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Warmth is the vital element for the growing plant and for the soul of the
child.

Carl Jung
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What can babies do?

ASight
Afocal distance 25 cms

Aprefers moving, seldeforming, threedimensional
gualities of the human face

ASound

Aprefers pitch and intensity of the human voice
Aturns head to sounc



ASmell

Aprefers mother s smell

AFacial expressions
Asmile, sober expression, frown, grimace

AVocalisations
Agurgle, fret, cry



TheBrazeltonCentre UK

AUnderstanding baby behaviour

ANeonatal Behavioural Assessment Scale (NBAS)
At N2 ARS& RSGFAT SR AYT2N¥begiulatdtyy | ¢
abilities and how the infant manages crying, sleeping, alert states
and feeding

AFor babies from birth to 2 months
ANeonatal Behavioural Observations (NBO)

ARelationshipbuilding tool between practitioner and parent,
supporting the developing pareninfant relationship

AFor babies from birth to 3 months

iInfo@brazelton.co.uk



What do babies need?

AAwareness of
Aphysical state and needs
Aemotional state and needs

Asocial needs



Physical needs

AFood, warmth and shelter
ASafe handling
ASafe environment

APhysical health needs recognised and responded to



Emotional needs

APositive expression and affection
AEmpathy

AMind mindedness

AConsistency

AResponsiveness

ASensitivity

AAcceptance and regulation of emotional states



Social needs

AAwareness of the need to use eye and verbal contact in

building the relationship
ATiming and appropriate use of such contact
ATurntaking

Alnvolvement in three person interactions



Cognitive needs

AAge-appropriate stimulation

APlay



Secure Attachment

Social competence

Resilience to cope
with adverse life events




Sensitivity

Seeing your baby
as a person
Mind-mindedness

Emotional warmth
and support

Synchrony
and mutuality
In interaction

Secure Attachment

Jay Belsky, 1995; Elizabeth Meins, 2006




Obstacles to the development of secure attachment

AParent vulnerabilities

A mental iliness

A single, teenage mothers

A learning disabilities

A own parenting experiences
A lack of support

Alnfant vulnerabilities

A pre-maturity, very low birth weight

A congenital abnormalities

A birth complications

A exposure to psychotropic drugs

A neonatal behavioural characteristics



Maternal Puerperal Psychiatric Disorders
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Depressive iliness

Bipolar affective disorders

Anxiety /phobia /panic disorders

Eating disorders

Obsessive compulsive disorder
Schizophrenia /other delusional disorders
Substance/alcohol dependence

Personality disorder



Nature of the Iliness

ADepressed mood

Airritability, feeling that life is not worth living, lack of
Interest, for example in the baby, which may lead to
feelings of guilt and inadequacy, worry, anxiety

AHypomanic mood

Aoveractivity, accelerated speech, distractibility,
euphoria, grandiosity



ADelusions
Agrandiose ideas about the baby, for example the mother
may believe that the child has been born for a special
purpose or to control the environment, or she may have
distorted expectations of the babys behaviour ( one
mother believed her baby could fly), may lead to
disturbed and unpredictable behaviour towards the

baby



AObsessions

Arepetitive rituals can preoccupy the mother so she does
not attend to the baby

AHallucinations

Amother may experience command hallucinations
telling her to kill or dispose of the baby

Amay have auditory hallucinations telling her that she is a
bad mother



ADisorder of thought form

Adisorganised thoughts leading to disorganised infant
care

ABehavioural disturbances
Abizarre behaviour, aggression

AAgitation
Afocussed on the child



ARetardation
Aslowing down, unable to complete caretaking tasks

AConfusion/perplexity
Adisorganised speech

AFluctuation/changing symptoms



Mother-Infant Interaction

AMother

Awithdrawn, disengaged

Aflat, expressionless, no physical contact, minimal
coherent speech, not focussed on the baby or in play,
not attentive

Alnfant
Adistressed, protesting

Afretful, less attentive, less sensitive to maternal cues,
less focussed in play



Mother-Infant Interaction

AMother

Aintrusive, hostile, angry, irritable, ovestimulating,
engulfing
Arough tickling, poking, pulling, looming, loud nen
contingent speech, exaggerated fake facial
expressions, frequent use of toys

Alnfant
A avoidant, disengaged

Awithdrawn, passive, flat, less attentive, less sensitive
to maternal cues, less focussed in play



Promotion of secure attachment

Good emotional immunity comes out of the
experience of feeling safely held, touched, seen
and helped to recover from stress, whilst the
stress response is undermined by separation,
uncertainty, lack of contact and lack of regulation

Why Love Matters: Sue Gerhardt



Video-feedback Intervention based on
Yhind-mindedness

AConcept developed by ElizabeMeins

AMother s ability to see her baby as a person, with a mind,
thoughts, feelings

AFocus on what the baby brings to the interaction What is the
baby trying to tell you? Remember that the baby cues can
be vocal, facial, body movements

ASometimes difficult to knowc attuned/non-attuned



Al 31 Y20KSNA ljdzSadAaz2ya RSaA3aIySR (2
states

AWnhat might your baby be thinking here?

A2 KNl R2 @&2dz GKAY]l KA&a ONBAY3I YSI
ADoes your baby normally prefer that?

AWnhat would s/he say right now if s/he could talk?

ATell me about a time when you were really tuned into what your baby
was thinking or feeling.

Alnformally encouraged and supported to be miaginded by unit staff



Coding video play sessions

ACare Index (Crittenden, 2004)
AMaternal variables- sensitive, unresponsive, controlling
AInfant variables- co-operative, passive, compulsive, difficult

AMaternal speech (Murray et al., 1993)

AlInfant focussed utterances, mother focussed utterances, ottfiecussed
utterances, negative affect, ascription of infant agency

AMind-related comments (Meinset al, 2001, 2010) )
Aa20KSNJI AYFSNBR GKS AyTFlryiQa YSyalt a
A Appropriate or nonattuned

AFacial affect; smile, neutral, negative expression, gaze aversibiaters, 2003)
A Accompanying maternal utterance
Aln response to maternal utterance



Maternal sensitivity

k)%

B Admission

u Discharge

Maternal sensitivity

Depression Psychosis Schizophrenia

**p < .01, ** p<.001



Infant cooperativeness

Fkk %

B Admission

u Discharge

Infant co-operativeness

Depression Psychosis Schizophrenia

Ap <.10,*p < .05, **p <.001
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Perinatal Psychiatry Immunology

Mother -infant interaction on admission and discharge from MBU 2012014
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Longer term effects? A Mindlindedness Intervention
Schacht et al., 2017, Development and Psychopathology, 29 (2356385

Alntervention group participants were 22 women
AStandard care group participants were 32 women

Alntervention and standard care groups albspitalisedon a mother
and-baby unit

AControl group of 49 psychologically well mothers

AAIl groups filmed in a 3ninute faceto-face interaction on admission
and discharge. Infants were-1 months at the time of the admission
video

ABoth groups reviewed their admission videos individually with a
psychologist on the unit at a later date

AAdmission and discharge observations coded for appropriate and-non
attuned mind-related comments



Appropriate mind-related comments (%)

Admission
®m Discharge

Control Standard care Intervention



Non-attuned mind-related comments (%)

o
*

Admission
— ¥ Discharge

Control Standard Intervention
care
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Attachment relationship: Strange Situation

ASecure (B) infants explore the environment when not
threatened, are affected by the separation, seek comfort
and are comforted by the parent when distressed

Alnsecure avoidant (A) infants do not seek proximity to the
parent, appear not to acknowledge the separation and
ignore the parent upon return



Attachment relationship: Strange Situation

Alnsecure ambivalent (C) infants are distressed on
separation, and not easy to settle on reunion, e.qg.
remaining cross / upset / fussy / clingy for protracted
period of time

Alnsecure disorganised/disoriented (D) infants combine
elements of A and C: eg approaches the parent then turns
away, stilling or freezing behaviours, may appear dazed or
frightened



% in attachment groups at follow-up in 2"d year of life
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0

Intervention Standard care

62% Secure in non-clinical middle class samples
15% Disorganised in non-clinical middle class samples; 19% in depressed
samples; 43% in drug/alcohol abusing samples



South London and Maudsley NHS

NHS Foundation Trust

Context

AParental mental health is a major public health issue

Ad¢cKS O2aua 2F LISNAYLFOGaFt YSyidl
ACost to UK is £8.1 billion annually
A72% of cost due to adverse impacts on the child

Al eXodd ¢KS I22R ySga Aa GKI D
of opportunity

AWomen are highly motivated to mitigate the effects of their own mental
health problems on their babies

ADesire to break the cycle
AMotivated to be the best parent they can be
ANew life = new hope
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Paychological Medicine (2013), 43, 519-528,  © Cambridge University Press 2012 ORIGINAL
dod: 10,1007 /500332917 12001298

Intergenerational transmission of maltreatment and

psvchopathologv: the role of antenatal depression
D. T. Plant'*, E. D. Barker®, C. 5. Waters®, 5. Pawlby' and C. M. Pariante’
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Generation 1to 2 Generation 2 Generation 2to 3  Generation 3
Child Maternal Offspring Offspring
Maltreatment Antenatal Child Adolescent
Depression Maltreatment Antisocial

Behaviour



Abuse and neglect

AOver 50,000 children in England on child protection
register (Department for Education, 2011)

APhysical abuse: hitting, kicking, punching, belt

ASexual abuse: voyeurism, fondling, forced
Intercourse

AEmotional neglect: indifference, lack of support,
APhysical neglect: food, clothing, shelter
ADomestic violence: witnessing parental fighting

National Society for Prevention of Cruelty to Children (NSPCC), 2013



Domestic violence

A31% of women (5m) and 18% of men (2.9m) have been
victims of DA

Ve

AlL2% children under age of 11 (977,000) and 17.5% age:
between 11 and 17 years (927,000) exposed to DA In
their homes

AChildren exposed to DA are 15x higher than national
average to be victims of abuse and neglect

AChildren who suffer abuse and neglect have problems ir
cognitive, physical, social, emotional armehavioural
development

AViolence costs upwards of £15.7 billion a year (2008) in
the UK, including £1.7 billion in health costs



Emerging model
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An impetus to intervene!
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Why intervene in pregnancy?

Srenatal ~ Childhood

: e and
depression abus
trauma
_ Insecure
Domestic attachment
abuse
style

\Assortative

mating




What is good enough care?

AGood emotional care provides the holdin? environment in which the
child can develop a secure attachment relationship

AThe inLant IS the best testimony as to whether the care received is good
enoug

AAs perinatal health professionals, we provide the holding environment
in which the mother or father with a mental iliness can provide that
care for their child

APerinatal psychiatry provides the bridge between adult and child
psychiatry

ABYy caring for the dyad we have the opportunity to promote a secure
relationship between mother and baby and to stem the transmission of
intergenerational psychopathology



Guidelines for promoting the babys emotional
development

Encourage mothers to hold their babies; this will promote a secure
attachment and later independence.

Encourage mothers to look at their babigsn the first six weeks the
caregiver s face is the babys best toy.

Encourage mothers to watch their babies and talk to them, commenting
on what they are doing; this will promote language development.
Understanding comes before speech.

Encourage mothers to respond to their babiesuesg vocalisations,
looking, smiling, imitation, reaching, offering objects; this will promote
turn-taking and a conversational style.

Encourage mothers to see their baby as a pers@sk mothers what the
baby might be thinking or feeling. What would s/he say if s/he could talk?



Guidelines for promoting the babys emotional
development

Help mothers to hold their babies securely so that they feel contained. If
they are very restless, fretting and waving their arms around, suggest
containing them by restraining their arm movements

Babies calm themselves by putting their hands to their mouths, sucking
on their fists or thumbs, staring, or changing their position slightly.
Encourage mothers to let their babies put their hands/fingers in their
mouths

Encourage mothers to respond to their babies when they cry. Crying
means that they are distressed and need attention. Begin by observing
the baby to see if s/he will selfuiet, then suggest that the mother
begins a graded set of responses until the baby quielsok at the baby,
talk to the baby, put hand on the babys stomach, pick up the baby, hold
and rock the baby. By helping the baby to regulate his/her emotion
when very young s/he will be able to do it alone later on



10.

Guidelines for promoting the babys emotional
development

Remember that babies can easily become bored especially as they
become older and they enjoy being carried, talked to and played
with. They will indicate if they have had enough by looking away,
vocally protesting, regurgitating, hiccoughing, yawning

Remember that each baby is an individual and that it is important to
monitor the baby to understand him/her. Encourage the mothers to
do this with you and discuss together

ChanniKumar Mother and Baby Unit
Deborah.Griffin@slam.nhs.uk



All In the Mind
with Claudia Hammond




