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Pediatric professionals have long recognized that psychological and
social factors are important contributors to the health and well-being of
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Pediatric professionals
have long recognized that
psychiological and social
factors are important
contributors to the health
and well-being of infants,
children, adolescents, and
their families. As the
diseases thal had previ-
ously accounted for
childhood disability and
death became treatable,
preventable, or completely
eradicated through the use
of immunizations,
andibiotics, and other
accomplishments of
modern medical care, the
impact of psychosocial
factors on children’s health
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has become even more

evident. Physical, emotional,

and sexual abuse, neglect,
domestic violence, commu-
nily violence, serious
accidents and injuries,
substance abusing parents,
teenage parents, parents with
serious mental illness, single
parent families, and poverty
are among the primary
factors associated with child
morbidity and mortality in the

United States, These

situations are all 1o com-

monly faced by infanis and
young children today, and
contribute to the “new
morbidities” of pediatric
health care (Haggerty,

Roghmann, and Pless, 1975).

For example:

Unintentional injuries
are the primary cause of
death for children age 1 year
through adolescence in the
United States (CDC, 1998).

« Tt is estimated that about
2,000 children die each
year from abuse and
neglect, although many
consider this a low
estimate because of
problems in accurately
identifying abuse and
neglect as the cause of
death (U.S. Advisory
Board on Child Abuse and
Neglect, 1995}

infants, children, adolescents, and their families.

25-50% of inger city
elementary school-age
children have witnessed
a shooting, stabbing, or
rape (Richters et al,
1993; Osofsky et al,
1993). Exposure to
violence is associated
with a variety of
emotional and behav-
ioral consequences,
including posttraumatic
stress disorder and other
anxiety disorders,
depressive disorders
and self-harmful
behaviors, anger and
appgression, conduct
disorders, social
withdrawal, depen-
dence, regression,
overactivity, inattentive-
ness, learning problems,
enuresis, nightrmares,
and sleep disorders
(Jenkins and Bell,
1997).

It is estimated that 22 to
35% of women seeking
emergency treatment
are baltered women
(Flitcraft et al, 1992);
according to a recent
survey, 31% of women
reported having
personally faced some
type of abuse by their
spouse {Lieberman
Research, 1996). The

overlap between
domestic violence and
child abuse is estimated
to be 30-50% (Jaffe,
Wolfe and Wilson,
1990, Strauss and
Gelles, 1990), and even
infants and young
children who witness
domestic and other
violence are likely to
show significant
emotional and behav-
ioral symploms
(Zeanah, 1994),

It is estimated that at
any one time 8% of
mothers are clinically
depressed (Downey and
Coyne, 1990); the
prevalence is higher in
adolescent mothers,
mothers with young
children, and mothers
facing significant
environmental or social
stressors, and those with
previous depressive
filness {Beardslee,
1989; Zuckerman and
Beardslee, 1987).
Clinical depression is
associated with sad
mood, ircitability, lack
of energy and interest in
usually pleasurable
activities, hypersomnia

or insomnia, feelings of

guiit, low self-worth,
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peor concentration, and recurrent
thoughts of death, Thus, depressed
caregivers may have little interest in,
or energy and patience for the infant,
Maternal awareness of fatigue,
irritability or hostility directed toward
her child may heighten feelings of
guilt or self-reproach. Infants and
young chiidren of depressed mothers
may exhibit a variety of symptoms,
including aggressive behaviors,
feeding or sleep problems, excessive
crying, listlessness and apathy, failure
{o thrive, and even developmental
delays (Beardslee, 1989; Green, 1992;
Zuckerman and Beardslee, 1987).

+ 6.6 million children under the age of
18 live with alecholic caregivers
{Russell, Henderson and Blume,
1984). Injuries and poisonings occur
more frequently among children of
substance abusing parents than
children in the general population,
and 40% of validated cases of child
malireatment involve parental
substance abuse problems (Children
of Alcoholics Foundation, Inc., 1996).

+ In 1996, approximately 21% of all
U.S. children were classified as living
in poverty, compared to 15% in the
early 1970's (U.S. Census, 1997).
Poverty and its related effects have a
significant impact on an infant's
health and development, and young
children who live in poverty have
significantly higher infant mortality
rates than children who are above the
poverty level (Kiely, 1995).

® The percent of teenagers who bear
children continues to rise in the
United States, wilh an annual rate of
38 births per 1,000 females befween
15 and 19 years old in 1994 (Kids
Count Data Book, 1997). The
numerous short and long term
consequences associated with teenage
pregnancy, which span heallh, social,
developmental, psychological,
cducational, and economic problems,
have been well-documented
(Furstenburg, Brooks-Gunn, and
Chase-Lansdale, 1989; Osofsky,
Hann and Peebles, 1993},

Identification of these conditions,
which jeopardize physical health and
have significant impact on short and long
term psychosocial functioning, fre-
quently are not identified in pediatric
visits, pethaps in part because they

present as emotional and behavioral
problems. Costello and her colleagues
(Costello, Duncan, Burns, and Brent,
1988) have described psychopathology in
pediatric primary care as the “hidden
morbidity™ because it is so infrequently
identified. Nevertheless, identification of

the underlying etiologies of psychological-

and behavioral problems in children is
complicated because specific symptoms
may have multiple etiologies. For
example, just a few of the possible
ctiologies of overactivity in a young child
include exposure to violence, maternal
depression, a high lead level, poor
parenting practices, or the child simply
being constitutionally “active.” Further, a
single risk factor, such as maternal
depression, is linked probabilistically to
varying symptom patterns and outcomes
in children, with increased risks for
problems across a number of different
developmental domains (Zeanah, Boris
and Scheeringa, 1997).

In sum, the problems which most
affect children’s health and well-being
today are complex. The causes and
solutions are embedded within the social,
cconomic, political, and- moral fibers of
our society, Because there are no guick
fixes or simple solutions, prevention,
recognition, and carly intervention are
essential.

Pediatric Primary Care

Pediatric primary care professionals
have the advantage of being the most
universally available group of profession-
als for children and families. As a result,
pediatric primary care has become the
natural focus of many new efforts and
strategies to address psychosocial
problems of children. In addition to the
general availability of pediatric care, visits
to the pediatrician or pediatric clinic are
nonstigmatizing, and often serve to link
families to other needed services or
programs (Kaplan-Sanoff, 1995). Current
efforts range from providing parenting
education and support groups, to using
developmenial and family specialists in
practice settings, to infensive home
visiting programs for high risk families
(see Zero 1o Three, 1995, June/luly 1997
for reviews of various programs).
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Bright Futures

In this article, we focus on Bright
Fuures, a comprehensive approach to
health supervision, which considers the
physical well-being within the psychoso-
cial context of the child’s experience,
Bright Futures has been developed to
address the general health care needs of
children from infancy through adoles-
cence, but the philosophy and approach
are consistent with supporting and
enhancing the development of infant
mental heatth, Bright Futures strongly
focuses on the development of a working
relationship (“partnership”} between the
family/parent and health professional,
recognizes and advocates the pediatric
health professional’s role in enhancing
the relationships between parent and
child through reinforcing family
strengths and parenting competencies,
and identifies contexluat influences on
the child’s health and development,
Finally, we describe the use of Bright
Futures in Louisiana public health
clinics, parsticolarly as it is used lo
enhance attention to infant-pasent issues.

A brief history of the
development of Bright
Fulures

In 1990, the Maternal and Child
Health Bureau of the Health Resources
and Services Administeation and the
Medicaid Bureau of the Health Care
Financing ‘Administration initiated the
Bright Futures project, which had as ifs
goal the development of health supervi-
sion guidelines that woold address the
physical and psychosocial needs of
children and families {Green and McCoy-
Thompson, 1995). Dr. Morris Green, a
pediatrician who had long advocated that
pediatric professionals address these
issues, provided the vision for the
project; over 100 health professionals
were convened to serve on the
multidisciplinary board of directors,
expert panels, and work groups (Green
and McCoy-Thompson, 1995). The four
expert panels, one each for infancy, early
childhood, middle childhood, and
adolescence, reviewed and incorporated
the relevant literature in order to

950 professionals then reviewed the
recommendations before the final
product, Bright Futures: Guidelines for
Health Supervision of Infants, Children,
and Adolescents, was published in 1994
by the National Center for Edueation in
Maternal and Child Health (Green, 1994),

child’s experience.

By mid-1997, over 50,000 copies of the
guidelines had been distributed to
individuals and communities concerned
wilh preventive child health care. Today,
it is being used a basis of training in over
250 medical and nursing schools, and the
guidelines are used actively in numerous
community health clinics, school, and
other primary care seltings (Palfrey,
Mangu, McCoy-Thompson, 1997).
Bright Futures has garnered the support
of numerous professional organizations,
such as Zero to Three, American
Academy of Child and Adolescent
Psychiatry, American Academy of
Pediatrics, American Medical Associa-
tion, American Nurses Association, Child
Welfare League of America, Inc.,
National Association of Social Workers,

and the National Parent Teachers
Association (Green, 1994).

Goals and philosophy

Bright Futures extends the tradi-
tional approach to pediatric health care

right Futures, fis] a comprehensive approach to
health supervision, which considers the physical
well-being within the psychosocial context of the

lo include a strong emphasis on the
context of the child’s experience. Four
basic tenets encompass the philosophy
of Bright Futures. First, health is viewed
broadly, 50 that the pediatric professional
evaluates not only physical growth and
development, but zlso emotional,
cognitive, and sccial development and
functioning. Second, the pediatric
professional must consider the broader
context of the child’s experience,
including family, cultural, and economic
variables. Third, health supervision is
considered to be a parlnership between
health professionals and families. Thus,
strong attention is paid to the develop-
ment of a collaborative, trusting,
working alliance between the caregiver
and the health professional, The

.-.psycholog:caliy snfe homc and: school

ve lghself-esleem have
e of self- efﬂcacy, and

should help the next gcnéi’alwn develop -

. ‘the motivation and habnts necessary for : .'

determine the “best practice” recommen- ;:enwmnmm free ofundue risk Ufm_lu!)'. S s:tmlnrucmevement
dations for the health puidelines. Over : L
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pediatric professional functions as a
conduit to strengthen the role of the
family and the caregiver, and their role
in the provision of headthy practices and
health education for the child. The
health provider recognizes and rein-
forces family strengths and supports
parental confidence and competence, in
addition to attending to the traditional
tasks of preventing, identifying, and
treating health-related problems. Fourth,
Bright Futures acknowledges that health
supervision requires a partnership
between the pediatric professionals and
the greater community. It is not
expected that the pediatric professional

Table 2

Selected developmental
achievements, infancy
period '

Achievements DuringInfancy
*  Good physical health and growth
v Self-gquieting behavior
*+  Sense of trust
+  Family adaptation to infant
»  Mutoal atiachment between infant
and parents
» Partnership between family and
health professional
Fasks for the Family
» Bsiablish regular eating and sleeping
schedule
+  Promote warm, Rusturing parent-
infant relationship
+ Promote responsiveness and social
competence
+ Encourage vocal interactions with
parents, siblings, and others
* Encourage exploration of the
environment
Health Supervision Ouicomes
+ Formation of therapeutic alliance
« Satisfactory growth and development
» Promotion of developmental
potentiak
+  Prevention of behavioral problems
« Promotion of family strengths
* Enhancement of parental effective-
ness

From: Green, M. (Ed.) (1994). Infancy
developmental chart, Bright Futures:
Guidelines for Health Supervision of
Infants, Children, and Adalascenls,
Arlington, VA: National Center for
Education in Maternal and Child
Health, p. 8.

provide all services, but that the profes-
sional recognizes that optimum health
may require involvement and coflabora-
tion with other health care or social
service providers, Finally, Bright Futures
recognizes that the individual, the family,
and their environmental circumstances
are unique, thus, the goal is to individual-
ize care to the needs and strenpths of
each family (Green and McCoy-Thomp-
son, 1995). The philosophy of Bright
Futures is summarized in its charter (see
Table 1).

Methods and Materials

Health supervision guidefines. The
Bright Futures health supervision
guidelines are presented in a manual
which is organized into developmental
sections and by the content of the health
supervision visit, There are four
developmental sections: infancy (0-12
months); early childhood (I-5 years);
middle childhood { 5-11 years); and
adolescence (11-21 years). In each
developmental section, the theme chapter
provides an overview of common issues
and developmental changes. Charts
highlight expecled achievements, tasks
for the family, and health supervision
outcomes for the specific developmental
period. Child, family, and community
strengths and problems or concerns
commonly seen in the period also are
listed, so that case-finding and priority
issues can be identified. Tables 2, 3, 4,
and 5 list selected examples of the
content of the infancy period provided
for health care providers and for parents,

The health supervision content is
presented systematically. For each visit,
& “snapshot” of common child and
family issues provides additional
developmental information, The goals of
the health supervision interview are to
obtain diagnostic data and to facilitate the
development of the partnership between
the health care provider and the
caregiver. Examples of trigger questions
to assist the provider in obtaining
psychosocial information in a manner
that draws upon the parent and child’s
expeclations, concerns, and questions,
are provided {Table 6). Important
developmental milestones and physical
examination priorities are identifled.

A unigue contribution of the Bright
Futures guidelines is that attention is
specifically given to the observation of

Table 3
Selected strengths during
infancy
Infant
* Isbomn wanted by parents
+ Has good physical health and
nutritional status
* Responds to parents and others
+ s adaptable
*  Hassome sclf-comforting behaviors
+  Plays wilh toys

Family
= Meets basic needs (food, shelter, clothing,
health care)

* Enjoys and feels attached to infant

+  Offers emotional support and comforl
when needed

*  Uses appropriate disciplinary measures

*  Has support of extended family and others

+  Siblings are interested in and involved
with infant in age-appropriate ways

+  Parents are physicaliy and mentally
healthy

Coreimunity

«  Provides suppori to new parents
(parenting classes, support groups)

* Provides educational opportunities for
parenis

*  Provides support for families with special
needs

*  Provides an environmend that is free of
hazards (e.g., violence, pollution, lead,
asbestos)

*  Promotes community interactions
{neighborhood walch programs,
cominunily centers)

*  Promoles positive ethnic/cubtural milieu

From: Green, M. (Ed.) (1994). Strengths
during infancy, Bripht Futures: Guidelines
Jor Health Supervision of Infants, Children,
and Adolescents, Arlington, VA: National
Center for Education in Maternal and Child
Health, p. 10

parent-child interactions, as well as the
behaviors and affect of the individual
parent and child. This attention to
parent-child interactions underscores the
meaningful data which can be derived
from observations which naturally occur
during a health care visit, which can then
be used for both evaluation and interven-
tion purposes.

Age-appropriate screening proce-
dores, including developmental, vision
and hearing, metabolic, and other
laboratory procedures, and immuniza-
tions, based on the Advisory Commiltes
on Immunization Practices (ACIP) of the
American Academy of Pediatrics, are
identified for each visit.
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Table 4 Selected issues

Infancy

Family

Communit‘y

Prematurity

Dysfunctionn] parents or
other famify members

Poverty

Feeding prablems

Marital problems

Community violance

Baby bottie tooth decay

Domestic violence

L.ack of affordable, high
quality child care

Fussing crying, colic,
irritability

Rotuting parents

Isalation in rural
community

infections, iliness

Fnily health problems

Discrimlination, prejudice

Constipation, diarthen

Family health problems

Poor opporisnities for
employment

Developmental delay

Luck of knowledge about
infant development

Lack of social educational,

cultural and recreational
opporlunities

‘Lack of parentdng skills

Intrusive family members

Lack of social support with
newborn siblings

child

Meglect or rejection of

Finally, anticipatory puidance
-guidelines are provided. Anticipatory
guidance is the provision of health and
development education for families so

that they may be aware of issues which
may arise and need to be addressed
before the next health visit. Topics are

Table 5 Selected exampleé, anticipatoty guidance for the family,

9 month visit

Promofrau of healthy habits
Injury and illness prevention
®  Gel down on fioor and check for
hazards at baby's eye level,
® Do not leave baby alone in a tub of
water or on high places, Always keep
one hand on baby, '
©  Recognize early signs of iliness {¢.x.,
fever, faifure to eat, vormiting, unusual
irritability).
®  Nutrition
¢  Encourage finger foods and mashed
foods as appropriate.
®  Continue to breastfeed or use iron-
fortified formula for the first year of the
infant’s life.
¢ Continue teaching the infant how to
drink from a cup.
®  Oral health
© To protect the infant’s teeth, do not put
him te bed with a bottle or prop it in his
month,
& Clean the infant’s teeth with a soft
brush.
® Give the infant fluoride supplements as
recommended by the health profes-
stonal,
Promotion of parent-infunt interaction that
is mumnally enjoyable and satisfying
® Discuss with the health professional the
baby’s temperament and how the family

is adapling to it

® To set limits and discipline the infant at
this age, use distraction, proximal
physical presence, structure, and routines.
Limit the number of rules and consis- -
tently eaforce them.

*  Consistently provide the baby w:lh the
seme teansitional object so that he can
console himself at bedtime or in new
situations.

Promotion of constructive family relationships
and parental health )

® Take some lime for yourself end spend
some individoal time with your partner,

®  Encourage your pariner’s involvement in
health supervision visits and infant care.

®  Keepin contact with friends and family
members, Avoid socinl isolation.

Promotion of conmunity interactions

® Learn and consider attending parent-child
play groups.

®  Ask about respurces or referrals for gond,
housing, or transportation if needed.

From: Green, M. (Ed.} (1994). Anticipatory
guidance for the family (9 month visit),
Bright Futures: Guidelines for Health
Supervision of Infants, Children, and
Adolescents. Arlinglon, VA: National
Center for Education in Matermal and Child
Health, p. 72-74,

divided inte several broad categories:
healthy habits, prevention of illness and
injury, nutrition, oral health, sexuality,
social development, family relationships
parental health, community interactions,
self-responsibility, and school/vocational
achievement. Information included in
the anticipatory psidance guidelines is
age-relevant, so not all categories are
listed at ench visit, Further, since it is not
realistic to talk about all topics at a given
health visit, the health care provider and
the parent (and child, when old enough)
determine those areas to discuss that are
most important or pressing, Information
provided during the health visit can be
supplemented by handouts, videos,
books or booklets, as needed and as
available. There is a strong emphasis on
supporting those behaviors and activities
which will strengthen the relationships
between the child, caregiver, and family.

Finally, the findings and recommen-
dations are summarized. Referrals to
appropriate community agencies or other
health or social service providers,
recommendations {or more frequent
visits for high risk families, or other
interventions, are determined. In order lo
be most effective, the provider needs to
be aware not simply of the type of
services available, but of those services
which are family-centered and culturally
sensitive. Awareness of the practical
issues involved in referrals also is
important, such as the cost, need for
trapsportation, hours available, waiting
list, and of course, the competence in
which services are rendered (Green,
1994).

Supplemental clinical
materiails

In an effort to enhance the imple-
mentation of the guidelines, and to
provide more detailed health promotion
and disease prevention information, the
Maternal Child Health Bureau provided a
multi-year grant to the National Center
for Bducation in Maternal Child Heatth.
Bright Futures is developing educational
materials and tools, and training and
evalugtion procedures to ensure that the
original goals of strengthening the
development of partnerships between
professionals, families, and communities,
improving health care practice, and
increasing family knowledge and skills,
arc implemented,
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Table 6

Selected trigger
questions for health
supervision interview
during infancy

® How do you think the baby witl change
your lives?

® Have things gone as you expected?

®  When you have questions about the
baby, whom de you expect to ask?
Have you been feeling tired or blue?

® ‘What questions or concerns do you have
at this time?

®  How would you describe your baby’s
personality? How does your baby
respond to you?

¢  How are your other children doing?

¢ ‘What do you find most enjoyabie about
your baby? What do you find most
rewarding?

©  Can you tell when your baby wants to
eal? Go to sleep?

®  What are your thoughts about
discipiine?

®  Daes your partner every lose his temper,
throw things, threaten you, or hurt you?

¢ What do you do when problems seem to
be getting to you? To whom do you
urm ot those times?

*  Have there been any unexpected
stresses, crises, or iflnesses in you family
since your last visit?

From: Green, M, (Ed.). {1994) Bright
Futures; Guidelines for Health Supervision
of Infants, Children, and Adolescents.
Axdington, VA: National Center for
Education in Maternal and Child Health,

Bright Futures has developed a
pocket guide for the health supervision
guidelines, which includes briel
information regarding the interviews,
developmental observations, physical
exam and screening procedures, and
anticipatory guidance. Specific praclice
guidelines are or have been developed,
These implementation guides focus on
oral health (developed in 1996-1997),
nutrition (expected to be released in
early 1998), and mental health (cur-
rently being developed). Bright Futures
has developed separate educational and
clinical forms that can be used for heaith
supervision visits and the provision of
anticipatory guidance. Parent/patient
education materials for anticipatory
guidance help parents to prepare for
health visils, and other materials which

can be used in the+office have been or are
being developed (Palfrey et al., 1997).
There are no copyright restrictions on
Bright Futures materials; clinicians are
encouraged to use them fully and
liberally,

Bright Futures consultants conduct
workshops with professionals, administra-
tors, policymakers, parent advocaltes and
others to orient them Lo the philosaphy,
goals, and methods of Bright Futures.
Specialized training on Interviewing skills,
child development, and anticipatory
guidance has been developed.

Implications for infant
mental health

A task force on infant mental health,
organized by the Louisiana State Office of
Mental Health (1993) defined infant
mental health as: the presence of age-
appropriate social, emational, and
behavioral competencies which develop
within supportive family relationships and
ethnic and cultural contexts. In examining
infant mental heaith, professionals and
families, weorking fogether as a team,
should, at a minimum, consider; 1) the
infant's age and developmental status; 2)
the infant’s uniqueness, gender, genetics,
strengths, sensitivities, vulnerabilities, and
specifically identified problems in the
areas of temperament, responsiveness, and
interactions; 3) qualities of interaction
between the infant and primary caregiver,
4} direct environmental influences on the
infant occurring prenatally and postna-
tally; and 5) the qualities of the
caregiving environments, including
societal, cultwral, and ethnic influences on
the infant and family.”

The overlap between this definition
of infant mental health and the goals of
Bright Futures is striking. Since pediatric
professionals are those most likely to
come into comtact with infants, children,
and families on a regular basis, they can
serve an extremely important role in
providing support and education to
families, as well as identifying risk factors
and situations. A number of pediatric
primary care intervention programs which
focus on infant mental health have been
described recenily (e.g., see Zero to Three,
August/September 1995, whole issue, and
Zero to Three, junefluly, 1997, whole
issue), Whal makes Bright Futures unigue
is the use of the tradilional pediatric

primary care visil 1o integrate the
physical with the social, cognitive, and
emotional health care needs of children
and their families. Enhanced support tor
the development ol positive working
relationships between the provider-
caregiver pravide a model for, and thus
hopefully strengthen, caregiver-infant
and family-community relationships as
well. Because faciors overiap which are
detrimental to, or which can improve,
infant health, development, cognition,
and developing attachment and social
relationships, & comprehensive approach
to primary heatth care [s necessary.
Thus, implementation of Bright Futures
may provide one of the best types of
primary prevention available for infant
mental health for many of the factors
currently associated with morbidity and
mortality in infancy and early childhoeod,

Bright Futures in Louisiana

Louisiana, located in the pulf south
region of the United States, is routinely
ranked at or near the bottom of indicators
of child health and welfare in the
country. In 1997, Louisiana had the
highest child poverty rate in the United
States, with 34% of children living in
poverty. 18% of Louisiana’s chiidren live
in extreme poverly (income below 50%
of poverty level). The state ranked 50th
out of 50 states in percent of low birth
weight babies, infant mortality, and
percent of families with children headed
by a single parent (33%) (Kids Count
Data Book, 1997), As in the U.S. in
general, unintentional injuries are the
feading cause of death in children after
the neonatal period (Mef Kohn, M.D.,
M.P.H., Medical Director, Injury
Research and Prevention Section,
Louisiana Office of Public Health,
pessonal communication). The exact
percentage of injury-related deaths
directly attributable to abuse or neglect is
unknown; however, in (996, there were
14,863 validated cases of child abuse
and neglect, affecting 11,600 children
(3%) in Louisiana. 180 children,
appraximately 30 per year, died as a
result of vaiidated abuse or neglect
between 1989 and 1995; 79% of these
viclims were under three vears of age
(Louisiana Office of Community
Services, 1996). The high rates of child
abuse, poverty, low birth weight infants,
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and infamt mortality make these a major
focus of eurrent public health efforts,
Because Lovisiana is a poor and
mostly rural state, access to adequate
medical care is problematic; availability
of support services, including mental
health services for young children, is
sorely lacking, often completely
unavailable. Public health nurses in
Louisiana, like public health nurses
elsewhere, traditionally have provided
numerous direct and preventive health
care services for prevenlable medical
conditions, such as tuberculosis, sexually
transmitted diseases, and childhood
communicable diseases, Although they
primarily work with those who have tew
health care resources, public health

nurses interacl with children and families

across socioeconomic lines, It is
estimalted that public health nurses have
at least some contact with 56% of all the
children under the age of one in
Louisiana (Louisiana Office of Public
Health Statistics, 1998). Maost services
are provided in a clinic or school
settings, however, public health nurses
frequently make home visits to families
deemed ‘o be “at risk™ for a variety of
reasons, such as children with chronic or
other special health probiems, lack of
attendance for scheduled clinic visits, or
worrisome or suspicious {indings during
a health visit,

Most public health nurses work
within the communities in which they
prew up; they are personally familiar
with their clients” mores, beliefs, and
values, as well as the systems and
resources available in the arca, Because
they see clients for health and preventive
care, often provided in multiple settings
over time, public heaith nurses have the
opportunity to get to know immediate
and extended family members. They are
highly regarded by their clients (Sackoft,
1996). They are positioned ideally to
support and educate parents, to identify
early potential problems, and to refer and
coordinate with other agencics and
providers. By virtue of their immersion
in direct care, the nurses are aware that
many of the behaviors and interactions
they observe between parents and
children reflect the need for preventive
interventions. In a recent state-wide
survey, nurses identified fucther training
in the assessment of parenting behaviors
and high risk parents, as well as more

parenting education and support for
clients, as two of the major needs in
dealing with parenting-related problems
(Zeanah, §997).

As part of the efforts to address the
high morbidity and mortalily rates of
children in Louisiana, the state Office of
Fublic Health, Maternal and Child Health
Section (OPH-MCH), is making a
concerted effort to strengthen nurses'
assessment and intervention skills
regarding parenting, to provide more and
better parent education materials and
tools, and to improve collaborative
efforts between agencies and services
serving young children. Because Bright
Futures addresses all of these goals and
can be integrated easily into existing
services, it has been selected to serve as
the primary guideline for the provision of
child health care in the public health
units.

Coples of Bright Frtures: Guide-
liies for Health Supervision of Infants,
Children, and Adolescents have been
distributed statewide, Selected state-level
consultants, regional administrators,
rursing staff, and private-practice
pediatricians recently were trained by
Bright Futures stafl in the goals of the
program, the use of the manual, and
improved skills for interviewing and
providing anlicipatory puidance. This
training currently is being provided to
public health nurses across the siate.
However, simply having access to and
knowledpe about the guidelines cannot
address all of the issues of implementa-
tion; fertunately, adoption of the Bright
Futures guldelines coincides with several
related efforts of the MCH division.

Updated procedures

As documentation procedures can
enhance the use of the guidelines, we
redesigned child health record forms to
be consistent with the parameters
identified in the Bright Futures health
supervision guidelines. These one-page,
age-specific forms will be vsed for all
types of child heallh visits {e.g., health
screening, follow-up, and certification for
WIC). In addition to recording results of
the physical examination, brief cues
assist the nurse in the assessmeni and
documentation of infant/child behavior,
parent-infant/child interactions, parent/
family issues, and in identification of

specific, relevant areas for anticipatory
goidance. We hope that use of these
forms will improve identification of
actual and potential problems, referrals to
ather services both within and outside of
the public health system, and will eage
follow-up of previously identified
problems at subsequent visits.

Infant mental health
training

A 25-hour pilot training program in
Infant Mental Health, developed by the
Office of Public Health, Maternal and
Child Health Section, in coilaboration
with the Louisiana State University
Department of Psychiatry, recently was
completed in one southern Louisiana
parish (counly). The goal was not to
train nurses to become infant mental
health professionals per se, but rather to
help them formulate the rich dalato
which they have access, to boost their
confidence in using their observations,
skills, and knowledge to provide
assessment and interventions for
parenting issues, and to reinforce their
roles in physical and mental health
prevention.

The specific objectives of the
training were three-fold: 1) to improve
nurses” knowledge and skills in early
recognition of factors and conditions
which place the infant and caregiver at’
risk for immediate and long term
probiems in social, emotional, and
cognitive growth and development; 2) to
develop a repertoire of preventive
inferventions specifically aimed at
cnhancing parent-infant relationships and
decreasing the incidence of child abuse
and neglect; and 3) to develop and
strengthen working relationships with
local agencies which provide services
and support to families and children,
Most of the sessions were didactic, but
we also used clinical videotapes to
illustrate concepts, including healthy and
problematic behaviors and interactions,
We provided supplemental readings, and
allowed adequate time for the nurses to
raise questions about cases, and to
discuss their own values, biases, and
concerns about parcnting, Representa-
tives from Jocal outside agencies,
including a substance abuse clinic, a
battered women's shelter, child abuse
services, and a counseling and parent
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education agency, helped the nurses to
be more informed about the agencies to
whom they refer, and to work on
improving referral and commaunication
patterns.

The formal evatuation of this
program is now underway; informally,
the nurses have been extremely enthusi-

Model (NCPCA, 1997), which target
specific high-risk populations. The
specific criteria for admission to the
programs vary, but all aim to provide
early enrollment (prenatally or within the
first few weeks of life), and long term (up
to five years) intervention. A number of
advocacy groups are now pushing

Yie goals of Bright Futures and the preventive inter
vention efforts such as those taking place in
Louisiana appeal to our hopes and desires for ensur-

ing a bright future for our youngest citizens.

astic and receptive. They reported that it
did, in fact, help them to “'see things
differently,” and it increased their
confidence in their clinical skills, The
nurses were eager for more training, and
we have continued to provide follow-up

and case supervision on a periodic basis,

Once the initial evaluation is completed,
the program will be implemented in
additional regions throughout the state.

Development of referral
services

Better assessment and brief
intervention skills are essential, of
course, in any type of preventive effort.
However, a major concern is that once
problems are more clearly identified,
sufficient referral sources must be
available. Mosl communities have
parenting classes available, bul these
classes typically are not adeguate to
address the pervasive, overwhelming,
and often chronic problems facing many
of Louisiana's children and farmilies,
especially those that affect parenling
ability most directly. We are working
with state and local agencies (o improve
collaboration with and availability of
social, mental health, and early interven-
tion services, but this is & slow process,
dependent upon funding priorities and
sources, and more important, the vision,
energy, and determination within local
communities to develop appropriate
supports for families and children.

Home visiting programs
OPH-MCH currently funds four

paraprofessional home-visiting programs,
based on the Healthy Families America

Louisiana legislators to provide funding
for broader implementation of home
visitation programs, as such programs
show great promise for reducing child
abuse and neglect and childhood injuries,
and decreasing unwanted subsequent
pregnancies (Kitzman el al., 1997; Clds
et al,, 1997). In a fiscally poor state,
such as Louisiana, obtaining funding for
programs such as these is an uphill battle.
Nevertheless, we are encouraged by the
level of support these programs have
generated by individuals and groups with
disparate interests, all of whom share a
stake in the wel-being of children in
Louisiana,

From ideas to
implementation

The goals of Bright Fumres and the
preventive inlervention efforis such as
those taking place in Louisiana appeal to
our hopes and desires for ensuring a
bright future for our youngest citizens,
Of course, such efforts are easier to
discuss than to implement. Lack of skilis
or knowledge, lack of time, “higher
priority” problems, role conflict, fears of
negative conseguences of labeling
parents and children, as well as transler-
ence and countertransference issues
between caregivers and providers are
common barriers to providing compre-
hensive care (o children (Burns and
Burke, 1985, Sharp, Pantell, Murphy,
and Lewis, 1992), There are no easy
answers to these problems. Bright
Futures provides education, materials,
and a basic format to help health care
providers to address some of these
issues, bul as the developers acknowl-
edge, the best health care must be
provided within the context of partner-

ships between clinician and caregiver,
parent and child, family and community,
clinician and comumminity (Green, 1994),

It is essential to determine if our
efforts are accomplishing our goals.
Though education, prevention, and
parinerships make good clinical sense,
we need empirical support to inform and
guide what we do. Exactly how can the
clinician best use the brief {ime available
in a child health visit 1o address not only
the urgent health care needs but also
provide prevention and henith promotion
interventions for the child and family has
not been determined. Rigorous research,
whose methodologies include fage
sample sizes, comparison groups and
interventions, long term follow-up and
appropriate statistical analyses, needs to
be conducted. Plans are underway 1o
determine the efficacy of Bright Futitres
in practice and to determine if the
praciice guidelines make a difference in
health outcomes for children and their
lamilies, an essential beginning.

Summary

Psychosocial problems of infants,
children, and families are among the
major public health problems of today.
Many experiences during infancy and
early childhood can enhance or signifi-
cantiy deter later physical, social,
emotional, and cognilive development,
Mutltiple strategies, implemented by
professionals, famikies, and the larger
community are required if we are to have
any hope of eradicating the ills which
affect 50 many of our children now, and
which have such long term consequences
on functioning, Bright Futures provides
an approach to assessment, prevention,
health promotion, and clinical interven-
tions in pediatric seitings. Bright Futures
sets forth an ideal that may seem
impossible to attain for many pediatric
clinicians. However, as Bright Futures
shows us how to teach parenls 1o have
reasonable expectations of their children
by showing empathy, compassion, and

. support for parents themselves, we would

do well to heed the advice ourselves. By
developing reasonable expectations for
families, by working with other profes-
sionals who supplement and enhance our
efforts, and by acknowledging even
small accomplishments, pediatric health
visits can provide us all with bright
futures.
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'Barry Zuckerman, M.D., Chair,
Infancy Panel; George G. Sterne, M.D,,
Early Childhood Panel; Judith Palfrey,
M.D., Chair, Middle Childhood Panel;
Blizabeth McAnaraey, M.D., Chair,
Adolescent Panel

For more information on Bright Futures,
contact:
Pamela Mangu, M.A., Senior Project
Director
Bright Futures Project
National Center for Education in
Maternal and Child Health
2000 15th Street, North suite 701
Arlington, YA 22201.2617
(703) 524-7302
(703) 524-9335 (fax)
brightfutures@ncemch.org
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Norma Miller Ringler's passion
and deep commitment for enhancing
the quality of life of infants and young
children was evident in every facet of
her professional and personal life. Her
research spanned cultures and
developmental issves, with a special
interest in language development as it
occurred within the conext of mother-
infant interaction. For example,
Norma was among a small number of
investigalors who identified differences
in maternal speech when directed
toward infants and toddlers in contrast
to that directed toward adults, This
work, which others eventually labeted
“motherese,” paved the way for greater
precision in understanding how
caregivers altered the young child’s
language environment in reaction to
their perception of the child's levei of
competence. Norma's scientific work
appeared in such distinguished
journals as Child Development, the
Journal of Pediatrics, and the Infant
Mental Health Journal, Qver the
course of her professional life, she
taught at Case Western Reserve
University (where she did work with
Marshall Klaus and John Kennell},
Cleveland Siate University, Nova
Southeastern University in Florida, and
as recently as 1995, was engaged in
research with Tiffany Field at the
Touch Research Institute.

Norma's service Lo the field of
infant mental health was full service
from the outset, When the Interna-
tional Association for Infant Mental
Health was formed in 1979, Norma
was among its first members, a regular

In Memoriam

Norma Willer Ringler, Uh.D.
WMavch 22, 1 924—Warch 22, 1008
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contributor Lo its biennial confer-
ences, and a contributing member of
its Board of Directors. She was
secretary of TAIMH at the time it
merged with the World Association’
for Infant Psychiatry and Allied
Disciplines, and had the merger not’
occurred, was in line to become
TAIMH President following Sonya
Bempaorad's term. The merger
occurred of course, and Norma was
among the first to send a letter of
congratulations. She always held
advancement of the field of infant
mental health as the highest priority,
was extraordinarily supportive of
efforts to build a strong scientist-
practitioner professional association
to support training, research, and
clinical studies of families with
infants, toddlers, and preschoolers.
Mo one provided me with stronger
encouragement over the years than
Norma, always encouraging, always
sympathetic, always offering a
listening ear, always patient, and
absolulely always sharing her
wisdom about interpersonal dynam-
ics, and almost always with her
husband Albert by her side. Her
resolute, positive dedication to the
field of infant mental health and o
the infants and families with whom
she worked, challenges every infant
mental health specialist to reach just a
bit deeper, 10 go just a little bit
further, in order to strengthen the
quality of the infant’s caregiving
experience. I, and the field of infant
mental heafth, will miss her deeply.

—iram E. Fitzgerald
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Tnfant Mental Health,
Tnfant Mental Health,

Wbevefove Art Tbou
Tnfant Mental Health?

Increasingly, as I talk to people
inlerested in ouwr field, | hear more and
more agonizing about the term, “Infant
Mental Health.” “We really need a new
fame for this,” they say. “Is this really
capturing what we want?” they ask.
“What would be a better way {o say
what we mean?" they ponder. These
and other comments suggest to me that
we e struggling not only with our
name, but more prefoundly with who we
are and what we are aboul.

Are we about disorders and
psychopathology? Or, are we about risk
and protective factors that moderate
disorders and psychopathology? Are we
about social competence? Are we about
brain development?  Are we nbout
parent cducation? Psychopharmacol-
ogy? Psychoanalysis? Nutrition?
Massage? Chaos Theory? Motor
development? Are all of these related to
mental health? Or, as Jeree Pawl
challenges us, “What is it that we really
want to teach people? What is it that we
want them to know?” All of this
questioning is a healthy endeavor for a
new field, and it provides an occasion
for assorted reflections on our name and
our field.

In the next few issues of The
Signal, 1 will publish the reflections of a
number of WAIMH members on some
aspect of these questions, Please feel
free to submit your thoughts to me
unselicited—hardly anything is more
exciting than an unsolicited manuseript
for publication in The Signal from a
member of WAIMH. T will call this new
fentore, “Reflections on Infant Mental
Health.”

To begin the process, 1 requested
and received permission from Alfcia
Lieberman to include some remarks she
made on another cccasion, [ invite all
of our members to respond to these
pieces with letters, commentaries or full-
length papers on the general topics of
who we are and who we want o be, 1
will be happy to include them in
“Reflections” in future issues.

A PERSPECTIVE ON INFANT MENTAL HEALTH

Alicia Lieberman, Ph.D.

Sigmund Freud said that mental
health consists of foving well and
working well. We can quibble with what
this really means, because there are so
many ups and downs in the quality of
our loving and of our working, but who
can ask for more than loving well and
working well as emblems of a life well
lived? If this is so, we can define the
mental health professions al their best as
disciplines that aim at helping people
love well and work well by alleviating
rigid patterns of thought, feeling, and
behavior that resull in damage and pain
to the person and/or Lo those who conme
in contact with him or her.

The joy and vibrancy of babies, as
they relate to others and master new
skills, seem an embodiment of the mental
health landmarks of loving well and
working well. Still, it is essential to
understand the origins and the course of
mental health disorders in the first years
of life, bolh for appropriate inlervention
in the moment and for successful

preventive efforts.

When we look at the lield of infant
mental heakth specifically, il seems lo me
that there are five main principles that
define this point of view and transcend
specific theoretical Trameworks. The first
three principles have to do with looking
at external behavior as an cxpression of
inner, subjective experience. The final
two principles have te do with how we
frame and carry out interventions.

External behavior as an
expression of inner
subjective experience

1. Babies are by nature social
creatures. They exist ond develop in the
context of relationships, and their
functioning needs to be assessed and
understocd within the framework of
these relationships. These relationships
are always dyadic at one level, in the
sense thal they involve the baby and a
specific other person, but this dees not
mean that babies have meaningful
relationships with only one primary

caregiver, On the contrary, deep
cmolional bonds develop between the
baby and a variety of people who have a
regular rofe in his or her life. These
emotional bonds influence ench other
and come to form a matrix of interper-
sonal connections that in normative
conditions build the earliest foundations
for mental health by helping the baby
fee! loved, valued, and competent, as
opposed to feeling unwanted, burden-
some, and ineffective.

When one of the baby's primary
relationships does not support the baby’s
developmental needs, the baby's
confidence in himself and others is
undermined, but he can continue to
maintain a basically sound developmen-
tal course if other appropriate and

. satisfying intimate relationships are

avdilable. The adults support each other
in supporting the child, and compensate
for each other when one of the caregivers
falters. This is why committed family
networks and other social supports are
imperlant in child rearing. Adults, like
babies, are socinl creatures by nature,
ond they need each ather in every
importani facel of their lives, most
particularly in demanding emotionat
endeavors such as raising a child,

Straightlorward as it may sound, this
principle that babies are social creatures
tunctioning within the matrix of relation-
ships is also deceptively simple, While it
is true that several people may have a
central role in caregiving, it is inaccurate
(o assume that these relationships are
interchangeable from a baby’s point of
view. A baby can love several people,
but each of these loves has a specific
quality and 2 unique place in the baby's
internal landscape. Being a social
creature does ot mean being an
indiscriminate creature, and it is the
passionate “only you” sustaining power
of intimate relationships that is at the core
of the baby's capacity to love well and to
grow well.

2. Individual differences are an
integral component of babies’ function-
ing. The specific terms that we use to
describe babies’ individual differences

" may differ, depending on our profes-

sional discipline and theoretical prefer-
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ences, but we share a recognition that
each baby and each parent is unique in
many different ways. This means that
while we can understand important
aspects of the baby's functioning by
relying on developmental principles, we
also need an appreciation of each baby's
individualily along a variety of dimen-
sions. Each parent is also unique. To
understand the baby and her relation-
ships in depth, we need to become
aequaiated with each partner’s tempera-
mental style, skills, areas of vulnerabilily,
motivations, fears, and wishes and how
each partner’s characteristics interact
with one another, Only then can we
apprectate fully the areas of goodness of
fit and the inevitable areas of mismatch
and tension in every baby-parent dyad
and in every family constellation.

3. Every individual exists in a
particular environmental context that
deeply affecls the person’s functioning,
When we think of a baby in the context
of her relationships, we often make the
unconscious assumption that parents can
control their circumstances and what they
offer to their children. But parents are
not independent agents, How they raise
their children is inflaenced not only by
how they were raised themselves and
who they become, but also by the
everyday circumstances of their lives, the
resources to which they have access, and
the quality of life they can provide,
materially and psychologically. As the
Spanish sociologist Jose Ortega y Gasset
put it, “Yo soy yo y mi circumstancia™ (I
am myself and my circumstances).
Humans exist only in the context of their
life situations; there is no “me” indepen-
dent of the circumstances of my life.

We usually think of support systems
in human terms—a spouse, 4 parent, a
friend. But support systems consist also
of community networks of supplies and
services that keep us safe, able to take
daily survival pretty much for granled,
and therefore free to devote a consider-
able portion of our energy to relation-
ships and to work. For a child raised in
the middle-class circumstances that are
still the norm in this country, life tends to
unfold in a concentric series of circles
that support each other—her resourceful
parents, her decenl house, her good
school, her safe neighborhood, her
access to adequate and affordable
medical care. American society is not
classless, however. Social class is one of

the most important predictors of
developmental outcome, as it molds the
child’s identity by shaping the specific
circumsianees of his life, '

We must also consider culture as a
shaper of children, defining culture as
the sum total of a group’s ways of living
and being, including language, ethnicity,
religion, moral values, rules for relating
in social situations, expecistions of
onesell and others and, most basically,
the question of what mearing people
tind in different aspects of lile. Cultural
differences are to groups what individual
differsnces are to individuals, Under-
standing a child, therefore, needs to
involve an understanding of the psycho-
logical and sociological configurations
created by the parents’ culture and
specific circumstances.

The framing and
implementation of infant
mental health interventions

4. Infant mental health practitio-
ners make an effort to understand how
hehaviors feel from the inside, not just
how they look from the ouiside. This
means asking ourselves; What is this
father’s motivation, what is he thinking
and how is he feeling when he yells at
his child? What is this mother's
experience when she dees not respond to
her baby's crying? How does this
toddler feel while having a tantrum? In
other words, what inner stales made
these behaviors come about. How do
these behaviors reflect the person's
frame of mind and ways of perceiving
the world and her place in it?

The same effort to understand how
behaviors feel from the inside appiies
when we look at external circumstances
and their impact on children and
families. This means asking ourselves:
How does this 10-month-old feel when
she is switched from one caregiver fo
another without any transition time?
How does this mother feel when her
toddler runs away from her and refuses
to come back when catled? How does
this father feel when he come home
unexpectedly and finds me there talking
o his wife? This attunement to the
subjective meaning of behaviors and
exlernal circumsiances makes the mental
health practitioner search for answers to
these and many other questions, Our

intervention is shaped by the tentative
answers we find, ’

5. The intervenor’s own feelings
and behaviors have a major impact on
the intervention. We need (o keep a
sharp eye on how we are feeling towards
each of the family members with whom
we are working, how we are responding.
and how we are coming across to them,
We then use our own emotional re-
sponses (0 what is happening as a way of
deciding whether to intervene and how 1o
intervene In a particutar sitoation. A
corollary of this principle is that, as
Robert Emde has observed, every
relationship afTects every other relation-
ship. This means that what happens
between the paremt and the intervenor
affects what happens belween the parent
and the child. A parenl who feels
supported and understood by a gesture
from us is more likely 1o do something
kindly for her child; conversely, a parent
who feels judged by us is likely Lo
behave in a harsh and critical way
towards her child. Similar