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Fragile Infant Forums for Implementation of IFCDC
Standards: Key Cornerstone of the IFCDC Standards: Infant
Mental Health

Joy V. Browne, Ph.D., PCNS, IMH-E

“Engaging in a reflective stance
regarding the impact of care on

the baby’s and family’s experience
individual experience assists the
professional in implementing the
principles included in IFCDC practice.
(1) IMH considerations are vital in the
conceptual model of how IFCDC should
be implemented in intensive care.”

Infant and family-centered developmental care (IFCDC) includes
several guiding principles, one of which is the application of Infant
Mental Health (IMH) to practice in intensive care. The emerging
knowledge base of IMH clearly shows how early experiences af-
fect babies’ social and emotional well-being and should be a major
consideration in all caregiving. Within the field of IMH, the con-
structs of regulation, relationships, and reflection guide thinking
about the optimal environment of care on 1) the baby’s organiza-
tion/regulation, 2) the baby’s ability to be an active interactor, 3)
the primary role of the m(other) on the baby’s organization, and
4) optimizing neurodevelopment. See Figure 1. Engaging in a re-
flective stance regarding the impact of care on the baby’s and
family’s experience individual experience assists the professional

in implementing the principles included in IFCDC practice. (1) IMH
considerations are vital in the conceptual model of how IFCDC
should be implemented in intensive care. (2, 3, 4)

Infant
Mental Health

Baby/Mother Dyad =
Baby + M(other)
[Baby as Interactor]

Family as Support

Neuroprotection of

Developing Brain

Figure 1

IMH is becoming more relevant to babies and young children’s
social and emotional development. Intensive care professionals
must understand and implement strategies to enhance rather than
detract from optimal developmental outcomes. (5, 6) Implemen-
tation of appropriate IMH approaches should be provided in the
context of the baby’s family, the family’s cultural and social orien-
tation, and their caregiving preferences.

“IMH approaches should be provided
in the context of the baby’s family, the
family’s cultural and social orientation,
and their caregiving preferences. ”

Historical aspects of IMH

IMH is now considered an essential consideration for robust in-
fant and child development. lts roots come from a shift in focus
from more adult-oriented psychodynamic approaches to seeing
the baby and young child as unique within their caregiving rela-
tionships. Early studies by Selma Fraiberg (7), Donald Winnicott
(8, 9), and Claire Britton (Winnicott) (10) recognized the impact of
early childhood traumatic events as well as disturbed relationships
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as affecting the young child’s mental health and behavior. Inter-
ventions developed by those early investigators focused on un-
derstanding the infant and young child’s world, beliefs, and fears.
They recognized that as the child is dependent on others for both
physical and emotional growth, a sensitive, nurturing relationship
with the primary caregiver is essential for optimal outcomes.

and includes more focused and nuanced approaches to enhance
the child’s regulation and relationships within the context of their
caregiver(s). The third level indicates that babies, children, and
their families have mental health or behavioral issues that need
specific treatment. Many evidence-based interventions are now
available when significant intervention is necessary.

“They recognized that as the child is
dependent on others for both physical
and emotional growth, a sensitive,
nurturing relationship with the primary
caregiver is essential for optimal
outcomes.”

More recent emphases on early childhood social and emotional
development have resulted in theoretical and practical founda-
tions for IMH assessment, prevention, and intervention. Accumu-
lating scientific evidence has pointed to the neurobehavioral and
social, and emotional impact of early experiences and the protec-
tive nature of nurturing early relationships. (11, 12)

Defining IMH and its primary principles

IMH is typically defined as “the young child’s capacity to expe-
rience, regulate and express emotions, form close and secure
relationships and explore the environment and learn. These ca-
pacities are best accomplished in the caregiving environment,
including family, community, and cultural expectations for young
children. Developing these capacities is synonymous with healthy
social and emotional development”. (13)

The field of IMH is “represented by multidisciplinary professionals
of inquiry, practice, and policy concerned with alleviating suffer-
ing and enhancing the social and emotional competence of young
children” (14), page 6. The guiding principles of IMH include the
following:

¢ Infant-caregiver relationships are the primary focus of as-
sessment and intervention

e |IMH is a strengths-based discipline

e Caregivers’ past and current experiences influence their
relationship with their baby/child.

e As the field strives to delineate, establish, and sustain
positive development for infants and young children, in-
tervention should not only alleviate suffering in the short
term but also attend to future development through nur-
turing relationships.

Prevention, Promotion, and Treatment: Three Levels of In-

tervention:

Primary IMH goals include promoting emotional well-being in
young children and their families, reducing risk factors, and pre-
venting and/or ameliorating emotional problems. Three levels of
approaches describe awareness of what is necessary to support
emotional well-being and the intensity of appropriate approaches
to meet the goal of that particular level. The first level relates to
all babies and children and addresses preventive services, includ-
ing ensuring early nurturing relationships and environments for all
babies and children within the context of their family’s culturally
relevant parenting practices. The second level includes promoting
emotional well-being by helping to reduce identified risk factors

“Primary IMH goals include promoting
emotional well-being in young children
and their families, reducing risk factors,
and preventing and/or ameliorating
emotional problems.”

Application of these three levels of intervention to intensive care
assumes that professionals and hospital systems should provide
care that prevents long-term social and emotional distress. (15) It
assumes that all hospitalized babies and children will have safe,
responsive, and nurturing care primarily provided by their family
members and that the environments in which they receive care
will be non-threatening and age-appropriate. Policies and proce-
dures that minimize separation from their primary caregiver and
strategies to minimize the effects of invasive procedures may be
included in this level of prevention. Examples might be assuring
comfortable accommodations for families to be with their baby;
unrestricted access to be with their baby; assuring that painful
procedures are minimized and/or that they have appropriate anal-
gesia for painful and/or stressful procedures.

“The level of promotion, however,

is likely to apply to most babies and
infants in intensive care. Due to the
nature of the unfamiliar hospital
setting, potentially overwhelming
sensory environments, separation from
their family, and invasive caregiving
procedures by non-primary caregivers
are likely. ”

The level of promotion, however, is likely to apply to most babies
and infants in intensive care. Due to the nature of the unfamiliar
hospital setting, potentially overwhelming sensory environments,
separation from their family, and invasive caregiving procedures
by non-primary caregivers are likely. These situations are also
likely to be emergent and fast-paced, with little consideration of
the potential for the baby to experience stressful and overwhelm-
ing traumatic events. Careful assessment of the baby’s behavioral
reaction to caregiving and their ability to use the help of the pri-
mary caregiver to regulate their responses appropriately is neces-
sary. Specific strategies should be implemented to promote regu-
lation and to assure positive interactions and relationships with
their primary caregiver. At this level, the family members may also
need significant support to interact positively with their baby. Ex-
amples of situations like these might be when babies have been
in traumatic accidents and need immediate clinical approaches
in order to provide stabilization. Another example might be if the
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parent is separated from the baby for procedures and unable to
regulate their behavior due to the cause of the baby’s hospitaliza-
tion. Application of infant and family-centered developmental care
standards, competencies, and best practices guide how best to
address many of these issues and thus promote more optimal im-
mediate and long-term behavioral and developmental outcomes.
https://nicudesign.nd.edu/nicu-care-standards/. (2, 3)

Treatment at the third level typically results from concerns of the
professional staff or parent that the behavior of the baby and/or
family is outside the expectations of the baby’s age or condition.
It also involves concerns about the parents’ reactions to the in-
tensive care situation. Examples include babies who cannot calm
down and are irritable, regardless of typical calming strategies or
those who become listless and “tuned out” and do not seem to
be processing their experience appropriately for their age. Addi-
tional examples include parents needing third-level intervention
when they exhibit extreme withdrawal, uncontrolled crying, anxi-
ety, or difficulty managing their behavior. Mental health concerns
should be addressed by a well-trained IMH professional with both
baby and adult experience. Recommendations for mental health
resources for parents are detailed in the Psychosocial Program
Standards for NICU parents. (16, 17)

“Understanding the subtle nuances
of behavior and reactivity of the
baby guides an understanding of
their development and capacity for
relationship, which further guides
intervention. ”

What about the baby?

A typical question in IMH practice, particularly if interventions
seem to be more focused on the caregivers or the system itself,
is: “What about the baby?”. Much mental health supports focus on
the mental health of the parent/caregiver rather than understand-
ing the baby’s experience. When starting with the baby, it is easy
to understand that they focus on intervention and guidance for the
caregiving environment. (6, 18) Understanding the subtle nuanc-
es of behavior and reactivity of the baby guides an understanding
of their development and capacity for relationship, which further
guides intervention. (6, 19, 20, 21) This allows for reflection on the
baby’s experience and what they need for regulation and support
for relationship development. Keeping the baby in mind through-
out the hospitalization and providing opportunities to support the
primary caregiver to reflect on the baby’s experience is a critical
intervention strategy in IMH. (18)

“The application of IMH practice
highlights the necessity of addressing
essential components of regulation,
relationships, and reflective practice.”

Key elements for IMH practice in intensive care
The application of IMH practice highlights the necessity of ad-

dressing essential components of regulation, relationships, and
reflective practice. (1) These three complementary practices are
best visualized in Figure 2.

Relationship development

Regulation

i

\/

Relationship
development

Reflection

Figure 2

“Regulation” applies to the baby’s ability to regulate their behavior
with the support of the primary caregiver, typically the m(other). In
utero, the fetus is provided regulation through the mother’s body
and physiology. For typical births, the m(other’s) body continues
to promote the regulatory environment for the baby’s physiology,
arousal, sleep states, and motor behaviors. For babies in inten-
sive care, equipment, medication, and caregiving interventions
often become the regulating or dysregulating environment as
most babies are separated from the m(other), even if briefly. IMH
practices, therefore, should focus on ensuring that the m(other)
is physically and emotionally available as constantly as possible,
and until that occurs, provision of support for regulation of the ba-
by’s behavior and physiology is essential.

Another essential aspect of IMH practice includes the provision of
a nurturing environment that lays a foundation for sound relation-
ship development. All social and emotional development begins
in infancy and depends on the baby’s feeling safe and secure and
that the familiar m(other) can meet their needs and respond to
their distress. Providing opportunities for close, intimate, and sup-
portive face-to-face interactions with familiar caregivers continues
the familiarity with the mother’s body after birth and allows for
feelings of safety and regulated behavior. Studies have shown
that promoting emotional exchanges between the baby and the
mother has both short- and long-term benefits. (22, 23, 24) As
relationships are a two-way street, understanding and supporting
the primary caregiver’s ability to provide a nurturing exchange can
also be a focus of IMH intervention. As primary caregivers have
their background and stressful experiences, including being in in-
tensive care and having potential mental health issues, providing
physical, psychosocial, and emotional support is imperative. (17)

Reflecting on the baby’s and caregiver’s experience provides a
foundation for both best practices and sensitizing professional staff
to the potential challenges to the baby’s regulatory capacity and
relationship development. Studies of parental reflective capacity
clearly indicate that the child’s mental health can be significantly
and positively impacted when the parent can reflect on the child’s
experience. Reflection leads to insight and sensitivity to what the
baby’s world may be like enhancing individualized caregiving. Re-
flection and a reflective stance are robust and evidence-based
practices that can enhance professional interactions and evaluate
the success of their interventions on the dyad. Reflective practice
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in a busy, intensive care unit is challenging if not practiced regu-
larly and valued by the unit leadership. Providing education and
opportunities for reflection individually or in groups can benefit the
professional and the professional’s practice with babies and their
families. (1, 6)

“IMH definition, principles, scientific
inquiry, and clinical application can
be used in caring for all babies and
families, including those whose lives
begin in intensive care.”

Conclusion:

Applying IMH principles and practices in scientific and clinical set-
tings allows for robust inquiry and practice. IMH definition, princi-
ples, scientific inquiry, and clinical application can be used in car-
ing for all babies and families, including those whose lives begin in
intensive care. (1, 5, 15) As a vital component of the IFCDC stan-
dards, competencies, and best practices for babies and families
intensive care, IMH plays a significant complementary role. Ap-
plication to intensive care should contribute to optimal outcomes
for high-risk babies and their families. IMH approaches should be
infused into all levels of care in hospital settings, particularly in
intensive care, prevention, promotion, and treatment. The practice
of IMH in intensive care should represent the key elements in sup-
port of physiologic and behavioral regulation, sound relationships
with primary caregivers, and a reflective approach to caregiving.
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