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This document was produced to provide background information in
the development of the Saskatchewan Prevention Institute’s Early
Childhood Mental Health Program. It is recognized that not all topics
related to the area have been covered. These will be examined at a
later date.

Words that are underlined in the document can be found in the
glossary of terms.

Please note that this document is meant to summarize current
research and is not meant as a tool to assist in diagnosis.
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Early Childhood Mental Health
In North American society, the term ‘mental health’ is often confused with mental illness,
whereas when the term ‘physical health’ is used, it refers to the physical well being of an
individual. For the purpose of this paper, ‘mental health’ will be used literally: the emotional,
social, and cognitive well being of an individual. In this way, the focus is on mental health as a
benchmark for later wellness (Heffron, 2000).

Focusing on Early Childhood Mental Health: Where Have We Been?
It has only been over a century that the cognitive, behavioural and emotional health of children
has been of interest to researchers and professionals. This debate is summarized below in Table
1: Shifts in the Focus of Research on Infant and Early Childhood Health.
Table 1: Shifts in the Focus of Research on Infant and Early Childhood Health
Time Period

Focus

1890’s

Galton: Biological Determinism. Theory that individuals are biologically
predetermined to grow and develop in certain ways and nothing can be
done to change this course.

1920’s

Gessel: Evolutionary Stages of Development. Many assessment tools
were developed during this time.

1920’s

Watson: Environmental impacts on growth and development were
considered. This paved the way for the later focus on Early Intervention.

1940’s

Spitz: Impact of isolation and institutionalization (orphanages) on
children were studied and several delays (in all areas of health) were
found.

1960’s

Piaget: Cognitive Development theories postulating that nature and
nurture interplay in the cognitive development of children.

1970’s

Screen and Segregate Era. Also, during this time the focus on early
intervention began.

1970’s

Bowlby: Attachment Theory. The role of caregivers in the emotional
development of children began to receive attention.

1990’s to present

Brain Research. This research focuses on the importance of both nature
and nurture in the growth and development of the brain.
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(Lillas & Turnbull, 2009)
The debate has fluctuated between the belief that childhood development is determined by
biology (genetics/nature) and the belief that the environment in which individuals grow
(nurture) plays a stronger role. New theories in the field of epigenetics look at the interaction
between a person’s genes and the environment to which the person is exposed. It has been
found that the environment has an impact on whether certain genes are activated or
expressed. The environment during pregnancy and early childhood can impact some genetically
based illnesses, changing their outcome (Kaufman et al., 2004; Science Daily, April 23, 2008;
Science Daily, July 20, 2008; Slatkin, 2009).

Focusing on Early Childhood Mental Health: Where are We Now?
Zero to Three (2010), a leading infant and early childhood mental health organization in the
United States, defines early childhood mental health as “the young child’s capacity to
experience, regulate, and express emotions, form close and secure relationships, and explore
the environment and learn. All of these capacities will be best accomplished within the context
of a caring environment and connections to the community. Developing these capacities is
important for healthy social and emotional development.”
Central to this definition is the fact that a child’s mental health is developed in the context of a
caregiving relationship. It is important to acknowledge the total dependence that young
children have on their caregivers, especially infants. The experiences that they have within
these relationships will have a large impact on their health, both immediately and in the future.

Focusing on Early Childhood Mental Health: Why is it Important?
Many people believe that young children, particularly babies and infants, cannot become
mentally ill and as such assume that a focus on early childhood mental health is not needed.
This is not the case for three reasons. First, as discussed later in this paper and in the other
papers available on this subject from the Prevention Institute, children can become mentally
unhealthy. Second, each experience that young children have from the day that they are born,
and some would argue, even before birth, can increase or decrease their level of mental health
both immediately and in the future. Third, as mental health is an indicator of long term health,
it is important that it is given proper attention so that early intervention can take place if
needed.
Young children reach a number of important mental health milestones during their first six
years of life. These are described in Table 2: Mental Health Development Milestones. These
Infant and Early Childhood Mental Health
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milestones impact their readiness to learn, ability to form relationships with others, the
development and functioning of their brains, and current and future physical and mental health
(Cohen, Onunaku, Clothier, & Poppe, 2005; Perry, 2002; Perry, 2008).
Table 2: Mental Health Developmental Milestones
Age of Child

Developmental Milestone

Infants and Toddlers

•
•
•
•

Pre-school Children

•
•
•
•
•
•

Begin to learn how to regulate and express their emotions in
appropriate ways.
Experiences and observations are significant in forming meaning
in their world.
Outcome is more important than the process.
Think in egocentric ways.
Form ideas about gender roles based on social messages.
Increase physical independence.
Explore environment.
Develop social relationships.

•
•
•
•
•
•
•

Increased emotional awareness of self and others.
Increased complexity of thinking about right and wrong.
Emphasis on fairness and intent.
Academic and social success directly impacts self-concept.
Increased influence from outside the family.
Competition becomes important in peer groups.
Increased identification as male or female.

•
•

Kindergarten and
Grade 1

Take in information from the world around them through the
five senses.
Form attachments.
Become more active explorers of their world through play.
Learn about social interaction and relationships from what they
hear, observe, and experience in their families.

(Adapted from Cunningham & Baker, 2007)
These skills form the basis of social learning and motivation (Cohen, Onunako, Clothier, &
Poope, 2005).
In addition, Dr. Bruce Perry (2005) suggests that by the age of 6 children should develop core
strengths according to Table 3: Core Strengths of Mental Health.Table 3: Core Strengths of
Mental Health
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Competency

Descriptions

Attachment

Being able to form and maintain healthy emotional bonds and
relationships.

Self Regulation

Containing impulses; the ability to notice and control urges as well as
feelings of frustration.

Affiliation

Being able to join and contribute to a group.

Attunement

Being aware of others; recognizing the needs, interests, strengths and
values of others.

Tolerance

Understanding and accepting differences in others.

Respect

Finding value in differences; appreciating worth in yourself and others.
(Perry, 2005)

The successful development of these competencies is believed to create a foundation on which
children can grow from throughout their lives.
Within these relationships and within the environment to which children are exposed (physical
and social), there are several risk and protective factors. Whereas in the past it was
hypothesized that single risk factors, such as poverty, could negatively impact a child, it is now
widely believed that the impact of risk factors is cumulative and not necessarily immediate.
The Transactional Model of Risk states that a variety of risk factors are required, regardless of
what the individual factors are, to influence a child’s health. Furthermore, the model suggests
that risk factors must be viewed within the context of the family, support network and culture
(Sameroff & Fiese, 2000; similar theory Bronfenbrenner’s 1979 Ecological Development Model).
There are both risk factors and protective factors that can affect early childhood mental health,
with risk factors being associated with poor early childhood mental health, as shown in Table 4:
Risk and Protective Factors. These risk and protective factors are not necessarily linked
together.
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Table 4: Risk and Protective Factors
Risk Factors

Protective Factors

Poverty

Caregiver with good mental health

Abuse

Support available to both caregiver and child

Family violence

Health service availability

Mental and physical illness in the family

Level of education of the parent

Single parent

Caregiver’s readiness to parent and willingness
to learn as they parent

Adolescent pregnancy

Resiliency of child and family

Early intervention has been found to be the most economically viable and effective way to
approach mental health concerns in early childhood. Early intervention can help to address
problem behaviours, delays in development, and attachment problems early in the child’s life.
Caregivers are more willing to be active participants with younger children for many reasons,
including feeling more hopeful that intervention will have an impact and having more time to
invest in being part of a solution (Zeanah, 2009). As well, concerns about brain development
are best addressed when the child is young, as this is when the brain is most plastic, and
therefore has the most potential to change (Perry, 2002).

Influences on Early Childhood Mental Health
Early childhood mental health is shaped and can be impacted both positively and negatively by
a variety of factors including, but not limited to:
•

Biology
o Genetics
o Brain development
o Temperament
o Impact of Prenatal Environment
o Disability/Illness
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•

•

Relationships
o Attachment
o Parental mental health
o Parental readiness to parent
Environment
o Social determinants of health
o Witnessing domestic violence or violence in the community
o Stress and trauma
o Resiliency
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Influences on Early
Childhood Mental Health
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KEY POINTS
Key Points: Influences on Early Childhood
Mental Health
Brain Development
There are six main points to remember about brain development, including the development of
neural connections (Perry, 2007).
1. The brain develops most rapidly in early life, including during the prenatal period.
2. The brain develops in a sequential, hierarchal fashion.
3. The brain is organized in a hierarchal fashion, i.e., incoming information first enters the lower
parts of the brain.
4. Neurons and neural networks are established and reinforced in a ‘use-dependent’ fashion in
early childhood. Therefore, the brain is developed based on the experiences that we have
when we are young.
5. Neural networks communicate within and between structures in the brain and body.
6. Neural systems are plastic. They can be changed, but some systems are easier to change than
others and change is easier at an early age.

Temperament
The Goodness of Fit theory states that when a child and caregiver have similar or
complimentary temperaments, interactions between them may be easier than if they have
opposing temperaments.
Caregiver stress can influence a child’s temperament and expression of temperament.
Caregivers can lessen or exacerbate their child’s expression of their temperament.
Regardless of their own temperament, caregivers need to learn to react consistently and
sensitively to their child’s behavioural and emotional cues.
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Prenatal Environment
There are many factors that can influence prenatal development, particularly brain
development, including nutrition, stress, trauma, and exposure to teratogens.
The prenatal environment is very important in the development of early childhood mental
health as it is at this time that the brain is formed.

Attachment
Attachment is the deep and lasting connection that children form with the people they depend
upon for care.
Attachment relationships provide children with a safe haven from which to explore the world.
The most important factor in attachment is how the parent behaves and responds to the child’s
attachment needs.
The relationships that children experience early in their lives set the foundation for future
relationships and success.

Caregiver Mental Health
Parental mental illness can have a considerable impact on attachment.
Caregivers who experience mental illness may have a difficult time modeling emotional
regulation.
Child specific behaviours may exacerbate mental health system of the caregiver, e.g., crying.
Having at least one attachment figure who is mentally healthy can mitigate the impacts.

Readiness to Parent
Having a baby is a large life transition.
Psychological adjustment is needed to adapt to new roles and changes in existing relationships.
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Social Determinants of Health
It is important to view families in a holistic manner. Each of the social determinants of health
contains factors that may impact a child’s mental health, and the ability to recognize such
factors is important for promoting good mental health.
1. Income and social status
2. Social support networks
3. Education and literacy, i.e. health literacy
4. Employment/working conditions
5. Social environments
6. Physical environments
7. Life skills
8. Personal health practices and coping skills
9. Healthy child development
10. Biology and genetic endowment
11. Health services
12. Gender
13. Culture

Stress and Trauma
Stress and trauma trigger biological responses in children’s bodies.
Due to long term exposure to stressful situations, children can develop sensitized hyperarousal
responses that are triggered by normal, non-stressful events.
Trauma and stress impact brain development, emotional regulation and exploration.
Stress is not always negative and can help children develop resiliency.

Domestic Violence
Young children are impacted by domestic violence.
Domestic violence affects children’s ability to see their home as a safe haven.
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Biology
a) Brain Development (Genetics and Experience)
The early years (0-6 years) are a critical period for brain development. In fact, by four years of
age, a child’s brain is already 90% of the size of an adult’s brain (Perry, 2007). Because of the
brain’s rapid development during early childhood, this is a time when development is most
vulnerable and also a time when there is the most opportunity to have a positive impact.
Research demonstrates that infants and children who experience inadequate care, suffer
neglect, abuse, and/or experience other forms of trauma have altered brain development,
neuro-connectivity and brain organization (Cohen, Onunaku, Clothier & Poppe, 2005; Levine &
Kline, 2007; National Symposium on Early Childhood Science and Policy, 2006; Perry, 2005;
Schore, 2001; Thompson, 2001). These impacts can be life-altering and affect the individual’s
ability to self-regulate emotions and behaviour, cope with difficulties or change, learn, and
develop satisfying relationships (Egeland & Carlson, 2004; Egeland & Erickson, 2004; Perry,
1994; Weinfield, Sroufe, England, & Carlson, 1999).
Schore (2001; also Sheridan & Nelson, 2009) suggests that brain development is impacted from
a combination of both genetics and environmental factors. Simply put, “genes provide the
hardware, but early experience is the software that drives the system [development]” (Nelson,
Levitt, & Gunnar, 2008). Within structures of the brain, only the development of the brainstem
is completely dependent on genetic information (Cozolino, 2006). As seen in Table 5, the
brainstem, which is part of the hindbrain, is one of the first areas to develop and controls the
basic systems needed for our survival, e.g., regulating body temperature, heart rate,
respiration, and basic reflexes (Cozolino).
At birth, the child’s brain will consist of 100 billion neurons, organized into groups that are able
to interpret sounds, store memories, and learn new skills (McDonald, 2007). This brain, like
every other part of the body, grows from a single fertilized egg. Most people do not realize how
early the brain begins to develop in utero. The process starts between the second and third
week of fetal development, and it continues well into adulthood (McDonald). The fetus
generally develops from the top to the bottom. Specifically, the head and brain form first,
followed by the torso and the limbs. Regions necessary for higher cognitive activities (e.g., the
forebrain) are slower to develop than other regions of the brain. Therefore, unlike general body
development, the brain develops from the bottom up, with the brainstem maturing first (Siegel,
1999; Zeanah, 2009).
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As mentioned, the brain develops both sequentially and hierarchally (Harvard University, 2006;
Perry, 2002; Perry, 2007; Perry, Pollard, Blakley, Baker, & Vigilante, 1995). Lower parts of the
brain, e.g., the brain stem and diencephalon, develop first and the cortex and cerebellum
develop later. Therefore, the development of the areas that are higher in the sequence is
directly impacted by the development of those lower in the sequence. For example, if the lower
areas of the brain are disorganized and dysregulated, the same will occur in upper parts of the
brain. Because the brain is developed sequentially and each part of that development impacts
future development, the early years are a critical time in which the environment has the
highest influence on brain development (Perry, 2002; Perry et al.)
Likewise, information enters the brain at its lowest levels before it is processed, sorted and sent
to the appropriate higher levels (Harvard University, 2005; Perry, 2007). This means that
information enters the brain at the level of the hindbrain, the part of our brain related to
reflexive reactions that are key to our survival. If the hindbrain judges the information it
receives as a threat, an alarm response is set into action before the higher areas of the brain
have an opportunity to process the information about the stimuli. Therefore, responses to
stress and fear are instinctual and primitive in nature (Perry, 2002).

Basic Brain Anatomy
The brain is divided into three main parts: the forebrain, midbrain, and hindbrain. The sections
and main functions of each of these brain parts are presented in Table 5.
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Table 5: Parts of the Brain
Structure

Image

Forebrain

Midbrain

Hindbrain

Description
• The largest part of the brain.
• Includes the cerebrum, and the diencephalon,
which is made up of the thalamus and
hypothalamus.
• The main control centre for sensory processing,
voluntary motor functions, and higher
intellectual functions, e.g., problem solving and
decision making.
• Located at the top of the brain stem.
• Contains the centres that receive information
and making sense of it (e.g., relays
sound/auditory and visual information).

• Contains the brainstem, pons, medulla
oblongata, and the cerebellum.
• Acts like the body’s computer by regulating the
automatic processes of the body (e.g., breathing
and swallowing).
(Encyclopedia Britannica, 2008)

As highlighted in Table 5, each of the three parts of the brain contains many brain structures.
Generally, the lower a part of the brain is in the skull (e.g., the hindbrain), the more basic its
function and the less likely it is that the function is under conscious control (Encyclopedia
Britannica, 2008).
The following section provides an anatomical description of the main structures contained in
each of the three parts of the brain. In the forebrain, the cerebrum and the diencephalon will
be discussed. Although specific structures of the midbrain will not be covered, further
information about this part of the brain will be provided. In the hindbrain, the cerebellum and
the brain stem will be discussed. Finally, information about the limbic system, which forms the
inner border of the cerebrum, will be provided.
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1. The Forebrain
1.1 The Cerebrum (cerebral cortex)
The cerebrum is the largest and most well-developed
brain structure. It contains the nerve centres for
thought, communication, personality, the senses,
and voluntary movement (Encyclopedia
Britannica, 2008). It is for this reason that the
cerebrum is often called the “thinking” part of the
brain and comprises what most people think of as
“the brain.” The cerebrum can be easily identified by
its grooved appearance. It is divided into two hemispheres
(right and left), and four lobes (frontal, parietal,
occipital, and temporal) (Encyclopaedia Britannica;
Stuss & Benson, 1984).

(Encyclopedia Britannica, 2008)

One of the key functions of the lobes is to process external and internal (e.g., emotions)
information, compare this to past experiences, analyze the information, and make decisions
about it. The division of the four lobes is presented in the figure above, and descriptions of each
of the lobes are provided in Table 6.
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Table 6: Four Lobes of the Cerebrum
Lobe

Description

• Located directly beneath the forehead.
• The largest of the lobes.
Frontal Lobe
• Responsible for “higher” brain functions like attention, planning, critical
thinking, problem solving, self-control, language, and complex movement.
• Integrates information and governs what the rest of the brain does.
• Located behind the frontal lobe, at the top of the head.
Parietal Lobe
• Processes information from the senses (e.g., touch, pressure, pain),
allowing people to perceive and interpret the world around them.
Occipital Lobe • Located at the back of the brain.
• Processes visual images by interpreting signals sent by the eyes.
• Located along the side of each hemisphere.
Temporal Lobe • Processes sound and, in turn, language.
• In connection to the hippocampus, also involved in memory formation and
retention.
Because the human brain is separated into two hemispheres, the two sides hold neural
networks that are specialized in order to increase the brain’s effectiveness. (Neural networks
and neurotransmission will be discussed on page 28.) The two hemispheres are said to have
“biases”: the left holding the neural networks responsible for cognition, semantics, abilities,
detail analysis, humour, moderate arousal, approach, awareness, social emotions and positive
affect; and the right holding the neural networks responsible for emotion, gestures, somatic
regulation, global analysis, high levels of arousal, sadness/depression, bonding/affiliation,
avoidance, self awareness, personal emotions, negative affect, reading facial expressions,
reading gaze directions, facial recognition and intonation (Corzoni, 2006).
Development of the hemispheres lasts throughout childhood and this development alternates
back and forth with age. During the first 18 months of life, the right hemisphere experiences a
growth spurt. This makes sense as the right hemisphere holds the neural networks that are
most basic to attachment and survival, such as somatic regulation, facial recognition, gesturing
and reading facial expressions. The right hemisphere also experiences growth spurts from 3-5
years of age as well as 7-11 years. The left experiences these from 18 months to three years, 57 years and 11 years and up (Corzoni, 2006).
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Both the caregiver and baby are biologically attuned to one another and stimulate each other’s
right brain growth. For example, seeing their mother’s face triggers high levels of endogenous
opiates in newborns. Therefore, recognizing their mother’s face becomes linked to pleasure
and reward (Cozolini, 2006). As well, mothers are naturally tuned to their infants’ needs. For
example, mothers unconsciously hold their babies close to their hearts, thereby helping the
baby learn to self regulate.
The cerebrum also contains the basal ganglia and the corpus callosum. The basal ganglia are
structures deep within the cerebrum that are very important for the coordination of fine
movements (Parker, 2007). The corpus callosum is a thick, flat bundle of nerve fibres through
which information flows from one side of the brain to the other (Gibb, 2007). The corpus
callosum is necessary for the brain to function properly as it allows the two hemispheres to
work together to analyze information and situations (Siegel, 2010).
The development of the cerebrum is almost completely dependent upon experience (Cozolino,
2006). Some areas begin developing early in a child’s life, e.g., the area that controls resonating
behaviours and motor control. One of the first areas to develop is the prefrontal cortex. This
contains the neural networks necessary for attachment, social relationships, affect regulation
and bodily homeostasis. Again, this area is developed based on experience; particularly eye
contact, facial expression, soothing vocalizations, and synchronized engagement and
disengagement (Cozolini, 2006).
1.2 The Diencephalon
The diencephalon is also located in the forebrain, below the cerebrum and above the brainstem
(Gibb, 2007; Parker, 2007; Society for Neuroscience, 2008; Winn, 1995). The diencephalon
contains the thalamus and the hypothalamus, along with a number of other brain structures;
these are discussed further in Table 7.
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Table 7: Parts of the Diencephalon
Structure

Thalamus

Hypothalamus

Description
• Located close to the centre of the brain; is egg-shaped.
• “Relay station of the brain”: receives input from all of the senses
(except smell/olfaction), performs preliminary analyses, and directs
messages to various parts of the brain.
• Processes information from the cerebellum and other brain areas
involved in movement.
• Located below the thalamus; connected to almost every other part of
the brain.
• Regulates hormone release, which in turn controls sex drive, pleasure,
pain, hunger, thirst, blood pressure, body temperature, and other
functions.
• Essential to motivation, including the seeking out of activities that
people find rewarding (e.g., sex, music, drugs).
• Manages the body’s daily cycle (circadian rhythm).

2. The Midbrain
As suggested in Table 5, the midbrain relays auditory and visual information. In addition, the
midbrain is responsible for controlling and coordinating many of the body’s sensory and motor
functions (e.g., eye movements, body posture) (Gibb, 2007). Because the midbrain contains
many nerves and structures related to the eyes and vision, the midbrain is particularly
important for visual reflexes and the ability to track objects (Encyclopaedia Britannica, 2008).
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3. The Hindbrain
3.1 The Cerebellum
The cerebellum (see figure to the right) is
connected to the brain stem. Like the
cerebrum, the cerebellum is divided into
two hemispheres and is sometimes referred
to as the “little brain” (Gibb, 2007). Although
Cerebellum
it only accounts for one-tenth of the brain’s volume,
Brain stem
the cerebellum contains approximately one-half of the
brain’s total number of neurons (Parker, 2007). Its primary
(Encyclopedia Britannica, 2008)
functions are balance, posture, and to coordinate voluntary movement (Encyclopedia
Britannica, 2008).
3.2 The Brainstem
The brainstem is located at the base of the brain and at the top of the spinal cord. Sometimes
referred to as the “reptilian brain,” the brainstem is responsible for regulating many vital bodily
functions (Gibb, 2007; Siegel, 2010). The brainstem consists of two main parts, the medulla
oblongata and the pons, as shown in Table 8. Together, the medulla oblongata and the pons
contain the reticular activating system, which plays a key role in sleep and alertness
(Encyclopaedia Britannica, 2008).
Table 8: Parts of the Brainstem
Structure
Medulla
Oblongata
Pons

Description
• Located at the bottom of the brainstem, connected to the spinal cord.
• Responsible for the automatic functions that keep the body alive (e.g.,
heartbeat, breathing, digestion, blood pressure).
• Located above the medulla oblongata.
• Works with the medulla oblongata to regulate some automatic functions
(e.g., arousal and breathing).
• Directs movement-related information between the cerebellum and the
forebrain.

4. The Limbic System
The limbic system is a set of brain structures that are centrally located in the brain. These
structures, which include the amygdala and the hippocampus, are vital to the brain’s processing
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of emotion and motivation (Gibb, 2007). The limbic system is sometimes referred to as the
“primitive” or “old mammalian brain” and influences subconscious, instinctive behaviours (e.g.,
the “fight or flight” reaction to a potentially dangerous situation) (Parker, 2007; Siegel, 1999).
The behaviours triggered by this system can most often be controlled by the higher functioning
parts of the brain.
The amygdala is located beneath the hypothalamus and influences behaviours so that they are
directed toward the body’s needs. The amygdala is often referred as primitive or a dinosaur
brain as it is one of the first areas fully developed. For example, the amygdala generates
emotional responses such as fear, anger, and jealousy, and drives such as hunger, thirst, and
sexual desire (Gibb, 2007; Parker, 2007).
Other areas develop later and throughout childhood, e.g., the hippocampus, an area that is
responsible for sequential, spatial and emotional learning memory. The fact that this area
develops later may provide an explanation as to why we do not consciously recall our early
childhoods.
The hippocampus is located close to the amygdala, and is involved in recognizing new
experiences, and with learning and memory (Parker, 2007). The hippocampus is particularly
involved in the creation of short-term memories and information relating to recent events.

How the Brain Communicates (Neurotransmission)
As shown above, the brain has many
structures, each of which are responsible for
a variety of functions. In order for the brain
and body to function properly, the parts of
the brain need to be able to communicate
with each other and with the rest of the
body.
(Encyclopedia Britannica, 2008)

This communication (called neurotransmission) takes place through the nerves and neurons
found in the brain and body (Cozolino, 2006). Several aspects of neurotransmission are
discussed in Table 9: Neurons and Parts of Neurons.
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Table 9: Neurons and Parts of Neurons
Structure
Neuron
Axons
Myelin
sheath
Nodes of
Ranvier
Dendrites
Synapse
Glial Cells

Description
• Made up of a cell body (control centre of the neuron) with a nucleus, branchlike structure called dendrites, and nerve fibres called axons.
• Specialized for the task of receiving and processing information signals.
• Carry signals away from the cell body to the dendrites of other neurons.
• Serves as insulation for the axons, reducing the risk of short-circuits caused by
other nearby axons.
• Helps to speed up the signals.
• Small gaps in the myelin sheath.
• Contain many proteins, allowing the signals to recharge and continue onward.
• Receive signals from neighbouring neurons and transmit them to the cell body
of the neuron in which they are embedded.
• Small gap between two neurons through which one can send signals to another
(communication through neurotransmission).
• Surround, support, protect, and feed the neurons.
• Help to form the “blood-brain barrier,” a structure that prevents unnatural
substances from reaching the brain.

There are over 100 billion neurons in the brain, with about ten times as many glial cells. These
support and protect the neurons (Encyclopaedia Britannica, 2008; Sheridan & Nelson, 2009).
Many of these are already formed by the time that a baby is born, although some are added
after birth. However, although neurons already exist at birth, they are not connected in any
meaningful way that allows for “communication”. As discussed later in this section, connections
are formed through repeated experiences and exposure to stimuli.
The figure on page 26 shows the structure of a typical neuron. Gibb (2007) uses the metaphor
of a tree to describe neuronal function, where neurons pass information from the leafy top
section (dendrites) down via the trunk (axons) to the roots (synapses).
As stated previously, neurotransmission is how neurons communicate with each other. This
communication is a chemical process (Biological Sciences Curriculum Study (BSCS), 2000),
whereby the brain receives, analyzes, and transmits all of the information necessary to carry
out its functions (Encyclopaedia Britannica, 2008). It is important to note that
neurotransmission is an all-or-nothing impulse, meaning that neurons will not transmit
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information unless they receive enough stimulation (i.e., the stimulation must reach a certain
threshold).
The following are the basic steps involved in neurotransmission (Baron, Earhard, & Ozier, 1996;
BSCS, 2000; Encyclopedia Britannica, 2008; Siegel, 1999):
1. Information (carried via an electrical impulse) travels through the cell body of a neuron
and down the axon. The axons of neurons contain neurotransmitters (chemical
messengers). These neurotransmitters are held until the neuron is stimulated.
2. A message or signal sent from the neuron, called an action potential, stimulates the
release of neurotransmitters across the synapse (gap between neurons).
3. The neurotransmitters bind themselves to the appropriate receptor sites on the
dendrites of the next neuron. This binding process passes on the neurotransmitter’s
message. The relationship between receptors and neurotransmitters is often compared
to a lock and key. Just as a key fits only in a specific lock, a neurotransmitter binds only
to a specific receptor (National Institute of Health, 2011).
There are about a dozen different neurotransmitters, each with its own roles and effects
(Encyclopaedia Britannica, 2008). Some of the more common neurotransmitters include
acetylcholine, dopamine, GABA (gamma-aminobutyric acid), norepinephrine, and serotonin
(BSCS, 2000). Abnormal levels of neurotransmitters can have serious effects. For example,
dopamine is involved in movement, attention, and learning. Low levels of dopamine are
associated with Parkinson’s disease, while high levels of dopamine have been associated with
schizophrenia (Encyclopedia Britannica). As other neurotransmitters have different roles, other
potential effects of neurotransmitter imbalances include difficulties with sleep, mood, eating,
and regulation of pain.
In order to communicate, as described above, neurons connect together to form networks.
These networks are reinforced in a “use-dependent” fashion (Harvard University, 2006; Perry,
2002). The stimulation of neurons and networks strengthens the connections and makes the
flow of information faster.
When connections are not reinforced, they “die” off or “fade away”. This process takes place in
early childhood and is based on experience. Therefore, stimulation, e.g., predictable,
consistent, and loving care, develops neuro-capacities and lack of stimulation is linked to a lack
of neurological development (Perry, 2007).
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Newborns develop neural networks through spontaneous activityfor example, with sucking
reflexes for feeding. Later, networks are formed through repetitive experiences (Cozolino,
2006). Consistent caregiving is one of the key forms of repetitive experiences available for very
young children. Stimulation through hearing a heartbeat, rocking, singing songs, soothing
sounds, and routines all help to build neural networks.

Summary of Brain and Neurodevelopment
Although the brain is a complex system of interconnected parts, the functions of these parts
can generally be identified by their location in the brain. Siegel (1999) simplifies brain
functioning by discussing the “lower structures” and the “higher structures.” The lower
structures, which include the brainstem and the thalamus, are responsible for more basic and
involuntary functions like arousal, temperature, breathing, and heart rate. The higher
structures, which include the cerebrum, are responsible for more complex functions, such as
perception, thinking, and reasoning. Despite the fact that different areas of the brain are
responsible for different functions, these areas interact together to allow the brain to work as a
whole system. As such, higher thinking is directly dependent on the activity of the entire brain.
There are six main points to remember about brain development, including the development of
neural connections (Perry, 2007). These are:
1. The brain develops in a sequential, hierarchal fashion.
2. The brain is organized in a hierarchal fashion, such that all incoming sensory input first
enters the lower parts of the brain.
3. Neurons and neural networks are created and reinforced in a ‘use-dependent’ fashion.
Therefore, the brain is developed based on the experiences that we have in early
childhood.
4. Neural networks communicate within and between structures.
5. The brain develops most rapidly in early life.
6. Neural systems are plastic. They can be changed, but some systems are easier to
change than others and change is easier at an early age. Change must occur in the same
order that the original development does and, therefore, change must begin in the
lower areas.

b)Temperament
Temperament is “the emotional predisposition of the infant that modulates the interaction
between the child and his/her environment” (Sheridan & Nelson, 2009). Bates (1989) states
further that temperament is biologically rooted, individual differences in behaviour tendencies
that are present early in life and that are stable across time and situations. Temperament is not
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behaviour, rather it is traits or dispositions that influence behaviour, emotional responses,
attention orientation patterns, and motor activity. Characteristics related to temperament
include activity level, ability to adapt, attention span, persistence, and intensity of reactions
(Barankin & Khanlou, 2007).
Stability refers to the length of time the characteristic is present and is seen in comparison to
other children (Oates, Wood, & Grayson, 2005). For example, a young child may have high
levels of fearful activity when compared to young children at the same age. Even if this level of
fearful activity naturally decreases with age, it may still remain high compared to his or her age
cohorts. Behaviours that are attached to different temperaments may change over time as well
(Lieberman, 1993). For example, withdrawal tendencies in an infant might be exhibited through
fear/startle responses, whereas in early childhood might be expressed through physical
withdrawal or shyness.
Although the impact of temperament on behaviour during the first year of life has not been
fully established, it has been shown that temperament displayed beyond the first year is stable
and that temperament influences a child’s behaviour. Over the course of the first year, as a
child’s motor activities begin to be linked with this response, emotions or expression of
emotions can be seen. Therefore, the emotions and reactions of a newborn may not be stable
or predictable; however, by the age of two these are stable (Zeanah, 2009).
Temperament has been linked to hemispheric arousal and also to communication between the
hemispheres. It is believed that the approach reaction is housed in the left prefrontal cortex
and the withdrawal reaction is housed in the right prefrontal cortex (Zeanah, 2009). By
conducting separation experiments, where a baby’s reaction to being separated from his
caregiver is observed, Kagan et al (2007) have discovered that right hemisphere activation upon
separation is linked to crying; whereas, left hemisphere activation is linked to not crying.
One theory regarding temperament and the impact that this can have on a child’s mental
health is the “goodness of fit” theory. The goodness of fit theory states that when a child’s
temperament “fits” or matches that of their caregiver or is a good “fit” or match to a social
situation (example? I’m not sure what you mean by temperament fitting the social situation),
interactions will be positive. When there is not a good fit, the interactions may be negative
(Lerner et al., 1989). Therefore goodness of fit between a child’s temperament and a
caregiver’s (or the parenting style) may impact attachment and long-term social adjustment
(Oates, Wood, & Grayson, 2005).
Research has also postulated that temperament styles may be related to later behavioural,
social or psychological problems (Zeanah, 2009). For example, Sanson et al (2009) found that
children who are placed into temperament categories of reactive, inhibited or poor attention
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regulation had high levels of future behavioural problems (including externalizing behaviours
and hyperactivity), poor social skills, and poor school functioning. Again, using the biopsychosocial model, research has shown that these impacts can be mediated by the
environment, including the caregiving environment, in which the child grows (Burgess,
Marshall, Rubin & Fox, 2003; Jansen et al., 2009).
The Transactional Model of Temperamental Development (Sameroff & MacKenzie, 2003)
suggests that just as a child will have influence on the caregivers’ behaviours and stress levels,
caregivers can influence the child’s temperament and behavioural display of temperament.
Studies have shown that maternal stress has an impact on temperament development and
stability in terms of both reactive (e.g., anger) and self regulatory traits. However, the same
study found that maternal stress is a stable trait regardless of their child’s temperament
(Henrichs et al, 2009; Pesonen, Raikkonen, Heinon, & Komsi, 2008).
Studies looking at temperament in children have shown that parental stress and discipline may
be associated with externalizing behavioural problems, and small family size and caregiver
distress have been associated with internalizing behavioural problems (Bayer, Hiscock,
Ukoummune, Price & Wake, 2008; O’Connor et al, 2002, 2003a in Prios & Glaser, 2006). It is
important to note that externalizing behaviours are often easier to identify than internalizing
behaviours as they are more noticeable and more contrary to what is considered acceptable.
One theory is that caregivers’ attentiveness, interactions, reactions, emotions and behaviours
can teach children how to express their temperament in either positive or negative ways. This
can mitigate or exacerbate the impact of temperament. For example, if a child has a fearful
temperament, this may be exacerbated by his caregiver’s anxiety levels. However, if the
caregiver instead is attentive and able to help the child learn how to cope with his fears,
behaviour and emotions, fearful reactions may decrease (Lang, Garstein, Rodgers, & Lebeck,
2010).
There is debate over whether temperament can impact attachment (Zeanah & Fox, 2004).
However, as attachment is formed based on the caregiver responding sensitively and
appropriately to the child’s behavioural cues; it stands to reason that some caregivers may not
be able to understand their children’s behavioural cues if they have different temperaments
from one another.

Summary of Temperament
•

•

The Goodness of Fit theory states that when a child and caregiver have complimentary
temperaments, interactions between them may be easier than if they have opposing
temperaments.
Caregiver stress can influence a child’s temperament and expression of temperament.
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•
•

Caregivers can mitigate or exacerbate their children’s expression of their temperament.
Regardless of their own temperament, caregivers need to learn to react consistently and
sensitively to their children’s behavioural cues.

c) Prenatal Environment
There are some factors that impact children prenatally that will have a large impact on their
future mental health. These include:
•
•
•
•
•
•
•
•
•

Genetics (US Public Health Services (USPHS), 2010).
Prenatal alcohol exposure (USPHS).
Prenatal exposure to other substances, including tobacco (USPHS).
Multiple stressful events occurring during pregnancy (Robinson et al., 2008; US Public
Health Services; William & Ross, 2006).
Nutrition (Martin-Gronert & Ozanne, 2006; Wilkonson & Marmot, 2003; Zeisel, 2009).
Biological abnormalities of the central nervous system (USPHS).
Environmental exposure to lead and other neurotoxins (Dietrich et al., 1990; Williams &
Ross; USPHS).
Perinatal and prenatal trauma (USPHS).
Chromosomal syndromes (USPHS).

Prenatal Alcohol Exposure
Caused by prenatal alcohol exposure, Fetal Alcohol Spectrum Disorder (FASD) is recognized as
the leading known cause of developmental disability in Canada (Poole, 2008). Prenatal alcohol
exposure can also lead to vision and/or hearing impairments, growth restrictions, and damage
to the brain that result in challenges in regards to attention, memory, reasoning, and judgment
(Poole).
FASD occurs as a result of alcohol use during pregnancy. Alcohol is a teratogen that interferes
with the normal development of the fetus. The majority of the damage cause by alcohol occurs
in the central nervous system. This permanent damage to the developing brain leads to
disabilities faced by individuals with FASD throughout the lifespan.
Due to damage to the central nervous system during fetal development, individuals with FASD
experience several primary disabilities. These are disabilities that an individual has at birth.
Effects of these may show up at varying degrees throughout a person’s life, depending on their
stage of development. Many of these effects compound and complicate each other.
Primary disabilities impact several areas, including:
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•

Cognitive Functioning
o Lower IQ, specifically in the areas of language comprehension and mathematics
(Rasmussen, Horne, & Witol, 2006).
o Difficulties with:
 Conceptual and abstract thinking (Mattson & Roebeck, 2002; Schonfeld,
Mattson, Lang, Delis, & Riley, 2001).
 Cause and effect reasoning (Burden, Jacobson, Sokol, & Jacobson, 2005;
Carmicheal, Olson, Morse, & Huffine, 1998).
 Generalization (Burden, Jacobson, Sokol, & Jacobson; Kodituwakku,
Kolberg, & May, 2001; Schonfeld, Mattson, Lang, Delis, & Riley).
 Long and short term memory (Mattson & Roebeck; Eysenck & Keane,
2005).

•

Behavioural Functioning
o Problems with interpersonal skills (Carmicheal Olson, Feldman, Streissguth, &
Bookstein, 1998).
o Difficulties reading social cues (Charmicheal Olson, Feldman, Streissguth, &
Bookstein).
o Difficulties with emotional regulation (FASD Support Network of Saskatchewan,
2007).
o Rigid and inflexible behaviour patterns (Ramussen, Horne, & Witol, 2006).
o Sleep problems (Chudley, Conry, Cook, Loock, Rosales, & LeBlanc, 2005).
o Over-activity/attention problems (Ramussen, Horne, & Wolfe).
o Dysmaturity (Malbin, 2008).
o Difficulty forming secure attachments (Levy & Orlans, 1998).

•

Physical and Sensory Impairments
o Delayed motor development (Mattson & Riley, 1998).
o Poor motor control (Chudley, Conry, Cook, Loock, Rosales, & LeBlanc, 2005).
o Lower weight and height (Chudley, Conry, Cook, Loock, Rosales, & LeBlanc).
o Auditory processing difficulties (Ramussen, Horne, & Witol, 2006).
o High or low pain tolerance (FASD Support Network of Saskatchewan, 2007).

Secondary disabilities arise later in life and develop over time as an individual with FASD
matures. When demands and expectation of others cannot be met because of brain difference,
many individuals with FASD experience repeated failure. This may result in secondary
disabilities (Malbin, 2002).
Secondary disabilities include (Streissguth, 1997):
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•
•

•
•
•
•
•

Involvement with the legal system.
Mental health concerns:
o Attention Deficit Hyperactivity Disorders
o Mood Disorders
o Anxiety Disorder
o Alcohol and Drug Dependency (also Baer, Barr, Bookstein, Sampson, &
Streissguth, 1998)
o Pervasive Developmental Disorder
o Psychotic Disorder
o Personality Disorders
Inappropriate sexual behaviours (also Novick-Brown, 2008).
Trouble with the law, including incarceration (also Lynch, Coles, Corley, & Falek, 2003;
Mattson & Riley, 1998; Schonfeld, Mattson & Riley, 2005).
Trouble at home.
Trouble in school and community.
Social service involvement.

Fetal Exposure to Other Substances (Illegal and Prescription)
It is difficult to conduct research on the exact impacts of other substances on the fetus and
newborn, since human studies would not be considered ethical and it is difficult to isolate the
impact of specific substances as multi-substance use is often a factor. A summary of the impact
of substances on the fetus, newborn and child is shown in Table 10. If prescription medications
are being taken prior to or are needed during pregnancy, medical personnel will weigh the
benefits of continued treatment to the risk of prenatal exposure.
Table 10: Impact of Substances on the Fetus, Newborn and Child
Substance
Amphetamines

Impact on Fetus
• Not known.

Impact on Newborn and Infant
• Neonatal withdrawal symptoms.

Antidepressants

• Not known.

• Increased risk of poor neonatal
adaption resulting in increased use of
neonatal intensive care.
(Note: impacts depend on type of
antidepressant)

Antipsychotics

• No increased risk.

Typical antipsychotics
• Newborn may have extrapyramidal
symptoms, e.g., severe rigidity, muscle
spasms, shaking or restlessness, for
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Substance

Impact on Fetus

Impact on Newborn and Infant
several months.
Atypical antipsychotics
• No known neonatal effects.

Benzodiazepines

• Insufficient data.

Abrupt discontinuation syndrome
(neonate):
• Sedation, hypotonic, reluctance to
suck, apnea, cyanosis, and impaired
metabolic responses.

Cannabis

• Smaller birth weight.

Studies have indicated some of the
following effects on children whose
mothers smoked cannabis during
pregnancy:
• Sleep disturbances
• Hyperactivity
• Impassivity
• Inattention

Club Drugs

• Significant increase of
congenital anomalies.

Insufficient data

Cocaine

• Fetal hypertension and cardiac
rates.
• Prematurity.
• Intrauterine growth
retardation.
• Lower birth weight.
• Smaller head circumference.
• Possible link to neonatal
genitourinary malformations.

• Neonatal neurobehavioural
impairments, e.g., irritability, tremors,
muscle rigidity, and seizures.
• Long term effects are unknown.

Inhalants

• Small birth weight.

• Neonatal abstinence syndrome.
• Possible long term neurodevelopmental deficits.

Opioids

• No known effects.

• Neonatal withdrawal (can last for
several weeks).

Tobacco

• Preterm delivery.
• Low birth weight.

• Neonatal nicotine withdrawal
syndrome (irritability, tremors, and
sleep disturbances).
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Substance

Impact on Fetus

Impact on Newborn and Infant
• Higher risk of Sudden Infant Death
Syndrome (SIDS).
(Motherisk and CAMH, 2007)

Neonatal withdrawal symptoms as well as other short and long term effects of the substances
listed above can impact attachment, brain development, socialization, emotional and
behavioural regulation, and increase the risk for acute and chronic illness/disability (Levy &
Orlans, 1998).

Summary of Prenatal Environment
•

The prenatal environment is key in the development of early childhood mental health as
it is at this time that the brain is formed.

d)

Disability or Illness

Over time, experiencing a chronic illness or disability can have impacts on a child’s mental
health, including attachment, communication, social skills and emotional regulation. Young
children’s physical health is connected to school readiness as well as later problems in
adolescence, including mental health issues, or criminal activities (Albertsson-Karlgren, Graff, &
Nettlebadt, 2001).
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Key Points: Relationships

Attachment
•
•
•
•

Attachment is the deep and lasting connection that children form with the people they
depend upon for care.
Attachment relationships provide children with a safe haven for comfort and a secure base
from which to explore the world.
The most important factor in attachment is how the parent behaves and responds to the
child’s attachment needs.
The relationships that children have early in their lives set the foundation for future
relationships and success.

Caregiver Mental Health
•
•
•
•

Parental mental illness can have a considerable impact on attachment.
Caregivers who are experiencing mental illness may have a difficult time modeling
emotional regulation.
Normal, expected behaviours of the child may exacerbate symptoms in the caregiver.
Having at least one attachment figure who is mentally healthy can mitigate the impacts.

Parental Readiness to Parent
•
•
•

Having a baby is a large life transition.
Psychological adjustment is needed to adapt to new roles and changes in existing
relationships.
How the mother thinks about the baby before it is born affects the infant’s attachment to
the mother.
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Relationships
a) Attachment
Attachment is the innate and enduring bond of one individual to another who is perceived as
stronger and wiser, e.g., the bond of a child to a caregiver (Ainsworth, 1973, as cited in Cassidy,
1999). Attachment typically develops over the course of the first two to three years of an
infant’s life (Marvin & Britner, 1999; Zeanah, Keyes, & Settles, 2003), although the potential to
form healthy attachment extends beyond this (Boris, 2005). Typically, by the end of the first
year, infants are clearly attached to one or more of their regular caregivers.
Attachment is biologically adaptive because it increases the likelihood of the child’s survival
(Bowlby, 1958, 1969/1982, as cited in Cassidy, 1999; Levy & Orlans, 1998). Beginning in the first
year of life, infants exhibit a collection of instinctive attachment behaviours, including orienting,
signalling, crying, clinging, following, proximity-seeking, cooing, and smiling. Infants and
children direct attachment behaviours toward their caregivers under conditions of distress
(e.g., fatigue, illness, or threat) to draw and keep the caregiver close in order to provide care
and protection, thus promoting survival (Bowlby, 1969/1982; Tracy, Lamb, & Ainsworth, 1976
as cited in Carlson, 1998). Once the caregiver is within close proximity, the crying often stops
and smiling, vocalizing, clinging, and eye contact are used to keep the caregiver close (Feldstein,
Hane, Morrison, & Huang, 2004).
Most children form attachments to more than one familiar, available individual before the end
of their first year (Ainsworth, 1967, Bowlby, 1969/1982, Schaffer & Emerson, 1964, as cited in
Cassidy, 1999). Each attachment relationship is separate and independent, with the quality of
each attachment relationship dependent on the quality of interaction with that particular
caregiver (Goosens & van Ijzendoorn, 1990).
Perry (2007) suggests that we live in a child illiterate society. Whereas children in the past used
to have many adults in their caregiving circles, e.g., extended family, now children often have
one or two primary caregivers and very few secondary caregivers. This shortage of possible
attachment figures is detrimental to young children’s mental health.

Attachment Behavioural System
Early in life, attachment behaviours become organized into a behavioural system. The goal of
this system is to maintain the desired closeness to the attachment figure (Bowlby, 1969/1982,
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as cited in Cassidy, 1999). The level of closeness desired at any particular time depends on the
current circumstances. Three factors are thought to contribute to activation of the child’s
attachment behavioural system: (1) how the child feels (e.g., illness, tiredness, hunger, or pain);
(2) perceived danger (e.g., darkness, looming object, or stranger); and (3) the availability and
behaviour of the caregiver (e.g., absence, withdrawal, or rejection of the child) (Cassidy, 1999).
Once the attachment system is activated, the child will continue to seek closeness to the
caregiver until the desired closeness is achieved. The specific combination of these three
factors determines the degree of activation, and the degree of activation will determine the
degree of closeness desired. Therefore, if the attachment system is intensely activated, direct
contact with the primary caregiver may be required, whereas if the attachment system is only
mildly activated, then the presence or soothing voice of the primary caregiver, or even a
familiar substitute caregiver, may be sufficient.
It is not harmful for small children to experience mild to moderate stress in a safe and
supportive environment as this gives them an opportunity to explore the safety net provided by
their attachment figure. It also allows children to develop coping strategies that will help them
later in life (Lieberman, 1993).
As the child’s attachment behavioural system becomes more organized, infants begin to
develop mental representations, or what are more commonly referred to as internal working
models of the self and significant others. These internal working models develop based on
experiences of care in times of distress within the child’s first relationships (Bowlby, 1969, 1973,
1980, as cited in Cassidy, 1999). Internal working models then influence perceptions and
behaviours in subsequent social relationships throughout childhood and adulthood (Bowlby,
1969/1982; Heller & Berndt, 1981, as cited in Cassidy, 1999; Cassidy, 1999; Feldstein et al.,
2004).
Prios and Glaser (2006) provide a summary of the development of attachment, as shown in
Table 11: Development of Attachment.
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Table 11: Development of Attachment
Phase 1: Birth to 8 weeks

Phase 2: 8 weeks to 6 month

Phase 3: 6 months to 2nd/3rd year

Phase 4: 3 years and up

• Gasping, smiling, babbling, crying to get
attention.
• Indiscriminate as to who they seek
attention from.
• Orientation and attachment signals directed
at one or more individuals.
• Can tell the difference between familiar and
unfamiliar adults.
• Need to keep their attachment figure close.
• Begin to explore their environment.
• Begin to discriminate between adults.
• Begin to realize that their attachment figure
is independent from them.

Individual Differences in Attachment - Attachment Categories
The human instinct to become attached to those we depend upon for care includes a
biologically based ability to respond flexibly to the range of possible caregiving environments
(Main, 1990, as cited in Cassidy, 1999). This flexibility is what allows children to adapt to the
variations in quality of care provided by attachment figures. The instinctive nature of
attachment means that infants become attached to their caregivers whether or not their
physiological or emotional needs are being met adequately (Ainsworth, 1967; Harlow, 1962,
Schaffer & Emerson, 1964, as cited in Cassidy, 1999). In fact, nearly all children become
attached, even to caregivers who neglect or abuse them; however, not all children are securely
attached. Four categories of attachment behaviours have been identified as discussed in Table
12: Attachment Type, Caregiver Characteristics, Child’s Behaviours and Internalized Beliefs.
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Table 12: Attachment Type, Caregiver Characteristics, Child’s Behaviours and Internalized
Beliefs

Secure Attachment
Caregiver Characteristics

Child’s Behaviours

• Emotionally and physically
available to the child.
• Positive mood with child.
• Sees child in positive terms.
• Consistently comforts the
child when distressed (upset,
hurt or ill).
• Understands and accepts the
child's behaviours and needs.
• Responds in a warm, loving,
sensitive and consistent way
to the child’s needs.
• Responds quickly and
adequately when the child
needs protection or support.
• Affectionate and takes
pleasure in interaction with
the child.
• During play: sits at child’s
level, much of their contact is
face to face, watches the
child’s face, waits for the child
to initiate, then responds
sensitively and warmly.
• Easily repairs disruptions in
interactions with child.
• Allows exploration while
keeping the child safe.

• Seeks closeness and contact
with caregiver.
• Confidently explores his/her
environment in the presence of
the caregiver.
• Receives comfort from
caregiver, even from a distance
by exchange of smiling or
words.
• Toddler shows signs of missing
caregiver if separated in
unfamiliar setting.
• Actively seeks caregiver at
reunion.
• Easily comforted by the
caregiver and resumes
exploration and play.
• Positive emotions.
• Socially competent.
• Good self control.
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Beliefs Internalized by the
Child
• I can trust and rely on my
caregiver (and others).
• I am lovable, capable,
significant, and
worthwhile.
• My world is safe.
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Avoidant Attachment
Caregiver Characteristics

Child’s Behaviours

Beliefs Internalized by the
Child

• Avoids emotional and
physical contact with child.
• Shows little delight in child.
• Responds to child’s needs
with indifference, rejection,
or in an intrusive way.
• Does not soothe child when
he is upset.
• Rejects the child’s attempts
to keep closer in moments
of distress which he/she
considers unjustified, but
can be sensitive when
considers the distress
justified.

• Shows little distress when
separated from caregiver.
• Ignores or avoids caregiver
when reunited.
• Appears to be independent
and does not seek or
maintain contact with
caregiver.
• Tends to deny own needs.
• Avoids caregiver when
distressed, will try to cope
without support.
• Can be more sociable with
strangers than own
caregiver.

• My caregiver (and others)
is unavailable and
rejecting.
• I must protect myself.
• If I deny my needs, I will
not be rejected.
• If I do what is expected of
me, I will not be rejected.
• If I ignore my needs and
take care of my caregiver, I
will be loved.
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Ambivalent/Resistant Attachment
Caregiver Characteristics

Child’s Behaviours

Beliefs Internalized by the
Child

• Response to child’s needs is
inconsistent and
unpredictable: sometimes
ignores child and when
does respond, response is
sometimes sensitive and
sometimes insensitive, i.e.
angry, passive, or confused.
• Can be over-involved, often
conflictual.
• Misreads child’s cues and
shows lack of synchrony
with child.
• May be role reversal and
rapid changes in reactions.

• Seeks closeness with the
caregiver but at the same
time may reject it.
• Becomes distressed if
separated from the
caregiver, but not easily
comforted by the caregiver.
• May be visibly distressed,
fearful and tense.
• May show anger towards
caregiver.
• Is afraid or reluctant to move
away from the caregiver to
explore his/her environment.
• Less confident, assertive or
able to problem solve.

• My caregiver (and others
are unpredictable,
sometimes affectionate
and protective, sometimes
hostile and rejecting.
• I never know what to
expect, I am anxious and
angry.
• I cannot explore because I
may miss an opportunity
for love and affection.
• If I discover how to
influence my caregiver to
take care of me, I will get
my needs met.
• My caregiver needs to be
needed.
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Disorganized Attachment
Caregiver Characteristics

Child’s Behaviours

• May show chaotic
interactions with child or
more subtle atypical and
inconsistent behaviours
such as extreme
misattunement to infant’s
cues.
• Behaviour frightens or disorients the child rather
than comforting – includes
frightening behaviour,
frightened behaviour, and
dissociation.
• May be avoiding or
rejecting, even for
objectively dangerous
situations.
• Preoccupied with
unresolved loss and/or
trauma.
• May be markedly intrusive
physically and negative
verbally.
• At the extreme, caregiver is
abusive or severely
neglecting.

• Responds to distress with
contradictory, disorganized,
or disoriented behaviour
(e.g., freezing/stilling, fear,
confusion).
• Moves away from, rather
than toward, caregiver when
distressed.
• Lack of coherent attachment
strategy.
• May show some patterns of
behaviour from other
attachment styles.
• May show both strong
avoidance and strong
ambivalent/resistance
toward caregiver (e.g., turn
in circles while trying to
approach caregiver).
• May reject or express
extreme anger toward the
caregiver, then after request
affection.

Beliefs Internalized by the
child
• My caregiver neglects me
or attacks me.
• I do not know how to
behave to get my needs
met, I am desperate.
• I must protect myself but I
do not know how to do it.
• Child experiences ‘fright
without a solution’.

Table 12 is adapted from the L’attachement au cœur du développement du nourrisson (Ministère de la
santé et des services sociaux du Québec, 2005), First Connections…make all the difference (Health
Canada, 2002) and Pathways to Competence: Encouraging Healthy Social and Emotional Development in
Young Children (Landry & Thompson, 2002).

The label attachment disorder has been applied to very deviant or extreme patterns of
behaviour in relation to attachment figures among children who have experienced highly
disturbed caregiving relationships (i.e. institutional rearing, repeated loss of attachment
relationships, or severe abuse) (Lieberman & Zeanah, 1995 as cited in Greenberg, 1999;
O’Connor & Zeanah, 2003; Zeanah et al., 1993). Reactive Attachment Disorder (RAD), as
outlined in the Diagnostic and Statistical Manual of Mental Disorders – Fourth Edition (DSMInfant and Early Childhood Mental Health
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IV®), identifies two patterns of developmentally inappropriate social relatedness. The first is
characterized by strongly contradictory or ambivalent social responses. The second is
characterized by indiscriminate seeking of comfort and nurturance (Boris & Zeanah, 1999).
However, these criteria have been criticized for a number of reasons including: the requirement
that the atypical behaviour be evident across all different social relationships rather than
attachment relationships; the requirement of pathogenic care; that the DSM-IV criteria is based
on literature focusing on extreme groups of infants (i.e., those who have been severely
maltreated and/or institutionalized); and are based on little research (Boris & Zeanah, 1999).
These problems with the DSM-IV® criteria for RAD are particularly striking because a strong link
does exist between children’s mental health problems and the disorganized attachment style,
which is not currently included in DSM-IV®. (See Appendix B for more information on
Attachment Disorder).

Importance of Attachment
Attachment impacts children’s developing sense of mastery of their environment, their ability
to regulate their own emotions and behaviour, and the quality of their future interpersonal
relationships (Cohen, Onunaku, Clothier, & Poppe, 2005; Weinfield et al., 1999). Early
attachment relationships have an impact on later psychosocial development by: 1) influencing
neural development in the brain; 2) providing a basis for learning emotion and behavioural
regulation and synchrony (i.e., learning how to behave in relationships through interaction with
the caregiver); and 3) developing internal working models that lead to expectations and
behavioural patterns, shaping the way an individual engages with his or her environment
(Egeland & Carlson, 2004 ; Hertsgaard, Gunnar, Erickson, & Nachmias, 1995, as cited in Egeland
& Erickson, 1999; Perry 1995, as cited in Lawton, 2002; Weinfield et al., 1999).
Relationships are central to infants’ environments and the types of stimulation they receive,
and are therefore central to how they learn to think. Sensitive caregiver-infant interactions
provide the basis for a developing sense of security and well-being, and confidence in their
ability to influence their environment (Thompson, 2001). They are also the basis of the
development of neural networks, as discussed previously.
A great deal of research has accumulated supporting the importance of early caregiving
experiences to the infant’s developing capacity for self-regulation of emotion and behavioural
and physiological responses to stress (Schore, 2001a). Early interpersonal experiences can
either positively or negatively impact the structural organization of the brain and therefore, the
development of adaptive and coping capacity, having long term consequences for infant mental
health and eventually, adult mental health. In a secure attachment interaction, the caregiver
continuously regulates the infant’s arousal level and emotional states. This is done through
affect synchrony and attunement, in which caregiver and infant match emotional states and
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then simultaneously adjust their social attention, stimulation, and arousal to each other’s
responses. As a result of experiencing the caregiver’s interactive regulation, the secure infant
over time develops an ability to self-regulate and to appraise and adapt to stressful changes in
the environment.
Schore (2000) discusses the increasing evidence that optimal brain development take place
within attachment relationships. Prefrontal development and organization takes place in this
context. As discussed, the prefrontal area of the brain plays a role in affect regulation, social
cognition, empathy responses, flexibility, and self awareness (Hugh, 2009).

Secure Attachment: A Protective Factor
Secure attachment relationships help build children’s resilience (Levy & Orlans, 1998). A
sensitively responding attachment figure reduces an infant’s fear or anxiety in unfamiliar or
challenging situations, therefore providing and teaching emotion regulation. This allows for the
development of stress management skills and buffers the developing brain against the
potentially negative effects of stress hormones (Gunnar, Broderson, Nachmias, Buss, &
Rigatuso, 1996, as cited in Thompson, 2001), and strengthens a child’s sense of competence
and self-efficacy (Thompson, 2001).
Secure attachment has been related to fewer behaviour problems, higher social competence
(including in mixed-gender situations), and higher competence in general (Weinfield et al.,
1999). These children show more empathy and are more able to maintain a boundary between
another’s distress and their own (Weinfield et al., 1999). Early secure attachment relationships
play a protective role for later development by providing children with the ability to deal well
with, or recover from, difficult experiences in childhood and adolescence (Egeland & Carlson,
2004; Weinfield et al., 1999). Even when an infant has an insecure attachment with his or her
primary caregiver, secure relationships with alternative attachment figures can provide a
“buffer” against future developmental difficulties (Howes, 1999).

Insecure Attachment as a Risk Factor
Insecure attachment, and particularly disorganized attachment, is a risk factor for later
development of mental health problems (Greenberg, 1999). However, not all, or even not most,
insecurely attached children will develop mental health problems. There are many factors
interacting throughout development that influence whether mental health problems will
develop.
Behaviour problems that have been associated specifically with avoidant attachment include
being withdrawn when distressed, a tendency to give up easily, and being exhibitionistic and
impulsive (Egeland & Carlson, 2004). Children with avoidant attachments are more likely to
have hostile, angry, and aggressive behaviour with caregivers and peers (Egeland & Carlson,
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2004 Weinfield et al., 1999;). In combination with other risk factors (i.e. low income, maternal
depression, or single-parent home), avoidant attachment contributes to the development of
conduct problems and mental health problems in adolescence (Carlson, 1998; Levy & Orlans,
1998), particularly antisocial behaviour (Belsky, 2005; Egeland & Carlson; Levy & Orlans).
Children with ambivalent/resistant attachment are more likely to have problems with social
competence (e.g., dependency and helplessness), anxiety or develop anxiety disorders in
childhood and adolescence (Carlson, 1998; Warren, Huston, Egeland & Sroufe, 1997; Weinfield
et al., 1999).
Children with a disorganized attachment are more vulnerable to stress and more likely to:
experience difficulties with self regulation and regulation of negative emotions; be
oppositional, hostile, aggressive, and coercive; be diagnosed with conduct problems; have
internalizing or externalizing problems; exhibit unusual or bizarre behaviours; exhibit
dissociative symptoms; have social and behavioural difficulties; have low self-esteem, poor
peer interactions, and be rejected by their peers; experience poor academic functioning; and
seem “confused”, “in a fog”, and “accident prone” (Levy & Orlans, 1998). As adolescents, these
children are more likely to “deliberately harm themselves or attempt suicide”, experience
dissociation, and have higher levels of overall mental health problems (Benoit, 2004, as cited in
Benoit, 2005; Carlson, 1998; Egeland & Carlson, 2004; Green and Goldwyn, 2002;Warren et al.,
1997; Weinfield et al., 1999 van Ijzendoorn, Schuengal, Bakermans-Kranenburg, 1999;).
Disorganized attachment is an important risk factor for psychopathology and may even be
considered an early sign of psychopathology itself (van Ijzendoorn, Schuengal, & BakermansKranenburg).

Factors Influencing the Quality of Attachment Relationships
Basically, secure attachment is predicted by the quality of care provided i.e., whether the
caregiver responds consistently in a sensitive, prompt, warm, and involved way (Belsky, 1999;
Cohen, Onunaku, Clothier, & Poppe, 2005). In contrast, unresponsiveness or rejection of the
infant’s attachment-related needs is linked to avoidant attachment, and inconsistent or
ineffective caregiving is related to ambivalent/resistant attachment (Ainsworth et al., 1978;
Isabella, 1993; NICHD, 1997, as cited in Kretchmar & Jacobvitz, 2002). Disorganized attachment
has not been found to be related to sensitivity of caregiving, but to the experience of a
caregiver exhibiting atypical, frightening, or frightened behaviours (Benoit, 2005; Busch &
Lieberman, 2007; Levy & Orlans, 1998).

Intergenerational Transmission
A significant contributor to how a caregiver responds to his or her child’s attachment needs and
therefore the development of the child’s attachment pattern is the caregiver’s own attachment
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style. A caregiver’s attachment style prior to the birth of a child has been found to predict the
quality of the infant’s attachment to the caregiver at one year of age (Fonagy et al. 1991, Steele
& Steele, 1994, Benoit & Parker, 1994). In fact, intergenerational transmission of attachment has
been found to be strong across up to three generations (Benoit & Parker).
Research looking at intergenerational transmission of caregiving found that the mothers’
memories of the caregiving they received, along with the current quality of their relationships
with their own mothers, predicted the attachment pattern that their infants developed with
them (Kretchmar & Jacobvitz, 2002). Thus, the internalization of particular relationship
strategies experienced with significant caregivers contributes to quality of caregiving provided
to the next generation (Kretchmar & Jacobvitz).

Caregiver Behaviours
Researchers have attributed some behaviours as contributing to the development of secure
attachment.
Caregiver sensitivity has been defined as responding appropriately and promptly to the infant’s
attachment behaviours (Ainsworth et al., 1978; De Wolff & van IJzendoorn, 1997). Caregiver
sensitivity has four essential components: 1) an awareness of the infant’s signals; 2) an accurate
interpretation of the signals; 3) an appropriate response to them; and 4) a prompt response to
them (Egeland, Weinfield, Bosquet, & Cheng, 2000).
Mutuality describes a positive exchange where both caregiver and infant attend to the same
thing, and the caregiver regulates the infant’s arousal (De Wolff & van IJzendoorn, 1997).
Synchrony/Reciprocity describes reciprocal and mutually rewarding interactions between
caregiver and infant (De Wolff & van IJzendoorn, 1997). It is an adaptative process in the
caregiver-child relationship that leads to a series of mutually satisfying behaviours. In response
to the signals from the infant, the caregiver adapts his or her behaviour in order to draw a
positive reaction from the infant (Anderson, 1981).
Stimulation describes any caregiver action directed toward the infant (De Wolff & van
IJzendoorn, 1997).
Positive attitude/pleasure is positive affect directed toward the baby during a reciprocal
interaction (De Wolff & van IJzendoorn, 1997).
Emotional support takes place when the caregiver is attentive and available to the child and
supportive of child’s efforts (De Wolff & van IJzendoorn, 1997).
Proximity is the physical and psychological experience of being close. It has been found that
frequent and sustained physical contact between infant and mother, especially during the first
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six months, together with mother's ability to soothe a distressed baby by holding him or her,
promotes attachment security (Ainsworth et al., 1978).
Additional, specific caregiver behaviours found to contribute to the development of a secure
attachment relationship include (Landy & Thompson, 2002):
•
•
•
•
•
•
•
•
•

Comforting children when they are physically hurt, ill, upset, frightened, or lonely.
Responding to and noticing children so they feel cared for.
Giving children a sense of trust in the world and the people in it (e.g., children feel safe
when caregivers comfort them; caregivers instill a feeling of trust and safety when they
communicate a belief in the child’s ability to do things).
Helping children review experiences and re-enact frightening situations so that the
memories can be integrated into their self-narratives.
Creating and keeping alive good, warm, and joyful memories.
Letting children know where you are going and when you will be back. Providing objects to
give security and keep memories of you and/or other absent caregivers alive.
Trying to be as predictable and as positive as possible in reacting to a child’s behaviour.
Establishing predictable family traditions.
Returning to consistent caregiving as soon as possible if there has been a disruption.

Change in Attachment Relationships
Changes in attachment relationships always remain possible. Prior experience and adaptation,
however, does limit future development. An individual’s internal working model that leads to
expectations and guides behaviour is not easily modified (Weinfield et al., 1999). However,
since internal working models are relatively accurate representations of reality, if the caregiving
environment does change, the child’s internal working model and therefore attachment style
and developmental pathway is also likely to change (Atkinson, et al., 2000; Egeland & Carlson,
2004). In fact, particularly in infancy and early childhood, current environment plays a larger
role in determining attachment security than previous experience. Factors affecting changes in
attachment include: caregiver life stress and social support, maternal depression and mental
health problems, parental relationship status, illness, abuse, alternative caregiving
arrangements, family functioning, and organization in the home ( Egeland & Carlson, 2004;
Hamilton, 2000; Iwaniec & Sneddon, 2001, as cited in Scharfe, 2003; Lewis et al., 2000; Waters
et al., 2000; Weinfield et al., 1999; Weinfield et al., 2000; ).

Summary of Attachment
•
•

Attachment is the deep and lasting connection that children form with the people they
depend upon for care.
Attachment relationships provide children with a safe haven for comfort and a secure
base from which to explore the world.
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•
•

The most important factor in attachment is how the parent behaves and responds to
the child’s attachment needs.
The relationships that children have early in their lives set the foundation for future
relationships and success.

b) Caregiver’s Mental Health
Maternal Postpartum Depression
It is estimated that approximately 10% of mothers experience postpartum depression, although
this number may be higher due to under-diagnosis (Mayo Foundation, 2009; Zero to Three,
2009). Although the exact causes of maternal postpartum depression are unknown, risk factors
for developing this condition have been identified. These include:
• having a past history of depression or postpartum depression;
• facing several stressors present during the pregnancy, e.g., loss of a job or death in the
family;
• experiencing complications during pregnancy or birth;
• experiencing financial struggles;
• having a weak or non-existent support system (both emotional and functional);
• experiencing marital problems;
• being an adolescent parent;
• facing single parenthood;
• being unemployed and/or living in a low income household; and/or
• having an unexpected or unwanted pregnancy (Mayo Foundation; Mistry, Stevens,
Saren, DeVogel & Hafton, 2007).
Postpartum depression and other forms of maternal mental illnesses have more impact on
young children than do somatic illnesses. For example, when mothers with postpartum
depression have to be hospitalized, it is often for a longer time period than those with somatic
(physical) illnesses (Albertsson-Karlgren, Graff & Nettlebadt, 2001). Further, mothers who are
depressed are less likely to show positive emotions, stimulate their child, and follow their
interests than those with somatic illnesses. Finally, those with somatic illnesses are more likely
to join in play and interaction time with their infant as well as allow for a close relationship to
form between the child and the remaining caregiver (Albertsson-Karlgren, Graff, & Nettlebadt).
The impact that postpartum depression will have on the young child depends on the length of
time that the depression lasts. When the depression is present for the first year of the child’s
life, mother-child interactions and, sub-sequentially, attachment will be affected. This will be
discussed in more detail below. When the depression lasts more than one year, infants often
Infant and Early Childhood Mental Health

Page 51

experience growth and emotional delays. If the depression is chronic or long lasting, children
will usually begin to exhibit behavioural problems in preschool (Field, 1995; Mantymaa et al.,
2008).

Postpartum Depression and Attachment
Research has shown that the presence of maternal postpartum depression affects the motherinfant relationship, particularly the infant’s ability to form a secure attachment to his/her
mother (Mantymaa et al., 2008; Zero to Three, 2009). Inconsistent and non-sensitive care tends
to result in the infant forming an insecure attachment. As discussed in the section on
attachment, attachment is important for the infant’s brain development, forming and
reinforcing of neural networks, developing social skills, exploration of the environment, and
emotional regulation.

Postpartum Depression and Emotional Regulation
The development of emotional regulation is dependent on maternal communicative behaviour.
In order for infants to learn emotional regulation, their mothers’ vocalizations need to be
consistent with their actual emotional states. These states are expressed through body
language and facial expressions. Depressed mothers may have a difficult time coordinating
these (Reissland & Sheppard, 2006).
One of the first ways that an infant learns to show and regulate their emotions is through
mirroring the emotions of their caregiver. When the caregiver is calm and attentive, the baby
often becomes calm. If the caregiver is agitated, the baby becomes agitated. Babies also mirror
their caregiver’s facial expressions. In fact, babies often look to their caregivers to guide them
when faced with a new situation or new stimuli. The child will respond to this stimulus by
mimicking the caregiver’s response.
A lack in development of emotional regulation and social skills can be seen through the lack of
empathy that newborns and infants with depressed mothers have towards other newborns and
infants crying. Normally, newborns and infants are highly responsive and attentive to other
babies crying. However, those who had depressed mothers did not respond to this stimulus
(Field, Deigo, Hernandez-Reif & Fernandez, 2007).

Postpartum Depression and Response to Novel Situations
Infants also mimic lack of responsiveness to novel situations. In newborns, this is normally
associated with high levels of arousal, low levels of attentiveness, and less of a display of
empathy. Of interest, infants who are 3-6 month olds exhibited less negative response to their
mothers’ inconsistent behaviour, indicating that this behaviour has become normalized for
them. This age group also is less upset (less crying, brow clinching, and flailing) by sad faces
than are infants with non-depressed mothers (Field, Diego & Hernandez-Reif, 2009).
Infant and Early Childhood Mental Health

Page 52

Laboratory studies have found that infants whose mothers are depressed show less expressions
of surprise to new stimuli than do infants whose mothers are not experiencing depression. In
fact, whereas infants of mothers who were not depressed spent time focusing on the toy or
other stimulating event and took cues about how to react from both the stimuli and their
mother, infants who had depressed mothers spent less time focusing on the stimuli and more
time focusing on their mothers’ reaction. Thus indicating that they had not learned how to
react consistently to new stimuli and that their mothers were not reliable sources of
information about how to react (Reissland & Sheppard, 2006; Zero to Three, 2009).

Postpartum Depression and Maternal Intrusive and Withdrawal
Behaviours
A lot of research has focused on two symptoms of maternal depression, intrusiveness and
withdrawal, and their subsequent impact on infants. Although not all mothers who experience
postpartum depression exhibit these symptoms, a high number do (40% experience one or the
other (Forbes, Fox, Cohn, Galles & Kovacs, 2006). Further, those experiencing these symptoms
may not recognize that they are. When mothers rated themselves as being either intrusive or
withdrawn, those that were intrusive could recognize their behaviour but those that were
under stimulating/withdrawn could not (Forbes et al.).
Mothers who experience either intrusive or withdrawn behaviours have differences in their EEG
patterns than those who do not experience depression. Normally, EEG patterns show activity
that is bilateral, i.e., includes both the left and right side of the brain. Mothers who are
experiencing depression, especially those experiencing intrusive or withdrawal symptoms, show
greater frontal lobe activity, unilateral activity, and have lower levels of dopamine (Field,
Hernandez-Reif, & Deigo, 2006). Their infants were seen to have the same dysregulated
physiological systems and biomedical profiles. That is, right frontal lobe activity, low vagal nerve
activity, elevated cortisol levels and low levels of serotonin and dopamine (Field, Diego &
Hernandez-Reif). Low vagal activity has been linked to irritability, behaviour problems at 3
years, emotional dysregulation, hyper-reactivity to environmental and visceral stimuli,
withdrawal, impulsivity/acting out, and insecure attachments (Cozolino, 2006).
Maternal intrusive and withdrawn behaviours impact the mothers’ interaction with their
children (Mantymaa et al., 2004). For example, maternal postpartum depression and intrusive
symptoms are associated with authoritarian parenting. Children experiencing this type of
parenting, at the same time as maternal depression, are less likely to follow instruction and stay
on task and more likely to display aggressive play (Peleaz, Field, Perkins, & Hart, 2008). In turn,
this can further increase intrusive and withdrawal symptoms.
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Studies have shown that maternal intrusiveness is related to behavioural, social and cognitive
problems later in life (Mantymaa et al., 2004; Stevens, 2006). For example, when depressed
mothers with intrusive symptoms were asked to listen to a recording of a baby crying, they
often responded to the sound with anger and impatience. Those who were experiencing
withdrawn symptoms responded to the crying sounds with a high level of distress, but a low
level of interest. (Forbes et al., 2006). Studies have shown that preschoolers with mothers who
exhibit these symptoms have the same responses to their peers or their caregivers when they
show sadness, pain or fear (Forbes, et al.).

Postpartum Depression Decreased Stimulation
As discussed in the section explaining brain development and biochemical responses, it is
believed that the presence of similar physiological and biochemical profiles can explain both
maternal and infant high arousal levels as well as low discrimination and arousal to stimuli
(Field, Diego, & Hernandez-Reif, 2009). Biochemical differences may explain the results of
research showing that babies of depressed/withdrawn mothers spend a lot of time in deep
sleep, have less alert stages, and are less likely to explore their environments. Babies of
intrusive, depressed mothers also have sleep patterns outside of the norm. Studies have shown
that they exhibit more disorganized sleep habits (Field, Diego, & Hernandez-Reif).

Paternal Depression after Pregnancy
Although most research on postpartum depression has focused on the mother, some
hypothesize that fathers or partners (including same sex partners) may also experience
depression. Depression in fathers during the postnatal period was associated with adverse
emotional and behavioural outcomes for children aged 3 to 5 and an increased risk of conduct
disorders. These results were adjusted for later onset depression and maternal depression
(Ranchandani et al., 2005).
Research indicates that paternal postpartum depression may occur at the same time as the
mother is experiencing postpartum depression. However, this depression often has a later
onset. This might be particularly distressing to the child if strong attachments have formed to
the father and he is a safe, consistent provider. It has been shown that fathers whose partners
are experiencing postpartum depression often take over the role of primary caregiver during
the time that their spouse is unable to do so (Albertsson-Karlgre, Graff, & Nettlebadt, 2001).

General Caregiver Mental Illness
The following section will discuss parental mental illness that is not related to postpartum
depression. This includes a caregiver(s) with a history of mental illness but with no current
symptoms and those experiencing long-term mental illness with ongoing symptoms or
reoccurring symptoms.
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When discussing the impact of a caregiver’s mental health status on young child(ren), it is
important to examine other risk factors that may be present within the family, such as social
class, race and ethnicity and education levels. Mental health and factors such as poverty,
unemployment, substance abuse, past childhood abuse, and isolation are all interconnected
(Cohen, Onunaku, Clothier, & Poppe, 2005). These factors can mitigate or exacerbate the
impact of parental mental health concerns on children (Stevens, 2006).
Studies have confirmed that the presence of multiple risk factors in a family as well as living
with a caregiver(s) who is experiencing mental health problems are associated with poor health
status and developmental delays for the child? infant?. As well, these are less likely to be
promptly addressed as caregivers living in such circumstances are less likely to take their
children to regular check ups with physicians and are more likely to delay seeking medical care
(Stevens, 2006).

Parental Mental Health as a Chronic Illness
Of interest, despite the above finding, it has been shown that caregivers who experience
chronic depression and anxiety issues take their young children to the emergency room more
often than caregivers who do not experience a mental illness. This could be because children
who live in households with caregivers experiencing these issues are more likely to develop
chronic illnesses, such as asthma (Sills, Shetterly, Xu, Hagid, & Kempe, 2007). Due to their
nature, the symptoms of these illnesses may trigger anxiety and fear for the caregivers resulting
in a heavy use of the medical system. Sills et al. (2007) found that despite heavy use of the
medical system through emergency room visits, these caregivers were still less likely to take
their children to family doctors and specialists than caregivers who are not experiencing mental
illness. This indicates a lack of ability to follow through with medical care past the initial crisis
that brought the caregiver and child to the emergency department.

Parental Mental Health and Separation due to Hospitalization
As discussed previously, sometimes a caregiver experiencing a mental illness may have to be
separated from their family and hospitalized until the illness becomes stabilized. Psychiatric
hospitalization stays are often longer than those for physical reasons. As well, children may be
unable to visit their caregiver in the hospital or may only be able to do so infrequently. Young
children who live with a mentally ill caregiver may have to take on caregiving responsibilities,
may worry about an ill or absent caregiver, and may experience increased family conflict.
Furthermore, as mental illness is difficult to understand and has a stigma attached to it, young
children may not be told about their caregiver’s health concern. They may therefore attribute
symptoms, behaviours or parental absenteeism to something they caused (Bibou-Nikou, 2004).
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Behavioural Triggers
At times, the normal behaviour of a young child can exacerbate the mental health symptoms of
their caregiver. For example, lack of sleep can intensify several disorders, particularly mood
disorders. Furthermore, being a new caregiver and being unable to completely control one’s
environment can increase symptoms of anxiety, Obsessive Compulsive Disorder (OCD), and
phobias (Atella, Di Pietro, Smith, & St. James-Roberts, 2003; Mistry, Stevens, Saren, DeVogel &
Hafton, 2007; Neuropsychiatry Reviews, 2007). For fathers, highly depressive symptoms were
linked to fussy, unpredictable and difficult character traits of their infant, where for mothers
the same symptoms were linked to sleep disruptions (Atella, Di Pietro, Smith, & St. JamesRoberts).

Parental Mental Illness and Internalizing and Externalizing Behaviours
Paternal mental illness is significantly related to higher internalizing, externalizing and total
problem scores in early childhood (Mantymaa et al., 2004). These results continue through
adolescence and early adulthood. In fact, of individuals who grew up with a caregiver
experiencing a mental illness, particularly depression that began in childhood, 19.5% had
experienced at least one episode of major depression; 3.8% chronic depression; 43.1% nicotine
dependence and substance use; 31.3% substance use; 3.1% bipolar mood disorder; and 35.0%
anxiety disorders. Depression and anxiety are more common in females, while substance use is
more common in males. These statistics remained static regardless of the gender of the
caregiver with the mental illness. When both caregivers had a mental illness, the rate of bipolar
depression, posttraumatic stress disorder, obsessive compulsive disorder, and anxiety disorders
increased and the onset of these issues occurred earlier in the individual’s lives (Lieb, Isenee,
Hofler, Dipllnf & Wittchen, 2002).

Parental Mental Illness and Sensitive and Responsive Caregiving
In young children, it is very important that caregivers are able to read the cues of their child.
For example, children often look away from their caregiver to help to regulate emotion. At
times, a caregiver who is experiencing a mental illness may be unable to read their child’s cues.
It is hypothesized that this is one of the reasons why children who have a mentally ill caregiver
have difficulty adapting to changes and behave in unpredictable ways (Atella, Di Pietro, Smith,
& St. James-Roberts, 2003). Forbes (2006) found that children of caregivers with child-onset
depression are more likely to have problems with emotional regulation, greater right frontal
brain activity (linked to sadness, worry and passive responses) when at rest, less flexible heart
rates across all affects, and greater left frontal brain activity when stimulated (linked to anxious
anticipation, anxiety and worry).
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Parental Mental Illness and Perceptions of Caregivers
When self rated on mental health symptoms and child behaviour, mothers and fathers who said
that their mental health was poor or moderate were more likely to report that their infant was
socially withdrawn (Mantymaa et al., 2008). This was mitigated, in part, by having one caregiver
who is healthy. Furthermore, for children whose mother was healthy and whose father
experienced mental illness, the children had better language and social development at 6
months, and better gross motor, fine motor and language development at 18 months. When
the father was mentally healthy and the mother experienced mental illness, the child was seen
to have better fine motor at 18 months (Lung, Shu, Chiang, & Lin, 2009). Furthermore, maternal
mental health was seen to have a larger and more permanent impact on children’s health than
paternal mental health (Lung, Shu, Chiang, & Lin).

Summary of Caregiver Mental Health
•
•
•
•

c)

Parental mental illness can have a considerable impact on attachment.
Caregivers who are experiencing mental illness may have a difficult time modeling
emotional regulation.
Normal, expected behaviours of the child may exacerbate symptoms in the caregiver.
Having at least one attachment figure who is mentally healthy can mitigate the impacts.

Parental Readiness to Parent

Several factors can influence an individual’s readiness to be a caregiver, including:
•
•
•
•
•
•
•
•
•
•
•

the pregnancy being unplanned;
the pregnancy being connected to violence;
occurrence of domestic violence in the home;
caregiver(s) having prior psychiatric symptoms;
capability of caregivers at conceptualizing having a child and being a parent;
age of caregivers;
caregiver(s) having a history of past child abuse;
caregiver’s support system or friends having their own children;
single parenting;
support received around the pregnancy; and/or
changes caregivers will have to make in their lives when the child arrives(Slade, Cohen,
Sadler Miller, 2009).

It is important that caregiver(s) begin to make psychological moves towards their new identity
during pregnancy. Men have a harder time than women adjusting to being a caregiver as they
do not have the bodily and hormonal changes preparing them for this life transition throughout
the pregnancy (Gage & Kirk, 2002; Habib & Lancaster, 2006). Women also receive a higher
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degree of system and social support around pregnancy than men (Miller, Sable, & Csizmadia,
2007; Slade, Cohen, Sadler, & Miller, 2009).
The ease of this transition has been shown to impact the caregivers’ perceptions of their child
as well as attachment. Huth-Bocks, Dayton, Levendosky and Bogat (2009) studied women who
were experiencing domestic violence and who had unintended pregnancies. They looked at the
relationship between maternal representation of their baby before and after birth, and infant
attachment. Their findings are shown in Table 13: Summary of Maternal Representation of
Child and Infant Attachment.
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Table 13: Summary Maternal Representation of Child and Infant Attachment
Maternal Representations
Balanced:
• Accepting of a range of emotions for her
fetus and infant.
• Can tolerate both positive and negative
emotions.
• Demonstrates a positive emotional
connection with her fetus and baby.
• Her narrative/representation of her baby is
coherent and rich.

Infant Attachment to Mother
Secure:
• Greets mother directly after separations.
• Easily soothed by mother.
• Learns that he/she can express a wide
range of emotions and that mother will
attend to them.
• Learns self regulation through the
experience of being comforted by the
mother.

Disengaged:
• Unable to be open to the ongoing needs and
experiences of the fetus and infant.
• Demonstrated an under active affective tie
to her baby.
• Holds an impoverished representation of her
baby.
• Relationship with baby is rigid and
stereotyped.

Insecure/Avoidant:
• Appears uninterested in mother when she
leaves or upon reunion.
• Demonstrates restricted affect.
• Plays independently and appears to not
need or want soothing from the mother.
• In order not to bother the mother, infant
does not display distress.
• Mothers avoid contact and cannot tolerate
negative affect.

Distorted:
• Unable to be open to the ongoing needs and
experiences of her fetus and baby.
• Demonstrates an over-activated affective tie
to her baby.
• Holds a pervasive distortion of her baby and
her relationship with her baby.

Insecure/Ambivalent
• Clings but is unable to be soothed by
mother.
• Displays anger and distress.
• Has difficult time exploring the
environment.
• Frustrated because he never knows when
mother will respond and when she will not.
• Learns to hyperactivate emotional displays
in the context of relationships.
• Parenting is inconsistently responsive and
sometimes rejecting and angry.

Summary of Parental Readiness to Parent
•
•

Having a baby is a large life transition.
Psychological adjustment is needed to adapt to new roles and changes in existing
relationships.

Infant and Early Childhood Mental Health

Page 59

•

How the mother thinks about the baby before he or she is born affects infant’s
attachment to the mother.
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Key Points: Relationships
Social Determinant of Health
Childrenare
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evenhigher
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(socialdeterminants
determinantsofofhealth)
health)because
Children
because
they are completely
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Hua,
& and
Shepherd,
they
are completely
reliant on others.
It isothers
important
to view
both the
child
family 2002).
holistically.
These include;

Stress and Trauma

Income
and
social status
• 1. Stress
and
trauma
trigger biological responses in children’s bodies.
2. Social support networks
• 3. Children
canand
develop
responses that are triggered by normal, nonEducation
literacy,sensitized
i.e. healthhyperarousal
literacy
events.
4. stressful
Employment/Working
conditions
5.
Social
environments
• Trauma and stress impact brain development, emotional regulation and exploration.
6. Physical environments
• Stress is not always negative and can help children develop resiliency.

7. Life skills
8. Personal health practices and coping skills
Domestic
Violence
9. Healthy
child development
• 10.Young
children
are impacted
by domestic violence.
Biology
and genetic
endowment
11.
Health
services
• Domestic violence affects the child seeing their home as a safe haven.
12. Gender
13. Culture
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Environment
a)

Social Determinants of Health

The Public Health Agency of Canada (PHAC, 2010), recognizes the importance of a population
health approach when examining the health and wellbeing of Canadians. This approach
acknowledges that there are several environmental and social factors that influence our health.
Children are at even higher risk from environmental factors (social determinants of health)
because they are completely reliant on others (Waddell, McEwan, Hua, & Shepherd, 2002).
These include:
•
•
•
•
•
•
•
•
•
•
•
•
•

Income and social status;
Social support networks;
Education and literacy, i.e. health literacy;
Employment/Working conditions;
Social environments;
Physical environments;
Life skills;
Personal health practices and coping skills;
Healthy child development;
Biology and genetic endowment;
Health services;
Gender; and/or
Culture .

b) Stress and Trauma
Many individuals do not believe that young children, particularly those under the age of 3, can
experience stress and trauma. There are many myths about this: that young children will not
remember events and therefore cannot be impacted long term; that young children do not
process information on the same level as adults and therefore will not experience the full effect
of a trauma; and that young children will be traumatized by the exact same events or in the
exact same way as adults (Levine & Kline, 2007). Despite these beliefs, both stress and trauma
have immediate effects during childhood as well as lifelong impacts.
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Stress: Definition
Stress refers to our biological and emotional response to situations that are new, dangerous or
a threat to our well-being. “Traditionally, stress has been defined in terms of its source (e.g.,
internal and external)”(Marion, 2003). Internal sources of stress include hunger; pain;
sensitivity to noise; temperature change and crowding (social density); fatigue; and over- or
under-stimulation from one's immediate physical environment. External stressors include
separation from family; change in family composition, exposure to arguing and interpersonal
conflict, exposure to violence; experiencing the aggression of others (bullying); loss of
important personal property or a pet; exposure to excessive expectations for accomplishment;
"hurrying"; and disorganization in one's daily life events (Bullock, 2002). Although the research
literature tends to focus on the impact of single-variable stressors on children's development,
in real-life situations children experience stress from multiple sources. Researchers note that
multiple stressors interact with one another and can have cumulative effects (Stansbury &
Harris, 2000).
The National Symposium on Early Childhood Science and Policy (2006) separates stress into
three categories: positive, tolerable and toxic. Positive stress refers to everyday challenges, e.g.,
feeling hungry or tired. Tolerable stress refers to serious stress that is buffered by adults, e.g., a
child who has to go to emergency but has his caregiver present to support him through and
after the event. Toxic stress is stress that is frequent, serious or prolonged. In cases of toxic
stress, the child has little to no adult support (around the stress). This type of stress is the most
damaging. Trauma is one example of stress that could be seen as either tolerable or toxic.
Stressors can be broken down further into those that pose an immediate threat to the child,
situations that increase the likelihood of immediate threat, and cues that are closely tied to
either of these. These are further described in Table 14: Types of Stressors. Young children’s
reactions and perceptions of these stressors are dependent upon caregiver reactions and
supports (Rifkin-Graboi, Borelli, &Bosquet Enlow, 2009).
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Table 14: Types of Stressors
Type of Threat
Immediate Threats
• Natural Disaster
(including fire)

•

Abuse

Impending Threats
• Environmental novelty

Experiences, Reactions and Perceptions
• Infant’s responses to natural disaster are influenced by
caregiver’s responses.
• Caregivers may not be able to provide sensitive or consistent
care during or after a natural disaster.
• There can be a co-occurrence of caregiver Post Traumatic
Stress Disorder and child Traumatic Stress Disorder.
• Children will usually have problems self-regulating if caregiver
is having this problem.
• Infant’s natural “approach” instinct may increase threat of
further abuse.
• Conflict between instinct to flee and instinct to approach the
caregiver.
• Prolonged endocrine system response occurs in reaction to
continual low levels of stress.
• Inconsistent care will affect the child’s ability to learn basic
skills, develop neural networks, and have optimal brain
development.
• Young children may be unable to securely attach to caregivers.
• Some evidence has shown increases in cortisol when young
children are exposed to novel situations, people or
environments, such as preschool.
• Support from a caregiver(s) can mitigate these effects.

•

Stranger approach

• When children are free to approach their caregiver, they have
less biological stress reactions when a stranger approaches
them than if they cannot approach.

•

Separation

• For most young children, short term separations do not cause
large stress response, especially once they know how to self
soothe, e.g., falling asleep or interacting with a babysitter.
• Long term separation from attachment figures result in
endocrine and other stress related chemical increases.
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Type of Threat

Experiences, Reactions and Perceptions

Cues Tied to
Immediate/Impending
Threats
• Feeling of
uncontrollability or failure

• This feeling is often tied to loss of social network, support,
family and survival.

• Caregiver rejection,
unavailability and neglect

• Caregivers are linked to the young child’s chance of survival.
• Decreased immediacy of a safe haven when danger exists.

• Non-optimal care

• E.g., non-responsiveness, mental illness, intrusiveness,
hostility, or over-controlling behaviour.
• Non-optimal parenting is often associated with other
“threats” in the environment, e.g., lack of caregiver availability
due to working night shifts.
(Rifkin-Graboi, Borelli, & Bosquet Enlow, 2009).

Trauma: Definition
Trauma has been defined as “a young child’s direct experience, witnessing, or confrontation
with an event or events that involve actual or threatened death or serious injury, or a threat to
the psychological or physical integrity of the child or others” (Lieberman, 2004). According to
Levine & Kline (2007), the most frequent causes of trauma in children are injuries and falls,
medical and surgical procedures, violent acts and abuse, grief and loss, and environmental
stressors.
There is no correlation between the magnitude of the impact and the magnitude of the
stressful event. Trauma is a subjective experience not an objective experience. The impact of
stress is dependent upon the biological and developmental age of the child as well as the child’s
temperament (Lieberman, 2004). In other words, the experience of trauma depends on how
the child perceives and interprets the threat.
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Berg (2006) describes how developmental stages can impact the experience of trauma as
follows in Table 15.
Table 15: Developmental Milestones in Early Childhood Related to the Experiencing of
Trauma
Developmental Milestone

Age

Ability

Visual Acuity

0-6
months

Newborns’ visual acuity range is the length
between their mother’s breast and face.

6 months + After six months, visual acuity is that of an adult.
Therefore, distinct visual memories of events
that took place at a range further than arm
distance from the child will not be formed until
after they are at least 6 months of age. This does
not mean that children less than six months will
not be aware of colors, activity, people, and
movement that is further away. They are just less
likely to see these clearly and fully process the
information from these sensations.
Memory

0-5 years

Earliest memories are stored as somatic and
sensory memories (i.e., in the brain).
In other words, young children will not be able to
relate back narratives of events. They may
remember parts of an event and be able to relate
it back. They are, however, more likely to
remember somatic and sensory experiences
related to the stressor. This makes it very easy
for trauma/stress reactions to become
generalized (also: Gaensbauer, 2002; Levine &
Kline, 2007; Siegel, 1999).
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Developmental Milestone

Age

Ability

Affective Expression

Birth

Newborns are capable of showing startle and
distress.

3 months

3 month olds can express sadness.

5 months

5 month olds can discern the emotions of others
and, therefore, feel some of their caregivers’
reaction to the trauma.

6-8
months

Starts to connect sensations to his/her ability to
regulate emotions (Levine & Kline, 2007).

9 months

9 month olds begin to feel and express stranger
anxiety.
Therefore, as early as 5 months of age, children
are taking cues from their environment about the
nature of stress and the threat level of perceived
stressors. Children also have a tendency to take
on caregiving roles as they grow older because of
this ability to empathize.

Verbal Expression

18 months

Children of this age are able to verbally express
themselves with two word sentences and
minimal language is used to express emotions.
Language development has a basis in the
relationships that young children have.
Young children are more likely to reenact, gain
control over and process stress/trauma through
play than process it verbally.

As can be seen in the chart above, the development age of the child will impact the way that
they experience, perceive, remember, and process stress and trauma. In other words, young
children memories of traumatic events change as they grow older and develop verbal skills
(Lieberman, 2004).
Young children are particularly vulnerable to being impacted by stress. As many things in
childhood are “new ” and “different”, stress can occur even during events that adults do not
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consider stressful, such as getting a first hair cut, meeting a stranger, being in a room with a
large number of people, or meeting an animal. As described below, part of our body’s natural
defense against stress is a series of biological reactions to new, threatening, or overwhelming
events. During the first few weeks of life, babies have highly reactive biological stress
responses.

Positive Stress
Stress is not always negative. Positive stress and even tolerable stress is part of our everyday
lives. Experiencing stress while in a supportive caregiving environment can help children to
build resilience and coping skills. This will prepare them to deal with future stress that will
inevitably occur throughout their lives.

Biological Responses to Stress
Studies have shown that biological responses to stress and trauma are similar in both adults
and children (Levy & Orlans, 1998; Perry, 2008; Schuder & Lyons-Ruth, 2004). Differences are
seen in the ability to self-regulate and the intensity of the response (Rifkin-Graboi, Borelli, and
Bosquet Enlow, 2009). Research has shown that babies secrete higher levels of stress hormones
than adults and are also more likely to habituate (not respond) to repeated stress over time
(Lieberman & Van Horn, 2005). However, it is important to note that habituation does not
occur if high levels of stress/trauma are severely unpredictable, uncontrollable or novel
(Lieberman & Van Horn).
As discussed in the section on brain development, the basis of the human stress response
system is located in the amygdala. This area of the brain is most primitive and is already formed
at birth (Perry, 2008). The human stress response system’s purpose is to protect us from harm
(Leiberman & Van Horn, 2008).
The stress response system takes place both within the peripheral nervous system and the
central nervous system. When humans experience stress, information travels through the
peripheral nervous system to the central nervous system and/or the autonomic nervous system
(Breedlove, Rosenweig & Watson, 2007). Three different responses can happen at this point: a)
autonomic nervous system response; b) central nervous system response activating the
hypothalmus; and c) central nervous system response activating the amygdala (Rifkin-Graboi,
Borelli, & Bosquet Enlow, 2009). Stress responses are both in response to internal and external
stimuli (Lieberman & Van Horn, 2005).
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Table 15: Stress Responses in Childhood
Response
Details of Response
Autonomic Nervous System
Response

• Parasympathetic area may activate the vagus nerve to
decrease arousal (e.g., lower heart rate).
OR MORE FREQUENTLY
• Sympathetic-adrenomedullary system is activated,
resulting in the release of norephinephrine and
epinephrine. This will:
• increase respiration, cardiovascular tone and blood
flow to skeletal muscles.
• inhibit non-essential functions, e.g., digestion.
• As the discussed changes occur in the body, these are
communicated via the peripheral nervous system and the
result in changes in central nervous system. These changes
can also impact the sympathetic nervous system.

Central Nervous System
Response Activating the
Hypothalamus

• Many chemicals are released that stimulate the
hypothalamus (and parts of the hippocampus), including:
i. Serotonin;
ii. Glutamate;
iii. Dopamine;
iv. Blood or cerebrospinal fluid; and
v. Corticotrophin releasing factor.
• The release of these chemicals causes the release of
corticosteroids. They impact, in both positive or negative
ways, the formation of memory and immune function.
• The secretion of serotonin has been linked to depression,
impulsivity, aggression, post traumatic stress disorder
development, and suicidal ideation (De Bellis, Hooper, &
Sapia, 2005).
• Activation of the LHPA (Limbic-Hypothalamic-PituitaryAdrenal Axis) has been linked to mood and anxiety
dysregulation (De Bellis, Hooper, & Sapia, 2005).
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Response
Central Nervous System
Response Activating the
Amygdala

Details of Response
• Increase in locus coeruleaus activity, resulting in:
i. release of central neuroepinephrine.
ii. increased firing of corticotrophin-releasing factor
neurons in the amygdala. These:
a. impact hypothalamus activity.
b. inhibit inhibitions (gamma-amino butyric acid neurons
are inhibited).
c. create a feedback loop between i and ii.
(Rifkin-Graboi, Borelli, & Bosquet Enlow, 2009).

In addition to the above biological responses, Perry, Pollard, Blakely, Baker and Vigilante (1995)
outline three responses to threats that young children may have (also Perry, 2006).
1. Hyper-arousal: Defensive and Flight/Fight Response
Two stages are part of this response. The first stage occurs when the child is feeling
threatened, alarmed or is faced with a new situation or environment. During this stage
the child will experience an alarm response, including an increase in activities of the
sympathetic nerves. This results in increased heart rate, blood pressure, respiration,
release of stored sugars, increase in muscle tone, hyper-vigilance, and a tuning out of
non-essential information.
The second phase occurs when a threat is actually present. The peripheral autonomic
nervous system, immune system, hypothalamic-pituitary axis, and other stress response
systems are activated. This results in a release of adrenocorticocotophic hormones and
cortisol. These two stages of reaction take place in primitive areas of the brain and are
instinctual (Levine & Kline, 2007).
2. Sensitized Hyper-arousal Response
Specific or generalized reminders of past stressors can reactivate the hyperarousal
response. Because this occurs over and over again, the brain becomes sensitized to
responding. The constant triggering of the stress response system can cause a constant
fear or hyper-arousal state. Brain function is impacted and can lead to motor
hyperactivity, anxiety, behavioural impulsivity, sleep problems, tachycardia,
hypertension, and neuroendocrine abnormalities. Young children who have this
response can move from a state of calm to feeling extremely threatened quickly.
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Young children are particularly vulnerable to developing this type of response because
they are not at a developmental stage where they store memories in a narrative
fashion. Memories that are somatic or sensory are more likely to cause sensitized
responses because responses are triggered from primitive areas of the brain and are
less likely to be processed by the child. Sensitized reactions are “real”; the physical
response is the same as when the original stressor or “trigger” occurred (Levine & Kline,
2007).
3. Dissociation: Freeze or Surrender Response
If young children are not soothed during the first phase of the flight or fight response
described above, they will become either hyper-aroused or dissociate. In children,
symptoms of dissociating include numbing, compliance, avoidance, restricted affect,
robotic movements, non-reactivity, and daydreaming. Dissociating is adaptive because it
makes the child less noticeable in the immediate moment. Biological responses are also
different than in the hyper-arousal state; vagal tone increases, blood pressure and heart
rate decreases, increases in epinephrine, activation of the dopamine system, and
release of opioids.
Levine and Kline (2007) point out that children who “freeze” (dissociate) in response to
stress are particularly vulnerable because adults often believe that they are not being
impacted by the stress. For very young children or those who are unable to physically
have an option of flight or fight, dissociating may be the only option available. However,
the same chemical processes occur in the body as when they have the above two
reactions and these still need to be recognized and processed.

Short and Long Term Impacts of Chronic Stress and Trauma
As noted above, the impact of stress can be mitigated by the child’s support systems as well as
their personal coping skills (At Health, 2010; Barankin & Khanlou, 2007; Lieberman, 2004). Past
experiences of stress will also impact the way that a young child experiences current stressors.
For example, children, who are securely attached to their caregivers and have not had negative
experiences during past separations, are more likely to greet their caregivers enthusiastically
upon reunion and quickly return to their activities. Those who have negative experiences with
their caregivers are less likely to use their reunion as a source of comfort and security (Madigan
et al., 2006). Past experiences impact both their reactions to separation and to reunion.
It is important to note that chemicals related to stress responses do not automatically leave the
body. Adults have learned to “release” these chemicals from their body through a variety of
coping mechanisms, such as crying, exercising, shaking or talking. Young children do not have
the skills or the ability to release these chemicals on their own (Levine & Kline, 2007). If a
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traumatic situation is not recognized and validated, adults are unable to help the child to
release these chemicals. This has been seen in studies that show that traumatized children have
higher levels of cortisol and are more likely to hyper-secrete cortisol than those who are not
traumatized (De Bellis, Hooper & Sapia, 2005; Lieberman & VanHorn, 2005). As a result, certain
areas of the brain remain over-stimulated and the chemicals that remain in the child’s body can
lead to long term damage, e.g., damage to the heart (Levy & Orlans, 1998; Perry, 2008; Schuder
& Lyons-Ruth, 2004).
Further to this, as discussed in the section describing brain development, humans’ neural
systems are developed in a user-dependent fashion. The key to this development is experience.
Repetitive trauma or stress to which children are not helped to process and cope with will
create neural networks that are highly sensitized to threats or perceived threats. These
reactions are primitive or instinctual and, therefore, are beyond the control of the child (Perry,
2006). Adults often misinterpret children’s trauma responses as behavioural, developmental or
attention problems.
Also, memories during early childhood are often stored as somatic and sensory not as
narratives, memories or images ( Gaensbauer, 2002; Gaensbauer & Seigel, 1995). This,
combined with neural networks that are sensitized to threats, can cause generalization of
“triggers” or reminders of traumatic events. That is, the child can be “triggered” by everyday
events or objects. For example, if a child has linked the trauma of a house fire to the sound of
sirens, the sound of sirens in the future may become a trigger for their stress response system
to be activated. Many times both the children and their caregivers may have difficulty linking
current behaviours and responses to the original traumatic event.
Persistent states of hyper-arousal have a lifetime effect. In the immediate, neural networks are
established that are sensitized to threats (De Bellis, Hooper, & Sapia, 2005; Perry 2005). Brain
structure and size are also impacted by the long term presence of stress related chemicals in
the body (Chugani, Behen, Muzik, Juhasz, Nagy & Chugani, 2001; De Bellis, Hooper & Sapia,
2005; Levine & Klien, 2007; Lieberman & Van Horn, 2005; Perry, 2006; Perry & Pollard, 1998;
Rutter et al., 1998; Rutter et al., 1999; Siegel, 1999). For example, hippocampal atrophy
(decreasing in size), changes to the frontal lobe, and pronounced asymmetry in the volume of
the right and left side of the brain have been linked to states of hyper-arousal linked with
trauma (Lieberman & Van Horn, 2005; Gunnar & Cheqatman, 2005).
Hyper-arousal caused by stress/trauma has also been linked to decreased readiness to learn
and deficits in memory attention, abstract reasoning and executive functioning (Lieberman &
Van Horn, 2005). Other long term effects of severe (toxic) stress include mental illness, medical
health problems, poor developmental trajectory, verbal deficiencies, intellectual impairment,
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difficulties forming relationships (friendships and romantic), criminal activity and juvenile arrest
(Cohen, Onunaku, Clothier & Poppe, 2005; De Bellis, Hooper & Sapia, 2005; Felitti et al., 1998).
In addition to these long term impacts of stress, children can also be impacted in the short term
as follows (Lieberman & Van Horn, 2005, unless otherwise stated):
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Child may develop various behaviours to deal with conflicted feelings and body states.
These can fluctuate quickly and be easily misunderstood, e.g., impulsive anger or fidgeting
(also Perry, 2004).
Child may perceive normal everyday (non toxic) stress as threatening (also Levine & Kline,
2007; Perry).
Child may experience general helplessness or fear (also Levine & Kline; Perry).
Child may have difficulty reading cues of danger and, therefore, have difficulties protecting
him or herself.
Child may have difficulty meeting developmental milestones.
Child may experience a constant state of hyper-arousal (Levine & Kline; Perry).
Child’s safe haven may be disrupted if perpetrator of trauma is in the immediate family or a
caregiver.
Child may be unable to rely on caregivers for emotional and behavioural regulation.
Child may exhibit internalizing and externalizing behavioural problems (also Levine & Kline).
Child may lose developmental achievements (also Levine & Kline).
Child may voice physical health complaints, e.g., stomach aches (also Levine & Kline).
Child may not be able to develop secure attachments or there may be a disruption in
existing secure attachments (also Lieberman, 2004; Siegel, 1999).
Child may experience dysfunction in affective and behavioural regulation, self-concept and
cognition.
Child may begin to view world in light of trauma, e.g., believing that the whole world is a
violent place (Levine & Kline; Seigel ).
Child may appear apathetically resigned (Levine & Kline).
Child may dissociate (Levine & Kline;Perry, 2008 ).
Child may experience avoidance behaviours (Levine & Kline).
Child may experience separation anxiety from attachment figure (Levine & Kline).
Child may be impulsive (Levine & Kline).
Child may develop new fears (Levine & Kline).
Child may display a lack of affect (Levine & Kline).
Child may be lethargic (Levine & Kline).
Child may experience excessive shyness (Levine & Kline)
Child may re-experience trauma through play (Levine & Kline; Lieberman & Van Horn).
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•
•
•
•

Child may have emotional outbursts, e.g., frequent crying and irritability; tantrums and
aggressiveness (Levine & Kline).
Child may not take pleasure in things that they may have in the past (Levine & Kline).
Child may exhibit nightmares or night terrors (Levine & Kline).
Child may exhibit behaviours consistent with disorganized attachment (Lieberman).

Young children who have experienced chronic degrees of stress and trauma can experience
Traumatic Stress Disorder (TSD). There is some debate as to whether to call this Post Traumatic
Stress Disorder (PTSD), as with older children, adolescents and adults, or TSD as the trauma
and/or trauma response for the child is immediate, in the present, and ongoing. In children,
traumatic stress disorder is characterized by: re-experiencing the traumatic event (e.g., reenactment through play or nightmares); numbing of responsiveness; social withdrawal;
restricted range of affect; temporary loss of developmental skills; decrease in constructive play;
symptoms of increased arousal (e.g., hyper-vigilance); and increased fears or aggression (Berg,
2006). In addition, the clinical diagnosis of TSD in childhood increases the likelihood of
experiencing Post Traumatic Stress Disorder (PTSD) in adulthood (Berg, 2006).

Caregiver’s Past Trauma Experiences
Caregiver’s past trauma experiences will impact the ways that they experience current trauma
or stress. This will, in turn, impact how the child experiences trauma and stress. Theories
regarding the transgenerational transmission of trauma refer to the impact of trauma
symptoms of one generation on another. For example, because of dissociation, a parent may be
unable to model threat appraisal for their child (Frazer, Olatain, Juste, & Goodman, 2009; Kaitz,
Levy, Ebstein, Faraone, & Mankuta, 2009;Lieberman, Padron, Vanttorn, & Harris, 2005).

Summary of Stress and Trauma
•
•
•
•

Stress and trauma trigger biological responses in children’s bodies.
Children can develop sensitized hyperarousal responses that are triggered by normal,
non-stressful events.
Trauma and stress impact brain development, emotional regulation and exploration.
Stress is not always negative and can help children develop resiliency.

c) Witnessing Violence
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Domestic Violence
Domestic violence can be defined as violence occurring between two people who are involved
in an intimate relationship. Domestic violence is often referred to as Intimate Partner Violence.
This term takes into account the fact that violence can occur between people who are not living
together or married. It takes into account abuse that occurs outside of the “home”. It also
gender neutralizes the term suggesting that either a woman or a man can be a perpetrator or a
victim of intimate partner violence and that this can occur in both heterosexual and
homosexual relationships.
All abuse must be taken seriously, as all abuse is damaging to everyone involved. While the
results of some kinds of abuse are more visible, it is not possible to say this abuse is more
serious than abuse that cannot be seen. Some examples of intimate partner violence include:
Emotional
•
•
•
•
•
•
•
•
•
•
•

Ignoring one’s partner’s presence and feelings;
Swearing at one’s partner;
Acting jealous;
Isolating one from one’s family and friends;
Rejecting children from a previous relationship;
Keeping track of what is said or done;
Sulking or withdrawing;
Threatening violence to family members or pets;
Controlling physical appearance (e.g., clothing);
Blaming one’s partner for the abuse; and
Threatening self-harm, including suicide.

Physical
•
•
•
•
•
•

Pushing, kicking, slapping, punching, throwing, choking, or shoving;
Threatening to punch, kick, slap, push, throw, choke or shove;
Attacking with a weapon;
Refusing to help when one’s partner is sick or pregnant;
Confinement; and
Punching or kicking objects.

Sexual
•
•
•
•

Insulting sexually;
Making sexual advances towards other people;
Performing sexual acts against one’s partner’s will;
Raping one’s partner;
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•
•
•
•
•
•
•
•

Not allowing birth control;
Withholding physical affection/sex;
Having unprotected sex with others;
Making degrading/hateful jokes about women or men;
Forcing participation and involvement in pornography;
Forcing involvement in ritual abuse;
Forcing female genital mutilation; and
Failing to disclose HIV and/or STI (Sexually Transmitted Infection) status.

Spiritual/Religious Abuse
•
•
•
•

Ridiculing beliefs;
Using beliefs to manipulate one’s [artner;
Preventing or forcing involvement in spiritual or religious practice; and
Forcing involvement in ritual abuse.

Financial/Economic Abuse
•
•
•
•
•
•
•

Preventing having financial independence;
Forcing into prostitution or the work force;
Preventing any control over the family’s money or spending decisions;
Spending money recklessly on addictions;
Forcing him co-signing of loans; and
Prioritizing own financial needs before family/household.

In 2004, the General Social Survey asked 24,000 randomly chosen Canadian adults about their
experiences of spousal violence. “Among women who were married or in a common
relationship at any point in the previous five years:
•

7% reported at least one incident of spousal violence at some point over those 5 years

Of these,
•
•
•
•

63% were separated from that partner by the time of the survey
60% reported more than one incident over those five years
9% felt afraid for their children during the incident
40% said a child heard or saw the violence or threat” (Cunningham & Baker, 2007, pp.5).

Estimates of intimate partner violence range from 7%, as seen above, to 25%. These statistics
are thought to be unreliable for many reasons, including fear of disclosure, shame, reliance on
volunteers, and participants being obtained from shelters and other services not from the
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general public. Also, most research has been conducted examining women as the victim and
men as the perpetrator. This does not take into account male victims or same sex relationships.

Child Witnesses
Many people believe that if child do not see or hear violence occurring that they will not be
impacted by it (Edleson, 1999). Children are more than witnesses when living in a home where
intimate partner violence is occurring. “This term [witness] implies a passive role but children
living with conflict and abuse will actively interpret, predict, assess their roles in causing a
“fight”, worry about the consequences, engage in problem solving, and/or take measures to
protect themselves or siblings, both physically and emotionally” (Cunningham and Baker, 2007,
pp. 6). Children are impacted by many parts of the violence, including but not limited to,
directly seeing and hearing violence occur, seeing the aftermath such as injuries or depression,
being threatened as part of the abuse, becoming a confidant for the caregivers, having their
family break apart, and being denied child support (Edleson, 1999).

Child Abuse
In addition to witnessing violence, many children who are living in situations where intimate
partner violence is present are vulnerable to being abused themselves. Beeman, Hagemeister
and Edleson (2001) cross referenced police records for both domestic violence (intimate
partner violence) and child protection referrals. Approximately sixty four percent (64.3%) of
cases had been through both systems. Similar findings have been found in a number of studies
(Cox, Kotch, & Everson, 2003; Folsom, Christensen, Avery, & Moore, 2003; Huth-Bocks,
Levendosky, & Semel, 2001; Tajima, 2000; Hayes, Tracme, & Jenny, 2008).
Folsom, Christenson, Avery and Moore (2003) also found that both the perpetrator and victim
of the intimate partner violence are equally at risk of abusing their children (also Dubowitz et
al., 2001). Intimate partner violence is one of the leading risk factors for child abuse. Other risk
factors included caregiver alcoholism, verbal aggression, deteriorating family functioning,
conflict with child, caregivers’ past child abuse history, caregiver having received or used
mental health services sometime in their lifetime (English, Marshall, & Stewart, 2003).

Vulnerability
Young children are at increased vulnerability for several reasons. First, young children are more
likely than older children to be present in the home when intimate partner violence is occurring
(Osofsky, 2003). As well, for infants, their immediate family is often their only social contact.
Research has shown that younger children are more likely than older children to experience
bystander injuries (injuries not intentionally caused), severe injuries (intentionally caused), and
death, from being present during violent episodes (Hayes, Trocme, & Jenny, 2008). A further
vulnerability lies in the size and maturity of young children. They often cannot run and hide,
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cannot call their friends and vent, and cannot call for the police. Small children are literally
trapped in the situation.
Jaffe, Wolfe & Wilson (1990) presented the Family Disruption Hypothesis. This hypothesis
states that children can be directly impacted by intimate partner violence that is occurring in
the home, and also indirectly impacted by events surrounding the family, additional risk factors,
and the characteristics of the family. Certain demographic variables are related to greater levels
of maladjustment in children who witness violence, such as minority status, younger caregiver
age, less caregiver education, low parenting skills and availability, poverty, and community
violence ( Maikovich, Jaffee, Odgers, & Gallop, 2008; McDonald, Jouriles, Briggs-Gowam,
Rosenfield, & Carter, 2007). Likewise, there are factors that protect children, including: not
being a victim of child abuse (at the same time as witnessing violence); length of time since
exposure; mother’s mental health; and individual coping strategies (Kernie et al., 2003).
The impact of witnessing violence depends on the following factors:
Child
•
•
•
•
•

Age;
Developmental stage;
Temperament;
Developmental delays; and
History of emotional and/or behavioural problems.

Traumatic Event
•
•
•
•
•
•
•

Acute (one time) trauma to child;
Chronic (ongoing) trauma to child;
Intensity;
Child’s proximity to the traumatic event;
Injury to the primary caregiver;
Loss of the primary caregiver; and
Extent of physical injury to the child.

Social Environment
•
•
•
•
•

Availability of parent or primary caregiver as a support to the child;
Ability of the parent or primary caregiver to help the child cope;
Level of family stress and coping ability prior to traumatic event;
Ability of the family to cope with current stressors;
Family routines and stability; and

Infant and Early Childhood Mental Health

Page 78

•

Availability of social supports in the community (Fitzgerald Rice & McAlister Groves,
2005).

Developmental Impacts
The following charts outline cognitive, behavioural, social, and emotional milestones that
children meet at different ages (Table 17 – 19). The charts also depict how witnessing intimate
partner violence can impact a child based on these environmental milestones (adapted from
Cunningham & Baker, 2007).
Table 17: Key Developmental Impacts of Witnessing Violence (0-3 Year Olds)
Developmental Milestones

Impact on Developmental Milestones

Take in information from the world around
them through the five senses.

Loud noises, visual images related to violence
can be distressing.

Form attachments.

Caregivers may not be able to consistently
respond to their infants’ needs, negative effect
on the caregiver-child bond.

Become more active explorers of their world
through play.

Fear and instability may inhibit exploration and
play, inhibition in play may be related to
aggression they saw or heard.

Learn about social interaction and
Learn about aggression through observation.
relationships from what they hear and observe
in their families.
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Table 18: Key Developmental Impacts of Witnessing Violence (Preschool)
Developmental Milestones

Impact on Developmental Milestones

Learn how to begin to regulate emotions.

Modeling of emotional regulation by
caregivers is often at extremes.

Learn how to express their feelings and
emotions to others in appropriate ways.

Learn unhealthy ways to express anger and
aggression.

Experiences and observations most salient in
forming meaning in their world.

Confusion about conflicting messages (e.g.,
what I have seen vs. what I have been told).

Outcome is more salient than the process.

May be distressed by perceived unfairness
(father’s arrest or trip to the shelter).

Think in egocentric ways.

May attribute violence to something they did.

Form ideas about gender roles based on social
messages.

Learn gender roles associated with violence
and victimization.

Increase physical independence.

Instability may inhibit independence.
Regressive behaviours may be seen.

Exploration of environment.

Lack of secure attachment may result in a
feeling of lack of safety resulting in reduced
exploration or exploration without a sense of
safety.

Development of social relationships.

Mimicking of social skills seen at home.
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Table 19: Key Developmental Impacts of Witnessing Violence (Kindergarten and Grade One)
Developmental Milestones

Impact on Developmental Milestones

Increased emotional awareness of self and
others.

Very aware of their own reactions to violence.
Very aware of the impact that violence is
having on other people.

Increased complexity of thinking about right
and wrong.

May be more susceptible to rationalizations
that they have heard about violence. Can tell
the difference between actions and words.
Justifications that blame children may lead to
guilt and self-blame.

Emphasis on fairness and intent.

May challenge justifications if they do not
think they are fair or right. May think about
the intent behind an action.

Academic and social success have a direct
impact on self-concept.

Learning may be compromised. May
selectively hear negative statements and
evoke negative feedback. May not hear or
understand positive feedback.

Increased influence outside of the family.

May be influenced by societal myths that
support intimate partner violence.

Competition becomes important in peer
groups.

May be aggressive, risk of being bullied or
bullying.

Increased same sex identification.

May learn gender roles associated with
intimate partner violence.

Normalization
Intimate partner violence has a lasting and large impact on young children. The trauma is often
chronic, that is, the child has experienced several traumatic episodes over an extended length
of time (Malchiodi, 2008; Fitzgerald Rice & McAlister Groves, 2005). Because of the ongoing
nature of the trauma, for the child the abuse may become the ordinary and normal. However,
despite this normalization, experiencing chronic trauma overwhelms a child’s ability to cope
(Fitzgerald Rice & McAlister Groves, 2005).
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Behavioural Impacts
As noted, a child’s response to intimate partner violence is based on development age. During
their first year, infants cannot express emotions, ideas or thoughts with language. They respond
to stress and trauma with sensory-motor disorganization and disruption of biological rhythms,
e.g., intense prolonged crying, lack of appetite, problems with sleep, separation anxiety
(Osofsky, 2003), and unresponsiveness to age appropriate stimuli (Lieberman & Van Horn,
2005).
Toddlers and preschoolers often display:
•
•
•
•
•
•
•
•
•

Injury prone behaviour.
Inhibition of exploration.
Acting older or younger than their biological and developmental age.
Inability to read social cues.
Misattributing the cause of violence onto themselves.
Afraid of caregiver but also want/need to be close.
Externalizing and internalizing behaviours.
Inability to rely on caregiver to feel or be safe
Active efforts through language and symbolic play to make sense of their world
(Lieberman & Van Horn, 2005). .

Young children’s play often becomes their vehicle for expressing and mastering the emotions
and situations that they may not have been able to control while they were happening
(Malchiodi, 2008).
Research has shown that children who witness domestic violence have higher levels of both
externalizing (more often boys) and internalizing (more often girls) behaviours than those not
experiencing domestic violence (Kernie et al., 2003). These include dysregulation, difficulty
forming relationships, sleep disturbances, intense fear, uncontrollable crying, a low ability to
problem solve, regression, reenactment in play, aggression and noncompliance (Adamson &
Thompson, 1998; Lieberman & Van Horn, 2005; Hayes, Trocme, & Jenny, 2008; McDonald et al.,
2007). In addition, Huth-Bocks, Levendosky and Semel (2001) found that preschool children
who had witnessed domestic violence have high incidences of behaviour problems, social
problems, traumatic stress symptoms, difficulty developing empathy, lower verbal skills and
lower self esteem.
Impulsive and reckless behaviours are often a result of the young child’s inability to regulate
not only their emotions but also their states of arousal. Young children who have witnessed
violence may be unable to read cues of danger (Lieberman & Van Horn, 2005). As seen below,
one of the roles of the parent or caregiver (attachment figure) is to keep the child safe from
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harm and to, over time, help them determine what is safe and what is not, and to regulate
emotional and physical responses accordingly. In situations of domestic violence, the caregivers
may be physically or psychologically incapable of providing this guidance and care consistently.

Impact on Brain Development of Domestic Violence
As seen in the section on brain development in infancy and early childhood within the
caregiving environment shape the neural connections in the brain, the size and shape of the
brain, and the child’s ability to learn essential skills, such as emotional regulation, that will assist
them in later life. Being exposed to chronic stress also causes the release of various chemicals
related to our bodies “flight or fight response”. Long term exposure to these chemicals can
cause health and behavioural difficulties, hyper-vigilance, fatigue and can impact brain growth.
Regardless of age, when children witness a traumatic event, processes in their body react in a
way that is termed the “flight or fight response” (Perry, 2007). Ongoing stress responses can
significantly impact the development of the brain, the development of neural networks, the
child’s ability to regulate their biological and emotional responses, and cause traumatic stress
disorder. As such, children who witness ongoing intimate partner violence may be slower to
follow the developmental trajectory appropriate for their age group (Lieberman & Van Horn,
2005).

Attachment and Domestic Violence
Attachment may be impacted by domestic violence. Conflicting emotions of being afraid of
(avoidance response) and wanting to be close to (approach response) the victim and/or the
perpetrator causes conflict and confusion for the child. Their home and their caregivers lose
their sense of being a secure base and safe haven (Hayes, Trocme & Jenny, 2008; Lieberman &
Van Horn, 2005). This can also be impacted by the caregiver’s mental health concerns resulting
from the violence.
In a study testing 186 women who had recently been victims of intimate partner violence, 60%
showed signs of severe depression (Kernieet al., 2003). As discussed, postpartum depression,
depression, anxiety and other mental health issues can have a large impact on the caregiver’s
ability to bond with her/his child as well as care for his/her child in a way that supports
attachment (Huth-Bocks, Levendosky, & Semel, 2001; Mantymaa et al., 2008; Zero to Three,
2009).
It is important to note that young children can form attachment to more than one caregiver. It
becomes particularly confusing for the child when their attachment figure is also the
perpetrator of the intimate partner violence (Lieberman and Van Horn, 2005). This is even more
confusing if the perpetrator justifies their actions to the child and undermines the victim (other
attachment figure).
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Transgeneration Transmission of Violence and Domestic Violence
Research has indicated that almost half of the women that are abused in adulthood have been
victims of childhood abuse themselves. “Thus, chronic victimization is more common than
being victimized during either one of these periods” (Dubowitz et al., 2005). In a retrospective
study that asked women about the current impact of having witnessed domestic violence,
several women had negative long term adjustment, more violence in future relationships,
higher levels of antisocial behaviours and a high number of trauma symptoms (Maker,
Kemmelmeir, & Peterson, 1998). It is, therefore, not surprising that these women would have
difficulty coping with their children’s needs and reactions to witnessing intimate partner
violence.
The Transgenerational Transmission of Trauma Theory states that caregivers who have been
abused as children can be unconsciously impacted by their unresolved trauma experiences. This
can manifest through abusive, punitive or neglectful parenting, not responding to or
recognizing children’s cues or need for safety, feeling hopeless or helpless around their
children, and needing to be in control. As well, sometimes the child’s actions, words or needs
will remind the caregiver of a past abusive situation and the child will become directly
associated with this abuse. This impacts the way that the caregiver reacts to the child and can
lead to mental health concerns for the caregiver, child abuse and neglectful parenting
(Lieberman & Van Horn, 2005).

Parenting Skills and Domestic Violence
Intimate partner violence impacts parenting skills. Regardless of their situation, all caregivers
find that the “job” of parenting is challenging and a learning process. When intimate partner
violence is present in a home, the caregiver(s) must learn to cope with the unregulated
emotions and behaviours of an infant at a time they are likely having difficulty regulating their
own emotions and behaviours. Also, some caregivers may misinterpret age appropriate
behaviour as threatening based on the trauma that has occurred to them or their need to deescalate a situation, e.g., exploration of the environment or making noise (Leiberman & Van
Horn, 2005; Hayes, Trocme, & Jenny, 2008).
Rea & Rossman (2005) found that women who are victims of intimate partner violence and still
living in the community tended to use authoritarian parenting styles (stress is placed on
obedience and control). This parenting style tends to intensify externalizing and internalizing
behaviours in children. Mothers who lived in shelters at the time of the study rated higher of
authoritative parenting (high standards but respect child’s point of view). This has been
attributed to positive results in children’s adaptation to their changing situation. Further,
authoritative parenting style also helps children adjust to changes. It is difficult to isolate all of
the variables that may impact these different styles of parenting; however, receiving support
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from shelter staff and removal from the immediate threat of violence may play a role in the
difference in styles seen here.
Caregivers may also have a difficult time if their children blame them for the violence. Young
children believe that their caregivers are all powerful and abuse disrupts this image. Mothers, in
particular, have to deal with the high expectations that not only their children but society
places onto them to protect their children from harm or possible harm. When this does not
happen, the mother is often blamed (Kernie et al., 2003).
Studies have shown that young children model the behaviour of their same gender caregiver
(Hayes, Trocme, & Jenny, 2008). For example, if the perpetrator is male, a young boy will learn
that violence is the way to express anger.
Further, caregivers act as role models that teach through experience what love, safety,
relationship, and power is. Witnessing intimate partner violence can result in an internalized
representation that the world is extremely unsafe, violent and unpredictable (Maikovich, Jaffee,
Odgers, & Gallop, 2008).

Summary of Domestic Violence
•

Young children are impacted by domestic violence.

• Domestic violence affects the child seeing that home as a safe haven.
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Mental Illness in
Young Children
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Mental Illness in Young Children
Although statistics have not been gathered in Saskatchewan, in British Columbia, it is estimated
that 15% of children over the age of 5 and youth have a diagnosable mental illness. Anxiety,
conduct, attention and depressive disorders are the most commonly diagnosed. There is a need
for increased surveillance in this area in order to obtain accurate national estimates. At this
time, some provinces collect information on 4 to 16 year olds who have moderate to severe
diagnosable disorders (Waddell, McEwan, Hua, & Shepherd, 2002), but not those who enter
early intervention programs.
Early intervention and prevention is important as it can be effective in addressing early mental
health concerns and, if there is no intervention, many childhood mental health issues persist
into adolescence and adulthood (Waddell, McEwan, Hua, & Shepherd, 2002; Zero to Three,
2009). In fact, the impact of poor mental health on a child’s, youth’s and adult’s life is
heightened when the problems begin in early childhood (Waddell & Shepherd, 2002). For
example, early attachment disorders have been shown to be a predictor to later aggressive
behaviour (Zero to Three, 2009). Another example can be seen in research following children
who were socially withdrawn as children. These children were seen to have a high risk of
anxiety, depression and delayed social adjustment in their elementary and high school years
(Gerhold, Lautch, Texdorf, Schmidt, & Esser, 2002).
The following list has been compiled using the DC: 0- 3R, Diagnostic Classification of Mental
Health and Developmental Disorders of Infancy and Early Childhood, Revised Edition (Zero to
Three, 2005). It is important to note that some clinicians choose to use the DSM-IV-TR
Casebook and Treatment Guide for Child Mental Health (2009). The comparability of these two
manuals will be discussed later in this section of the report.
The DC: 0-3R is separated into five axes: clinical disorders; relationship classification; medical
and developmental disorders and conditions, psychosocial stressors, and emotional and social
functioning. As a result, the child is evaluated in a holistic manner taking into account the
child’s age, experiences, and relationships up to and including the time of the diagnosis.
Please note that this information has not been given to assist with diagnosis but instead to
illustrate the spectrum of mental health issues that young children can experience.

Clinical Disorders: Description of Axis 1 Diagnosis
Posttraumatic Stress Disorder (Traumatic Stress Disorder)
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•

Trauma involves a real or perceived threat to one’s wellbeing or life. Symptoms include:
• Posttraumatic play: re-enactments of the trauma that are compulsive, literal,
and do not work through the event.
• Recurrent and intrusive recollections.
• Repeated nightmares.
• Physiological stress symptoms, e.g., stomach aches and pounding heart.
• Flashbacks or dissociation, e.g., staring or freezing.
• Numbing of responsiveness, e.g., withdrawal, restricted range of emotions, less
interested in activities that used to be interested in, and avoiding activities that
have traumatic reminders.
• Interference with developmental momentum.
• Increased arousal, e.g., problems with sleep, difficulty concentrating, hypervigilance, exaggerated startle response and irritability.

Deprivation or Maltreatment Disorder
•

Children who are deprived of a safe, secure attachment figure may exhibit this disorder.
• Emotionally withdrawn or inhibited, e.g., do not seek others for comfort during
distress, limited positive emotions and high levels of irritability and fear.
• Indiscriminate or disinhibited, e.g., overly comfortable with unfamiliar adults, do
not check with caregivers before exploring.
• May be associated with failure to thrive.

Disorders of Affect
•
•

Difficulty regulating emotions, e.g., pervasive depressed mood.
Can be generalized across relationships/settings, or specific to settings/relationships.

Prolonged Bereavement/Grief Reaction
•

Usually after the loss of a primary caregiver.
• Calls, cries and searches for lost caregiver.
• Refuses to be comforted.
• Withdraws emotionally.
• Disrupted eating and sleeping.
• Arrested development or regression.
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•
•

Diminished range of affect.
Reminders of the loss can cause a variety of reactions, e.g., detachment,
indifference, forgetting, sensitivity.

Anxiety Disorders
•
•

•

•

•

•

The following are needed to differentiate between normal (age appropriate) anxiety,
temperament, and clinical anxiety.
Characteristics of all anxiety:
• Causes the child distress.
• Leads the child to avoid situation.
• Pervasive (occurs in two or more settings/relationships).
• Uncontrollable (some of the time).
• Impairs the child’s or family’s functioning.
• Impacts the child’s development.
• Persists over time.
Separation Anxiety
• Recurrent, excessive distress when separated from home or attachment figures
(even if this is expected to occur).
• Persistent, excessive worry that something bad will happen that will lead to the
separation from the attachment figure.
• Reluctance or refusal to go to school or day care.
• Persistent or excessive fear or reluctance to be alone.
• Persistent reluctance or refusal to sleep unless caregiver is present.
• Nightmares with a theme of separation.
• Physical symptoms when separate or fear separation from an attachment figure.
Specific Phobia
• Specific object or situation cause excessive and persistent fear.
• Exposure to phobic stimulus causes anxiety response (panic, tantrums, clinging).
Social Anxiety Disorder
• Fearful of performance or social situation with either peers or adults that are
unfamiliar.
• Exposure to feared situation causes anxiety or panic.
Generalized Anxiety Disorder
• Excessive anxiety or worry most days for 6 months.
• Difficult to control anxiety and worry.
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Anxiety and worry occur in two or more relationships and in two or more
settings.
• Restlessness.
• Fatigue.
• Difficulty concentrating.
• Irritability.
• Muscle tension.
• Sleep disturbance.
Anxiety Disorder not Otherwise Specified
• Diagnosis given to children two years old or younger when exhibiting any trauma
symptoms. This is due to the fact that children naturally exhibit stranger,
separation, and new situation anxiety until approximately age 18 months.
•

•

Depression
•

•

Type One: Major Depression
• Depressed or irritable mood for most days.
• Diminished pleasure or interest in activities.
• Weight loss or gain (more than 5% in a month).
• Insomnia or hypersomnia.
• Psychomotor agitation or retardation.
• Fatigue/loss of energy.
• Diminished ability to think, concentrate or be decisive that lasts over time.
• Recurrent illusions or themes of death or suicide (through play, actions, lethal
behaviours).
Type Two: Depressive Disorder Not Otherwise Specified
• This requires there to be three or four of the above symptoms for at least two
weeks.

Mixed Disorder of Emotional Expressiveness
•
•
•
•

Difficulty expressing emotion at a developmentally appropriate age range for at least
two weeks that interferes with normal functioning.
Absence or near-absence of two or more specific affects that should be present.
Disturbed intensity of affect, e.g., bursts of anger or apathy.
Affect that is inappropriate for a situation.

Adjustment Disorder
•
•

Other disorders will first be ruled out when diagnosing adjustment.
Presence of an environmental stressor.
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•

Disturbance of affect or behaviour for at least one month.

Regulation Disorders of Sensory Processing
•

The following three issues must be present across settings and in multiple relationships
and must affect functioning.
o Sensory processing difficulties.
o Motor difficulties.
o Specific behavioural patterns.

Hypersensitive
•
•

•

The avoidance or aversive reaction to sensory stimuli.
Type A: Fearful/Cautious
o Overreactions to sensory stimulation, such as fearfulness, crying, freezing,
escape attempts, distractibility, aggression, anger, tantrums, startle reactions,
motor agitation, and low/restricted tolerance for food textures, tastes and
smells. Also, shyness, excessive fear and anxiety, limited exploration and sensory
motor play, and limited ability to self soothe.
Type B: Negative/Defiant
o Negative behaviour, controlling, defiant, preference for routine, strong reactions
to change, compulsive, perfectionist, and avoidance of new activities.

Hyposensitive/Under-responsive
•
•
•

As opposed to problems with social engagement, these children have problems with
arousal levels.
Child will appear withdrawn and not respond to overtures by others and stimulation in
the environment.
Easily fatigued, withdrawal from stimuli, apathetic appearance, restricted play
repertoire, limited exploration, lethargy, under reactivity to stimuli, and clumsiness.

Sensory Stimulation-Seeking/Impulsive
•
•

Actively seek out and crave high intensity, frequent and/or long duration stimulation.
Impulsivity, accident prone, high levels of activity, seeks human contact constantly,
daring, reckless, excitable, and intense.

Sleep Behaviour Disorder
•

This diagnosis will not be given before 12 months of age as infants have variable sleep
problems and many factors influence this.
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•

•

•

In addition to the DSM-IV® classifications of sleep terrors, sleepwalking disorder,
breathing-related sleep disorder and nightmare disorder, children can also be diagnosed
with:
Sleep-Onset Disorder
o Child takes a long time to fall asleep, needs caregiver to stay in the room as they
fall asleep, and/or seeks caregiver to come back into room several times. This
has to occur for over 4 weeks, five to seven episodes per week.
Night-Waking Disorder
o Awakening in the night and requiring parental intervention and/or needing to
sleep with their caregivers. This has to occur for over 4 weeks, five to seven
episodes per week.

Feeding Behaviour Disorder
•

•

•

•

•

•

Feeding Disorder of State Regulation
o Difficulty reaching and maintaining calm during feeding.
o Problems feeding as a newborn.
o Failure to gain or lose weight.
Feeding Disorder of Caregiver-Infant Reciprocity
o Does not display developmentally appropriate signs of social reciprocity.
o Significant growth deficiency.
Infantile Anorexia
o Refuses to eat adequate amounts of food for 1 month.
o Onset has to begin before 3 months of age.
o Shows no interest in food but is interested in interacting with caregivers.
Sensory Food Aversion
o Consistently refuses specific foods with specific textures, tastes or smells. This
begins with the introduction of a new food.
o Eats other foods without difficulty but refusal causes nutritional difficulties or
delay of oral motor activity.
Feeding Disorder Associated with Concurrent Medical Condition
o Initiates feeding but is distressed as it continues.
o A medical condition is diagnosed as causing the distress.
o Medical treatment helps but does not end the problem.
o Does not gain weight and may lose weight.
Feeding Disorder Associated with Insults to the Gastro-intestinal Tract
o Food refusal following a major event or problems with system.
o Reminder of the traumatic event causes distress.
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Disorders of Relating and Communicating
•

Pervasive Developmental Disorder (as in DSM-IV®; Autistic Disorder, Childhood
Disintegrative Disorder, Asperger’s Disorder, Rhett’s Disorder, and Pervasive
Developmental Disorder Not Otherwise Specified).

Multisystem Developmental Disorder
•
•
•
•
•

Difficulty engaging in relationship with caregivers.
Problems engaging in verbal or non-verbal communication.
Processing dysfunction: visual, auditory, tactile, proprioceptive, and vestibular systems.
Hyperactivity and/or hypoactivity to stimuli.
Problems with sequencing movements.

Relationship Classifications: Axis 2
•
•
•
•
•

Overall functional level of the child and the caregiver.
Level of distress in both the child and the caregiver.
Adaptive flexibility in the child and the caregiver.
Level of conflict and resolution between the child and caregiver.
Effect of the quality of the relationship on the child’s development.

Psychological Stressors: Axis 3
•
•
•
•
•
•
•
•

Social determinants of health: social environment, education and child care, housing,
economic, occupational, legal, and health care access challenges.
Challenges to the primary caregivers.
Health of child.
Abduction.
Witnessing abuse or violence inside or outside of the home.
Natural disaster.
War.
Epidemic.

Social Functioning: Axis 4
•
•
•
•
•

Attention and regulation.
Forming relationship or mutual engagement.
Intentional two way communication.
Complex gestures and problem solving.
Use of symbols to express thoughts and feelings.
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•

Connecting symbols logically and abstract thinking.

As mentioned previously, there are two manuals that provide diagnosis for young children.
There are some concerns regarding using the DSM-IV® to diagnose mental illness in infancy and
early childhood. One of the main problems is that there are very few diagnoses in the DSM- IV®
that are specific to infancy and early childhood. This may result in overuse of certain diagnoses.
The DC 0-3R is believed to be more holistic and takes into account “all areas of a young child’s
experience, including the relationship with caregivers, the family context, psychosocial
stressors, the child’s ability to organize experiences, and the child’s motor, cognitive, language
and emotional development” (Frankel, Boyum, & Harmon, 2004).
Frankel, Boyum, and Harmon (2004) examined the inter-rater reliability between the two
diagnostic systems to see if there were any discrepancies between the two. In total, 177 cases
were analyzed and coded based on information found in charts. All had been clients of the
clinic over a 15 year period. The average age of clients was 30-96 months. 56% were males.
Most of the clients were Caucasian. The results can be seen in Table 20.
Table 20: Summary of Inter-rater Reliability Study of the DC-0-3R and DSM-IV®
• Five most common symptoms
o Sleep disturbances (47% of children and found across all diagnosis).
o Oppositional behaviour.
o Speech and language or cognitive delays.
o Anxiety/hyperactivity.
o Poor attachment.
•

Sixth highest symptoms
o Oppositional behaviours, aggression, tantrums.

•

Seventh highest symptoms
o Separation anxiety.
o Problems developing relationships outside of family.

•

Most frequent diagnosis from the DSM (compared to DC 0-3R)
o Adjustment disorder (20%).
o Posttraumatic stress disorder (20% DSM and 21% DC 0-3R).
o Reactive attachment disorder (17% DSM and 18% DC 0-3R).
o Oppositional defiant disorder (12%) and Attention Deficit Hyperactivity Disorder (7%).
o High rate of comorbidity (28%) (2 or more diagnosis).
18% PTSD and RAD
14% ODD and ADHD




Infant and Early Childhood Mental Health

Page 94

The DC 0-3R has a category of “regulatory disorders” which is not seen in the DSM-IV®. Further
discrepancy was found in the diagnosis of Oppositional Defiant Disorder (ODD). Of 22 children
diagnosed with ODD under the DSM-IV®, under the DC 0-3R:
•
•
•
•

9 were (41%) diagnosed with regulatory disorders.
3 were diagnosed with traumatic stress disorder.
1 was diagnosed with disorder of mixed emotional expressions.
9 were diagnosed with (41%) ODD.

In addition, boys were overrepresented in pervasive developmental disorder (DSM-IV®),
attention problems (DSM-IV®), regulatory disorder (DDC 0-3) and multisystem developmental
delay (DC 0-3R). Girls were more likely than boys to be diagnosed RAD (both) and anxiety (DC 03R).

Early Indicators
Mental health disorders in young children may be hard to detect as children may be unable to
put into words their emotional distress. More frequently physical complaints and social
behaviours are indicators that there may be a problem (Zero to Three, 2009). Cohen, Onunaku,
Clothier and Poppe (2005) developed the following table (Table 21) outlining behaviours in
infants and young children that warrant concern and further intervention.
Table 21: Early Warning Signs in Early Childhood
Infants and Toddlers (birth to age 3)
•
•
•
•
•
•
•
•
•

Chronic feeding and sleeping difficulties.
Inconsolable “fussiness” or irritability.
Incessant crying with little ability to be consoled.
Extremely upset when left with another adult.
Inability to adapt to new situations.
Easily startled or alarmed by routine events.
Inability to establish relationships with other children or adults.
Excessive hitting, biting, and pushing of other children and withdrawal behaviour.
Flat affect.

Preschoolers (age 3 to 5)
•
•
•

Engages in compulsive activity (e.g., head banging).
Throws wild, despairing tantrums.
Withdrawn; show little interest in social interaction.
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•
•
•
•

Displays repeated aggressive or impulsive behaviours.
Difficulty playing with others.
Little or no communication.
Loss of earlier developmental achievements.

Promising Practices: Interventions
Early assessment and intervention, when a problem has been identified, is the most effective
method of preventing further problems ( Nelson, Levitt, & Gunnar, 2008; Perry, 2008). This can
be difficult for many reasons. First, early childhood mental health is a relatively new field. In
order to provide early intervention, public and professional education and health promotion is
needed. This will lead to the recognition of the importance of promoting early mental health
and intervening, as needed, when the child is still young. Waddell, McEwan, Hua and Shepherd
(2002) stress the need for both early interventions and health promotion taking place in
multiple domains, e.g., school, home, community, and recreation.
The second difficulty rests in our current systems. With increased public and professional
education about the importance of early childhood mental health, there will be an increase in
the identification of children and families in need of interventions. This leads to an increased
cost to our current systems as specialized training will be required to ensure core competency
and dedicated staffing. At the moment, if services are being offered, those who are allocated
these cases are often holding other portfolios, e.g., child and youth mental health, and early
childhood mental health is a extra on top of this (Cohen, Onunaku, Clothier, & Poppe, 2005).
Finally, along with health promotion and education, multi-sectoral advocacy needs to take
place to advocate for change within systems that allows for the introduction of universal,
community based programming that promotes mental health. Without an understanding and
support of the importance of promoting infant mental health at all levels, change will not occur
and the services needed to support the promotion of early childhood mental health, as well as
interventions as needed, will remain static.
The following is a list of promising practices in the area of early childhood mental health. This is
not a comprehensive list.

Circle of Security
Circle of Security is an approach based in attachment theory that is designed to help caregivers
more effectively meet the needs of their children. Through watching video tapes of their
interactions with their children, developing new skills, and clinical intervention, caregivers learn
to provide sensitive and consistent care (Circle of Security, 2010).
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Creative Therapies, e.g., Art Therapy
Malchiodi (2008) states creative therapies are effective because they engage the child using all
five senses. Creative therapies are based on the theory of titration, that is, that children need to
release distressing emotions, memories and thoughts in small amounts. Creative expression can
be a way to reenact trauma with different endings, while experiencing safety. Creative
expression can teach containment, allows for mastery, externalizes trauma and stress, allows
for active sensory processing, teaching arousal and emotional regulation, and can be self
soothing. Involving a caregiver in the process of creative therapies naturally promote healthy
attachment by drawing on and encouraging the child’s natural way to explore and express
themselves.

Domestic Violence Family Therapy
Lieberman and Van Horn (2008) summarize best practices for working with children and
families after incidences of domestic violence. They stress that it is important to ensure that the
child (and family) is safe before beginning therapy. The best practices can be seen below.
1. It is important for families to return to normal behaviours and routines as soon as
possible. This includes participating in external activities and planning for the future.
2. It is important to work with the family (both the child(ren) and caregiver, especially
if the caregiver was a victim of the domestic violence) to increase their capacity to
recognize and respond realistically to a threats and danger.
3. It is important to try to maintain regular levels of affective arousal because
emotional dysregulation increases the likelihood of other maladaptive responses.
For example, children who are sleep deprived are more likely to respond to mildly
aversive stimuli with aggression and fear.
4. It is important to help caregivers and children learn to trust their body sensations
such as, learning or re-learning that touch can be safe.
5. It is important to help the family to restore reciprocity in their relationships,
especially rebuilding secure attachments, learning to read and respond to cues,
relearning or learning a safe base, teaching caregivers not to be triggered by a child’s
maladaptive responses, and dealing with failures in reciprocity.
6. Traumatic responses should be normalized.
7. Encourage a differentiation between reliving and remembering, e.g., even with
reenacting play it is important to stress the difference between then and now.

EMDR (Eye Movement Desensitization and Reprocessing Therapy)
Developed in 1987 by Francine Shapiro, EMDR is an eight part therapeutic method that
combines cognitive behavioural therapy, body-oriented therapy, psychoanalytic, family
systems, and alternative stimulation of right and left hemispheres. It is believed that alternative
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stimulation of the right and left hemispheres decreases distress and fear and increases
processing of traumatic events. More research is needed to determine the effectiveness of
EMDR on chronically traumatized children; however, some promise has come from studies
combining this approach with traditional play therapy (Lovett, 1999).

Family Connections
DePanfilis and Dubowitz (2006) examined the effectiveness of the Family Connections program,
a program developed to prevent neglect in children. Families participating in the program had
been flagged by Child Protection Services as at risk for neglect. The program looked to increase
protective factors, improve child safety, decrease risk factors and impact behaviours in
caregivers. Results indicated that at 3 months’ time participants had met the above goals.
Protective factors, such as positive attitudes towards parenting, increased parenting
competence, and increased social support were noted. Risk factors, such as parental depressive
symptoms, parenting stress and life stress had decreased. Child safety and behaviours were
also seen to increase.

Head Start and KidsFirst
Head Start is a program developed in the United States to meet the social and emotional needs
of children who are at risk of social-emotional problems. KidsFirst has much the same goal and
is used in Saskatchewan. The goals are to help improve the well-being of both children and their
families by providing support to both. Unfortunately, one of the challenges with the Head Start
program lies in the need for screening and ability to provide the amount of services needed.
“Screening systems are needed to identify existing social-emotional concerns in very young
children as well as to identify significant child, caregiver, and family risks that can contribute to
the development of early social-emotional problems” (Baggett, Warlen, Hamilton, Roberts, &
Staker, 2007). Early screening of children ideally should identify which children and families
should continue to receive Head Start services, which should be referred to other services, and
which do not need support services. However, mass screening programs cost money both to
screen and to provide identified needed services after screening. Ensuring funding for this,
would involve advocacy at the level of policy makers and the government to recognize the
importance of early childhood mental health and early intervention (Knitzer, 2008).

Mother-Infant Psychotherapy and Perinatal Psychiatry
Perinatal psychiatry refers to mental health of new caregivers and babies in the pre- and postnatal period. Many practitioners feel that this approach should not be done in isolation but
instead in conjunction with other interventions. This approach takes into account maternal
psychopathology and infant psychopathology, while seeking to build the relationship between
the mother and infant as a way to alleviate some of the pathologies (Galbally et al., 2006)
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Neurosequential Therapy
Perry (2008) has based neurosequential therapy in research on brain development and function
(neurodevelopment and neuroscience). As discussed earlier, research has shown that the
human brain develops in a use-dependent, hierarchal, time sensitive manner.
Assessments using this approach review key insults, stresses, strengths and challenges that the
child has faced throughout his lifetime. Looking at developmental history, e.g., the timing,
nature and severity of challenges, helps to determine when the first ‘insults’ to brain
development occurred.
Recommendations for treatment are then based on this assessment. In this approach, the
assessment team tries to match the nature and timing of the therapeutic techniques to the
developmental age of the child and the sequential development of the brain. Treatment
includes a sequence of developmentally appropriate interventions that help the child move
forward along normal developmental pathways. Therapeutic techniques focus on brain
development and, therefore, start with the lowest/abnormally functioning area of the brain
and systematically work upwards from there. Therapeutic plans involve many people in the
child’s life, including caregivers, siblings, teachers, family support workers and recreation
workers.
During neurosequential therapy, rhythmic movement, blowing bubbles (Safran & Safran, 2008),
music, patterned massage therapy, and play are often used to help children learn to ground
(calm) themselves when anxious or scared (Berg, 2006), re-establish neural-connections in their
hindbrains (brain stem) and, therefore, begin to learn emotional regulation. Once the child has
mastered regulation, other areas of the brain are focused on (Perry, 2006).

Pathways to Competence
Pathways to competence teaches caregivers about a variety of theories regarding family
development, e.g., attachment theory and cognitive behavioural theories. The program offers
information about social and emotional milestones, challenging behaviour, language
development, discipline, play, fostering secure attachments, and feeding and sleeping. A wide
range of concrete strategies are presented. Caregivers can access this program through a book
or, if available, through programming in their community (Landry & Thompson, 2000).

Play Therapy
Children intuitively use play to work out things that are psychologically distressing (Brown &
Vaughan, 2009;Malchiodi, 2008 ). Play provides children with ways to experiment with control,
express emotion and communicate, and explore their environment. Children can use play to
repeat or reenact anxiety provoking situations and traumas. During sessions, they can reexperience and change the situations so that they feel more in control and safe (Berg, 2006).
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Play can help the child form a coherent narrative. This also helps them feel more in control and
helps give caregivers and other supports a way to understand the child’s perceptions of events
(Lieberman & Van Horn, 2005).

Pre to Three (PTT) Initiative (California)
Perez, Peifer and Newman (2002) studied a strength based, early relationship approach that
places relationships as a key to infant development. In this approach, the entire family is
assessed not just the infant. These assessments take place in the home as well as during
involvement in services that the family is already receiving, for example, a mom and tot play
group at a caregiver resource centre. A key aspect of the assessment is gaining an
understanding of the infant’s strengths and resources, including caregiving environment. The
assessment takes into consideration the importance of culture.
Interventions stress building resilience and bolstering already existing and new protective
factors. Relationship building within environments with each member of the family is key. All
team members are trained to work with both young children and adults. This provides a
seamless approach.

Relationship Based Treatment Model (Parent Child Psychotherapy)
Relationship Based Treatment Models are based on four premises (Heffron, 2000).
•
•

•
•

A child’s developed attachment is the main organizer of the child’s response to danger
and safety for the first 5 years (also Lieberman & Van Horn, 2005).
Emotional and behavioural problems in early childhood must be addressed within the
context of the primary attachment relationship. Enhancing the primary attachment
relationship to create safer, protective and consistent attachments that encourage
loving and development-promoting interactions, is the best way to promote healthy
development.
All risk factors in the first five years occur in an environment, not in isolation to the
individual child, e.g., family, neighborhoods, community and larger systems.
Therapeutic relationships with both the child and the caregiver are necessary for
treatment. The therapist reflects safety and caring that is needed in a relationship and
provides a safe environment for both.

Triple P Positive Parenting Program
The Triple P Positive Parenting Program is an evidence-based, universal program that was
developed in Brisbane, Australia by Matthew Sanders. It is a multi-level, preventative parenting
and family support program. “The program aims to prevent severe behavioural, emotional and
developmental problems in children by enhancing the knowledge, skills and confidence of
parents.” (Sanders, Markie-Dadds, & Turner, 2003, pp. 1) The Triple P program is a multi-level
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program that includes all levels of prevention and intervention. Each tier of the program
increases in its intensity and is considered essential in supporting caregivers and promoting
healthy parenting (Sanders & Chandler, 2003; Sanders, Turner & Markie-Dadds, 2002). This
program has been studied and shown to be effective in a number of settings and with a number
of populations (Bodenmann, Cina, Ledermann, Sanders, 2008; de Graaf, Speetjens, Smit, de
Wolff, & Tavecchio, 2008a; de Graaf, Speetjens, Smit, de Wolff, & Tavecchio, 2008b; Martin &
Sanders, 2003; Sanders, 2003; Sanders, 2008; Sanders, Cann, & Markie-Dadds, 2003; Sanders et
al., 2004). Of note, many of these studies were conducted by the developer of the program.
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Promotion and Prevention
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Promotion and Prevention
Protective Factors and Resilience
As discussed in previous sections, life is not stress free and it is almost guaranteed that each of
us will experience stress, transitions, change and problems at some point in our life. How we
deal with these is in part based on how we have dealt with past situations.
Resiliency is the ability to cope with and recover from stressful situations, changes or problems
(Waddell, McEwan, Hua, & Shepherd, 2002). Being resilient does not mean that a child will not
feel stress, distress, sadness, or other emotions. It also does not mean that they will not react
negatively to stress, change or problems. It means that the child will use coping skills that they
learned in past situations to cope better with their current situation. It also means that the child
will learn from the current situation and grow. Therefore, resiliency is always growing,
developing and changing.
For example, Sally is four years old and her family is moving to a new house. Sally is excited and
scared. She doesn’t understand why they are moving. She doesn’t want a new room. What if
the new room has monsters like the ones her dad got rid of from the room she is in now? In the
past, when things happened that were new and scary, Sally’s mom would hold her and comfort
her. In the house that they are in now, Sally’s dad taught her how to build a safe place in her
room where no monsters were allowed. Sally is still pretty scared when she moves but her dad
helps her make her room safe right away, and she seeks out her mom for a hug when things
feel overwhelming. She also learned that she can be really helpful when they move. She can
look after their dog and help him not be scared. She can put together her bedroom so it feels
good for her. She can laugh at her daddy making funny faces and it makes her feel better. These
are lessons that will help her cope with the next stressful situation or change in her life.
Resiliency not only helps children during times of stress, change and problems, but also in
everyday life. Compared to non-resilient children, resilient children:
•
•
•
•
•
•

Are more prepared to meet challenges.
Have a strong interest in learning.
Are more empathetic.
Are involved in meaningful activities.
Are hopeful about the future.
Have good communication skills.
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•

Have healthy relationships to one or more adults in their community (Barankin &
Khanlou, 2007).

The American Association of Pediatrics (2010) suggests that there are seven crucial components
to resiliency, called the seven C’s. They are as follows:
1. Competency: Feeling like you can face challenges, survive them and learn from them.
2. Confidence: Having confidence not only in yourself but in those around you.
3. Connection: Being securely attached to your caregiver. Having healthy relationships with
other adults in your community.
4. Character: Feeling like you have qualities that make you distinct and interesting.
5. Contribution: Feeling like you are worth something. That you are important in your
family and your community.
6. Coping: Having a variety of coping skills that you can draw on when you need them.
7. Control: Feeling like you have some control over a situation no matter how small this
control may be.
Resiliency is not something that we are born with. It is something that we learn over time.
Early childhood is one of the most important time periods to begin to build the foundations of
resiliency. Grothberg (1995) notes that the language of resilience is I CAN, I AM, I HAVE. For
example, for a two year old this might translate to: I AM loveable, I AM safe, I CAN get comfort
and support, I CAN tell mommy I am sad, I HAVE people who love me, and I HAVE a safe haven.
Protective factors, such as developing a secure attachment to your caregiver and having social
supports, are important in the development of resiliency. However, as discussed previously,
protective factors, as with risk factors do not stand alone and must be looked at within the
context of the individual child’s life (Ortega, Beauchemin & Kaniskan, 2008; Prevatt, 2003). For
example, both gender and cultural grouping have been seen to be both protective and risk
factors (Fraser & Galinsky, 1997; Kirby & Fraser, 1997). Table 22 outlines individual protective
and risk factors for developing resiliency.
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Table 22: Individual Protective and Risk Factors for Developing Resiliency
Protective Factors
Adaptive Skills
Easygoing temperament
Sense of humour
Problem solving and decision making skills
Social skills
Communication skills
Assertiveness
Empathy
High intelligence
Optimism
Involvement in helping others
Ability to resolve conflict
Good health
Talents and creativity
Flexibility
Self discipline
Hobbies and interests

Risk Factors
Genetic vulnerability to substance use or
mental health problems
Physical health problems
Low self-esteem
Learning or other disability
Poor nutrition
Academic failure
Difficult temperament
Poor impulse control
Unsafe physical environment (Beauchemin &
Kaniskan, 2008)
Hearing and visual disabilities
Poverty (CECP, 2010)
Large family (CECP, 2010)
Maternal depression or psychiatric disorder
(CECP, 2010)
Abandonment (CECP, 2010)
Violence in family or community (CECP, 2010;
Beauchemin & Kaniskan, 2008)
Illness of caregiver (CECP, 2010)
(Barankin & Khanlou, 2007)

The following individual factors have been seen to effect the development of resiliency
(Barankin & Khanlou, 2007).
•
•
•
•
•

Temperament: Temperament types may not impact resilience but children may need to
learn different ways to cope based on their temperament.
Learning strengths: The ways in which children take in new information and are able to
generalize this information to future situations.
Feelings and emotions: In early childhood, children learn how to appropriately express
their emotions, control their emotions, and react to other people’s emotions.
Self concept: Positive self concepts (and therefore self esteem) are built within the
context of a community, family and culture.
Ways of thinking: Children talk to themselves just as adults do. Positive self talk can
increase resiliency.
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•

•
•

Adaptive skills: Learning how to talk about and solve problems. Knowing that even
though they may not be able to solve some problems, they can still get support from
others.
Social skills: Friends, peers and adult mentors increase a child’s resiliency. Developing
social skills will help these relationships to form.
Physical health: The more physically healthy children can be, given their personal
context, the more resilient they will be.

The Australian Association of Mental Health (2005) presented the ecological model of resiliency
which emphasizes the fact that there are many factors both internal and external to an
individual that can impact their resiliency (also studied by Carson, & Swanson, 1992).
Image 1: An ecological model of factors affecting resiliency (Australian Association of Mental
Health, 2005)

Infant and Early Childhood Mental Health

Page 106

As the diagram above illustrates, resiliency is a function of a network of bi-directional influences
which embrace the individual's inner world of thoughts and feelings, his or her family, school
and the immediate neighborhood, and ultimately the wider world, where factors such as
national mental health policies, global economic climate, terrorism, and the media come into
play (Australian Association of Mental Health, 2005).

Role of Caregivers: Building Resiliency
To promote resilience in the child during the first three years of life, caregivers (Grothberg,
1995):
•

Provide unconditional love and express love both physically and verbally by holding,
rocking, and stroking and by using soothing words to calm, comfort, and encourage the
child to calm himself or herself.

•

Enforce rules for children aged two and three, and use removal of privileges and other
forms of discipline that do not belittle, harm, or reject the child.

•

Model behaviours that communicates confidence, optimism, and good results for
children two and three years old.

•

Praise the two and three year old child for accomplishments such as toilet training,
calming self, talking, or making something.

•

Encourage the two or three year old child to try things and do things on his or her own
with minimal adult help.

•

Acknowledge and label the child's feelings and so encourage the child to recognize and
express his or her own feelings and to recognize some feelings in others (for example:
sad, glad, sorry, happy, mad).

•

Use developing language to reinforce aspects of resilience to help the child face
adversity: for example, `I know you can do it' encourages autonomy and reinforces a
child's faith in his or her own problem-solving skills; `I'm here’ comforts and reminds the
child of the trusting relationships that can be relied on.

•

Prepare the child for unpleasant or adverse situations (gradually, if possible) by talking
about them, reading books, play acting, etc.

•

Are aware of their own and the child's temperaments so that they can gauge how
quickly or slowly to introduce changes, how much pushing, encouragement, etc. to give.

•

Balance the freedom to explore with safe supports.
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•

Offer explanations and reconciliation along with rules and discipline (when language is
developing).

•

Give the child comfort and encouragement in stressful situations.

•

Provide a stable environment for the very young child, but some novelty for the two and
three year old — new experiences, people, and places.

•

Change and modify the mix of freedom and safety, explanations and discipline, etc. for
the two and three year old child as the child's reactions suggest.

When they promote resilience in the child aged four to seven, caregivers:
•

Provide unconditional love.

•

Express love verbally.

•

Use holding, rocking, and a soothing voice to calm a child; encourage the child to use
such techniques as taking a deep breath or counting to 10 themselves to become calm
before talking about problems or unacceptable behaviours.

•

Model resilience behaviours when facing such challenges as interpersonal problems or
conflict and adversity; demonstrate appropriate behaviour in different situations; and
model courage, confidence, optimism, and self-esteem.

•

Enforce rules and use removal of privileges and other forms of discipline that set limits
to behaviour and some consequences, without crushing the child's spirit.

•

Praise the child for accomplishments such as finishing a puzzle or reading a book and for
desired behaviours such as putting toys away or expressing his or her anger without
throwing a tantrum.

•

Encourage the child to take independent action with minimum adult help.

•

Continue to help the child learn to recognize and label his or her own feelings as well as
those of others.

•

Continue to help the child become increasingly aware of his or her own temperament
(for example, how shy or outgoing, cautious or thrill-seeking he or she is) as well as the
temperaments of the adults in the child's life.

•

Expose the child to adversities or prepare the child for them by talking, reading books,
and identifying and discussing resilience factors that may be helpful.

•

Encourage the child to demonstrate empathy and caring, to be pleasant and do nice
things for others.
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•

Encourage the child to use communication and problem-solving skills to resolve
interpersonal problems or to seek help with them.

•

Communicate with the child, discussing, sharing, and reporting on the days' events,
ideas, observations, and feelings.

•

Help the child begin to accept responsibility for his or her own behaviour and to
understand that his or her actions have consequences.

•

Balance providing help with encouraging independence.

•

Offer explanations and reconciliation along with rules and discipline.

•

Accept errors and failures while providing guidance toward improvement.

•

Give the child comfort and encouragement in stressful situations.

•

Encourage and model flexibility in selecting different resilience factors as a response to
an adverse situation, for example, seek help instead of continuing alone in a very
difficult situation; show empathy instead of continuing with anger or fear; share feelings
with a friend instead of continuing to suffer alone.

Table 23: Summary of Family Factors Impacting Children and Youth
Protective Factors
Secure attachment to a caregiver.
A caring and supportive adult outside of the
family and extended family.
Warmth and affection.
Open communication.
Living with two caregivers.
Caregivers with an authoritative parenting
style, establishing clear, reasonable and
consistent rules.
Appropriate supervision.
Family spends time together and collectively
participate and contribute to family life (also
Prevatt, 2003).
Ability to resolve conflict as a family.
Presence of family rituals (e.g., celebrating
birthdays).
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Risk Factors
Lack of caring caregiver.
Overly controlling caregivers.
Living with a caregiver with a substance use or
mental health problem (also Prevatt, 2003).
Little parental supervision.
Living with family problems, e.g., violence.
Harsh discipline or punishment.
Loss of a caregiver at an early age.
Absent caregivers.
Lack of consistency.
Child abuse or neglect.
Hostile divorce or separation.
Low family income.
(Barankin & Khanlou, 2007)
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Role of the Community: Building Resilience
Communities do not have to be a geographical location. Communities are those that we
affiliate with based on similarities, e.g., a group of young mothers who meet for coffee once a
week, a religious organization, neighbours on our street; or a sport association or team.
Communities are often governed by written or presumed expectations and rules.
Barankin & Khanlou (2007) note the following key environmental factors that affect resilience:
•
•
•

Inclusion: Having a sense of belonging.
Social conditions: Society promoting resiliency.
Access: Systems promoting resiliency.

Communities can help children to build resilience by:
•
•
•
•
•
•
•
•
•
•
•
•
•

Accepting children and families into already established communities.
Creating non-judgmental spaces for community members.
Showing respect for and fostering positive attitudes towards community members of
both genders (Barankin & Khanlou, 2007).
Promoting gender equality across systems (Barankin & Khanlou, 2007).
Promoting safe, equal access to recreation and other services in your geographical
communities.
Encouraging children and families to get involved with activities outside of the family.
Befriending and acting as a safe mentor to young people in your community.
Encouraging families to reach out for social support.
Encouraging children to build on their strengths.
Praising children and make them feel valuable.
Offering all caregivers skill and confidence building information and programs.
Providing opportunities for daily physical activity for children, even young children.
Supporting media that show healthy images and messages about children and families.

Table 24 provides a summary of the environmental (both protective and risk) factors that affect
the resilience of children.
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Table 24: Summary of Environmental Factors Affecting the Resilience of Children
Protective Factors
Policies at local, provincial and national levels
that promote equity, justice, and inclusion.
An equal chance to fulfill goals without
prejudice and discrimination.
Access to social support networks.
Access to community resources, such as public
transportation.
Caring, supportive and safe school (and
preschool) environments.
Involvement in healthy day-to-day physical
and recreational activities.
Access to counselors and mental health and
addiction services when needed.
Living in a caring neighborhood or community.
Positive media messages.
Contact with other caring adults and role
models, such as teachers, coaches, spiritual
leaders and neighbors.
Opportunities for problem solving and
decision making at various levels.

Risk Factors
Experiencing racism, sexism, homophobia or
other forms of prejudice and discrimination.
Marginalization or isolation produced by
inequitable opportunities.
Living in a family with economic difficulties.
Living in an unsafe neighborhood.
Living in a neighborhood without adequate
public services and social supports.
Frequently changing schools or
neighborhoods.
Language barriers.

(Barankin & Khanlou, 2007)

Promising Practices: Prevention
As mentioned in the section on intervention, there is a need for universal screening and
promotion programs to help communities promote optimal mental health for all children
(Waddell, McEwan, Hua, & Shepherd, 2002). Two examples of universal promotion and
screening programs are Think Big, Think Smart (Wisconsin, USA) and Kentucky Kids Now
(Kentucky, USA). These promotion programs seek to increase and maintain the mental well
being of all children (Cohen, Onunaku, Clothier, & Poppe, 2005).
Please see below for a list of practical promotion and prevention strategies.

Service Level
1. Advocate for universal maternal depression screening and support (Cohen, Onunaku,
Clothier & Poppe, 2005).
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2. Information and support for families where caregivers have mental illnesses (Cohen,
Onunaku, Clothier & Poppe, 2005).
a. Provision of this information and support in services that these individuals are
already accessing.
3. Trauma
a. Having staff trained who specialize in working with children with trauma (Cohen,
Onunaku, Clothier & Poppe, 2005).
b. Investing in the space and equipment that will be most appropriate for use with
young children.

Community and Family Level
1. Teach communities and caregivers about early childhood development (Lieberman and
Van Horn (2008), including:
a. Small children use crying and proximity seeking to communicate. They develop
self-esteem and confidence when their caregiver responds.
b. Young children have a strong desire to please their caregivers.
c. Separation anxiety is an expression of love and fear of loss and, therefore, not
manipulative.
d. Young children fear losing their caregiver’s love and approval.
e. Young children imitate their caregivers because they want to be like them.
f. Children blame themselves when their caregivers are angry or upset (cognitive
egocentrism).
g. Young children believe that their caregivers are always right, know everything
and can do everything.
h. Children feel loved and protected when caregivers are confident about parenting
and enforcing rules.
i. Toddlers and preschoolers use the word ‘no’ to develop autonomy, not to be
bad.
j. Babies and young children have memory and do remember, most often in the
form of intense emotion.
k. Small children feel intensely but do not yet know how to regulate these
emotions.
l. Conflicts between caregivers and kids are inevitable and can be constructive.
2. Increased community and family information on stress and trauma in young children,
including:
a. Information about the need for environmental stability.
b. Information about trauma and stress.
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c. Information about biological reactions to trauma and stress.
d. Information to increase community and caregiver’s ability to warmly,

empathetically respond to children (Wilson, 2004).
3. Increase the communities’ understanding of attachment and support of caregivers
fostering attachment. Teach them about the caregiver behaviours that contribute to
secure attachment relationships, including:
a. Sensitively responding.
b. Comforting.
c. Repair.
d. Reciprocity.
e. Supportive play.
f. Protect/take charge.
g. Loving care.
h. Closeness.
4. Provide practical support to families within the community, including:
a. Providing respite care to help reduce stress, isolation depression and other
mental health problems.
b. Recognizing, speak out about, and help end abuse and domestic violence.
c. Improving social support for caregivers.
d. Increasing caregivers’ self-esteem.
e. Improving health of caregiver and child.
5. Increase community and family knowledge of brain development, including practical
suggestions of fostering brain development, including:
a. Providing unconditional love.
b. Learning behaviours that will promote secure attachment.
c. Providing safe touch through cuddling, hugging, holding, feeding, and rocking.
d. Responding to children’s needs in a consistent and sensitive manner.
e. Creating routines for day to day activities.
f. Providing consistent care.
g. Providing a secure base from which children can explore and come back to as a
safe haven.
h. Following children’s cues regarding when to be stimulating and when to rest.
i. Providing new experiences and environments to safely explore.
j. Praising children, being specific about what and why.
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k. Setting boundaries and rules and reinforce these in a kind, calm and respectful
way.
l. Encouraging children to play.
m. Speaking to children in a positive way.
n. Talking about what adults are doing and how they are feeling.
o. Encouraging children to learn words for their emotions.
p. Providing opportunities for rhythmic listening and movement through music and
movement.
q. Remembering that repetition is important. Repetitive play, movement, sounds,
phrases and songs all help develop the brain.
6. Decrease family violence in communities by:
a. Talking about family violence.
b. Supporting those who are being victimized.
c. Teaching children and youth about the equalities between genders, not the
differences.
d. Teaching children and youth about healthy relationships.
e. Showing positive, healthy examples of relationships between adults.
f. Teaching ways of solving and responding to conflict that are not violent.
7. Provide support to caregivers (male and female) throughout the pregnancy so that they
can make a smooth transition to parenthood.

Policy Level
1.
2.
3.
4.
5.
6.

Advocate for early childhood mental health to become part of strategic plans in mental
health organizations.
Advocate for funding and staffing resources to be allocated specifically towards infant
and early childhood mental health.
Advocate for system change in education, early childhood education and mental health
in recognizing the value of early childhood mental health.
Advocate for policy and system change that will create equal access to information,
medical and social services for all caregivers.
Advocate for the creation of quality day care that promotes infant mental health.
Advocate for free and affordable access to recreational services.
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Glossary
Affective
Expression

Verbal and nonverbal expression of emotions, includes the ability to
recognize your emotions.

Amphetamines

Class of drug used increases wakefulness and attention while decreasing
appetite and fatigue.

Amygdala

Part of the brain. Role in the formation and storage of memories associated
with emotional events. Part of the stress response system.

Antidepressants

Medications used to treat mood disorders, e.g., depression.

Antiepileptic

Medications used to treat epilepsy and, at times, bi-polar depression.

Antipsychotics

Tranquilizing medication used to treat psychosis.

Arborization

“Dying” off or “pruning” of neurons and neural networks that are not being
used.

Attachment

The connection that a child feels for caregiver that provides safe, consistent
care. Attachment allows child to learn to regulate their emotions, explore
their world, develop a sense of self worth and concept, and recover from
stress.

Authoritarian
Parenting Style

Stress is placed on control and obedience.
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Autonomic
Nervous System

The autonomic nervous system (ANS) has two parts: the parasympathetic
system and the sympathetic system. The ANS is part of the peripheral
nervous system and controls involuntary functions such as breathing, heart
rate, digestion, and perspiration.

Authoritative
Parenting Style

Establish high standards while respecting the child’s point of view.

Axons

Part of a neuron. These long arm-like projections take information from the
cell body (of the neuron) and send information to other neurons.

Basal Ganglia

Part of the brain. Functions include motor control and learning.

Benzodiazepines

Benzodiazepines can be found in short term and long acting forms. They are
often used to treat anxiety, insomnia, seizures, muscle spasms and alcohol
withdrawal.

Brainstem

Most primitive part of the brain. Role in cardiac and respiratory functions,
remaining conscious, regulating sleep cycles, connects the nerve systems
from the brain to the rest of the body, and regulates the central nervous
system.

Bystander Injuries

Injuries that are not intentionally caused.

Central Nervous
System

Coordinates the activities of all parts of the human body. Also, in conjunction
with peripheral nervous system controls behaviour.

Cerebrum

With the cerebellum, controls all voluntary actions of the human body. It
plays a major role in learning, memory, language, communication, sensory
processing, and movement.

Cerebellum

Brain region that plays a role in motor control, including motor control,
coordination, precision and timing, some cognitive functions, e.g., attention,
and some emotional functions, e.g., fear and pleasure.

Infant and Early Childhood Mental Health

Page 132

Club Drugs

Catagorized as such because of their easy access at clubs and raves, e.g.
ecstasy and GHB.

Cocaine

Stimulant, appetite suppressant and topical anesthetic.

Community

A group to which an individual or family has an affiliation with.

Corpus Callosum

A flat bundle of axons beneath the cortex that connects the two hemispheres
and allows for communication between them.

Dendrites

Part of a neuron. These branch like projections often receive information
from other neurons.

Diencephalon

Part of the forebrain. Regulation of visceral activities by way of other brain
regions and of the autonomic nervous system.

Differentiation

The specialization of neural networks.

Dissociation

A reaction to trauma in which the psychological aspects of a person separate
with the experience. In this state, young children may freeze, become
unresponsive, and act like robots.

Domestic Violence

Violence between two people who are involved in an intimate relationship.

Dysmaturity

Maturity that is below the norm for the biological age of the individual.
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Dys-regulate

Out of control.

Early Childhood
Mental Health

Young child’s capacity to experience, regulate, and express emotions, form
close and secure relationships, and explore the environment and learn.

Emotional
Regulation

Ability to control one’s emotions.

Externalizing
Behaviour
Problems

Problems that are manifested through external behaviours, e.g., aggression,
tantrums, impulsive behaviours, and fighting.

Family Disruption
Hypothesis

States that children can be directly impacted by intimate partner violence
that is occurring in the home, and also indirectly impacted by events
surrounding the family, additional risk factors, and the characteristics of the
family.

Fetal Alcohol
Spectrum Disorder

Neurobiological disorder caused by the consumption of alcohol during
pregnancy.

Fetus

The developing baby past the embryonic stage.

Forebrain

Controls body temperature, reproductive functions, eating, sleeping, and any
display of emotions.

Genetics

Inherited traits passed through parents.

Generalization

Ability to apply information or lessons learned in past situations to present
situations.
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Glial Cells

These cells are not part of the neuron but provide support and protection for
the neurons in the brain.

“Goodness of Fit”
Theory

Suggests that when a caregiver and child’s temperament match, the
interactions between them will be positive.

Habituation

Decrease of physiological, psychological and behavioural responses to stimuli
after multiple exposures.

Hemispheres

The human brain consists of two hemispheres or sides. The left hemisphere
controls the right side of the body. The right hemisphere controls the left side
of the body.

Hierarchal

When one part of a system is seen as higher or lower in importance or
function than those it is compared to.

Hindbrain

The first section of the brain to form and the most formed section at birth.
Holds many primitive, involuntary functions.

Hippocampus

Part of the limbic system, this structure plays a role in long term memory and
spatial navigation.

Hyper-arousal

A reaction to stress. The state of hyper-arousal (or flight and fight) prepares
the human body and mind to deal with a perceived threat or novel situation.

Hypothalamus

Role in metabolism, body temperature, hunger, thirst, fatigue, and circadian
cycles.

Inhalants

Everyday substances that are taken as recreational drugs through direct
inhalation (or huffing), for example glue or gasoline.

Infant and Early Childhood Mental Health

Page 135

Intergenerational
Abuse

Abuse that occurs across generations. For example, a man, who has been
sexually abused during his childhood, sexually, physically or emotionally
abusing his child(ren).

Internalizing
Behavioural
Problems

Problems that are manifested through internal behaviours, e.g., suicidal
ideation, depression, anxiety, and nightmares.

Intimate Partner
Violence

See Domestic Violence.

Limbic System

The limbic system contains a variety of brain structures, including the
hippocampus, amygdale, anterior thalamus and the limbic cortex. As such, it
plays a role in all areas that these systems do including emotions, behaviours,
long term memory and senses. It is known as the pleasure centre and has a
role in sexual pleasure.

Lobes (frontal,
parietal, occipital
and temporal)

The cerebrum is separated into four lobes that have distinct functions. The
frontal lobe has a role in conscious thought; the parietal lobe integrates
sensory information and has a role in spatial processing; the occipital lobe
has a role in sight; and the temporal lobe has a role in smell and sound as
well as processing complex stimuli.

Medulla
Oblongata

Lower half of the brain stems. Holds the centers for many involuntary
functions, e.g., respiration, heart rate, blood pressure and vomiting.

Mental Illness

Mental health disorders that cause disruption to the social, emotional and
psychological well-being of an individual.

Mentor

A more experienced individual that befriends someone with less experience.

Midbrain

Role in habituation and motivation. Least differentiated of all brain anatomy.
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Mirroring
Behaviours

Myelin sheath

Behaviour of one person that is copied by another as part of social
interactions, e.g., facial expressions or gestures.

Part of the nervous system, the sheath wraps around and protects the axons
of neurons.

Narrative Memory

Memory that is stored and connected to a narrative or a verbal, storytelling
account of an event.

Neural networks

A network of neurons that are functionally or otherwise connected.

Neurons

Cell that transmits information through electrical and chemical signaling.

Neurotransmission Electrical movement within synapses caused by nerve impulses.
Neurotransmitters

Endogenous chemicals that transmit signals from one neuron to another or
to other cells across the synapse.

Nervous System

A system in the human body made up of neurons that coordinate actions and
transmit signals to the body from the brain and vice versa.

Nodes of Ranvier

Gaps in the myelin sheath that covers the axon of neurons. Because of these
gaps, electrical signals can be generated.

Opioids

An analgesic that interrupts our perception of pain.

Pons

Part of the brain. Its role is to contain nuclei responsible for relaying signals
from the cerebrum to the cerebellum. It also has a role in sleep, respiration,
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swallowing, bladder control, hearing, equilibrium, taste, eye movement,
facial expressions, facial sensation, and posture.
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Positive stress

Everyday challenges, e.g., feeling hungry or tired.

Postpartum
Depression and
other Mental
Illnesses

Depression, anxiety, obsessive compulsive disorder and/or psychosis that
begin during pregnancy or after a women has given birth. Men can also
experience postpartum depression.

Primary
Disabilities

Disabilities that are the direct result of an accident, congenital anomaly or
disease.

Protective Factors

Environmental or familial factors that protect or provide a support system for
an individual in times of stress.

Reflexive
Reactions

Behaviours, functions or movements that are preformed without conscious.

Resiliency

The ability to cope with and recover from stress, change, or trauma.

Risk Factors

Environmental, individual or familial factors that increase the likelihood of
harm to an individual. Risk factors affect individuals cumulatively.

Reticular
Activating System

Area of the brain responsible for arousal and sleep-wake transitions.

Secondary
Disabilities

Disabilities that are indirectly caused by an accident, congenital anomaly or
disease. These usually do not develop immediately and are a result of the
primary disabilities themselves or having to cope with the primary
disabilities.

Sensitized Hyperarousal Response

When a child stores sensory or somatic memories, some environmental or
situation factors may unconsciously “remind” them of the original event and
re-trigger the stress response system. Over time neural networks will form
equating these reminders or triggers with a threat.
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Sequential

Ordered list in that the next item on the list is dependent on the one before
it.

Social
Determinants of
Health

Environmental and societal factors that influence our health.

Stability

Length of time the temperamental characteristic is present and is seen in
comparison to other children.

Stress

Biological and emotional responses to situation that are new, threatening,
unpredictable or uncontrollable.

Stress Response
System

The stress response system controls the biological reaction we have to
situations that are new or threatening.

Synapses

Space that exists between two neurons in a neural network that allows them
to communicate with each other. When “communicating”, one neuron will
release neurotransmitters into this space.

Synchronized
Engagement and
Disengagement

Caregiver is engaged with the child in a way that matches emotions, energy,
physical activity and engagement levels of the child.

Temperament

Emotional predisposition of an infant that modulates the interaction between
the child and his/her environment.

Teratogen

An agent, e.g., substance, virus or radiation that impacts the normal
development of the fetus.

Thalamus

Relays sensation, sense and motor signals to the cerebral cortex, along with
the regulation of consciousness, sleep and alertness.

Infant and Early Childhood Mental Health

Page 140

Tolerable Stress

Serious stress that is buffered by adults, e.g., a child going to emergency but
having his caregiver support him through and after the event.

Toxic Stress

Stress that is frequent, serious or prolonged. In cases of toxic stress, the child
has little to no adult support (around the stress).

Transgeneration
Transmission of
Abuse

When a generation has been abused and inadvertently passed down to their
children anxiety, fears, coping strategies and belief systems that were the
result of this abuse.

Transactional
Model of Risk

Theory that multiple factors interact together to influence children’s health.

Transactional
Model of
Temperamental
Development

Parents stress and behaviours can impact their child’s stress levels and
behaviours and vice versa.

Trauma

An event that threatens to or harms a child’s physical or emotional wellbeing
and/or that of someone else.

Vagal Nerves

Two long cranial nerves that carry messages to and from the brain and are
responsible for many instinctual responses.

Visceral

Relating to the internal organs.

Visual Acuity

Sharpness and clarity of vision.
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