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From the Editor-in-Chief

by Jane Barlow, DPhil, Professor of Evidence Based Intervention and
Policy Evaluation, University of Oxford, United Kingdom.

In the first of our three clinical papers - Al in Infant Mental Health:
Using Technology to Support Relationships, Not Replace Them -
Alexander Amatus examines the way in which Generative artificial
intelligence (Al) is now being used for a range of mental healthcare
tasks including drafting and summarising documentation and
supporting communication; he addresses the question for IMH
services of not whether Al can“do” IMH, but ‘whether it can reduce
friction around IMH so clinicians and caregivers have more capacity
for relational work’.

In Blending Digital Prevention and Clinical Care: The Parents and Babies
Program in Perinatal and Mental Health, Martin St-André and Sylvana
Coté describe the Parents and Babies (https://toimoibebe.ca/en/) free,
bilingual (French/English) online program for pregnant women and
their partners which is designed to promote emotional well-being
during the transition to parenthood (Toi, Moi, Bébé / You, Me, Baby,
2024). This paper provides a brief summary of the findings of their
recent RCT that was published in BMJ Open.

In our third clinical paper Jessica Boyatt movingly describes a case
study of Infant Mental Health Consulting in a Social Justice Context. This
paper powerfully illustrates how infant mental health consultation
operates within a social justice framework, translating complex
attachment and trauma concepts into accessible language that can
influence legal and caregiving systems. Through the case of Cirila and
her daughter, this paper highlights both the profound impact of early
relational trauma and the importance of culturally attuned, context-
sensitive interventions that honour resilience while acknowledging
structural inequities.

In our research paper of this issue - Keeping the Baby in Mind: Staff

and Parent Perspectives on Infant Care in Paediatric Hospital Settings

- Anne-Marie Casey and colleagues report the findings of a study to
explore staff and parent perspectives on hospital-based infant care
during paediatric admissions using a mixed-methods survey across
four hospital sites of a paediatric hospital.
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Our first opinion piece, Infant and Early Years Mental Health
and Development: Recommendations for Data Collection and
Intersectoral Collaboration by Chaya Kulkarni, Mario Cappelli,
Sarah Carsley, and Kayla Beaudin, suggests that while Canada
collects data on infant and early years mental health and
development (IEYMHD), the breadth of data is inconsistent
across and within provinces and the data may be inaccessible
to decision-makers when it is not properly analyzed and
reported. They report two meetings with researchers,
clinicians, and decision-makers from local, provincial,

and federal organizations in Ontario, that were aimed at
identifying the data that is available, gaps in data collection,
and fostering intersectoral collaboration to leverage existing
attempts to make IEYMHD data more useful and accessible.

In our second opinion piece - Redefining Parental Reflective
Functioning in Infant Mental Health within the Gulf Region,
Azhar Abu Ali and Fatumo Mohammed argue for the need
to adapt current Western conceptualisations of Parental
Reflective Functioning to embrace the more individualistic,
non-verbal and introspective parenting practices of more
collectivist cultures such as those in the Gulf states.

Finally, in Infant and Early Childhood Mental Health-Is it Time
for a Code of Ethics? Paula Zeanah, Jon Korfmacher, Izaak Lim,
Alison Steier and Charles Zeanah invite us to think about the
fact that IMH work can lead to significant ethical challenges
(e.g. what should we do when the interests of the child are
not perfectly aligned with the best interests of the caregiver)
and invite all WAIMH and affiliate members to participate in
a survey to share their experience and opinions by clicking
on this link: https://redcap.link/ethicsandinfantmentalhealth.
They plan to share findings from the survey through
publications, presentations, and WAIMH venues.

Hoping you enjoy the first Perspectives issue of 2026.

Perspectives Outreach - Calling all Infant
and Early Childhood Mental Health
Professionals!

A truly global organization, WAIMH invites
professionals from around the world to
contribute to its quarterly open-source
publication, Perspectives in Infant Mental
Health, offering insights into the ways of
seeing and being and working in diverse
contexts, cultures and communities with
infants, very young children, and their
families.

We are calling for:
« Research Papers
« Clinical Papers
« Professional Development Papers
« Ethics Papers
« Letters
« Opinion Pieces/Policy/Advocacy
» Book Reviews

Read the full Submission Guidelines: https://
perspectives.waimh.org/quidelines-for-
authors/
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From the Desk of the President of WAIMH

by Astrid Berg, MB ChB, FCPsych (SA),
M Phil (Child & Adolescent Psychiatry),
President of WAIMH, Emerita A/
Professor at the University of Cape
Town, Extraordinary A/Professor at
Stellenbosch University, Cape Town,
South Africa.

Dear Colleagues,

As | write this, there is another war
taking place in the Middle East. People
fearing for their safety, hiding in shelters
or being hit unexpectedly by missiles
while asleep — we cannot even begin
to think where this leaves infants and
young children. Our thoughts are with
each and every family, struggling to
make sense of the destruction that

is all around. Our ability to influence
these decisions is limited. When power
and greed drives actions, relationships
become secondary.

However, a group of both Israeli and
Palestinian mental health activists have
issued a joint appeal which appears in
this Perspectives issue. While we feel
helpless, we are also extremely grateful
to this group of brave colleagues who
speak out on behalf of infants and
children. Let us, with them, concentrate
on what we can achieve. Despite the
turmoil and conflict in the world, we
will keep our eye on the infant, toddler
and young child and his/her family. This
focus is our priority, and we will not lose
sight of it.

This is the year of our World Congress in
October. The Toronto Local Organizing
Team as well as the Programme
Committee have been hard at work

to make this Congress a memorable
one - being in Canada is going to

be special -we will be assured of
hospitality, generosity of spirit and a
fine organization.

There will be an array of presentations
from various countries, covering the
many aspects of our field. Besides the
scientific and clinical insights, this will
be an opportunity to meet old friends
and make new friends, to network and
to exchange ideas and, perhaps most
importantly, to support one another in
these turbulent times.

Bringing into our awareness the various
aspects of infant mental health is part of
what our Congresses is about. But it is
also what our Perspectives publications
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are all about. | want to thank the
Editorial Team for pursuing this goal
with such dedication.

It has indeed been timely and
appropriate that the previous two
issues have focussed on decolonization.
While it is often challenging to think

of how families who live in places far
away from ours see and experience the
world, it is our task to understand and
be respectful of different worldviews.

In essence, we as human beings, all
struggle to make sense of the world,
try to find meaning, and there is no one
way superior or better than another.

This edition also brings news about

a new, perhaps neglected focus,
namely that of Ethics in IMH. An IMH
Ethics Survey has been developed

by the Infant Mental Health Ethics
Collaborative a group of clinicians
representing different IMH disciplines
and work settings in the USA and
Australia. This team introduces the
survey to our membership in this issue
of Perspectives. Given the significant
global challenges confronting our
shared humanity, it is also pertinent for
us as early intervention professionals to
reflect on our daily practice, consider
the ethical issues we encounter, and
explore steps that could be taken to
address the challenges that face us. We
encourage you to consider participating
in this brief survey, using the link
provided in the article, Infant and Early
Childhood Mental Health: Is it time for
a Code of Ethics? (https://redcap.link/
ethicsandinfantmentalhealth)

I look forward to seeing many
colleagues and friends in Toronto in
October.

Until then, keep safe and let us hope for
peace.

/

Photo: Astrid Berg
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WAIMH Executive Director Corner

by Kaija Puura, PhD, Executive Director
of WAIMH, Professor of Child Psychiatry,
Tampere University, Faculty of Medicine
and Health Technology, Tampere,
Finland.

Dear colleagues and friends,

reading current news, | have come to
contemplate daily on greed and its
power in the world. Human cultures
across centuries and continents have
wrestled with a difficult truth: greed is
among the most destructive impulses
of the human heart. This insight appears
not only in philosophical writings and
religious traditions but in the lived
wisdom of Indigenous peoples who
have seen how imbalance in a single
person can cause the suffering of many.

In the Christian religion that is my
religious background, on 6th century,
Pope Gregory the Great formally named
greed - or avarice - as one of the
Seven Deadly Sins, placing it alongside
pride, lust, envy, gluttony, wrath, and
sloth. Centuries later, Thomas Aquinas
deepened this understanding, helping
shape why these “capital sins” became
the dominant moral structure in
Christian thought.

Aquinas argued that greed is not
merely wanting or needing material
things; it is an excessive, disordered
craving for wealth, possessions, or
power, a desire that quickly becomes
insatiable and spiritually corrosive. It
prioritizes having over being, distorts
relationships, blocks generosity, and
breeds other moral failures such as
dishonesty, corruption, exploitation,
and even violence. Drawing on 1
Timothy 6:10 - “the desire for money is
the root of all evils” - Aquinas explained
that greed is dangerous because money
provides the means by which many
other sins are committed. Aquinas also
emphasized that greed can never satisfy
the deeper human longing for meaning,
connection, and transcendence. It is a
moral disorder that corrupts the proper
use of material goods and erodes our
capacity to love one another.

And yet, not all desire for resources

is sinful - only that which becomes
excessive, harmful, obsessive, or
displaces moral and spiritual values.
Stewardship, responsibility, and hard
work remain virtues. Generosity is the
antidote: sharing resources, giving

without expecting return, and using
wealth for the common good.

Christianity is not alone in this
assessment. Across the world’s major
religions, there is a clear consensus:
greed is a harmful, self centered desire
that damages both the individual and
society. Generosity, compassion, and
balance are universal remedies.

Indigenous worldviews echo this

with remarkable clarity. Among

the Anishinaabe, the Seven Sacred
Teachings - respect, honesty, humility,
love, truth, wisdom, and bravery

— collectively reject behaviors like
greed that break relationships and
undermine community. In Maori
culture, the principle of kaitiakitanga
understands humans as guardians of
the land, responsible for protecting it
for ancestors and future generations.
Greed - in the form of exploitation or
hoarding - disrupts harmony with land
and spirit alike.

The Sami people, whose homelands
span northern Scandinavia, hold similar
teachings. Saémi ethics emphasize
humility, honesty, respect, and
collective responsibility. Greed is
incompatible with survival in the Arctic;
community harmony depends on
sharing, cooperation, and maintaining
balance with land and animals. Greed

is thus seen as socially and spiritually
corrosive, a force that fractures the
relationships that sustain life.

And here lies a sobering truth: greed

is not only a personal failing —itis a
political force. History shows again and
again that while ordinary people rarely
desire conflict, wars are often fueled by
greed: for more land, more resources,
more power, more profit. Greed hides
behind the language of ideology or
national pride, but its consequences are
borne by families, communities, and -
most painfully — by children.

Those of us who work with young
children, parents, and families cannot
ignore this reality. We know that
children thrive in environments built
on trust, balance, reciprocity, and
compassion - the very qualities greed
destroys. We also know that children
observe the moral landscape around
them long before they can articulate it.
When they witness a world shaped by
exploitation, inequality, and conflict,
they feel the instability even if they
cannot name it.

Photo: Kaija Puura

Our responsibility is twofold. We need
to teach and model generosity, humility,
and community-mindedness to our
children and to each other, drawing
from the deep ethical reservoirs of the
universal ethics. We also need to help
people everywhere recognize that
greed — not necessity, not human nature
— is often the underlying force driving
the suffering of nations, including wars
that ordinary people never asked for.
Children are born with an innate sense
of fairness. They know instinctively

that hoarding harms others. When we
nurture this intuition, we help them
grow into adults capable of resisting the
systems and narratives that normalize
exploitation and violence.

If greed can be the root of many evils,
then naming greed and teaching
against it becomes a form of early
intervention, a contribution to peace-
building that begins in the nursery,
the preschool, the family home, and
the community clinic. It may feel small,
but it is not. By teaching children to
value relationship over possession -
being over having — we protect not
only their future, but the future of the
communities and the world they will
one day inherit.

While greed destroys, generosity heals.
Whenever we come together, let us

be generous towards each other. One
opportunity to experience generosity
and relationships will be at the WAIMH
Toronto Congress, where friends and
colleagues from all over the world will
meet. | hope to see as many of you as
possible there,

Warmly,

Kaija
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Urgent Appeal

by Ghassan Abdallah, PhD,
Educational Psychologist, CARE Director,
Ramallah, Palestine.

Miri Keren, MD, Child and Adolescent
Psychiatrist, Assoc. Clinical Professor, Bar
llan University Azrieli Medical School,
Safed, Israel.

David Oppenheim, PhD,
Developmental Psychologist, Head

of the Center for the Study of Child
Development, University of Haifa, Haifa,
Israel.

Neta Avner, PhD, Clinical Psychologist,
Psychoanalyst, Tel Aviy, Israel.

Laila Warwar, PhD, MSW, Child
Development Center, Nazareth, Israel.

Shaden Abboud, MSW, Clinical Social
Worker, Nazareth, Israel.

We, as signed below, wish to ask you

to intensify your efforts to put an end
for the ongoing, horrendous violence
and fighting in many regions of the
world, and especially in the Middle East.
Indeed, Israeli and Palestinian citizens
are experiencing, each on their side of
the war, bombing, killing, demolishing
of houses & forced displacements, all
with heavy economic, psychological
and social prices. The psychological
burden is already obvious among
infants, children and adolescents, as
they grow up surrounded by fear,
anxiety, alarms, and rockets. Exposure
to screens and media is difficult to
avoid because day care facilities,
kindergartens and schools are closed,
and increase the toxic effects of the war
and its related images. We, as clinicians,
mental health activists, psychologists
and caregivers are already observing
signs of posttraumatic stress disorder,
chronic anxiety, depression and
identification with the aggressor, even
among the youngest ones.

These infants and children are the
next generation of young adults and
potential leaders/politicians. Growing
in this context of war and violence
during most of their childhood is
likely to turn them into young adults
with distrust, anger, lack of epistemic
trust and pessimism. These are often
coupled with rage and vengeance
wishes. On such a basis, the chance of
installing an atmosphere of dialogue
and co-existence becomes very slim,
making these wars and their related
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suffering endless. These dangerous,
transgenerational processes happen
in many regions of the world, and
therefore challenge the Global
community.

This is an urgent appeal to maximize
your efforts aimed at abolishing the
culture of fanaticism-driven wars
and spreading a culture of mutual
recognition, re-humanization, and
search for non-violent resolutions of
complex geopolitical conflicts. This is
critical so that our infants and young
children will become peace-seeking
adults, instead of seeing violence as
their way of life. All this, regardless of
sex, religion or ethnicity.

This joint appeal is initiated by
both Israeli and Palestinian mental
health activists who have long joint
experiences in the field during and
post-war events.

Dr. Ghassan Abdallah, Psychologist and
professional mental health activist

Prof. Miri Keren, Child and Adolescent
Psychiatrist, Psychotherapist

Prof. David Oppenheim, Developmental
Psychologist

Dr Neta Avner, Psychoanalyst

Dr Laila Warwar, Social Worker and
Psychotherapist

Mrs Shaden Abboud, Clinical Social
Worker
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CLINICAL PAPER

Al in Infant Mental Health: Using Technology to
Support Relationships, Not Replace Them

by Alexander Amatus, MBA, Business
Development Lead, TherapyNearMe.
com.au, Brisbane, Australia.

Introduction

Infant mental health (IMH) refers to
the developing capacity of the infant
and young child (from pregnancy

to age three) to experience, express,
and regulate emotions; form close

and secure relationships; and explore
and learn within the caregiving
environment, including family,
community, and cultural expectations
(Australian Association for Infant
Mental Health [AAIMH], n.d.). IMH
scholarship emphasises that this
capacity is inseparable from context:
early relationships and the broader
ecology of care shape stress regulation,
meaning-making, and developmental
trajectories (Fitzgerald, 2024; Zeanah &
Zeanah, 2019).

Generative artificial intelligence (Al)

is now being discussed across mental
healthcare for tasks such as drafting
and summarising documentation and
supporting communication, alongside
clear cautions about privacy, bias, and
error (Blease & Rodman, 2025; King

et al., 2023; Mansoor et al., 2025). The
practical question for IMH services is not
whether Al can “do” IMH, but whether
it can reduce friction around IMH so
clinicians and caregivers have more
capacity for relational work.

Al as Administrative and
Communication Support

IMH work depends on attunement,
reflective practice, and relational safety,
qualities that require human presence
and clinical judgement (Fraiberg, 1980;
Zeanah & Zeanah, 2019). Al should

not be used to generate diagnoses,
conduct risk assessments, replace
reflective formulation, or substitute

for attachment-informed intervention.
Where Al may add value is in supporting
the administrative and communication
infrastructure around relational care,
with accountability remaining with the
clinician and service.

One defensible use case is referral and
intake clarity. Families often arrive after
navigating fragmented pathways and
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repeating their story. An Al-assisted
intake workflow can help structure
information into a concise, clinician-
facing brief (e.g., presenting concerns,
developmental and relational context,
caregiver priorities, cultural and
language needs, and practical barriers).
With appropriate consent and privacy
protections, this can reduce duplication
and allow early sessions to focus on
building safety and understanding the
dyad (AAIMH, n.d.; Zeanah & Zeanah,
2019).

A second use case is caregiver-facing
psychoeducation written in plain
language. IMH requires translating
complex developmental and
relational concepts into practical,
non-stigmatising guidance tailored
to each family and culture (Fitzgerald,
2024). Al can assist by drafting plain-
language explanations or handouts
that the clinician edits, ensuring they
are accurate, culturally appropriate, and
aligned with the therapeutic stance.

A third use case is documentation
efficiency without losing reflective
depth. Al can help draft session
summaries, letters, and report templates
from clinician prompts, provided

the clinician verifies the content and
signs off. Mental healthcare reviews
consistently recommend treating
generative Al outputs as drafts, because
hallucinations and subtle errors remain
possible (Blease & Rodman, 2025; King
et al, 2023). A simple operational rule
that fits IMH is “Draft-Verify-Sign.”

Guardrails for Relational
Safety in IMH

Because IMH involves sensitive family
narratives and potential stigma,
governance must be explicit. Services
should minimise data and avoid placing
identifiable family information into
consumer Al tools; approved systems,
role-based access, and clear retention
policies are essential. Al-generated
language should also be screened for
bias and stigma (Blease & Rodman,
2025). Al may support administrative
routing, but it should not determine risk
level, diagnostic labels, or treatment
planning without clinician oversight.

Families should be informed, in

plain language, when Al is used

to support administrative tasks or
documentation and what safeguards
are in place. A staged implementation
approach, starting with low-risk uses
(template drafting, readability support,
administrative summaries), evaluating
impact, and only then extending
cautiously, aligns with broader calls to
integrate Al within human-led care with
robust safeguards and evaluation (King
etal, 2023; Lachman et al,, 2024).

Conclusion

IMH is fundamentally relational: early
wellbeing develops through caregiving
relationships and the contexts that
surround them (AAIMH, n.d.; Fitzgerald,
2024; Zeanah & Zeanah, 2019). Al
should not be positioned as a substitute
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for that work. Used cautiously, however,
Al can reduce administrative friction,
improve communication clarity, and
protect clinician time for the reflective,
relationship-based processes that
define IMH.
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CLINICAL PAPER

Blending Digital Prevention and Clinical Care:
The Parents and Babies Program in Perinatal and

Mental Health

by Martin St-André, MD, Medical
Director, Perinatal and Early Childhood
Psychiatry Clinic, CHU Sainte-Justine;
Director, Perinatal Psychiatry Fellowship
Program, Université de Montréal,
Canada.

Sylvana C6té, PhD, FRSC, Professor,
School of Public Health and CHU Sainte-
Justine Research Centre and Université
de Montréal, Canada.

A Brief History and
Introduction

The earliest references to perinatal
mental health can be traced to the
Ebers Papyrus (c. 1500 BCE; Figure

1). In the 11th century, the Italian
gynecologist Trota of Salerno already
described the role of shame and self-
stigmatization in perinatal suffering
(Figure 2). Over time, channels for
parental support diversified—from
printed guides such as The Canadian
Mother and Child (Figure 3) and Dr.
Spock's works to contemporary public
health resources (e.g., the National
Institute of Public Health of Québec's
[INSPQ] From Tiny Tot to Toddler: From
Pregnancy to Age Two). Supporting
families during the perinatal period
requires not only up-to-date knowledge
and evidence-based practices, but also
formats aligned with today's parents'

Figure 1. A precursor to Parents and Babies
Program: The Ebers Papyrus dating back to 1500
BCE. The papyrus covers, among other things,
birth-related problems and depression. Source:
Wikipedia.
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concerns, preferences, and time
constraints. This is the rationale behind
the Parents and Babies Program.

What Is the Parents and
Babies Program?

Parents and Babies (https://toimoibebe.
ca/en/) is a free, bilingual (French/
English) online program for pregnant
women and their partners designed

to promote emotional well-being
during the transition to parenthood
(Toi, Moi, Bébé / You, Me, Baby, 2024).
As a public health tool, the program
aims to support well-being at the
population level. As a clinical adjunct, it
may contribute to the prevention—and
potentially the treatment—of perinatal
depressive symptoms. The program
targets women and families seeking
practical, accessible tools for a period
often associated with stress, identity
reorganization, and interpersonal
change.

Developed by a multidisciplinary team
of researchers and clinicians at the
CHU Sainte-Justine Research Center
(Azrieli Research Center), Parents and
Babies is an in-depth adaptation and
enhancement of the evidence-based
Mothers and Babies program (Mufioz,
Barrera, and colleagues) (Barrera et

al., 2015). The project was initiated
and led by Sylvana M. Cété, in close

LA MERE

Figure 2. Trota of Salerno, 11th century
female gynecologist who wrote about self-
stigmatization during the perinatal period.
Source: Wikipedia.

Figure 3. La mere canadienne et son enfant (The Canadian Mother and Child, 1940 edition) and The
Canadian Mother and Child (1946 edition). Different eras, different parenting books. (Reproduced for

non-commercial educational purpose).
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collaboration with clinical co-lead
Martin St-André and a multidisciplinary
team including clinical nurse leader
Valérie Samson (Coté et al., 2024).

The program received support

from the Department of Obstetrics

and Gynecology at Sainte-Justine’s
University Hospital Centre, the largest
mother-child hospital and research
center in the province. The center
ensures the clinical integration of the
program across both clinical care and
population-level services, facilitating

its implementation within existing
perinatal care pathways and public
health initiatives. The Ministry of Health,
and specifically its Centre of Expertise in
Mental Health Information Technologies
(Centre d'expertise en technologies

de l'information en santé mentale :
CETI) is responsible for supporting

the program’s digital infrastructure,
including the development,
deployment, and maintenance of the
web-based platform used to deliver the
intervention.

Components of the
Program

Perinatal mental health presentations
are highly heterogeneous in etiology,
phenomenology, severity, and
comorbidity. To address this diversity,
Parents and Babies offers flexible,

Relax! You

need o relax!
to relaxl

© Toi, moi, bebé | & Mmpkey

You have

accessible self-learning modules
using multiple formats—brief didactic
content, videos, audio recordings,
interactive exercises, tip sheets,

and resource sheets—designed to
accommodate different learning styles
and diverse family configurations.
Attention is paid to different family
structures and parenting models.

The application of skills is illustrated
through original comic strips that
present contrasting problem-solving
strategies involving relaxation and
communication (Figures 4 and 5).

The program draws primarily on
cognitive-behavioral therapy while
also integrating mindfulness and self-
compassion approaches from third-
wave therapies. It is structured around
three complementary targets:

1. Know-how: Practical coping skills
including the ability to identify
and work with unhelpful thoughts,
increase pleasant activities, express
needs clearly, and mobilize support
networks.

2. Life management skills: Broader
capacities for engaging with reality
as it is and adapting constructively
to present-moment demands,
including affect tolerance,
embodied emotional safety, gradual
exposure to difficult situations, and
discernment.

3. Foundational knowledge: Basic
information about common
perinatal mental health conditions,

typical emotional challenges during
the transition to parenthood,

and key aspects of early child
development, including stress
factors such as infant crying and
regulatory difficulties.

Heavily influenced by third-wave
therapies, the life management
component offers a multimodal
introduction to mindfulness, relaxation,
and self-compassion skills rooted in
contemplative traditions. One of the
program's co-authors (St-André) teaches
Zen and has trained since 1999 at the
Montreal Zen Center and with Marsha
Linehan (substack.com/martinstandre).

Navigating the Website: For
Families and Professionals

Parents and Babies (or You, Me, Baby on
the website) was designed for families
with limited time and can also be used
by healthcare professionals. Modules
take approximately 20 minutes and can
be completed intermittently and, in any
order, either chosen by participants or
recommended by clinicians. The literacy
level has been revised to meet the
needs of different populations (Toi, Moi,
Bébé / You, Me, Baby, 2024).

| can't relax, it's
Just not my
fhing!

Figure 4. A comic strip on subject of relaxation, Parents and Babies Program « Toi, Moi, Bébé », 2024, by Sylvana M. C6té, Martin St-André, Tina C.
Montreuil, Julie Béland, Valérie Samson and Catherine M. Herba. All rights reserved.
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To relax is also fo nurfure.. the senses in
order 1o feel better. What should | do?
Look af pictures? Listen fo music? Tai chi?
Crafts? Cudde with my portner?

" Shoulders
seizing up..

Nope. | fhink
M just
breathe for
b minutes!

Fiste

ﬂlﬂnﬂhﬁd... N\ & | md

fo relax.

© Toi, moi, bébe | MR

Figure 5. A comic strip on subject of relaxation, Parents and Babies Program « Toi, Moi, Bébé », 2024, by Sylvana M. C6té, Martin St-André, Tina C.
Montreuil, Julie Béland, Valérie Samson and Catherine M. Herba. All rights reserved.

How Can Clinical Teams Use
the Program?

Parents and Babies was designed

as a clinical adjunct for perinatal
professionals. It was pilot tested at

our clinic with numerous families
presenting the usual range of
perinatal psychiatric conditions:
perinatal depression, anxiety
disorders, personality disorders,
post-traumatic stress disorder, and
developmental crises underpinned

by intergenerational, intrafamilial, or
transcultural issues. The families served
at our clinic are widely diverse in terms
of background and configuration.

The main users are typically mothers,
though partners also show interest in
the program, either as individual users
or as support for the mother's use.

In clinical practice, the program

can be used to reinforce elements
covered in person, such as cognitive
distortions, emotion regulation, and
communication. After familiarizing
themselves with the program, clinical
staff can recommend specific modules
or exercises depending on the
problems encountered. Supervision

by the clinical team helps address
motivational aspects and contingencies
related to program use. With clinician
support, users can explore the degree
of exposure that maintains therapeutic
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engagement without excessive anxiety.
Finally, our experience indicates

that this online program provides a
transitional space that can potentially
extend the therapeutic relationship
beyond face-to-face meetings.

The Parents and Babies
Randomized Clinical Trial

Between 2021 and 2024, we conducted
a randomized controlled trial in Quebec
involving 510 pregnant women with
moderate depressive symptoms
(Edinburgh Postnatal Depression Scale
[EPDS] scores 9-16) (Dessy et al., in
press). Participants were randomized

to receive the web-based Parents and
Babies Program either with or without
weekly motivational telephone support
(i.e,, telephone coaching). Data were
collected prospectively via self-report
questionnaires from baseline (second
trimester of pregnancy) through

6 months postpartum. Additional
information on perinatal maternal

and infant healthcare utilization was
collected at 6 months through the
adapted Health Service Utilization and
Cost of Care Questionnaire.

Key findings:

« Parents and Babies with coaching was
not superior to Parents and Babies
self-help.

« Parents and Babies (with or without
telephone support) was superior to
usual care: in adjusted regression
models, EPDS scores were lower
than in usual care.

« In women with subclinical to moderate
clinical antenatal depressive
symptoms, receiving a web-—based
cognitive-behavioral therapy-
—based program in addition to
usual care can reduce depression
postnatally[5].

« At 6 months postpartum, a substantial
proportion of participants reported
receiving additional mental health
support (including psychotherapy);
74% and 90% consulted healthcare
professionals for perinatal maternal
and infant healthcare, respectively.

« Higher maternal educational
attainment was associated with
higher levels of use of infant
healthcare services at 6 months.

« Among those using infant healthcare
services, higher maternal education
showed a trend toward higher odds
of consulting a midwife.

- Compared with population-based
trajectories of perinatal depressive
symptoms reported in large
community-based cohorts such as
the pan-Canadian CONCEPTION
study (Giesbrecht et al. 2022;
Bérard et al., 2022), women in
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Parents and Babies trial—who all
entered pregnancy with moderate
depressive symptoms—showed

a larger reduction in symptom
between pregnancy and 6 months
postpartum (Liu et al., 2023).

Our findings underscore the potential
benefits of integrating routine
screening and preventive interventions
for pregnant women who present
with moderate depressive symptoms.
The Parents and Babies Program offer
a brief, web-based option that can be
delivered alongside usual perinatal
care and may help modify depressive
symptom trajectories in this higher-
risk group. At the same time, the
persistent association between lower
educational attainment and reduced
infant healthcare utilization at 6
months, points to a need for proactive
case-finding, outreach, and linkage

to pediatric and community services
for socially disadvantaged mothers
(Dessy et al, in preparation). From a
frontline practice perspective, these
results support closer collaboration
between mental health, obstetrical,
midwifery, and primary care providers
to ensure that women with both
elevated depressive symptoms and
social vulnerability are systematically
identified and offered accessible,
relationship-focused support.

Recent Developments

In June 2024, a webinar brought
together 350 participants from the
Québec healthcare network, illustrating
the strong interest in accessible tools
for perinatal mental health. Building

on this momentum, continuing
education activities in 2025 and 2026
have focused on disseminating the
program in perinatal clinical settings
across Québec, as well as through CHU
Sainte-Justine's ECHO perinatal mental
health tele-mentoring program (https://
enseignement.chusj.org/fr/Formation-
continue/Telementorat-ECHO/Sante-
mentale-perinatale) (CHU Sainte-
Justine, 2025).

These dissemination efforts have also
facilitated research collaborations
with the perinatology network to
investigate the developmental and
intergenerational origins of children's
health (https://odise.ca/en/about-us).

In parallel, a training plan led by a
clinical nurse leader has supported
further development of implementation
tools: a 45-minute narrated
asynchronous training module with
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an accompanying PDF document, a
quick-reference aid, five new video
capsules presenting the program

to facilitate its use, an information
document intended for families, and a
complete audio version of the program.
We also developed a virtual reality pilot
project to further enhance participant
engagement, in collaboration with a
British computer engineering team
(Zorzi et al.,, 2025). Clinical content will
also be examined over the coming year
to consider possible developments,
such as addressing the traumatic
dimension in perinatal care.

International interest has already been
expressed, particularly in the French-
speaking world and the rest of Canada.
Discussions are currently underway with
a team in Africa for the cross-cultural
adaptation of Parents and Babies.

Relevance for the
International Infant Mental
Health Community

Parents and Babies represents a
translatable model for bridging
population-level prevention and
individualized clinical care within a
publicly funded healthcare system. The
program'’s bilingual implementation
across Québec demonstrates that
digital perinatal mental health tools can
be deployed at scale while maintaining
cultural and linguistic accessibility—a
priority for multilingual jurisdictions
worldwide (World Health Organization,
2022).

Our adaptation of the Mothers

and Babies evidence base involved
substantial modifications that may
inform international implementation
efforts:

« Adjusted literacy levels to reach
diverse educational backgrounds

- Explicit inclusion of perinatal partners
(not only mothers), reflecting
evolving family structures

« Integration of contemplative practices
(mindfulness, self-compassion)
alongside cognitive-behavioral
therapy

- Embedded implementation support
through the ECHO tele-mentoring
network to build frontline clinician
capacity for blended care

The trial's equity findings carry
relevance for international infant
mental health. Maternal education
predicted not only mental health
service use but also downstream

infant healthcare access at 6 months
postpartum, suggesting that perinatal
depression interventions function as
potential leverage points for improving
early childhood health trajectories—
but only if implementation actively
mitigates socio-economic barriers
(World Association for Infant Mental
Health, 2016). This aligns with World
Association for Infant Mental Health
(WAIMH) priorities around equity,

early prevention, and family-systems
approaches to infant mental health and
development.

Within CHU Sainte-Justine's ECHO
perinatal mental health program,
Parents and Babies is presented as one
of several resources that clinicians

can use with families. Clinical nurse
leaders play an important role in
demonstrating how the program can
be recommended to parents, integrated
into follow-up visits, and combined with
other interventions without replacing
in-person care. This combination of a
structured digital program and ongoing
tele-mentoring offers a replicable
workforce development strategy that
extends specialist perinatal mental
health knowledge to frontline providers
in underserved regions, addressing
capacity gaps common in low- and
middle-income countries (Chamberlain
etal, 2019). Finally, our virtual reality
pilot (Zorzi et al., 2025) explores next-
generation engagement methods

that may address avoidance and dose
issues in digital interventions, offering
potential applications across diverse
perinatal populations.

Conclusion

For the perinatal population that
suffered greatly during the pandemic,
the development of telemedicine and
online tools were major advances. These
adaptable tools have led to an evolution
in the range of prevention tools and
services available to young families.
While online programs will obviously
never replace direct services, they can
be "a little help that goes a long way"

The development of Parents and

Babies Program was the result of
rigorous blending of complementary
perspectives: research and clinical
practice, public health and intervention,
developmental sciences and graphic
arts, and behavior change techniques
and ancestral contemplative strategies.
This cross-fertilization also takes us a
step further in the inclusion of perinatal
partners. The program also helps build
necessary bridges between perinatal
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mental health and early childhood
development.

The development of Parents and

Babies will be an ongoing process. This
development will continue in a socially
diverse and clinically heterogeneous
context. We need continuous

feedback from families and healthcare
professionals. Continuous evaluation of
the project will ensure it fits the needs
of the population in terms of prevention
and clinical support for vulnerable
families.
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In an American hospital in Mississippi in
2009, a judge signed an order removing
a newborn baby girl named Ruby from
her mother with no explanation. The
baby was put into foster care with an
American couple who practiced law
before this very judge.

The mother, Cirila Baltazar Cruz', an
Indigenous Chatino woman from a
remote mountain village in the state

of Oaxaca, Mexico, had walked to

the United States out of economic
necessity. With the help of the Southern
Poverty Law Center (SPLC) she filed suit
against the hospital for having violated
her civil right to family unity. She was
reunited with her baby after one year.

In 2014, the SPLC was preparing the
case to go to court and asked me to
evaluate the psychological impact on
Cirila of the initial traumatic separation
from her infant as well as the complexity
of their reunion one year later and to
explain to the court why it mattered.

I learned that the day Cirila was denied
access to her baby, she was told to
leave the hospital and spend the night
in the Salvation Army homeless shelter
next door and that if she complied with
these instructions, she would see her
baby in the morning.

Cirila spent a cold and terrified night

at the shelter. When she arrived at the
hospital the next morning, her baby was
not there. Hospital staff would not talk
to her. They gave her a phone number
to call. Cirila described it this way:“No
one answered that phone. They treated
me like | was a crazy person, like |
couldn’t think or talk. They said | would
get my baby back if | went to that place,
that shelter. But they lied to me.”

In my evaluation, the most telling
measure | gave Cirila was the Adult
Attachment Projective. The AAP
measures adult attachment status

at the representational level. It also
provides information about defensive
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processes that can be used to either
integrate or segregate attachment
distress. In my report, | described the
neuropsychological results (that Cirila
was intact neurologically) as well as
the results of the depression, anxiety
and trauma measures (she endorsed
significant symptoms of all three).

The lawyers at the SPLC understood this
and felt the court would as well. Then
the lawyers read this excerpt from my
AAP findings to me over the phone:

While [Cirila] is categorized as being
unresolved in regard to attachment on
the AAP, it is important to highlight a
less studied aspect of attachment theory
because her protocol indicates both high
levels of traumatization AND a capacity
for adaptively integrating attachment
distress.

and said:

“Could you explain what things like
attachment, attachment distress and
defensive processes mean in layman'’s
terms. You know, just a couple of
sentences in a footnote”

And that is where infant mental health
consulting is at its most powerful, being
able (in perhaps more than “a couple

of sentences” but less than a textbook)
to articulate these complex, critically
important truths about babies’and their
caregivers and make a difference.

During the evaluation, Cirila and |
probably spent about 7 hours together

'In October of 2015, five months after the case was won, Dr. Boyatt received
permission from Cirila Baltazar Cruz and the SPLC lawyers to write and speak

about this case.

Al
7

doing formal evaluations and another
seven informally, just moving around
the hotel and at meals. From observing
Ruby (5 at the time) | learned that she is
shy, curious, bright eyed and easily used
her mother as a secure base from which
to explore new things.

| wanted to connect with Cirila before

| left to acknowledge her grace and
courage while revisiting these traumatic
events. We tried talking directly in
Spanish a little, but were mostly going
through our Chatino interpreter, when
Cirila said, “But doctor, what | really want
to know is how to feel less dead inside.”

Instantly, the burden of the trauma she
carries, and the hope of her resilient
mothering lodged in the pit of stomach.
My eyes filled while my brain formed a
treatment plan:

You need to see an infant mental health
clinician probably twice a week to process
the trauma. Work on practicing mind/
body techniques to re-regulate when that
trauma gets triggered. Maybe do a group.
A medication consult could be useful....

In as long as it took those thoughts to
form, the impossibility of this kind of
treatment in an isolated village on the
Sierra Sur of Oaxaca became crystal
clear.

So, | talked about breathing. How breath
is something that is always available to
us, and that taking some time every day
to breath slowly, on purpose could help.
We practiced breathing together for a
bit. In for 3, hold for 3, out for 3.
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| talked about breathing in her courage
and her mother love and breathing
out the sadness. Breathing in Ruby’s
beautiful, smart, resilient self and
breathing out the fury. Breathing in
what feels good in whatever right now
she finds herself and breathing out
what hurts.

She looked at me and said directly in
Spanish, “Eso si puedo” That | can do.

14 PERSPECTIVES IN INFANT MENTAL HEALTH APRIL 2026
World Association for Infant Mental Health Vol 34 (1)



RESEARCH PAPER

Keeping the Baby in Mind: Staff and Parent
Perspectives on Infant Care in Paediatric Hospital

Settings

by Dr Anne-Marie Casey, Senior
Clinical Psychologist in Neonatology
and Infant Mental Health Specialist,
IMH-E®, Paediatric Psychology
Department, Children's Health
Ireland (CHI) at Crumlin Hospital,

Dublin, Ireland. annemarie.casey@
childrenshealthireland.ie

Dr Philip Coey, Senior Clinical
Psychologist in Neurology, Paediatric
Psychology Department, CHI at Crumlin
Hospital, Dublin, Ireland.

Jenny Dunne, Clinical Nurse Manager
lIlin Neonatology, CHI at Crumlin and
Temple Street Hospitals, Dublin, Ireland.

Ciara McKay, Senior Speech &
Language Therapist in Neonatology &
Internationally Board Certified Lactation
Consultant (IBCLC), CHI at Temple Street
Hospital, Dublin, Ireland.

Dr Aoife Twohig, Consultant
Psychiatrist with a Special Interest in
Infant and Early Childhood Mental
Health, CHI at CHI at Temple Street,
Dublin, Ireland.

Ciara McMahon, Research Assistant,
Department of Psychology, Maynooth
University, Ireland.

Joanna McHugh Power, PhD, Associate
Professor in Psychology, Department

of Psychology, Maynooth University,
Ireland.

Abstract

Objective: Infant Mental Health
(IMH) refers to an infant’s developing
capacity to experience and express
their emotions, form close and secure
relationships, and explore their
environment within the caregiving
context. Early relationships are
fundamental to IMH. Hospitalisation
and iliness provide barriers and
challenges to these early relationships.
This study explored staff and parent
perspectives on hospital-based infant
care during paediatric admissions.

Methods: A mixed-methods survey was
conducted across four hospital sites of
a paediatric hospital. Parents and staff
completed anonymous questionnaires
including Likert scale items and open-
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ended questions. Quantitative data are
presented descriptively; qualitative data
were analysed using reflexive thematic
analysis.

Results: Thirteen parents and

fifty six staff participated. Parents
emphasised the importance of
bonding opportunities, emotional and
practical support. Staff highlighted
frameworks to implement IMH and
developmental care, prioritising parents
as primary caregivers and addressing
environmental and systemic barriers.
Shared findings underscored the
importance of family-centred care.

Conclusion: Embedding IMH practices
within paediatric hospitals supports
parent-infant relationships and infant
development. Organisational policies,
staff training and environmental
improvements are needed to sustain
consistent IMH-aligned care.

Keywords: infant mental health,
developmental care, paediatric, parent-
infant relationships

Introduction

The first 1001 days of a baby’s life,
from conception to age two, lay the
foundations for relational, cognitive,
emotional and social development
(Centre on the Developing Child,
2017). Babies' brains are shaped by
the world around them and their
experiences, through interactions

with their caregivers (Bowlby,

1969). Early responsive and attuned
caregiving provide scaffolding for
secure attachment and development

of affect regulation (Ainsworth et al.,
1978; Schore, 2001). Infant and Early
Childhood Mental Health (IECMH) is
“defined as developing the capacity of
the infant and young child to form close
and secure relationships; to experience,
manage, and express a full range of
emotions; and explore the environment
and learn - all in the context of family,
community, and culture” (Zero to three,
2023).

Caring for vulnerable infants in
hospital brings additional stressors in
unfamiliar environments to parents
and infants, such as disempowerment
of parents, painful procedures, medical
interventions and psychosocial
challenges. These disruptions can
heighten infant stress responses and
challenge parent infant bonding
(Wigert, Johnson & Hellstrém, 2013).
In turn, stressful early experiences

are associated with later emotional,
cognitive and behavioural difficulties
(Shonkoff & Garner, 2012). Supporting
IECMH, and IMH in those early weeks
and months of a baby’s life in hospital,
can help mitigate these challenges to
reduce negative social, emotional and
neurodevelopmental outcomes.

While optimising care of infants in NICU
(Dressler, 2024; Serlachius et al., 2018),
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prioritising care of children across

age categories in Paediatric Intensive
Care Unit (PICU) (Ammentrop, Mainz &
Sabroe, 2005), and shared perceptions
of staff and parent perspectives in
NICU (Pritchard & Montgomery-
Honger, 2014) is well established,
specific focus on IMH in paediatric
settings is less explored. Less is also
known about implementation of

IMH and developmental care models
from NICU in paediatric settings.
Understanding the perspectives of
both staff and parents of infant care

in paediatric hospital is essential for
guiding and promoting IMH-aligned
practices and strengthening parent-
infant relationships in hospital. These
perspectives importantly help inform,
prioritise and strengthen IMH practices,
which ideally would be sustained over
time (Weaver et al., 2022). This paper
explores staff and parent perspectives
of infant care during paediatric hospital
admissions.

Method

Design

A mixed-methods, cross-sectional
survey was conducted across four
paediatric hospital sites.

Ethics

Ethics approval was obtained from
the CHI Research Ethics Committee.
Participation was voluntary and
anonymous.

Questionnaire

The survey included Likert-scale

items (5-point scale) and open-ended
questions exploring knowledge,
practices, experiences and suggestions
to improve IMH. Iltems were informed by
a literature review and scoping review
of current measures. Survey items
underwent team review by authors,
with blind inter-rater reliability on
survey development. Pilot testing was
conducted with staff and parents.

Recruitment and Procedure

Questionnaires were distributed via QR
codes, secure links and paper copies
between May and September 2023.
Eligible participants were parents over
18, with an infant in hospital >2 weeks
and staff working with infants.

Data Analysis

Quantitative data were summarised
descriptively. Qualitative data were
I
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analysed using reflexive thematic
analysis (Braun & Clarke, 2006). Parent
and staff data were analysed and
presented separately.

Results

Participants

Thirteen parents and fifty six staff
completed the survey (Table 1).

Quialitative Parent Findings

Inductive thematic analysis generated
two interrelated themes.

Theme 1: Facilitating Parent-Infant
Bonding: “Helping me be a parent”

Parents were united in finding ways to
meaningfully connect and bond while
caring for their fragile, sick or premature
infants in paediatric hospitals.
Subthemes describe how parent-
infant bonding was facilitated to help
parents feel less helpless in times of
medical uncertainty and less detached
from infants due to tubes, wires and
being in a potentially overwhelming
environment.

1.1 Physical Closeness and
Developmental Supportive
Participation in Care

Parents reported valuing staff
encouragement in supporting
developmental interactions with infant
care such as skin to skin, holding and
positive touch like “hand hugs” for more
vulnerable infants. Parents reported
that staff encouragement to feed,
cuddle, read, sing and even change
their baby, emphasised parental roles,
strengthened bonding and fostered

a sense of control with the helpless
feelings of having a sick infant in
hospital.

Theme 2: Reducing Parental Stress
Through Emotional and Practical
Support: “They are always very re-
assuring”

Parents noted conflicting
communication of treatment plans,
environmental constraints, high
workloads of staff, separation from
infants and the need for wider support
for families can elevate caregiver stress.
Parents also reported emotional and
practical support from staff helped
reduce distress and promotes wellbeing.
Staff provided essential scaffolding to
enhance parental confidence in their
caregiving capabilities with a fragile
infant, while also encouraging parental
self-care.

2.1 Kindness and Emotional Support

Parents mainly described staff as kind,
empathic, personable and reassuring.
Feeling listened to reduced anxiety,
helped parents cope better, manage
new procedures while remaining
emotionally available to their infants.

2.2 Guidance and Confidence
Building

Parents valued the tailored, hands-on
support with feeding and handling
infants. Mastering procedures to feel
relaxed when caring for infants featured
in parental narratives.

2.3 Encourage Parental Self-Care

With the stress and care vulnerable
infants need in hospital, parents
valued prompts to eat, sleep and look
after themselves. These punctuations
supported emotional regulation and
improved capacity to care for infants.

Table 1. Descriptive statistics for staff and parent characteristics.

N Characteristics Time %

Parents (N=13)

Length of hospitalisation across

3-6 months 46

sites >6 months 54

Staff (N=56) Role Nursing 44
HSCP 37

Medical 13

Admin/Liaison | 6

Years working at hospital

>10vyears 28

6-10 years 30

1-5 years 26

<lyear 15

3-5years 1
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I
Qualitative Staff Findings

Inductive thematic analysis of fifty
six staff participants generated three
overarching themes.

Theme 1. IMH and Developmental
Care

This first theme captured staff
understandings of definitions of IMH
and developmental care to assess the
level of shared organisational language
and terminology when reviewing
infants.

1.1 Conceptualising IMH and
Developmental Care

Most staff described IMH as emotional
and relational: ““/MH means the

baby’s unfolding emotional and social
development being supported to attain
their potential within the parent infant
relationship and contexts within which
they are developing”

Definitions of developmental care
varied. Over a third of staff referred
to developmental care as ages and
stages of developmental milestones,
while others viewed developmental
care with cues, sensory regulation,
therapeutic handling, limiting stress
during procedures, environmental
support, relational care and play based
interventions, highlighting a need for
shared language.

1.2 Physical and Comfort Focussed
Care

Staff highlighted the need for physical
care including anticipating the care
needed for interventions, pain relief
during dressings, feeding support
and safe handling, positioning

and minimising distress. Non-
pharmacological comfort strategies
were viewed as essential to support
infants to manage procedures.

1.3 Sensory and Environmental
Regulation

Staff emphasised reducing noise
and overstimulation, clustering

care and maintaining appropriate
day-night cycles to support low
stress, developmentally appropriate
environments for infants.

1.4 Relational and Communicative
Practices

Staff identified rich relational practices
in handling of infants as the optimal
foundation for IMH. Infant-directed
speech, talking through procedures,
keeping the baby in mind, singing
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to the baby, parental involvement to
comfort and relational presence during
interventions were common practices.

1.5 Indirect Infant Care “Closeness
to parents should be prioritised at all
times”

Parents were viewed as primary
caregivers. Staff noted the positive
impact of providing time and education
for parents to be involved in care such
as feeding with nasogastric tubes,
bonding opportunities and education
on infant cues of vulnerable babies
where a baby’s behaviour may be

more difficult to understand. Although
not yet standard practice, staff also
encouraged parents to participate

in ward rounds to help them have a
sense of agency and control as parents.
Involving parents enhanced agency and
closeness.

Theme 2: Staff as Collaborators in
Care of Infants “I feel privileged to
work with babies and parents, being
in a position of trust at such a sensitive
time.”

This theme was conceptualised as a
deep commitment from caring, well
trained staff who are dedicated to their
roles, with infant centred care at the
heart of the commitment.

2.1 Emotional Meaning of Working
with Infants

Across roles, staff described working
with infants as “meaningful, fulfilling,
aprivilege, and rewarding”. Many
expressed pride in observing

developmental progress, supporting
whole families during vulnerable

times and contributing to early
relational health between caregivers
and infants. This reflected both a

sense of responsibility and emotional
investment “It’s a special job to be able to
look after sick babies...to support families
through their hardest times’.

Alongside these positive sentiments,
staff identified and acknowledged

the emotionally complex landscape

of work. They described the dual
experience oscillating between
positive experiences of joy and
sadness, balancing developmental
progress with the realities of illness,
invasive procedures and organisational
constraints.

A small number of early career staff,
reported apprehension with vulnerable
infants due to a limited understanding
of infants' non-verbal communication

and cues. Supportive team members,
shared learning and collaborative ward
cultures lessened these challenges.

Overall, staff conveyed a deep
emotional investment with parent

and infant care and a strong sense of
meaning with their roles with one staff
member remarking it's the “Best job in
the world, | absolutely adore it"

2.2 Multidisciplinary Team (MDT)
Collaboration

Participants identified MDT as central
to service delivery. Staff highlighted the
unique contribution of play specialism
and music therapy to infants, alongside
medical, nursing and allied health
professionals. Staff also highlighted

the positive impact of CHI resources
and campaigns within the hospital to
keep embedding IMH practices such

as ‘The Story of Me’ (Neonatology CNSp,
2021) and the ‘My Little Voice’ booklet
(Cunningham, Cotter & McElroy, 2022).

Theme 3: Service Needs and Barriers
“Don't think we have the time to
support the baby or families the way
we would like”

IMH should be embedded as a core
organisational value as infants in
paediatric care need specialised clinical
care and family support to optimise IMH
implementation.

3.1 Workloads and Time Constraints

A common barrier was insufficient

time due to staffing shortages and

high acuity of clinical demands which
can limit opportunities for relational
and developmental care. Nurses
reported significant task burden and
suggested expanding roles including
lactation specialists and IMH champions
to alleviate pressure and positively
contribute to infant needs.

3.2 Service Level Gaps

Acute medical demands can
overshadow developmental and IMH
priorities. Limited access to psychology,
social work, and specialist training to
develop competencies were identified.
Staff acknowledged peer support from
colleagues and advocated for reflective
supervision, debriefing after critical
incidents, structured perinatal mental
health and IMH pathways, and clearer
policies to ensure consistency of care
across services.

Despite strong individual commitment
and strong team-based support,
systemic pressures in staffing, resources,
training, and organisational structures
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presented challenges to staff in
delivering optimal IMH for families.

Discussion

Summary

Parents and staff acknowledged
hospitalisation as stressful for infants
and families. Both groups emphasised
the importance of parental involvement
to enhance parent and infant wellbeing.

Parents perceived staff as largely
committed, caring, knowledgeable,
valuing reassurance and
encouragement. Staff prioritised
parents as primary caregivers and
demonstrated commitment to IMH,
developmental care and family
integrated care frameworks (e.g. O'Brien
etal, 2018).

Staff shared an understanding of
IMH frameworks and practices.
However, variability in understanding
developmental care indicated a need
for ongoing education and training.

Systemic pressures including staff
shortages, time constraints and
inconsistent communication affected
care delivery. Staff and parents
advocated for zero-separation and
involvement of extended families,

e.g. grandparents in support roles, to
keep parents and infants together.
Staff endorsed developing family
friendly spaces and parents poignantly
identified outdoor spaces as a means
to reduce the medicalisation of the
environment “/ would love to be able to
spend a few minutes outdoors with my
baby every day...to see the sky or feel the
sun”

Implications

At a broad systems level, opportunities
for growth included the development
and establishment of a formal IMH
network with champions, keyworkers,
ongoing education, webinars, reflective
supervision and IMH pathways for
integrating IMH across multiple teams
and hospital services. Within an IMH
charter, organisational policies and
guidelines, quality initiatives and
infrastructure are critical to sustain
optimal and consistent IMH practices,
from admission to discharge, beyond
individual staff efforts. Embedding
policies such as zero separation and
improving environmental spaces to
allow for parents to room-in with
infants, reduction of noise, improved
access to breastfeeding support were
endorsed by staff and parents. These
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initiatives align with evidence that
physical closeness buffers stress and
supports long term development of
infants.

This study highlights opportunities

for hospital wide education and
training on evidence based tools to
strengthen relationships between
infants and parents in the newborn
period. Strengths based tools, such as
the Newborn Behavioural Observation
(NBO; Nugent, Keefer, Minear, Johnson
& Blanchard, 2007) could help improve
the quality of early experiences at

a critical transition in parent infant
relationships in hospitals. These tools
have a secondary benefit of developing
a shared language, a collective
theoretical understanding and inform
cultural and systemic change to ensure
shared understandings of the needs of
parents and infants in hospital.

Conclusion

"One of the greatest gifts we

can give to others is the gift of
attention and presence. In the
realm of infant mental health, it
is through our relationships that
we heal and grow."

T. Berry Brazelton

This study highlighted important
strengths on the centrality of
compassion and staff collaboration with
parents and infants during paediatric
admissions. Staff and parents were
united in underscoring the need “to
keep the baby in mind” by embedding
IMH and developmental care practices
into policies, training and hospital
culture. Sustained commitment

to centring parent-infant voices

ensures relationship-based, IMH and
developmentally informed hospital care
for infants and families.
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OPINION PIECES/POLICY/ADVOCACY

Infant and Early Years Mental Health and
Development: Recommendations for Data
Collection and Intersectoral Collaboration

by Chaya Kulkarni, Infant and Early
Mental Health Promotion, The Hospital
for Sick Children, Toronto, Canada.

Mario Cappelli, Knowledge Institute
on Child and Youth Mental Health
and Addictions, Children’s Hospital
of Eastern Ontario Research Institute,
Canada.

Sarah Carsley, Public Health Ontario,
Canada.

Kayla Beaudin, Children’s Hospital
of Eastern Ontario Research Institute,
Canada.

While Canada collects data on infant
and early years mental health and
development (IEYMHD), the breadth
of data is inconsistent across and
within provinces. Further, EYMHD data
stored in electronic health records may
be inaccessible to decision-makers
when data is not properly analyzed
and reported (The College of Family
Physicians of Canada, 2017). Thus,

to understand IEYMHD, it is critical

to identify the data that is available,
gaps in data collection, and foster
intersectoral collaboration to leverage
existing efforts.

To address these goals within the
context of Ontario, Canada, two
meetings with researchers, clinicians,
and decision-makers from local,
provincial, and federal organizations
were held in November 2024 and

May 2025 (Infant and Early Mental
Health Promotion et al., 2026). During
the meetings, persistent challenges
regarding IEYMHD data collection and
the ability to use such data for service-
and system-planning were identified,
as were recommendations to address
these challenges.

Conduct an Environmental
Scan and Create a Data
Inventory

During these meetings, it was
determined that researchers,
clinicians, and policymakers have
limited knowledge of current IEYMHD
data collection in other sectors

and how to access this data, which
may lead to duplicated efforts and
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limited expansion of existing work.
Additionally, the usefulness of existing
data is reduced when it cannot be

used to directly inform clients’ mental
health and developmental needs

and service delivery. To address this
gap, we recommend conducting an
environmental scan to identify ongoing
data collection efforts and report how
data is used. In addition, the creation of
a data inventory may be considered to
promote data accessibility and linkage.
Both an environmental scan and data
inventory would help inform service-
and system-planning.

//_1

Improve Data Linkages

When data is siloed, its use and
meaningfulness is limited. There

is a specific lack of data that links
individuals'information between
sectors and over time. For example, the
Ontario Ministry of Health (MOH) does
not link data from community mental
health agencies with other healthcare
services (Office of the Auditor General
of Ontario (OAGO), 2025), and within
community settings, clinicians report
that clients’initial mental health
needs are often not linked with
outcomes following treatment. Data
linkage should be improved using
unique identifiers, such as health-card
numbers, that connect individuals’
information throughout their care
journey and across data sources and
sectors. MOH has agreed to consider

similar recommendations provided

by an independent auditor (OAGO,
2025). It may be beneficial to expand
existing initiatives, such as the Institute
for Clinical Evaluative Sciences and the
Child and Youth Mental Health Business
Intelligence Solution, which collect
health- and community-related data
that is reported by clinicians and service
providers and assessed by researchers
and decision-makers.

Promote Intersectoral
Collaboration

A likely contributor to the limited
knowledge regarding existing data
collection efforts, as well as limited
data linkage, is the lack of intersectoral
collaboration between government
departments, researchers, and
clinicians. The OAGO (2025) reported
that MOH does not have accurate data
to identify how many children have
complex mental health needs and
require services from other sectors.
We recommend increased efforts

to promote collaboration between
governmental and community partners
from the various sectors impacting
IEYMHD data collection and service-
delivery.

Standardize Data Collection

There is a need to standardize indicators
and definitions, assessments, data
collection methods, reporting, and
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training. A lack of standardization

may contribute to varied data quality
and limit comparisons between data
sources. For example, definitions of
wait times in Ontario differ across
community-based mental health
agencies, as well as between MOH

and the Canadian Institute for Health
Information, thus impacting the ability
to monitor and improve service wait
times (OAGO, 2025). Thereis also a

call to use consistent, reliable, and
validated tools to assess IEYMHD
needs. While there is an expectation
for community agencies to use
evidence-based measures, MOH does
not mandate a suite of acceptable
tools; however, MOH intends to work
with partners to improve assessment
and data collection (OAGO, 2025).
Clinicians have warned against the
universal use of a single assessment
tool, highlighting the need to consider
cultural relevancy and individual needs
when deciding which tool to use.
Finally, there is a need to standardize
the collection of sociodemographic
and equity data to better capture
diverse backgrounds and identities
and inform which communities access
services. Crucially, this work should

be conducted in collaboration with
diverse communities to ensure that
culturally meaningful indicators

are developed and appropriate
terminology is used. Currently, MOH
collects limited sociodemographic
data on clients accessing community
mental health services (OAGO, 2025),
and data collection differs between
agencies, researchers, and government
agencies. For example, Statistics
Canada and Business Intelligence
Solution, a reporting system used by
MOH, use different categories when
collecting race data, thus limiting

the ability to compare this indicator
between data sources (OAGO, 2025).
However, it is also important to ensure
that data does not become so over-
standardized that details about diverse
cultural backgrounds, lived expertise,
or evolving identities are lost. We
recommend that researchers, clinicians,
and government agencies collaborate
with each other, as well as with families
and communities, to develop evidence-
based practices for assessment, data
collection, and reporting.

Prioritize Family and
Community Collaboration

There is limited collaboration with
families and communities, particularly
those facing systemic inequities.
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Community mental health agencies
have limited guidance from MOH on
best practices for providing services

to communities facing inequities
(OAGO, 2025), and there is a need

to work with diverse communities

and families to develop guidance.
Ultimately, researchers, clinicians,
families, and communities should
collectively determine which research
questions are important to consider, as
well as how findings will be used and
shared to the larger community. We
recommend increasing collaboration
by creating family advisory committees,
co-designing data collection and
knowledge sharing initiatives,
embedding research activities within
communities, and promoting trust-
building and self-determination.

Increase Guidance

There is still uncertainty on best
practices for collecting IEYMHD data,
leading researchers and clinicians

to call for increased guidance from
government agencies, including
guidelines related to developmental
surveillance, care pathways, evidence-
based tool implementation, data
linkage, and data sharing. Many of the
gaps previously discussed could be
addressed through such guidance.

Actioning the
Recommendations

Although our recommendations

aim to address gaps within Ontario,
they can be adapted to other regions
facing similar challenges. The
recommendations aim to promote
standardized, collaborative IEYMHD
data collection that informs service-
and system-delivery across healthcare
and education sectors. Specifically,
standardized and integrated data

help inform legislation and resource
allocation, improve service access, and
may reduce early education and health
disparities, thus promoting IEYMHD
and setting children up for healthy
development across their lifespan.
Clinicians and researchers should
advocate for their local government to
implement these recommendations.
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Parental Reflective functioning (PRF)

is a psychodynamic construct defined
traditionally within the field of infant
mental health as the caregiver’s capacity
to mentalize the infant’s internal

state and present needs (Slade, 2005;
Fonagy, Steele, Steele, Moran, & Higgitt,
1991). What emerges with caregiver
reflection is the infrastructural layout
of the attachment trajectory which
encompasses the infant’s capacity to
regulate, connect, and communicate
with the surrounding world. Research
suggests that PRF is multifaceted as it
encompasses reflection, attunement,
curiosity, and the interpretation of the
infant’s cues (Luyten, Mayes, Nijssens, &
Fonagy, 2017).

The PRF journey for parents is quite
complex and possibly mediated by

a myriad of socio-cultural factors.
Despite the dearth of research on the
impact of culture, religion, and the
broader context on PRF, a few studies
have illustrated the importance of
considering macro level factors in
terms of emerging PRF trends and
patterns. Lee, Meins, & Larkin (2024) for
instance, suggested that Korean and
British mothers may vary in the content
of their mentalization; whereas the
former tend to focus on cognitions and
emotions, the latter may lean into the
desires and preferences of their infants.
Researchers continue to advocate for

a widened lens to keep the culture “in
mind. In a systematic review by Aivel-
Naveh, Rothschild-Yakar, & Kurman
(2019), the authors postulated that
mentalizing “profiles” diverged between
individualistic and collectivistic cultures.
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While Western models of PRF and
mentalization have made significant
contributions to the literature of
infant mental health research and
interventions, limitations in terms of
the applicability and generalizability
have been postulated. PRF tools,

for example, commonly assume

the primacy of the mother-infant
dyad, parental introspection, and
self-reports. Such assumptions may
overlook alternative cultural modes
of introspective embodiment, and
differences in perceiving mental
states and definitions of caregiving/
parenting (Berg, 2016). Classic reflective
models tend to focus on tangible
and verbal expression, leaving non-
verbal and culturally-specific forms
of mentalization underexamined
(Camoirano, 2017).

As Hisako Watanabe eloquently

states in Reflective Practice from
Around the World (2025), “Reflective
practice takes us back to the basics

of life and the enigma of encounters
and relationships.” This perspective
encourages redefining PRF through
non-Western lenses such as that of

the Gulf culture, where infant mental
health is a rapidly developing field,
particularly in countries like the United
Arab Emirates. Despite this growth,
literature on PRF and infant mental
health in the Gulf remains non-existent.
By examining these concepts with
regard to the Gulf region, this paper
seeks to highlight both the universality
and the cultural nuances of PRF, and

how caregiving can be shaped and
enriched by collective, spiritual, and
intergenerational systems.

Caregiving in the Gulf:
Religious and Cultural
Foundations

Caregiving in the Gulf region is diverse,
including countries such as the United
Arab Emirates, Saudi Arabia, Qatar,
Kuwait, Bahrain, and Oman, and shaped
by Islamic values, cultural traditions,
extended family systems, and a
collective sense of responsibility (Amin,
Cochrane, & Al-Kaabi, 2025; Daher-
Nashif, Hammad, Kane, & Al-Wattary,
2020). This caregiving ecology contrasts
with Western models that emphasize
verbal and individualized interaction
(Fonagy, Campbell, Constantinou,
Higgitt, Allison, & Luyten, 2021).
Caregivers in the Gulf often express
attunement through embodied
practices centered on physical touch,
such as rocking, co-sleeping, rhythmic
soothing, or massage with traditional
oils (Saffer, Hariri, Alhuseini, Aljanoubi,
Bah, & Rais, 2024). This is consistent
with developmental research showing
that touch promotes attachment and
reduces stress in early caregiving, and
physical proximity not only soothes the
infant but also helps regulation and
emotional security (Carozza & Leong,
2021; Norholt, 2020). These embodied
practices, or "embodied attunement,’
promote connection and demonstrate
culturally coherent sensitivity, even
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in the absence of explicit verbal
mentalization (Markman, 2020).

The theological concept of amanah
(trust) is central in Islam, where children
are viewed as a trust from God, and
parents are held morally and spiritually
responsible for their well-being
(Bensaid, 2021; Raffar, Hamjah, Hasan,

& Dahlan, 2021). This idea fosters an
attachment style based on embodied
presence, sukun (calm), and rahma
(mercy) (Hani, 2024). Attachment is
further conveyed through co-regulatory
spiritual practices such as Qur'anic
recitation, and whispered invocations
and protective prayers especially at
bedtime (Allana, Tennant, & Petrucka,
2017; Jafari-Mianaei, Alimohammadi,
Banki-pooPRFard, & Hasanpour, 2017).
These rituals can both regulate the
infant and reinforce the caregiver's role
as moral guide, with an awareness of
children's emotional and spiritual needs
(Allana et al., 2017; Devi & Rustina, 2019;
Jafari-Mianaei et al., 2017).

Within this framework reflective
functioning emphasizes the caregivers
mindful awareness of the child’s
emotional and moral state which

is often expressed nonverbally and
spiritually. Caregiving in the Gulf,
however, often extends beyond parents
to include grandparents and aunts,
creating a communal attachment
network where emotional resonance
and spiritual care are co-constructed
across generations (Amin et al., 2025;
Daher-Nashif et al., 2020). Expanding
traditional models of attachment

and PRF to include embodied

rituals, spiritual language, and
intergenerational caregiving may be
highly relevant globally and clinically.

Regional Evidence and
Cross-Cultural Insights

Research on reflective functioning

in the Gulf remains scarce, albeit
cross-cultural studies provide useful
parallels. Zreik, Oppenheim, & Sagi-
Schwartz (2016) found that Jewish and
Christian mothers in Israel conveyed
attunement through rituals and
nonverbal cues, showing that reflective
functioning does not depend on explicit
verbalization. Similarly, Gulf caregiving
practices, which include shared rituals,
physical closeness, and collective
caregiving, reflect culturally and
spiritually informed attunement (Luyten
etal.,, 2017).

Regional literature highlights embodied
connection, spirituality, and moral
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caregiving as intentional forms

of attunement (Amin et al,, 2025;

Raffar et al., 2021). Assessments that
focus narrowly on verbalization risk
misinterpreting Gulf caregiving as
deficient, when in fact such practices
demonstrate rich, culturally grounded
sensitivity (Bodak, 2018; Lister, Seibert,
Chance, Huelett, Wilson, & Wilson, 2019).
Reflective functioning is a universal
phenomenon, but its expression may be
culturally and diversely shaped in the
Gulf region.

Future Directions in the
Gulf Region

In order to advance the path of infant
mental health in the Gulf region, it is
critical to adapt the pre-existing models
of PRF and mentalization to embrace
culturally and spiritually diverse
practices. An expanded approach

that integrates embodied, collective,
intergenerational, and spiritual lived
experiences, and emerging research
from the Gulf region will be a critical
first step to framing adaptive PRF
centered interventions. The Gulf region
embodies a heterogenous culture
with varying perceptions of the infant
and the surrounding caregiving.

“Gulf caregiving” and implications for
PRF theories and assessment tools
require further narrative and empirical
exploration. The Gulf region has taken
significant strides in early care and
intervention, and shares the global
vision for voicing the unique narrative
of each infant and caregiver, and

the impactful cultural wisdoms and
traditions that envelop each.
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(Infant Mental Health Ethics
Collaborative)

Infant and early childhood mental
health (IECMH) practice involves
building trusting, dependable, and safe
relationships. Indeed, this relational
approach provides the foundation for
working with struggling families for
whom the ability to provide responsive,
nurturing, consistent, and safe
caregiving is the primary goal of service
delivery. Insights from attachment
theory, and increased understanding
of parent-infant relationships and

the impact of early experience on
development have shaped approaches
to parenting education and support,
therapeutic interventions, and
workforce development (Zeanah &
Zeanah, 2019).

Yet this powerful, exciting, hopeful
work often leads to ethical challenges.
What should we do when the interests
of the child are not perfectly aligned
with the best interests of the caregiver?
Community resources may be
inadequate to address family needs
that are urgent, if not at the crisis level.
System priorities and approaches may
work against the needs of those they
purport to serve. What response is
sufficient when resources are scant,
and family needs go beyond the
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practitioner’s knowledge or skills, or
the agency’s scope of services? Is doing
something always better than doing
nothing? How do we work out the
“right” action for a given family when
science conflicts with community

or cultural practices, or when the
practitioner’s views are in tension with
the family’s priorities? Often, the answer
to such questions is, “it depends,” as

we consider the details of the clinical
situation including family preferences
and resources, legal directives, personal
perspectives, or programmatic, system,
and cultural contexts (Lim et al., 2026).

Of course, not all clinical decisions

are equally complex, but when
conundrums arise and especially when
there is urgency, there may not be
consensus or clear guidance about the
“right thing” to do. Such conundrums
also can result in moral distress or even
moral injury for clinicians when they
are unable to respond in ways that
accord with deeply held personal or
professional values (VanderWeele et al.,
2025).

As clinicians and practitioners
representing different mental health
disciplines (psychology, child psychiatry,
nursing) and working in different
settings in which vulnerable infants are
seen (e.g., child protection, childcare
and early consultation, hospitals, and
home visiting), we began to explore
the role of ethics in IECMH (Zeanabh,
C.etal, 2023). Ethics is concerned
with the basis for moral judgements

of “right” and “wrong”and is central

to the clinical endeavour (Lim et al.,
2023). Beauchamp and Childress (1979)
defined four underlying principles of
biomedical ethics, which have become
highly influential in health and social
care practice: respect for autonomy,
nonmaleficence, beneficence,

and justice. These principles are
incorporated, to varying degrees,

in the Codes of Ethics representing

the multidisciplinary field of IECMH
(Zeanah, P. et al., 2023). Although the
role of ethics in clinical decision-making
is rarely explicitly addressed in the
IECMH literature, informal and formal
discussions and presentations with
colleagues demonstrate a desire for
more recognition of ethical issues and
guidance on ethical decision-making. A
significant challenge in understanding
how ethics informs IECMH practice

is that IECMH science and theory, as
well as our existing professional ethics
codes, primarily reflect Western and
northern hemisphere perspectives.

In partnership with members of WAIMH
leadership, we developed a survey to
better understand the extent to which
WAIMH and WAIMH affiliate members
experience ethical challenges in their
work and what support they have for
addressing these challenges. This is the
first attempt that we are aware of to
capture the ethical challenges faced by
IECMH professionals across disciplines
and from different regions across

the world. The findings will lay the
groundwork for future work addressing
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questions such as: What are the unique
ethical challenges facing professionals
in the field of IECMH? Are there specific
ethical conundrums based on the

type or setting of IECMH work being
undertaken, or based on social or
cultural mores? What types of resources
are available, and what are needed to
support ethical decision-making in
IECMH? Does IECMH need its own code
of ethics?

We are inviting all WAIMH and affiliate
members to participate in this survey
and share their experience and
opinions. We plan to share findings
from the survey through publications,
presentations, and WAIMH venues.
For more information and to access
this 5-10-minute survey, please

use this link (it may be necessary

to cut and paste the link into your
web browser): https://redcap.link/
ethicsandinfantmentalhealth
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During the past 50 years, infant mental health has emerged
as a significant approach for the promotion, prevention, and
treatment of social, emotional, relational, and physical
wellbeing in infants and young children, in relationship with
their parents and caregivers, in their families and
communities.

Within this same time frame, the infant mental health
movement has expanded to a global network of professionals
from many disciplines. This infant mental health global
network community of research, practice, and policy
advocates, all share a common goal of enhancing

the facilitating conditions that promote intergenerational
wellbeing; including intergenerational mental health and
wellbeing relationships, between infants and young children,
parents, and other caregivers, in their communities.

The global reach of infant mental health demands
attention to the cultural context in which a young child
and family lives, as well as critical attention to issues
that affect child development, child health, child mental
health, parental mental health and early relationship
development.

Invitation to contribute

We invite all members of WAIMH and WAIMH Affiliate
members to contribute to Perspectives in Infant Mental
Health.

WAIMH is a member-based organization, and as such, we
invite each of you to think creatively and consider submitting
an article that provides a "window on the world" of babies and
their families. We are especially interested in papers that
incorporate diverse perspectives and center the cultural
contexts and experiences of babies and families across the
globe. We encourage submissions that reflect on how cultural,
social, and economic factors shape early childhood
development and highlight the unique strengths, challenges,
and traditions that influence family systems and infant mental
health.

In the spirit of sharing new perspectives, we welcome

your manuscripts. Manuscripts are accepted throughout

the year. Articles are reviewed by the Editors, all of whom are
committed to identifying authors from around the world and
assisting them to best prepare their papers for publication.

Full issue publication dates
April issue:

Papers received by January 1
will be considered for inclusion in this issue.

August issue:

Papers received by May 1
will be considered for inclusion in this issue.

December issue:

Papers received by September 1
will be considered for inclusion in this issue.

Perspectives in Infant Mental Health
Submission Guidelines

APA 7th Edition.
12-point font.
1.5 or double spaced.

All in-text citations, references, tables, and figures to be in
APA 7th edition format.

Papers with tables and figures: Please submit the paper as a
word-format document with separate files attached for
each table and/or figure.

We welcome photos of babies and families. All photos need
to be sent in a separate file with a resolution of at least 72
pixels/inch.

CONTACT

All photos need to include a permission statement from the WAIMH

author for WAIMH to publish the photo in Perspectives and

also on WAIMH online social media platforms. Tampere University

.. . Faculty of Medicine and
mission ries:

Submission categories Health Technology

a. Research Papers (max 3000 words, including references)

b. Clinical Papers (max 3000 words, including references) Arvo Ylpon katu 34

c. Professional Development (max 3000 words, including Arvo Building
references)

d. Ethics (max 3000 words, including references) 33520 Tampere

e. Community Voices (max 800 words, including Finland

references)
f. Letters (max 800 words, including references)

g. Opinion pieces/Policy/Advocacy (max 1000 words,
including references)

h. Book Review (max 800 words, including references)

Tel: + 358 44 2486945
E-mail: office@waimh.org

Web: www.waimh.org

Further details:
www.waimh.org
Contact

To inquire about Perspectives in Infant Mental Health
or to submit articles, please contact:

Jane Barlow (DPhil, FFPH Hon), Editor-in-Chief
Email: perspectives@waimh.org

www.waimh.org
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WHAT IS WAIMH?

The World Association for Infant Mental Health (WAIMH)

is a non-profit organization for scientific and educational
professionals. WAIMH's central aim is to promote the mental
wellbeing and healthy development of infants throughout the
world, taking into account cultural, regional, and environmental
variations, and to generate and disseminate scientific
knowledge.

Why become a WAIMH member?

e To promote principles of infant and child health, development
and mental health.

e To become part of a global learning community and

professional network that speaks for infants, young children

and families around the world.
e To have access to resources that promote infant mental health.

e To learn from world experts about the health, mental health
and optimal development of infants, toddlers and their
families across cultures and around the world.

e To expand your professional, social network.

e To exchange information about infants and infant-family
programs.

e To contribute to the protection of health and well-being in
infancy, early childhood and parenthood on a global level.

e To get opportunities to keep pace with new findings and
innovations in scientific, clinical, and educational research
and programs involving infants and their caregivers

e To contribute to a professional global learning community:
WAIMH.

WAIMH AFFILIATES

WAIMH encourages individuals in geographic regions
(states, provinces, nations, multi-nations) to develop
Affiliate Associations to improve its international network of
communication, and to allow individuals to focus on relevant
local issues. Currently, there are 63 affiliates spanning six
continents.

Affiliate Council Chair: Juané Voges

Affiliate Council Representative: Azhar Abu Ali

THE BEACON CLUB

The Beacon Club helps members fulfill WAIMH’s mission in
international development.

Beacon Club donations:

e Extend the influence of infant mental health to
countries now developing new approaches to issues of
infancy.

e Make it possible to build capacity for promoting the
well-being of infants and their families.

Beacon Club donations sponsor WAIMH memberships and
Infant Mental Health Journal subscriptions for individuals
from developing countries.

Donation forms and applications for Beacon Club
sponsorship are available online at www.waimh.org

CONGRESSES

WAIMH hosts a World Congress every two years, each in a
different country. Our 19th World Congress will be in Toronto,
Canada, 2026. WAIMH also hosts Regional Conferences.

E-mail: office@waimh.org

PUBLICATIONS

Infant Mental Health Journal: Infancy and
Early Childhood

The Infant Mental Health Journal: Infancy and Early Childhood
publishes research perspectives and clinical practices. It
provides an interdisciplinary forum for publication of research
findings, literature reviews, clinical techniques and case
studies, prevention/intervention research, and book reviews
related to the biological, social, emotional, and cognitive
development of infants and their families in various ecological
contexts. Special emphasis is given to high risk infants and high
risk families, psychodynamic views of developmental process,
and systems approaches to emergent organizational structure.

Editor: Ann M. Stacks
E-mail: amstacks@wayne.edu

Perspectives in Infant Mental Health

Perspectives in Infant Mental Health, WAIMH's quarterly
newsletter, gives members an opportunity to share research of
interest, provides a forum for the exchange of news and views
from around the world, and informs members of upcoming
events and conferences.

Editor: Jane Barlow
E-mail: perspectives@waimh.org

BECOME A MEMBER

e You can subscribe to the scientific journal, the Infant
Mental Health Journal, at a greatly reduced member rate.
The subscription fee includes access to the Wiley
database of the electronic journal.

e You can download Perspectives in Infant Mental Health
(formerly, The Signal), WAIMH's quarterly newsletter
from WAIMH's website. This major interdisciplinary,
international communication link for infant mental health
professionals is an open access publication.

e You'll get reduced registration rates for regional
conferences and for WAIMH’s World Congresses.

e You'll have access to WAIMH database, an information
network for infant mental health professionals.

The Professional membership rate is $75 annually. Student

members pay $45. The membership fee is a yearly cost (Jan-Dec).

Both Professional and Student members may subscribe to the
Infant Mental Health Journal at an additional cost. The
additional cost of the journal subscription is $40. The
subscription is easily completed through the WAIMH Online
Store: www.waimh.org/store

CONTACT

WAIMH

Tampere University

Faculty of Medicine and Health
Technology

Arvo Ylpon katu 34

Arvo Building

33520 Tampere

Finland

Tel: + 358 44 2486945
E-mail: office@waimh.org

Web: www.waimh.org

www.waimh.org
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