News from the WAIMH
Affiliates Council

First, we want to extend our deepest wishes and support to colleagues and families in Japan who are amidst managing the
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aftermath of the devastating environmental crises. In addition we know that many of you have contributed to funds to support the

re-building efforts and we thank you for this.

Second, over the next couple of months the Presidents of each affiliate will be sent a survey to complete with their Executives, on

this Congress.

shared membership.

behalf of their affiliates. This survey aims to construct a clearer picture of the training and educational needs of affiliates, to

facilitate knowledge-sharing across affiliates and to find ways to bolster WAIMH membership across affiliates.

Third, you may have noticed the word is now out regarding WAIMH Congress, April 2012 in Cape Town, South Africa. As plans
unfold, there is much evidence to suggest that this is going to be a wonderful richly textured congress. Abstract submissions are

open as of 1 May and we encourage each of you to consider submitting an abstract or participating in other ways to the success of

Finally, we are always keen to hear from any of you about the activities/projects that you are engaged in. Big or small, it is news to
be shared through the mailing list that is actively managed by the central office at office@waimh.org. In addition, if there is an

issue that you want support with, drawing on the collective wisdom and expertise of the affiliates is another way to express our

Wishing you all the very best over the next few months,

Maree Foley, MPhil (Dist)

Affiliate Council Representative

maree.foley@vuw.ac.nz

Martin St-André, MDCM

Chair of Affiliate Council

martin.st-andre@umontreal.ca

The pediatric consultation: A first

encounter with infant mental health

By Nahir Bonifacino (Psychologist,
Psychoanalyst), Dora Musetti (Child
Psychiatrist),Andrea Plevak and Magdalena
Schelotto (Pediatricians), Uruguay

Introduction

This project is being carried out in Uruguay,
a little country located in the south of
South America, between Argentina

and Brazil.Uruguay has a population of
3.300.000 inhabitants and half of them live
in the Capital City (Montevideo).

At present, substantial changes in the
I

Public Health Policy are being introduced
in our country. There is high interest in
the implementation of programs for the
promotion of health and education about
health at the primary level of care. These
programs, many of which are already in
progress, are especially aimed at infants
and their families. Tools and training to
detect early indicators of deviations from
healthy development are very useful for
the purpose of these programs.

Our project offers the possibility of early
detection of risk indicators in healthy
emotional development during the first
years of life. We are part of an international
network of teams working with the Alarm
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Distress Baby Scale (Alarme DétresseBébé,
ADBB) under the supervision of Prof.

A. Guedeney, Paris, France. One of the
main goalsof this projectis to intensify
the application of an interdisciplinary
approach (pediatricians, day care

center staff and infant mental health
professionals).We wish to promote a more
integrated perspective of the infant’s
health by expanding the knowledge

that pediatricians have about healthy
development in the first years of life. In
this way these professionals can become
agents of health prevention and early
detection.

All the children in our country attend
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monthly pediatric consultations during
the first years of life. This makes the
pediatrician the professional with the
closest contact with the baby and his/
her parents, and, as a result, he is an
important reference for the parents. This
project considers this regular pediatric
consultation as a first approach to infant
mental health.

With this in mind, we offer pediatricians
a training with the ADBB scale which
has been validated by several teams

in different countries and is easy to
apply after a brief process of training.
This instrument, which we hope is user
- friendly, consists of a systematized
observation of the baby that has been
elaborated for the early detection of risk
indicators in emotional development (A.
Guedeney, 2001).

In case indicators of risk are detected, and
once any possible organic cause for this
situation is discarded, this project intends
to provide the pediatricians trained in the
use of the scale with resources that will
enable them to carry out an intervention.
These interventions, oriented by the results
obtained in the application of the scale,
will be implemented in the course of the
following regular pediatric consultations
and they will be aimed at improving the
general condition of the baby. This will

be developed further on in the text. The
scale will be applied again to these babies,
five months after the first application,

in order to reassess their condition. This
will give us a hint as to how effective the
intervention was.Those babies who display
signs of severe sustained withdrawal

will be referred for further more specific
evaluation in view of the high risk this may
imply for their healthy development. The
general aim of the project is to promote
an interdisciplinary model of early
intervention for infants at the primary level
of care.

Objectives

General objective

Early detection of risk indicators in early
emotional development in babies aged
between 2 and 24 months, during the
pediatric consultation.

Specific objectives

1) Early detection by the interdisciplinary
teamof withdrawal signals in infants
aged between 2 and 24 months using
the ADBB scale. (Alarme Détresse Bébé.
Guedeney, 2001)
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2) Training pediatricians in ADBB scale
and the provision to them of the
necessary resources to implement
an intervention with the babies who
showed withdrawal signs. These
interventions will be oriented by the
result obtained in the scale.

3) Evaluation, of the degree of reversibility
of the withdrawal signs as a likely
result of the intervention through the
pediatricians.

4) Expansion of the application of
an interdisciplinary approach
and promote a more integrated
perspective of the infant’s health,
making pediatricians aware of the
infant emotional life and expanding
their knowledge about healthy
development in the first years of life.

Background

Over the last few decades, the study of
the emotional development during the
first years of life has become more and
more relevant. Different investigations
about several aspects of early infancy
have agreed in considering this period

as especially sensitive and essential for
the development of the human being
(Bowlby 1969, Brazelton 1975, Stern 1985,
Guedeney 1997, Fonagy 2002).

These studies that came from different
disciplines, have allowed health
professionals to improve their knowledge
about factors and conditions that promote
or hinder a healthy development. It has
been a challenge for health professionals
to put these new scientific advances

into practice in the creation of useful
instruments for their application in the
early detection of health problems during
the first infancy.

Video-recorded observations of
interactions between mother and

baby (Brazelton, 1975) and “still-face”
experiences (Tronik, 1978) among others,
have shown a baby who has capacities
from the very beginning, can show
initiative in the interaction with the
environment, and has a special sensitivity
in the relationship with the other, but at
the same time has a very limited range
of resources to react to interaction
disturbances: protest and withdrawal.

Withdrawal has been considered a natural
defense mechanism used by the baby
since his first moments of life, in order

to regulate the interaction (Brazelton,
1975). But, in certain situations, this
resource becomes permanent in the

infant’s interactional pattern and inhibits
the infant’s capacity to be engaged in

an interaction with his environment.

This situation could hinder the infant’s
physical, cognitive, affective and social
development, because the unfolding of
his potentialities — in Winnicott’s words -
requires, among other conditions, his own
active participation (Winnicott, 1960).

Withdrawal in the infant is a sign that
points to a disturbance in the dyadic
relationship that the baby isn’t able to
solve properly (Guedeney, 2004). This
disturbance could have different causes
that will have to be investigated, and may
have its origin in organic or relational
difficulties to be found either in the
parents or in the baby, or in a failure in the
synchronization between them.

This research project assumes that
withdrawal, as a clinical phenomenon, is
a first symptom of pathology in infancy:
depression, developmental delay,
attachment disturbances, anxiety, post-
traumatic syndrome, sensorial difficulties,
abuse, etc (Guedeney, 2007), as well as a
sign of a potentially dangerous medical
condition. This constitutes an important
indication of risk for infant development.
The progressive nature of its installation
in the baby’s relational pattern makes its
early expression hard to detect and easily
overlooked in the clinical observation
without the help of a specific instrument
to detect it. All this justifies the use of
the ADBB scale (Alarme Détresse Bébé,
A. Guedeney, Paris, 2001) which offers
an organized and systematized look at
the baby, in order to detect early signs
of withdrawal which may be the first
indicators of a possible future pathology.

Methodology

Participants

ADBB scale was administered to 73 babies
from two populations between the ages
of 2 and 24 months according to the range
of age in which the scale was validated
(Guedeney &Fairmann, 2001).Half of

these babies attended their pediatric
consultation with one of the pediatricians
of our team in a Primary Level Medical
Health Center of the metropolitan area of
Montevideo, which is dependent on the
Public Health Ministry. During four months
all the babies within this range of age who
attended consultation were evaluated.

The other half was integrated by all the
babies between the ages of 2 and 24
months who attended the Day Care Center
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of the main Public Pediatric Hospital in
Montevideo. In the latter case we offered
the parents an evaluation through a
pediatric consultation that was performed
by another pediatrician of our team.

In both populations only healthy babies
were included in the project in order to
reduce the number of variables to be
considered in this sample. Premature

and sick babies were excluded. Both
populations of infants belonged to
families in the average or below average
social — economic layer of our society. An
important difference between the two
populations was that in the case of the
Day Care Center, all the babies spend six or
more hours a day in the center. Meanwhile,
only 9% of the babies from the Medical
Health Center attend a one-hour weekly
workshop in a Community Center with
their mothers. We had no control group,
and this is a main limitation of this pilot.

Instrument

ADBB scale is a simple instrument, as far
as time and resources are concerned,
making the scale accessible for different
health professionals after a brief training
process and easy to apply in an ordinary
situation such as the pediatric consultation
with the parent and baby together. It
constitutes a guide for the observation of
the baby, integrated by 8 specific items, to
be observed by the pediatrician during the
pediatric consultation( facial expression,
eye contact, general level of activity,

self - stimulating gestures, vocalizations,
briskness of response to stimulation,
capacity to engage a relationship, capacity
of the child to attract ).Each item can be
coded from 0 (no withdrawal signs) to 4
(extreme withdrawal). A total score of 5 or
more is considered optimal in detecting
infant social withdrawal. (Guedeney &
Fairmann, 2001)

This instrument has a good internal
coherence ( Cronbach is 0.83), and it
includes the counter - transferential
experience of the professional involved
in the evaluation, which provides with a
dynamic and clinical profile that enriches
the information the tool offers. This
characteristic, and its vast possibilities
for prevention and education in the field
of health during the first infancy, have
generated in our team great interest in this
instrument.

Since 2001, the ADBB scale has been
in the process of validation and use
by interdisciplinary teams in different
countries, with the purpose of doing
research, promoting education about
healthy development in infancy with

attention to the early developing
I

relationship between babies and parents
(www.adbb.net). In South America, this
experience began in Brazil in 2004 (Lopes,
2004). In the region of the Rio de la Plata

in particular, Argentinean professionals,
who have a close relationship and regular
scientific exchanges with us, have been
working for the validation of the scale since
2006 ( Dr. Monica Oliver and Cols. Mental
Health Department. German Hospital.
Buenos Aires). In Uruguay, the experience
with the scale began in 2006, with the work
of our interdisciplinary team integrated by
a psychoanalyst, two pediatricians and a
child psychiatrist.

Procedure

All the babies were assessed during the
pediatric consultations with the presence
of at least one of the parents. Parents who
agreed to participate in this experience
were properly informed about it and
signed an authorization for the eventual
use of the tapes in training and scientific
events. The video - recorded material
was used by our team for the detection of
withdrawal signs through the 8 items of
ADBB scale.

Infants with withdrawal signs (score more
than 4 in the scale), were evaluated again
15 days later, to confirm the score. If the
sesigns persisted the pediatrician first
tried to detect organic factors that may

be causing them (sensorial difficulties,
sickness, severe pain, malnutrition).

If there were no organic conditions, a
relational disturbance was considered the
possible cause of the withdrawal signs.

If a relational disturbance was the case,

we implemented a series of interventions
aimed at improving the general condition
of the baby. These interventions, oriented
by the results obtained in the application
of the scale, were carried out by the
pediatrician, in the course of the following
regular pediatric consultations. The
purpose of these interventions is to raise
parental awareness of the infant’s health
and to promote new resources that can
strengthen their capacities to facilitate

a healthier relationship with the baby.
.Babies with ADBB score > 10, in addition of
this intervention, were referred to a more
specialized evaluation considering them in
a high risk situation for their development.

Interventions

Point to the capacities that the baby
displays and draw the parents’
attention to the aspects of his/her
development that could be improved
in view of the results of the scale.

Promote verbal interchanges with the
baby.
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Work with the parents about the baby’s
development to help them support the
baby’s acquisition of new skills.

Watch the video with the parents, drawing
their attention to the initiatives of the
baby and to the aspects of his/her
development that could be further
stimulated and impacts the baby’s
capacity to interact and enter into a
healthier relationship.

Refer isolated or depressed mothers
to a community center in the
neighborhood so that they can
participate in mother — baby
workshops.

After the pediatrician’s interventions
during each monthly consultation, and
approximately five months after the first
application of the scale, the babies were
re-assessed by the team with a second
application of the ADBB scale in a new
video - recorded pediatric consultation.

Institutional intervention: in the case of the
day care center, we hold interdisciplinary
working sessions with the caregivers to
discuss how to promote the development
of the babies in view of the scores obtained
in the scale.

Results

The experience of three years in the
application of the scale has shown similar
results found in international investigations
carried out in different cultural and social
environments (Guedeney-Fermanian2001;
Milne-Greenway-Guedeney-Larroque
2008).

In our research, both populations of babies
which were evaluated ( Day Care Center
and Medical Health Center) showed the
same behavioral profile without any
significant difference in the square chi
(0.068), and therefore the overall study
sample included 73 babies (Figure 1).

In this population of babies, 25 %
presented withdrawal signs in the first
assessment. Minor withdrawal signs (scores
5 to 10) were detected in 19% of the
babies, and 6% of the babies presented
more severe and evident withdrawal signs
(scores > 10).

We could follow up 14 of the 18 babies that
had presented withdrawal signs, because
of changes in their address or in the place
that they receive medical assistance. We
couldnt follow up 3 babies with a score
from 5 to 10, and 1 with a score > 10.

In the second assessment, we found that
all the babies with minor withdrawal
signs (scores between 5 and 10) fully
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Figure 1: Percentages of withdrawal in different degree in the total
population of infants ( 1st ADBB assessment )

75%

19%

6%

without withdrawal minorwithdrawal signals severe withdrawal

Figure 2: follow up of the infants with ADBB score >4 in the first assessment.
Comparative score between the 1st and the 2nd ADBB.
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improved their condition, except for a
baby girl who was undergoing a difficult
emotional situation because of the recent
divorce of her parents. The effect of the
intervention was more varied in the babies
that presented more severe and evident
withdrawal signs (score > 10). (Figure 2)

To measure the impact of the process of
intervention and follow up, we carried

out a comparative analysis of the results
obtained by these babies in the first
application of the scale and in the second
one.ln the second assessment five months
after the first application, we found that
all the babies who had first presented
withdrawal signs in different degrees
(25% of the entire population) showed
total or partial improvement (Figure 2 ).All
the babies with minor withdrawal signs
(score between 4 and 10) fully improved,
except for a baby girl who was undergoing
a difficult emotional situation because of
the recent divorce of her parents. In the
case of babies with severe withdrawal
(score > 10) who were in a referral process
to be evaluated and eventually treated by
specialists, we observed that the effect of
the intervention was more varied. Even
when in all these cases there was a certain
reversibility of the withdrawal signs, in
most of them it wasn’t enough to recover
the health state of the baby. A more precise
study about this population of babies

will be worked by the team with a larger
population.

If we consider the scores obtained in

the second application of the scale, we
observe, that the percentage of babies
without withdrawal signs increased from
75% to 94%, and the percentage of babies
with withdrawal signs in different degrees
decreased from 25% to only 6% (with 4.5%
of the babies with minor withdrawal signs
and 1.5% with major ones) (Figure 3).

Discussion

This study has several limitations. Firstly

it is necessary to work in the future with

a methodological design that include a
control group to try to measure in a more
precise way the impact of the intervention
in the condition of the baby. We also need
to work with a larger population of babies
that allows us the assessment and follow
up to a higher number of babies with
sustained withdrawal signs. We are starting
a new study with this purpose.

In our population the percentage of babies
with withdrawal signs is higher than the
one detected in the studies carried out in
France (11 %), Israel (11,6%) and Finland

(4 %), but it is lower than the results
obtained in Australia (27%). It is possible
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to consider that the high percentage

of babies with withdrawal signs found

in the population we evaluated might

be influenced by the socio - economic
situation of their families, which could
be identified as a population at risk. This
hypothesis must be confirmed by further
research.

This experience has provided us a first
perception which suggests that the
majority of the infants with withdrawal
signs could present a reversible
condition and they could recover their
developmental capacities before this
situation becomes pathological. At a
preliminary glance, this improvement
seems to be the result of the intervention
and follow up by the pediatrician
integrated in a team with mental health
professionals, in the primary level of care.

Based on this experience, we observed
that once the difficulties detected in the
baby are pointed of to his caregivers, it
becomes the beginning of an intervention
that engender their recognition of new
resources that will help at improving the
baby’s condition. In the future we may offer
pediatricians training aimed at deepening
their knowledge in the specific items of
the scale and being more focused in their
intervention to the unique characteristics
of each infant and parent.

Conclusions

Through this experience, we have
observed that the application of the
scale in the pediatric consultation allows
for a more global and systematized
perspective of infant development and
relational capacities. In the context of the
services provided to the community of
babies and parents in Uruguay, thisis a
start for increasing the awareness among
pediatricians and parents of the infant’s
needs and development, and of the
potential for change.In the light of these
preliminary results, we aim in the future to
look more precisely at the content of the
intervention, especially for those infants
with high scores of sustained withdrawal
signs.
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