social and emotional develop—
ment of infants and toddlers by promoting environment that encourages the development of self-

awareness, autonomy, and self expression and

1304.21(b)(2) (i) Supports the emerging communication skills of infants and toddlers l)y provid-
ing daily opportunities for each child to interact with others and to express him or herself freely.

1304.21(1))(3)(i) Grantee and delega’ce agencies must promote the physical skills of infants

and toddlers including gross motor skills such as grasping, pul]ing, pushing, crawling, waﬂzing,

and climbing.

14



WHAT ARE INFANT AND TODDLER MENTAL HEALTH DISORDERS?

o

Although infant-toddler mental health disorders are not a simple reverse of mental health,

tl'ley reflect the other side of positive emotional growtl'l and &evelopment.

Infant mental health disorders are emotional and behavioral patterns that
interfere significantly with very young children’s capacity to meet age-appropri-
ate cultural and community expectations for managing emotions, forming close
and secure interpersonal relations}lips, and exploring the environment.
Very young children’s healthy social and emotional clevelopment may be
c].isrupte&, or Legin to deviate significantly from typical patterns, because of
constitutionally based individual differences, problems in the infants or tod-
dler’s primary caregiving relationships, or the interaction between the child and
aspects of the caregiving environment. Infants and toddlers with mental health

disorders experience suffering, pain, and clisorganization. (ZERO TO THREE,

May 2002)

What alerts program leaders, parents, home visitors, and infant-toddler teachers to potential

concerns about emotional well-being? An infant's or toddler's difficulty in mastering

age-appropriate emotional, social, and cognitive tasks is expressecl throug]a behavior. However,

the normal clevelopment of infants and toddlers often encompasses a wide range of skill

levels and behaviors. Early clevelopment is not always a smooth, consistent pa’c}l but may, quite

normaﬂy, become a 1)urnpy road. Occasionally, a child’s skills may regress whereas, at other

times, they may take quiclz jumps forward. Staff members can support one another and parents

1)y care{ully examining their initial concerns to clistinguish any
possible infant mental health prololerns from the wide range of
normal variations in infant behavior (Zeanah & Doyle Zeanah,

2001).

Infant mental health practitioners generally agree that chil-

dren’s behavior should be explorecl further if the behavior could
be described in the following ways (Parlakian & Seibel, 2002):

s Is unusual for the child or causes parents and other
caregivers to perceive the child as “difficult’;

* Makes satisfying interactions with others difficult;
s Is observed in multiple settings ]Jy multiple people; and

* Persists over time

In a&dition, mental health practitioners and researchers (Osofslzy, 1999; Shonkoff &
Phillips, 2000) recognize that young infants suffer pain and distress from trauma, neglect,

a})use, or the al)rupt loss of a caregiver. Events become traumatic when infants and toddlers are

deprived of emotional safety and security within familiar rela’cions}lips. An infant can
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experience a (i.og bite, un(i_ergo a iiospitai proceciure, or even witness domestic violence and still
experience safety with a loving adult. However, when a safe emotional haven is not available,
the child experiences trauma. If an infant or toddler has a recent or past iiistory of trauma, the
need for further exploration and enhanced attention is strongiy recommended. Routine
screening and ongoing assessment of all infants and toddlers that is done in partnership with
parents can i'ieip icientiiy concerns and address them before
they become crises (see Screening and Assessment, page 22).

In contrast to typicai adult behavior, an infant or young child
demonstrates his or her response to internal difficulties
and environmental stress tiirougii behaviors that are unaccom-
panieci i)y the words that could heip a parent or staff person
differentiate a bad mood from a (iaiiy experience of fear.
Very young children have only limited ways to signal their
emotional distress: crying episodes, sieeping and eating
disturbances, withdrawal from adults and peers, and behavior
that adults experience as (iisruptive, such as temper tantrums.
Therefore, a child’s outward behavior of irritai)iiity, withdrawal,
irnpuisivity, fears, and (i.eveiopmentai (i.eiays may reflect a range of un(i.eriying proi)iems

at different points in cieveiopment. Some eariy mental health disorders may resemble “in later
life, inciuc]_ing (i.epression, anxiety, and traumatic stress reactions. Given this complexity, when
there is concern about an infants or toddler’s mental i'ieaiti'i, assessment should take into
account all the relevant areas of a child’s iunctioning, inciu(i.ing the ioiiowing (ZERO TO
THREE Infant Mental Health Task Force, May, 2002):

° Presenting symptoms anci i)eilaviors;

. Deveiopmentai iiistory—past and current emotional, ianguage, cognitive, motor,
sensory, iamiiy, and interactive iunctioning;

. Famiiy iunctioning and cultural and community patterns and expectations;
* The weii—i)eing of the parents;

. Caregiver—chiici relationships and interactive patterns;

* The infant’s individual constitutional characteristics; and

. Emotionai, ianguage, cognitive, motor, and sensory patterns

When exploring the meaning of an infant’s or toddler’s behavior, an important concept to izeep
in mind is that culture (proiessionai and familial) can affect omne’s perception of what is

normal cieveiopment or “appropriate” parenting:

For this reason, observing and understanding children’s behavior in the context
of the child’s home culture is strongly recommended. A solid grounding in
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infant-toddler &evelopment paired with sensitivity to and 1znowlec]_ge of a

£ami1yys culture are the best guide for staff members’ information gatl'lering

efforts. (Parlalzian & Seibel, 2002, p. 18)

Programs simultaneously focus on preventing and addressing infant mental disorders and on
promoting infant mental health. The next section explores how to put these concepts into

practice. Box 2 lists EHS Performance Standards that relate to infant-toddler mental health
disorders.

BOX 2
Performance Standards Relevant for Mental Health Disorders

1304.20 (d) Ongoing care. Grantee and delega‘ce agencies must implement ongoing procedures
})y which Early Head Start and Head Start staff can identi£y any new or recurring medical,
c],ental, or developmental concerns so that they may quiclzly make appropriate referrals. These
procedures must include: periodic observations and recordings, as appropriate, of individual
children’s clevelopmental progress, changes n physical appearance (e.g., signs of injury or illness)
and emotional and behavioral patterns. In addition, these procedures must include observations

from parents and staff.

1304.24(a)(3) Mental health program services must include a regular schedule of on-site
mental health consultation involving the mental health pro{essional, program staff and parents

on how to:

(1) Design and implement program practices responsive to the identified behavioral and

mental health concerns of an individual child or group of children;

(ii) Promote children’s mental wellness by providing group and individual staff and

parent education on mental health issues;
(iii) Assist in providing special help for children with atypical behavior or &evelopment;

(iv)Utilize other community resources as needed.

17






INTEGRATING PRINCIPLES OF MENTAL HEALTH INTO YOUR PROGRAM

esearch shows that supportive relationships have a tangil)le and 1ong—term influence
that contributes to optimal social, emotional, and cognitive c].evelopment of infants
and toddlers (Zeanah & Doyle Zeanah, 2001). As a child grows, supportive relation-
ships with parents and caregivers shape his or her self—image and provicle that child with the
resilience he or she needs to face new chal]enges. In aclclition, nurturing, sensitive adult-child
interactions are crucial for the c].evelopment of trust, empathy, compassion, generosity, and
conscience. These relationships are far—reaching. Research has shown that relationships
provicle a context for supporting the development of children’s curiosity, self-direction,

persistence, cooperation, caring, and conflict resolution skills (Parlalzian & Seibel, 2002).

SIX PRINCIPLES THAT SUPPORT INFANT AND TODDLER MENTAL HEALTH

Six research-based, best practice princip]es offer a solid framework with which to explore
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various strategies your program can use to strengthen its capacity to support the mental health
needs of very young children. The fouowing six ljuilcling blocks, or “ways of ]aeing," form the
foundation for successfuﬂy promoting infant and toddler mental health, preventing serious

emotional disturbances, and intervening when disorders are present.

Observe infant-toddler interactions in multiple settings to identify strengths and poten-
tial next steps. Infants and toddlers tell us about their strengtl'ls
and vulnerabilities through their behavior with others. The

context or environment can influence behavior. Therefore, one

needs to observe infants and toddlers in the home, &uring

socializations, in the classroom, and on the playground..

Keep in mind the multiple, potentiaﬂy interacting origins of
an infant's or toddler’s behavior, namely, Liology (incluc].ing'
temperament), clevelopmental stage, environment, and
g’oodness of fit between the l)al)y as well as his or her family
and the child-care setting. Understanding a young child’s

behavior requires incorporating information about all domains of development (social,

emotional, cognitive, and physical) and prior history. The meaning of behavior is not always
obvious and cannot be assumed. For example, a 6-month-old who cries during transitions to
child care at the beginning and the end of the day might be expressing a new understanding
about separation or migl'lt be a child who generally has a hard time with transitions, prefers to
take things slowly, and might be reacting to quick separations and reunions. Another
6-month-old who happily enters and leaves child care may feel supportecl Ly his or her parents
spending time in the center in the morning and evening and may also be a child who

generally adapts easily to new situations and people.

Ic].enti{-y and share observations of streng’t}ls in the infants’ and toddlers’ relations}lips
with their parents and teachers. Focusing on strengt}ls increases parents’ and teachers’
awareness of their own positive responses and provicles a base from which to think about
potential next steps. Building on strengths does not mean avoiding risks or ignoring them.
Focusing on positive interactions promotes more positive interactions and is one successful

way to decrease problema’cic exc}langes.

Listen to parents. A parent’s relationship with his or her child is the cornerstone for that
child’s development. Parents know their children best. In all but the most extreme situations,
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even parents who are chaiiengec]_ emotionaiiy or me(iicaiiy want the best for their children. A
parent knows the young child’s iiistory, his or her deveiopmentai process, and the complexity

of (iaiiy and weeiziy life.

Listen to staff members. Infant-toddler teachers and home visitors learn about iniants,
toddlers, and parents ti'lrougii ciaiiy or Weeiziy interactions. Staff members’ observations and
experiences are valuable in heiping to (ieveiop a full picture of the young child and his or her
reiationsiiips.

Provide regular supervision that allows staff members to reflect on their observations and
{eeling's. Relationships are essential for all human growtil and cieveiopment. Supervisory
reiationsiiips are the vehicle for the intellectual and emotional cieveiopmen’c of staff members.
In turn, staff members’ reia’tionships with parents and young children are izey in supporting the
growtil and (ieveiopment of those two groups. Staff members can most eiiectiveiy give support
when tiley receive support.
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AN INTEGRATED APPROACH TO COMPREHENSIVE SERVICES

How do the systems you are pianning or are aireaciy using promote infant-toddler mental
heaith, prevent the occurrence of mental health disturbances or clisor(iers, and treat them when
they are present? The ioiiowing sections expiore the program elements of screening and
assessment, curriculum and indiviciuaiization, environments, partnerships with community
mental health provi(i.ers, management systems, and human resources. While consiclering these
elements, keep in mind that the emotional well-being of infants and toddlers is linked to the
emotional weii—i)eing of parents, teachers, home visitors, supervisors, managers, and leaders

and to the clegree that their relationships support one another.

SCREENING AND ASSESSMENT

Deve/opmenta/ assessment 1s a process Jesigneai to Jeepen undersfanaling o][a child's
competencies and resources, and of the caregiving and learning environments most
/fke/y to lze/p a child make ][u//est use o][llis or her aleve/opmenta/ potentia/. (Greenspan
& Meisels, 1000, p. 11)

Screening and assessment of infants’ and toddlers’ social and emotional weil—iaeing support the
functions of promotion, prevention, and intervention. Box 3 lists the EHS Performance
Standards that are relevant for screening and assessment of social and emotional
well-being. The process is most helpful when both strengths and concerns are identified.
The screening process 1s used to determine whether social and emotional as well as all other
developmental skills are progressing as expected or whether cause for concern is warranted and

further evaluation is necessary.

Using tools that take into consideration the wide variety of backgrounds, languages, and
customs of participating families will ensure that the information is accurate and will build the
vital connection between the program and the families. Given the compiexity of infant and
toddler (ieveiopment, assessment of mental health is oniy one part of the ongoing process to
i(ienti{y each infant’s and toddler’s unique strengtiis and needs in all domains of development.

The mental health of parents is an important factor that contributes to the emotional
weii—i)eing of infants and toddlers. Provi(i.ing social and emotional support to parents and
aoiclressing parentai mental health can support positive child outcomes. One way BEHS
programs address parentai needs is to incorporate (i.uring the intake process a formal
screening instrument, using various measures of clepression, to assess parentai ciepression (see
Additional Resources section).

Strategies for integrating screening and assessment include the following:

* Be systematic. Include a method for ciocurnenting observations; a process for pianning
when, where, and how screenings and assessments will be accomplished; a process for
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discussing outcomes of screenings and assessments; and a process for tracking change
over time, inclucling the outcomes of any referrals.

* Use parents as partners in screening and assessment. Check with parents about whether
a child’s behavior in the program is similar to behavior at home. Incorporate parents

goals and expectations into assessment and ongoing evaluation.

* Use multiple sources of information for screening, assessment, and evaluation that
will help identify strengths and preclict next steps. Some methods for gat}lering
information include o})serva’cions, verbal or written reports, work samples, rating scale
checklists, au(lio’capes, Vicleotapes, and pho’cos.

¢ Include in screenings, assessments, and evaluations

— observations of children’s behavior in interactions with parents, staff members, and
other significant people who regularly interact with the child;

— health and clevelopmental history;

— information about prenatal care and childbirth as well as timelines of when the child
reached social and emotional developmental milestones;

— questions for parents about their social and emotional weH—})eing and supports for

ongoing evaluation.

* Consult with your infant mental health consultant about how to strengthen your
capacity to meet the mental health needs of parents as well as infants and toclcuers,
inclucling iclentifying assessment instruments or proceclures to help answer questions
that cannot be answered Ly observation or parent report alone.

BOX 3

Performance Standards Relevant for Screening’ and Assessment of

Social and Emotional Well-Being
1304.20(b) Screening for developmental, sensory, and behavioral concerns.
(1) In collaboration with each child’s parent, and within 45 calendar &ays of the child’s

entry into the program, the grantee and delega’ce agencies must per£orm or obtain linguis—
tically and age appropriate screening procedures to iclentify concerns regarding a child’s
developmental, sensory (Visual and auditory), behavioral, motor, language, social,
cognitive, perceptual, and emotional skills. To the greatest extent possik]e, these

screening procedures must be sensitive to the child’s cultural background.

(2) Grantee and delegate agencies must obtain direct guidance from a mental health or

child development professional on how to use the findings to address identified needs.

(3) Grantee and delegate agencies must utilize multiple sources of information on all
aspects of each child’s development and behavior, including input from family members,

teachers, and other relevant staff who are familiar with the child’s typical behavior.
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CURRICULUM AND INDIVIDUALIZATION

Infant and toddler mental health is woven into all aspects of children’s 1earning and growtii.
Determining how well an infant-toddler curriculum for any early care and education setting
(home-based, center-based, famiiy child care) incorporates sound infant-toddler mental health
practices requires a process that involves reviewing the written curriculum and observing
interactions between staff members and children as well
as between parents and children. Box 4 highlights the

Per{ormance Stanclarcls rela’ceci to curricuium.

Strategies for integrating curriculum and individualization

include the following:

. Deveiop a written curriculum phiiosophy that identifies
the 1zey role of reiationsi'iips (between parents and
ciiilclren, parents and staff memi)ers, and among staff
members within the program) in the overall curriculum
and in individualizing efforts for each child. The goals
should reflect the 12ey elements in the definition of

infant mental health: developing close and secure
relationships, experiencing and reguia’cing emotions,
exploring the environment, and learning in every
domain of development.

* Invite parents’ observations of their children, and incorporate those observations
into the curriculum and individualization for i’iome—i)aseci, center—i)asec]., and iamiiy
child-care options.

* Encourage parents to participate in reviews of their children’s progress and in proi)iem—
soiving sessions about social, emotionai, cognitive, or piiysicai concerns.

o Share with the parents how home visitors and infant-toddler teachers see the
curriculum promoting izey mental health outcomes for their infants and toddlers,
including forming close trusting relationships, demonstrating curiosity and motivation
to learn, soiving proi)lems, achieving seli—regula’cion, and communicating.

* Incorporate information from the social and emotional screening and assessment into
the individualized curriculum for each child.

¢ Use home visits to families with infants and toddlers in child care as an opportunity
for individualization and for supporting the parent—ciiiici relationship. Staff visits to
the home support the link between home and child care for infants and toddlers.
Most Worizing parents appreciate an opportunity to affirm and review their infants’
relationship to them and to child care as part of their expanclec]. social network.
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BOX 4
Definition of Curriculum in the Head Start Program Performance Standards

1304.3(a)(5) Curriculum means a written plan that includes the goals for children’s clevelopment
and learning; the experiences through which children will achieve these goals; the roles that staff
and parents will play n helping children achieve goals; and the materials needed to support the

implementation of the curriculum.

ENVIRONMENTS

The configuration of center-based environments can either promote or undermine infants’
and toddlers’ mental health and the quality of their interactions with teachers, parents, and one
another. Weﬂ—designed environments (a) encourage positive interaction and support infants’
and toddlers’ ability to regu]ate their emotions, explore the environment, and master tasks and
(b) do not make excessive demands on young children’s coping skills. A well—designed space is
comfortable for infants and toddlers with different temperaments as well as for their teachers
and parents. In this kind of space, children can play toget}ler or separately and find a place to
comfort themselves or be comforted when t}ley are angry or sad. Box 5 lists the EHS

Performance Standards that are relevant for the conﬁgura’cion of center-based environments.

Poorly designed environments are stressful. Teachers are concerned about the sa£ety and
well-being of children, and their saying “no” occupies a great deal of teacher energy and
attention. The time teachers spend monitoring keeps them from interacting with an infant or
toddler in ways that build self-esteem (e.g., aclznowleclging that a child is mastering a skill such
as climbing or helping a child elaborate on a skill). Infant mental health consultants can help
programs assess the extent to which the physical environment is promoting teacher-child

interaction as well as infant-toddler social and emotional well-being.
Strategies for integrating well-designed environments include the following:

. Help create environments for same-age or mixe&—age groups that (a) support infants’
and toddlers’ al)ili’cy to build strong relationships with their parents, teachers, and peers
and (h) support their ability to self-sooth, master their environment, and express the
full range of emotions, inclu&ing exulaerance, sac].ness, anger, and fear.

¢ Observe current center-based environments, focusing on the following key questions.

— Do the teachers follow the lead of infants and toddlers and engage 1n give—antl—talze
with toys, Worcls, smiles, and hugs?

— Do infants and toddlers vocalize with one another? Do they have room to play alone
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and together? Are enough toys and equipment available so children can generally play
without having to line up or share the most attractive and beloved toys?

— Can infants and toddlers explore safely?
— Do the furnishings promote relaxation?

— Is comfortable space accessible for infants and

toddlers to enable them to regula’ce their emotions
(e.g., find comfort when sad or gain control when feel-
ing angry or frightened) with a teacher or on their
own?

— Does the level of stimulation from noise and 1ig}1t
support or challenge infants” and toddlers” ability to

£OCIIS on taslzs or £aH asleep?

— Is equipment such as sand or water tables available for
sensory play?

— Does the space welcome parents and support

parent-child interaction at the Leginning and the end
of the clay?

— Are center-based rooms divided? Particular challenges emerge when one room is
divided to create space for more than one group of eight. A]though an adult may
see moveable cribs or low shelves as room &ivi&ers, an infant or toddler is more

lilzely to relate to them as toys to push or structures to climb, increasing the need
for teachers to monitor safety by prohibitions and decreasing the opportunity for
positive interactions.

— Do center-based environments use natural light?
— Do playground spaces promote a connection with nature?

* During home visits, support parents in arranging and using the environment to meet
their needs and the needs of their of infants and toddlers. For example, in a home,
the sink or bathtub can provid.e opportunities for sensory play. You might use the
questions outlined in the preceding list and help families predict changes in
development that require ul)al)y proo{ing" or rearranging furniture to allow for safe,
fuller exploration as an infant gains more moLili’cy.

* In home-based programs, use the furnishings and material available to help parents
enhance space that supports interaction and connection. For example, parents can
create a cozy corner for snuggling or set up a shelf in the kitchen with toys so the par-
ent and young child can be together during meal preparation.

* In programs that provide a regular group experience for parents and their infants
and toddlers, create a physical space that allows parents, infants, and toddlers to sit
together on the floor or at low tables.
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BOX 5
Performance Standards Relevant for the Config’uration of Center-Based Environments

1304.52(g)(4) Grantee and de]egate agencies must ensure that each teacher worlzing exclusively
with infants and toddlers has responsihility for no more than four infants and toddlers and that
no more than eight infants and toddlers are placed in any one group. However, if State, Tribal, or
local regula.tions specify staff:child ratios and group sizes more stringent than this requirement,

the State, Tril)al, or local regulations must apply.

1304.53(a)(1) Grantee and delegate agencies must provi(le a pl’lysical environment and facilities
conducive to learning and reflective of the different stages of development of each child.

1304.53 (a)(3) The center space provided l)y grantee and &e]egate must be organize& into func-
tional areas that can be recognized by the children and that allow for individual activities and

social interactions.

1304.53(a)(4) The indoor and outdoor space in Early Head Start or Head Start centers in use

l)y mobile infants and toddlers must be separated from general wallzways and from areas in use Ly

pre schoolers.

1304.53(a)(5) Centers must have at least 35* square feet of usable indoor space per child avail-
able for the care and use of the children (i.e., exclusive of ba’chrooms, halls, leitchen, staff rooms,

and storage places) and at least 75 square feet of usable outdoor play space per child.

1304.53(a)(9) Qutdoor play areas at center-based programs must be arrangecl so as to prevent

any child from leaving the premises and getting into unsafe and unsupervised areas. .

1304.53(a)(10)(xiv) Toilets and hanclwashing facilities are adequate, clean, in good repair, and
easily reached ]3y children. Toileting and diapering areas must be separatecl from areas used for

coolzing, eating, or children’s activities.

1304.53(]))(1) Head Start equipment, toys, materials, and furniture. Grantees and de]egate
agencies must provicle and arrange sufficient equipment, toys, materials and furniture to meet the
needs and facilitate the participation of children and adults. Equipment, toys, materials, and
furniture owned or operateol by the grantee or de]egate agency must be (i) supportive of the
speciﬁc educational ol)jectives of the local program; (ii) supportive of the cultural and ethnic
La.clzgroun(].s of the children; (iii) age appropriate, safe, and supportive of the abilities and
clevelopmental level of each child served, with a(laptations, if necessary, for children with
disabilities; (iv) accessible, attractive, and inviting to children; (v) clesignecl to provicle a variety of
1earning experiences and to encourage each child to experiment and explore; (vi) safe, durable, and

12ep’c n good condition; and (vii) stored in safe and orderly fashion when not in use.

* EHS programs have found that infants and toddlers generaﬂy require more space.
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PARTNERSHIPS WITH COMMUNITY MENTAL HEALTH PROVIDERS

Eariy care and education programs can best serve infants and toddlers and their families when
the program can make referrals to community agencies that have a protessionai on staff who
is trained in infant-toddler mental health. Intervention is lilzely to focus on supporting the
relationship between an infant or toddler and the parent who is the child’s primary caregiver.
However, in many instances, infant mental health practitioners
will also observe and consult with other significant people (e.g.,
infant-toddler child-care teactiers). Another infant mental
health approacti is to explore how parents’ experience of loeing
parente(t influences their interactions with their own infants
and toddlers. Box 0 lists the EHS Performance Standards that
are relevant for partnerships with community mental health

provi(ters.

Wtien parents are reterrect tor mentai tiealtti services to a(t(tress

c].epression or other mental health issues such as ttiougtit
disorders or affective disorders, the ttierapy may not

incorporate taﬂzing or ttiinlzing about their young children.
Ttieretore, early care and education programs need to encourage these mental health
practitioners to routinely tietp adults think and talk about relationships with their children.
When agencies incorporate that perspective, parents can better integrate the benefits of

mental health services into c].aity interactions with their young children.

Substance abuse can be another burden for parents cteating with mental health issues. When
parents suffer from substance at)use, community agencies that understand the speciai needs of
parenting are the most tietptut. For exampte, if your community has a detoxification program
that can house both a mother and her t)at)y, their relationstlip can be sustained and enhanced.
If your community does not have programs that can serve parents and ctiitctren, then
developing this type of program might become a community project. Early care and education
programs are often in the position of stiaring information about parenting with community

agencies that are focused on recovery.
Strategies for integrating partnerships include the following:

* Plan meetings between your agency leaders and mental health and substance abuse
recovery agency leaders (or mental health or substance abuse practitioners) to learn
more about their approacti to infant-toddler mental health and to adult mental health.

. Develop tormat, written agreements between your program and agencies to which you
refer, which specify systems of communication, tracking, referral, and confidentiality.

* Discuss contictentiality with parents and the value of stlaring information; however,
programs must respect a parent’s decision to have information shared or not shared

with the staff.

28



. Develop a system for referral that includes documentation and fouow—up. A depressed
mom may need support to follow through with a referral.

 Ask parents how the referral Worlzecl, and develop a profile or assessment of the
community agencies or individuals to whom you refer the parents.

* Enlist health aclvisory committees and your mental health consultant to encourage
local mental health practitioners to pay attention to parent-child relationships even
when they are providing adult individual psychotherapy.

BOX 6

Performance Standards Relevant for Community Partnersllips

1304.41(a)(2) Grantees and delegate agencies must take affirmative steps to establish ongoing
collaborative relationships with community organizations to promote the access of children and
families to community services that are responsive to their needs, and to ensure that Early Head

Start and Head Start programs respond to community neecls, including:
(i1) Mental health providers.

1304.41(1}) Each grantee directly operating an Early Head Start or Head Start program, and
each delegate agency must establish and maintain a Health Services Advisory Committee which
includes Head Start parents, pro{essionals, and other volunteers from the community. Grantee
and delegate agencies must also establish and maintain such other service advisory committees as
they deem appropriate to address program service issues such as community partnerships and to

help agencies responcl to community needs.
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MANAGEMENT SYSTEMS

Relationships are the foundation for infant-toddler mental health. Therefore, communication
systems that support verbal and written give—ancl—talze about mental health between parents
and staff members, staff members and supervisors, and staff members and managers best
support the social and emotional weu—being of infants, toddlers, and their families. As
leaders, the managers and directors set a tone ancl, through that
tone, communicate how safe it is to talk about emotional
Well—being and about mental health chauenges. Box 7 lists the
EHS Performance Standards related to management systems.

Confidentiality, the assurance that information shared with a
supervisor or with a group will not go beyonol the group, is
essential for creating a safe environment for sharing feelings
and past experiences. However, practitioners must be honest
about the limits of confidentiality when concerns arise
about a person’s safety and WeH—Leing or about the safety
of others. Setting ground rules with staff members and

revisiting them perioclica”y is important to clarify the commu-

nication system and how it works.
Strategies for integrating management systems include the following:

* Provide support to staff members that enables them to talk about the intense emotions
that are often evoked when worlzing with infants, toddlers, and parents. Funclarnentaﬂy
“naming” emotions and creating opportunities to talk about them are effective ways to
start and sustain a dialogue. Discussions can occur within existing communications
systems such as staff meetings and management meetings.

* Incorporate mental health discussions into written and verbal exchanges with parents
in the parent’s pre£erre(1 1anguage. Translations of what someone says about feelings or
social interaction often miss nuances and can therefore be misleading.

* Incorporate parents into regular meetings about infants and toddlers and families.
Tauzing with parents rather than about parents provi(les staff members with more
information and builds the relationship between a family and a program.

¢ Document in writing the number of referrals to mental health agencies to help with
planning and ongoing assessment.

* Have pro{essionals from diverse l)aclzgrounds (e.g., child (levelopment, e(].ucation,
occupational therapy, social work, nutrition, family systems) meet together to ensure
the best plans for promoting Weﬂ-l)eing and for intervening when difficulties arise.
These meetings are particularly important given the rnultiple realities that affect infant
and toddler clevelopment.
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BOX 7

Performance Standards Relevant for Management Systems

1304.24 Child Mental Health Services. The oi)jective ... is to build collaborative relationships
among chiiclren, iamiiies, staii, mental health proiessionais and the iarger community, in order to
enhance awareness and un(i.ersta.nciing of mental wellness and the contribution that mental health

information and services can make to the wellness of all children and families.

1304.24(a)(1) Mental Health Services. Grantee and (ieiegate agencies must work collaborative-
ly with parents by:

(@) Soliciting parental information, observations, and concerns about their child’s mental

heaith;

(ii) Sharing staff observations of their child and discussing and anticipating with parents

their child’s behavior and development, inciuciing separation and attachment issues;

(iii) Discussing and icientifying with parents appropriate responses to their child’s behav-

107;

(iv) Discussing how to strengthen nurturing, supportive environments, and rela‘cionships

in the home and the program;

(v) Heiping parents to better understand mental health issues;

(vi) Supporting parents’ participation in any mental health interventions.
1304.51(c) Communication with families.

(1) Grantee and c].eiega.te agencies must ensure that efiective—two—way comprehensive
communications between staff and parents are carried out on a regular basis ti'n'oughout

the program year.

2) Communication with parents must be carried out in the parent’s primary or preferred
P p P y P

language or through an interpreter, to the extent feasible.

1304.51(e) Grantee and delegate agencies must have mechanisms for regular communication

among all program staff to facilitate quality outcomes for all children and families.

1304.40({) Grantee and de]egate agencies must ensure that the mental health education

provides, at a minimum:

i) A variety of group opportunities for parents and program staff to identify and discuss
(i) y of group opp P prog y
issues related to child mental i'iealti'i;

(i1) Individual opportunities for parents to discuss mental health issues related to their

child and J[‘a.miiy with program staff;

iii) The active involvement of parents in planning and implementing any mental health
P P g P g any

interventions for their children.
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HUMAN RESOURCES

Program leaders—directors, executive directors, and managers—are pivo’cal in providing
emotional support and direction for their programs. Often, their needs for support and a safe
place for self-reflection are overlooked. Professionals in the field of early care and education
know that, when t}ley experience supportive relationships themselves, they can more easily pro-
vide them to others. Therefore, strengths—basecl consultation for the leader provicles a solid
foundation for supportive supervisory rela’tionships. Box 8 lists the EHS Performance
Standards that relate to human resources.

Supervision provicles an opportunity for staff members to experience support and connection,
to affirm their skills and capacities, and to think about next steps in their own development.
Malzing room for self-awareness and the £eelings that may arise from worlzing closely with
infants and families is an essential element of supervision. Focusing on interactions that are
going well builds a solid base from which to work and meet challenges as they arise. Therefore,
another leey element of supervision 1is o]oserving in the classroom or on home visits and

provicling positive feedback.

Regular feedback that helps staff members “see” their effective interactions with infants and
toddlers as well as with their families supports ongoing training and development. Although
responc],ing to cues and £oHowing the lead of infants, toddlers, and parents might sound like a
simple jo]o, it 1s actuaﬂy Complicated and subtle. Just as l)eing a parent can be isola’cing, ]oeing
a home visitor or a center-based teacher can feel 1011e1y. Supervision connects the staff to the

social support network of the program.
Strategies for integrating human resources include the following:

* Supervision
— Provide reflective consultation for the program leader.

— Provide staff members with regular supportive-reﬂective supervision that focuses on
relationships and leaves room for feelings.

— Use supervisory meetings to introduce and apply skills in observation, self-awareness,
and responsiveness to parents and young children.

— Consider the extent to which staff meetings include opportunities for staff develop—
ment and peer mentoring in infant and toddler mental health.

— Establish an individual development plan with each staff person that builds on his or
her strengths in infant and toddler mental health and that identifies training and
other growth opportunities for specific areas of clevelopment.

— Ask staff members to identify the social and emotional strengths of the children and
y g
parents with whom Jchey work; use these strengths as a basis for cliscussing individual
and family growth and clevelopment.

* Recruitment and Training of All Staff Members
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— Recruit staff members who are skilled in infant-toddler mental health and children’s
social and emotional development.

— Identify broad skills (e.g., observation, provicling strengths—l)asecl feedback, listening
to parents) that all staff members in the program should possess. Ensure that these
skills are represen’ce(i in not only joi) (iescriptions but also periormance evaluations.
During the hiring process, ask a prospective staff member to do an exercise in which
he or she observes infants and toddlers and shares those observations.

— Provide ongoing regular feedback to every level of the staff that identifies and
explores each staff person’s competencies and skills.

— Provide training to the entire staff—direct-service, support, and administrative staff
members—on how they, as individuals, can promote children’s and families” social-
emotional development. Recognize when staff members follow through and provide
positive feedback in supervision.

— Provide staff members ongoing training in
* observing and differentiating observations from “inferences” or conclusions.
'un&erstancling the meaning of behavior.

. &eveloping awareness of {eelings and how each individual’s past history may
affect interactions with parents and children.

¢ forming strong relationships, including establishing comfortable profession-
al boundaries.

* empathizing with and understanding a parent’s perspective.
* Recruitment of Mental Health Consultants

— Look for mental health consultants who have specific training in infant mental
health. Given that infant mental health training can occur in diverse settings, ask
about academic and professional or postgraduate training to give you the clearest
sense of the person’s training.

— Set up a real or videotape situation cluring the interview process and ask the candi-
date to observe and share those observations with your hiring group. Ol)serving and
sharing observations are critical part of the role.

— Include parents in the hiring process to ensure iinding a mental health consultant
who can translate social and emotional Weﬂ—being in a way that engages parents. Parents’
responses to a potential mental health consultant are leey in the hiring process.

BOX 8

Performance Stanclar(ls Relevant fOI' Human Resources

1304.52 (a)(1) Grantee and clelegate agencies must establish and maintain an organiza’cionai
structure that supports the accomplishment of program objectives. This structure must address
the major functions and responsibilities assigne(l to each staff position and must proviale evi-
dence of adequate mechanisms for staff supervision and support

1304.52 ((1)(4) Mental health services must be supported lny staff or consultants who are
licensed or certified mental health professionals with experience and expertise in serving young

children and their families.
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CHALLENGES

The chaﬂenges you meet will vary &epen&ing on numerous factors, incluc].ing whether you serve
an urban or a rural area, are part of a community with mental health resources, hire outside
mental health consultants, or incorporate mental health professionals into the program.
However, some challenges are universal. Flexibility and an ability to change are important
characteristics in successfully meeting any challenges. The fol-

_.'“ lowing sections describe some of the more universal challenges

that early care and education programs face as well as some

ideas for meeting them.

Responding to staff turnover. Staff members in early care and
education programs leave for many reasons—to advance their
careers within the field, raise a family, return to school, change
careers. Althoug]ﬂ salaries are certainly problema’cic in the field,
research shows that training and staff clevelopment, inclucling

regular supportive supervision, help retain staff members. One

recruitment strategy is to provide internships for students in

high school, community colleges, 4-year colleges, and graduate
schools. Students who work as interns and are trained Ly you can be an excellent source
for new staff members. However, supporting staff people to train and mentor students is

potentially a chaﬂenging part of this solution!

Fincling’ infant-toddler mental health consultants and infant-toddler mental health
providers. Infant-toddler mental health is a new but growing specialty. Several states have
Infant Mental Health Associations, and these can help you locate consultants or therapists. In
addition, a growing number of postgraduate training programs for infant mental health

provi(lers can be helpful in fincling trained people.

Changing community financial resources. When states experience budget crises, financial
support for mental health services to children and adults may be cut. It is essential to develop
relationsllips with local and state clepartmen’cs of mental health to learn about changes ancl, at

times, provi(].e valuable information for a(lvocacy.

Streng’thening’ multidisciplinary relationsllips. Bringing toge‘cher professionals from
different disciplines——child development, mental health, nutrition, and health—requires a
willingness to learn and to teach. Keeping the child and family in mind can help bridge the
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differences. In addition, trainings and staff meetings that help each discipline describe its
“culture” and skills, which ln'ings people closer together.

APPLICATIONS IN THE FIELD

How do the concepts and strategies described in this paper influence the experiences of infants
and toddlers? The following vignette and discussion illustrate how one program influenced the
mental health of a toddler. In this real-life example, the importance of promotion,
prevention, and early intervention are woven together. The italic print is used to highlight the
telling of the story l)y program staff members and the observations of an outside consultant.
The program provided permission to share the vignette and the names of individuals were

changed to ensure anonymity.

Dcmie/, a 15-month-old foaial/er, and his ][oster-adoptive parents were re][erred to an
Ear/y Head Start center-based program Ly the state child we/][are agency. The Lrie][ his-
tory that accompanied Daniel described mu/ﬁp/e p/acemem‘s. When Daniel was 3
months old, he and his older sister were removed from their biological parents after alle-
gations o][ extreme neg/ect. A Q—montlz p/acement m a ][aster home was severed a][ter
allegations of abuse were substantiated with the older sister. After 3 months in a respite
home, Daniel was p/acezj ma ][oster-azjoptive home and re][errec] for child care.

From the first Jay o][kfs enrollment in the center-based option, the inj[ant toddler teach-
ers observed that he did not react when his foster-adoptive parents dropped him off.
During the course o][ the child-care c[ay, Daniel did not respond emotiona//y to the other
in][ants or toddlers nor did he reach out to the teachers. A/tlzouglz the teaclzers’][irst
Tmpression was that he appeared to be a child who “went with the ][/ow, "tkey discussed
their a7iscom][ort and wondered how much o][ Daniel's approacfz to /i][e miglzt be under-
stood as his temperament and how much miglzt be the result a][ witlzclmwing to cope
with his past experiences.

The lead teacher genera//y encouragea’ sta][][ members to be attentive and responal to
infants” and toddlers’ efforts to initiate interaction. Daniel did not seem to care who
interacted with him. A/tlzouglz he walked, he got p/aces in the room Ly craw/fng. He
vocalized occasionally, rarely toward a teacher or child. The teachers were concerned
that Daniel did not pick up or move toys the way toddlers genera//y do but held a toy mn
his hand tightly in front of his eyes and stared at it intently. By the end of the second
week, he still didn't seem to care who interacted with him. The lead teacher asked )[or a
consultation with the mental health and disabilities coordinator ][or the Head Start,
Ear/y Head Start services and the 1’nfant—todd/er child-care programs that are part o][
their community action agency. The teacher wanted lze/p m tlzinking about potentia/
next steps in the classroom and in how to talk with Daniel's foster parents about her

concerns, and she wanted him to have a ][u// screening as soon as possilJ/e, well Zje][ore

the 45-day hmit.
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The lead teacher’s concern came from observing Daniel’s extremely low level of interaction
with staff members and with other infants and toddlers—a level lower than what the teacher
knew was generauy expected from a 15-month-old. Through conversations with her supervi-
sor, the teacher reflected on her observations of Daniel, information from his past history, and
her own 12nowledge of development to (]_evelop an “educated guess,” or hypothesis, that Daniel
was experiencing emotional distress as well as 1anguage and motor clelays. However, she also
wanted to proceed cautiously and observe him in the home to develop a full picture of Daniel’s

temperament and behavior.

The fouowing is an observation of Daniel at 18 months of age and an excerpt from an inter-
view with his teacher 3 months after his entry into the program.

Observation

Daniel and his J[oster fatﬂzer arrive at the center with Daniel firm/y grasping his fatlzer:s
hand. His father helps him put his things in his cubby and hang up his jacket. Daniel
smiles at his teacher and watches as his fatlzer and his teacher talk. When his fatlzer says
good-bye, Daniel frowns and fusses as he leaves. The teacher reassures him that “Daddy
will be hack after work.” He sits in the teachers /ap ][or a J[ew minutes, calms down, and
nods when the teacher asks 7'][ he is reaaly to wash his hands Lej[ore lﬂreaéfast. He
washes his hands and then sits at a low table, eating Z?reakfast with his teacher and two
other toddlers. He vocalizes to the lead teacher and eager/y observes the other toddlers
as tlzey eat and talk. He vocalizes to them and to the teacher. The teacher repeats
vocalizations and forms them into words “hi,” juice,” “more.” When he is done eating, he
signa/s ‘all done” with his Zzanc]s, and the teacher respona’s, “Are you c]one, Daniel?” He
nods yes, and she asks, “Would you ke to get down and play?” He nods eagerly with an
animated expression.

Daniel crawls into another section o][ the room where another teacher is ][eeding and
comforting two in][ants. Daniel pic/es up a Kermit ][rog puppet, stands, and walks, hold-
mg the puppet out toward the teacher and voca/izing ‘ermit” and the teacher repeats,
“Kermit, the ][rog. " He walks, puts the puppet down, and picks up an octopus toy and
shows it to the teacher, voca/izing “ottopi"and the teacher a][][irms, “Yes, it's an octopus.”
Daniel crawls back to the other section o][ the room, peeks around, makes eye contact
with the lead teacher, and says “Hi.” She smiles warm/y and says, “Hi Daniel, are you
exp/oring?"He comes back into the other section o][ the room, stands, and ][mc]s a wand
on a table and picés it up and shows it to the observer. When one o][ the babies cries,
he walks over and pats him gent/y with the Zze/p o][ the other teacher.

Interview

The teachers relate that aﬁer 2 months in the program, Daniel ngan consistent/y
noticing and expressing some sadness when his parents Jroppenj him o][][anal was able
to receive com][ort ][rom his primary teacher. A][ter 3 months, he Zfegan to ale][ena] his
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toys and territory. Daniel's receptive /anguage skills tested within normal limits while
his expressive skills were 2 standard deviations below the norm. The staff report that
Daniel is a’emonstmﬁng more “rizytlzms" o][ spoLen /anguage and vocalizes to them
consistently. Although Daniel does still dangle objects, he is moving toys from one hand
to the other. His attention span 1s the strongest ][or reaa’ing. The lead teacher reportec]
that she reads with him for 45 minutes at the end of every day.

Daniel, after 3 months of Leing part of consistent, nurturing relationships at home with his
ioster—adoptive parents and in child care, was able to activeiy participate in relationships and
expiore his environment with Vitality. The concept of “(ieveloping capacity” supports the
wisdom of intervening as early as possii)le to enhance the course of (ievelopment. Daniel’s
“constitution,” his vigor and tenacity combined with his easygoing manner, allowed him
to access the resources in his new environment and to move toward getting back on track

clevelopmen’cally.

Daniel flourished because he was part of a strong relationsi'iip network. What were the roles
of the staff members in bringing about change? The center-based teachers were pivotal in
creating meaningful relationships with Daniel through daily interactions. The infant mental
health and disability manager provided regular supervision and feedback for the site manager
supervising the teachers and helped staff members see small positive changes such as Daniel
seelzing eye contact. Reﬂecting on changes and celei)ra’ting small steps helpeci the teachers
remain steaoiiastly optimistic in their response to Daniel’s slow but steacly progress.

In addition, the mental health and disabilities manager’s
monthly home visits with the ioster—ac]_optive parents i’leipecl
to iclentiiy the parents’ concerns about 1anguage and to
strengtiien Daniel’s relationships with his parents and his sib-
lings. The visits built trust between the famiiy and the program.
That trust helpe(i the parents feel comfortable with (i.oing a
screening within the first 45 clays and with participating in

on-going assessment of Daniel’s well-being.

Through the on-going assessment process, the ioster—adoptive
parents shared their concerns about Daniel’s new protests and
tears when they said good.—]aye. The parents wondered whether
this new behavior was a sign that their quiet, easygoing toddler
was becoming a difficult child. The mental health manager helped the parents see that

Daniel’s protests and tears were a sign of how much tiley mattered to him—a milestone in

his emotional (ieveiopment. In addition, she could help them celebrate Daniel’s awaizening
emotions and understand that his saclness, anger, and joy had been clampenecl l)y painiul
experiences of abuse and neglect. Daniel’s capacity to express the full range of emotions,
inclucling protests and tears, was evidence of mental health.
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Your program has its own unique stories to tell. Perhaps this vignette will inspire you to write
about one or more of those stories and share them with your board and with your community.
And whenever possible, celebrate the daily work, rememl)ering that every small step is part of
the unfolcling development of young children, parents, and staff members.
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ON-LINE RESOURCES

The fo//owing is a list of internet resources containing in][ormation related to infant/todai/er health, mental health and Jeve/op-

ment. There are also a ][ew sites listed with in][ormation and resources for parents. Most have links to other related and use-

ful websites.

Bright Futures
www.Lrightfutures.org
Current and emerging preventive and health promotion for infants, children and families. This site features guidelines for

health supervisors; a section for c].evelopmental issues and strengths in the infancy period; and related pu]alications.

Mental Health Tool Kit at the HSIPC
http://www.l'xeadstartinfo.org/infocenter/mentalhealtl';/mll_t”aolz.htm
This tool kit provides links to a variety of useful web sites related to mental health.

National Center for Education on Maternal and Child Health

www.llcemcll.org

NCEMCH provi&es national 1eaders11ip to the maternal and child health community in three lzey areas — program d.evelop—
ment, policy analysis and education, and state of the art knowledge — to improve the health and well-being of the nation’s chil-

dren and families.

Off to a Good Start: The Child Mental Health Foundations and Agencies Network (FAN).
www.nimh.nih.gov/childhp/fdnconsb.htm

Program for Infants, Toddlers and Caregivers (PITC)

www.pitc.org

PITC was developed by West ED Center for Child and Family Studies, in collaboration with the California Department of
Education Child Development Division. This site offers power point presentations on infant curriculum, brain &eve]opment,

attachment, language, 1iteracy, infant play, etc., as well as information and resources on PITC and links to other relevant sites.
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Resources for Infant Educarers

www.rie.org

Resources for Infant Educarers (RIE) teaches a unique philosophy and methoclo]ogy in caring for infants. The teachings of
Magcla Cerber, incorporating respect, quality time, patience, and observation are offered in the form of training classes, books

and videos. The site is a resource for parents and professional caregivers.

ZERO TO THREE

Www.zerotot}lree.org
This web site offers information on strengthening and supporting families, practitioners, and communities to promote the
healthy development of babies and toddlers, as well as links to other relevant sites.
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No matter how mental health services are ale/iverec[, the una[erstana[fng o][ mental health

is the same: prevention first, promotion always, and intervention when necessary.

(lefte-Tennant & Costa, 2002, p. O)
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