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Promoting the Mental Health and Healthy Development of New York’s Infants, Toddlers and Preschoolers: A Call to Action
“Early childhood mental health is the capacity of the child from birth to age five to experience, regulate and express emotions; form close and secure interpersonal relationships; and explore the environment and learn. Infant mental health refers to how these issues affect development in the first three years of life.  Early childhood mental health is synonymous with healthy social and emotional development.” (Zero to Three Policy Center Fact Sheet, May 18, 2004) 

Why Early Childhood Mental Health Is Important: A Scientific Overview 

Accumulated research over sixty years (beginning with Spitz, 1945) indicates that early disruptions in emotional development and relationships can have long-standing negative consequences (National Research Council/Institute of Medicine, 2000; Knitzer, 2000). Mental health problems affect children from birth and are influenced by individual genetic factors as well as environmental factors. 

The Impact of Early Experiences on Mental Health

Early experiences have a formative influence on emotional as well as cognitive competence.  For instance, high levels of stress in the early years can impair brain development (Shore, 1997). Likewise, the quality of a young child’s early experiences largely determines the formation and pruning of the brain’s synapses, a complex process that enables the young child to acquire information and make sense of the world in which he or she lives. (Nelson & Bosquet, 2000); (Shonkoff & Phillips, 2000). Maternal depression provides another example of the impact of early experiences on an infant’s emotional and cognitive development. Research has shown that infants exposed to maternal depression during the sensitive period of frontal lobe development (6 to 18 months) often display patterns of frontal lobe functioning characteristic of depressed adults (Dawson, Hessl, & Frey, 1994).  Infants and young children can experience difficulties related to emotions such as sadness, anxiety, fear, and angry behavior (Shonkoff & Phillips, 2000).  

The Impact of Attachment on Early Childhood Mental Health

“Healthy development depends on the quality and reliability of a young child’s relationships with the important people in his or her life, both within and outside the family. The development of the brain’s architecture depends on the establishment of these relationships” (National Scientific Council on the Developing Child, 2004).  The biological propensity for attachment provides an opportunity for an infant to form a close, positive emotional relationship with an adult, allowing infants and toddlers to develop security, confidence, and trust with their caregivers (Shonkoff & Phillips, 2000). This relationship helps the young child explore his or her environment with confidence and manage stress (Ainsworth, 1967; Emde, 1980; Emde and Easterbrooks, 1985; Gunnar, 2000; Gunnar et al., 1996). On the other hand, insecure attachment to the primary caregiver in infancy can lead to poor emotional control, limited social skills, and a decreased capacity for play in school age children (Zeanah, Mammen, & Lieberman, 1993).  The impact of caregiving interactions can at its best be productive and adaptive or at its worst be destructive and maladaptive to the young child’s development. 

The younger or more vulnerable a child, the more important it is to consider the primary relationships which hold that child. “Infants’ physical existence is tied to the care provided by other human beings. The same can be said for their psychological existence, it follows from this that the treatment of infants (and young children) must also be relationship oriented” (Sameroff, McDonough, and Rosenblum, 2004, p. 5). 

Additional Risk Factors for Poor Early Childhood Mental Health

In cumulative fashion, the presence of more than one risk factor, such as trauma, parental substance abuse, poor childcare, single parent household, homelessness and mental illness or mental retardation of the parent greatly increases the likelihood of later problems in life (Sameroff, Seifer, et al., 1987; Sameroff, Seifer, et al., 1993).  For instance, poverty, with its concomitant exposure to environmental and/or biological risks, places the young child in particular vulnerability to such outcomes as school failure, disproportionate use of special education, delinquency, under employment and mental illness (Knitzer, 2000).  In the most recent U. S. Census (2000), 24% of infants and toddlers were living below the poverty level.  In New York City, 30% of infants, toddlers and preschoolers (ages birth through 5) are growing up in poverty. In regard to the connection between mental health issues and poverty, a 2004 report by the New York City Department of Health and Mental Hygiene, entitled “Health Disparities in NYC”, indicates that; “mental health problems are more common among poorer New Yorkers than wealthier New Yorkers, those with the lowest income levels are 2 to 6 times more likely to experience serious emotional distress than those with the highest incomes.” (Fund for Public Health in New York, Inc., 2004).

Environmental Influence on Early Childhood Mental Health
The neural plasticity of the developing brain is affected by both deleterious and beneficial (e.g., enriched environment) experiences (Nelson, 2000).  The availability of early childhood mental health services can bolster the environmental supports that promote healthy children and nurturing families.  It has both a preventive and remedial function.  Such interventions as the Abecedarian Project (Campbell & Ramey, 1994), High/Scope Project (Schweinhart, Barnes, and Weikart, 1993) and the Syracuse Project (Honig & Lally, 1982) demonstrate the positive long-term consequences of early developmental intervention on adult outcomes (e.g., school graduation, income level, decreased criminal behavior).

 

Diagnosis, Assessment and Prevalence of Mental Health Problems in Children Under the Age of Five

Studies have demonstrated high prevalence rates of mental health problems in children under five, reaching as high as 21% overall and as high as 9% for serious mental health problems for which emergency services and/or inpatient hospital care might be indicated (Lavigne et al., 1996).  Recent reviews of the literature substantiate that most psychiatric disorders that afflict school-age children can be found in children below the age of five, and that there are several additional disorders that may be specific to the early childhood period (Task Force on Research Diagnostic Criteria: Infancy and Preschool, 2003). Diagnostic criteria and assessment methods, developmentally appropriate for young children, exist and function to pinpoint early emotional difficulties. These facts suggest that mental health professionals treating children and adolescents have an obligation to evaluate and treat children under five. However, most mental health professionals are not trained to do this effectively. For a more detailed review of the current research, please refer to Addendum A. 

The Impact of Mental Health Problems on School Readiness

Other likely indicators of mental health problems are behavioral disturbances in preschool settings.  In one recent national survey of over 3,000 teachers, 30% of the kindergarten teachers reported that at least half of the children in their class lacked academic skills, had difficulty following directions and working as part of a group, and 20% reported that at least half the class had problems with social skills (Rimm-Kaufman, Pianta & Cox, 2000), (Raver, 2000, p.3). While one could imagine many pathways to such problems, one important longitudinal  study examining the predictive relations between assessments in infancy and parent and teacher reported problems at age 7, reported that  83% of the children identified by teachers as highly externalizing had already been observed to display markedly disturbed or disorganized attachment behavior with their primary caregivers in infancy and were below the national mean in mental development at 18 months, compared with the 13% of non-externalizing children (Lyons ,Easterbrooks,Cibelli,1997). This latter study supports the importance of early mental health assessment and treatment together with developmental help for many children and their caregivers much earlier than professionals had envisioned.

The fact that such a large percentage of children who enter elementary schools already have significant mental health challenges is a major contributor to the challenges which the New York City school system faces. Educational approaches by themselves are not sufficient for children with social-emotional issues.  Indeed, “the elements of early intervention programs that enhance social and emotional development are just as important as the components that enhance linguistic and cognitive competence.  Some of the strongest long-term impacts of successful intervention have been documented in the domains of social adjustment, such as reductions in criminal behavior” (National Research Council/Institute of Mental Health, 2000, p.11).  

For examples of manifestations of mental health problems in infants, toddlers and preschoolers, please refer to Addendum B. 
Opportunities and Gaps in Existing Service Delivery 

Governmental systems are not currently meeting the needs of New York City’s youngest children and their families, despite substantial compelling scientific evidence that supports the efficacy of mental health treatment. Almost no public monies are specifically allocated to address the mental health needs of this population and significant numbers of very young children exhibit severe behavioral and emotional problems. Numerous service structures outlined below are in place that can be built upon to allow New York City to mobilize a dedicated service system for infants, toddlers, preschoolers and their families. 

· Licensed mental health clinics provide a strong opportunity to reach young children in need of mental health intervention, since the N.Y. State license to operate no longer limits access to children aged six and older.  As in the case of all children, Medicaid reimbursement for mental health services is permitted when the child has a mental health diagnosis.

However, as currently designed, two significant obstacles prevent licensed mental health clinics from serving the mental health needs of these children. First, a complex structure at the State level relating to rates of Medicaid reimbursement and limits on levels of service forces clinics that wish to increase capacity to serve children under five to decrease capacity to serve children of other ages, (a New York State concept known as “Medicaid neutrality”). The second obstacle inhibiting licensed clinics (and numerous other existing service structures) that might otherwise be expanded upon to create the hoped for comprehensive model, relates to the issue of trained professional staff. Most clinical graduate schools (across disciplines) fail to train their students on the relational perspective essential for working with children under five and their parents, and do not impart the expertise necessary to recognize and treat emotional disturbance in very young children. Therefore, even if a clinic makes the choice to shift its target population from older to younger children, it will likely have difficulty locating professionally qualified and culturally competent staff.

· The Part C Early Intervention Program, (EI) provides another viable pathway to meet the mental health needs of some very young children, a system exclusively available to children under age three with developmental delays and disabilities, (e.g. mental retardation, autism, physical disabilities, etc.). As a federally, state and city funded program, numerous interventions are potentially available to eligible children and families within this category including family training, support groups, psychological counseling and family counseling.

However, in addition to the limitation of access to services only to children under age three with delays and disabilities; (e.g.., mental retardation, autism, physical disabilities, speech delays, etc.), little attention is typically placed on the mental health of children involved in this program.  Despite the substantial scientific evidence asserting that the quality of the infant-parent relationship is the young child’s most important influence, there is no systems expectation that evaluators assess or treat the emotional quality of the child-parent relationship.  Additionally, lack of professional expertise in assessment and intervention relating to the social-emotional development of infants and young children further limits access to mental health services for otherwise eligible children within the EI system.

· The Committee on Preschool Special Education (CPSE) provides a continuum of services for children between the ages of three and five who exhibit a significant delay or disability in one or more functional areas including cognitive, language and communicative, adaptive, socio-emotional or motor development, if it interferes with a child’s ability to learn.  Children eligible for CPSE services are entitled to an individualized education program tailored to their specific needs.  

While there might be opportunities for children with behavioral and emotional issues to receive services through CPSE, service plans center on service delivery within the context of a school placement and seldom give attention to the emotional life of the child and/or the parent-child relationship.  Although the law allows for parents to receive counseling and training through CPSE, such service is rarely a recommendation of the committee. When it is a recommended intervention, the work focuses on how social-emotional issues affect the child’s ability to learn academically and not on his/her overall mental health. In addition, ongoing consultation to help teachers provide supportive interventions for children with social-emotional problems is rarely provided.  These omissions seriously limit the impact of CPSE services for children with mental health problems and leave children vulnerable to future academic failure. Furthermore, there are very few preschool special education programs that address the needs of children with significant emotional difficulties.  For example, in all boroughs of the city, there are only 6 therapeutic nurseries available to serve preschool children.  

· Preventive Services that are provided to families in which children are at high risk for abuse and neglect offer a vital potential vehicle for delivering mental health services to very young children and families. To be effective in fulfilling their mission of protecting children from harm while avoiding foster care placement, such programs invariably encounter the negative sequelae of parental mental illness, substance abuse, and domestic and community violence upon children. In this context, the prevalence of emotional disturbance in young children is very high.  The home visits and monitoring required in preventive programs can be used in the service of delivering mental health intervention. 

However, current citywide standards in staffing preventive programs do not require professional level staff, and a bachelor’s degree in any major discipline satisfies the established criteria for working in a preventive program.  Despite good intentions, most preventive staff lack expertise in meeting the mental health needs of young children and families. Additionally, within the preventive strategy of most programs, the best practice model of combined intervention with parent and child together is rarely understood as a vehicle for supporting parental sobriety, encouraging parental compliance with treatment for mental illness or violent behavior, and for resolving the failures in empathy that lead to abuse of a child. As in the other aforementioned existing venues, well-trained clinical staff can help transform these programs into effective components of a comprehensive model of mental health care for young children and their families.

· Foster Care placement is a necessary option for some of NYC's most vulnerable children, with New York City currently having over 6,000 under the age five (F. Wulczyn, B. Harden, Hislop,K., 2002). These children, perhaps more than any other group, are in urgent need of mental health intervention, and the foster care system can incorporate extensive mental health services for this needy group. Young children remain in foster care longer than their older counterparts, and re-enter foster care placement after being returned to their families in significant numbers. Over half suffer from chronic health problems such as asthma and over half experience developmental delays, at a rate 4-5 times that of the general population. Chronic health problems have an established association with mental health difficulties, and all young children in foster care face a greatly heightened risk of emotional and behavioral problems. All have suffered a traumatic blow to their developing trust in others and to their ability to develop secure attachments.  The phenomenon of moving from foster home to foster home can deeply damage the young child’s ability to form attachments and manage emotions.  Several studies of the mental health needs of young children in foster care reveal that over one-third require clinical intervention and all require some mental health support. (Dicker,S., Gordon, E., and Knitzer,J.,2001), (Silver,J.,Amster, B, and Haecker, T, l999). Recent new federal law requires a referral to Part C for children under the age of 3 with substantiated cases of abuse and neglect.

Currently there are insufficient resources and expertise to meet the significant need for mental health services for young children in foster care. 

· Primary health care settings are an obvious and important venue to provide early childhood mental health services in a non-stigmatized normative environment.  Particularly with the advent of Child Health Plus which has expanded access to health care for children, most young children do visit a primary health care provider for immunizations and wellness care. Therefore, this system offers a powerful opportunity within a comprehensive model of care. 

However, few pediatricians and primary health care providers routinely screen for emotional problems in young children, or assess the quality of the relationship of the parent and child, a primary influence upon the child’s mental health.  Again, issues of training and orientation, as well as the time constraints faced by most physicians who serve young children, present obstacles to achieving this goal.  Additionally, most primary health care providers lack training in the cultural competence necessary to understand the young child in his family, an enormous disadvantage in a city as culturally diverse as New York.

· Early Childhood Care and Education Programs such as Head Start, Early Head Start, Child Care and Universal Pre-Kindergarten have the potential for providing excellent supports for young children’s social-emotional growth and reducing the incidence of later mental health problems. With approximately 200,000 children in New York City spending most of their waking hours in early child care (Citizen’s Committee for Children of New York, 2002), these programs provide an important opportunity to achieve ongoing mental wellness by attending to the critical elements that support the social-emotional well being of young children. 

Unfortunately, many early childhood teachers lack the knowledge and ongoing support needed to create early childhood programs that promote preschoolers’ mental health.  Early childhood mental health consultation could greatly increase preschool teachers’ ability to provide strong supports for children’s social-emotional development through everyday play and learning experiences, positive relationships between teachers and children, and more individualized interventions with parents and children. Currently, most early childhood  programs have little or no access to early childhood consultants, leaving teachers to struggle with behavior problems and concerns about individual children’s mental health. A significant expansion of early childhood mental health consultation could transform early childhood programs in the city and state into settings that make a major contribution to children’s mental health in the preschool years and beyond. 

Call to Action

There is no system in place in New York to identify young children at significant risk for mental health problems. The following are key mental health services that should be part of a comprehensive service delivery system for children under the age of five and their families:  

· Screening and Assessment

· Family-Based Mental Health Services

· Home-Visiting

· Outpatient Mental Health Clinics

· Preschool-Based Mental Health Services

· Early Intervention Services

· Therapeutic Day Treatment Settings

· Intensive/Residential Treatment

· Health System Based Mental Health Services

· Case-Management

· Respite

· Resource and Referral Services

· Mental Health Consultation (e.g., available to child care staff, Part C Early Intervention professionals)

These services would constitute the core of a comprehensive early childhood mental health system that would provide a continuum of services for infants, toddlers, preschoolers and their families. Services and supports would focus on promotion and maintenance of social-emotional well-being, prevention and intervention as defined below: 

Promotion and maintenance of social-emotional well-being in young children requires a universal approach directed at pregnant women, fathers to be and all young children and their families. This involves building awareness on the part of parents and other primary caregivers (e.g. child care and health care providers) about the key role they play in creating and maintaining healthy relationships, environments, and experiences that allow children to grow and prosper.

Prevention services are typically directed at a narrower population of young children and families experiencing, or at high risk of experiencing, situations that might lead to disruptions in social-emotional development.  Such services are provided through home visiting programs, Early Head Start, and child abuse prevention programs, to name a few.  Staff in these settings are trained to take advantage of protective factors that can mitigate against some of the risks these children face and identify those children who need to be referred to more intensive services. 

Intervention services are highly targeted and individualized to a specific child and family, and require staff with advanced degrees. Such services include therapeutic day care programs, infant-parent psychotherapy, and other services where the relationship between the child and important attachment figures becomes the focus of intervention.

For a more detailed description of these services, please refer to Addendum C. 

The challenge for New York is to look critically at our existing systems of care to find ways to enhance the optimal mental health and development of our youngest children and their families. New York must develop a comprehensive, cross system plan to promote overall early childhood mental health wellness, effectively prevent emotional and social illness, and provide targeted treatment for children and their families displaying mental health problems, This may require a paradigm shift, to recognize that mental health is the responsibility of not one discrete intervention system but the responsibility of all child and family serving agencies and systems. 

As has been emphasized by the above descriptions, a well-functioning comprehensive mental health system for New York’s youngest children and their families will depend on well-trained culturally competent staff. Incentives need to be developed to encourage all professional schools preparing staff to work in programs that touch the lives of young children and their families (such as medicine, education, speech and language therapy, occupational and physical therapy, psychology and social work) to extend their curricula to include emotional development in young children as well as impart the skills to assess and intervene with both parents and their young children.  All programs that serve young children must provide ongoing in-service training and reflective supervision as integral aspects of program.  As is clear from the described opportunities and gaps, without such training requirements, a viable comprehensive system of mental health care for young children will not be possible.  Mental health service delivery should take place in various settings: child care settings, stand-alone clinics, in the home, etc. Interweaving it within child and family settings will help reach the majority of children and parents. Given the critical impact of relationships on virtually all aspects of the development of young children, it is imperative that interventions be relationship based.

Other states such as Louisiana, Michigan, Florida, Arizona and Wisconsin have developed statewide strategic plans to address the mental health needs of young children and their families. As an example of what other states are doing, Florida piloted the Infant and Young Children’s Mental Health Pilot in the Miami-Dade Juvenile Court to address the well being of infants, toddlers and their families who come to the attention of the court. In this court, all infants, toddlers and their mothers are screened and assessed. Babies are also screened for developmental delays and referred for services where indicated. Parent-infant psychotherapy is offered to a select group of mothers. An Early Head Start program focusing on children who are victims of abuse or neglect was designed. Three years of data in Miami-Dade Juvenile Court show substantial gains in improving parent sensitivity, child and parent interaction. Children showed significant improvements in enthusiasm, persistence, positive affect and a reduction in depression, anger withdrawal and irritability (Lederman,2003). Of the families selected to receive the intervention; 58% improved in their developmental functioning (Adams, Osofsky, Hammer, Graham, 2003), 100% of infants were reunified with their families and reports of abuse and neglect were reduced from 97% to 0 (Lederman, 2003). Improved outcomes for children and families is not just pie in the sky. Mental Health Interventions with infants, toddlers, preschooler and their families can have significant impact and outcomes. 

There is a need for strong leadership in developing a comprehensive model of care in New York City and to develop a statewide strategy to respond to the needs of young children and their families across systems. The New York City Early Childhood Mental Health Strategic Workgroup stands ready to assist in the selection of priorities and plans as New York begins to build the continuum of mental health care which is both needed and filled with evidence-based promise for young children and their families in New York.
Addendum A

Current Research on the Diagnosis and

Assessment of Mental Health Problems

in Children Under the Age of Five

Diagnostic classification of distressing and functionally impairing symptoms and behaviors that mark mental health problems in early childhood is an area of active and ongoing research (DelCarmen-Wiggins and Carter, 2004).  While several assessment measures are in still in development, one example of a promising clinician-administered measure appropriate for psychiatric diagnostic evaluation of preschool-age children that is currently used at multiple sites nationally is the Preschool Age Psychiatric Assessment (PAPA).  The PAPA is a structured interview administered to caregivers with possibility for supplementation by additional informants (Egger and Angold, 2004). This measure, a developmentally modified version of a well-established, reliable, and valid measure of psychiatric diagnosis of school-age children the Child and Adolescent Psychiatric Assessment (CAPA), has itself been shown to be a reliable, valid measure for the study of psychiatric diagnosis of children ages 2-5 years, using the DSM-IV classification.  It is also being used to test an alternative diagnostic system specific to very young children the Diagnostic Classification: Zero-to-Three-Revised (Egger et al., 2004).  In a large-scale prospective epidemiologic study using this measure for diagnosis of DSM-IV disorders in a carefully sampled cohort of 2-5-year-old children from primary care settings across diverse regions of North Carolina,  researchers found that the point-prevalence (17.4%) and lifetime prevalence (32.4%) rates,  patterns of comorbidity, and distribution of psychiatric disorders, the latter with several exceptions, were quite similar to those of the school-age population (Angold et al., 2004).  This study and a recently published meta-analysis of epidemiologic studies using a variety of methods to assess individual disorders affecting children under five (Task Force on Research Diagnostic Criteria: Infancy and Preschool, 2003) support that, even within the DSM-IV classification system, with all of its limitations, many of the psychiatric disorders that afflict school-age children can be validated and reliably diagnosed in children down to the age of two and three.  That being said, there are disorders such as feeding disorder of infancy that may well be specific to the infant, toddler, and preschool periods (Task Force on Research Diagnostic Criteria: Infancy and Preschool, 2003).

Furthermore, developmentally and relationally-informed clinicians evaluating very young children, even infants (Gilliam and Mayes, 2004) who suffer from significant distress and impairment in the social-emotional domain, and including those who may not be easily classifiable or meeting threshold criteria in the DSM-IV system, can often perceive behavioral and emotional problems that are likely to predict later psychiatric disorders.  Ideally, comprehensive mental health assessment should therefore include, in addition to informant reports, clinically, developmentally, and relationally informed observations of non-verbal and, to the extent possible, verbal behavior by a mental health professional who is appropriately trained to assess children, caregivers, and caregiver-child relationships from birth to five in various settings (i.e. clinic, home, anddaycare/preschool) (Zeanah et al., 2000).  

Addendum B

What Mental Health Problems in Young Children Might Look Like

The following examples are categorized from least severe early childhood mental health issues to most severe.  They provide a brief overview of how mental health issues in very young might present themselves.  

Mild (Adjustment disorders and exaggerated response to developmental changes with a stable relationship between the two dyadic partners)

1.  Infant:  7-month-old baby whose mother lost her cleaning job downtown after 9/11 and is now very attached to her mother becomes inconsolable when mother tries to leave her with a babysitter in an effort to look for a new job. Mother is becoming frustrated.

2.  Toddler:  20-month-old girl who successfully had slept through the night prior to her baby brother’s birth, now insists on mother falling asleep with her in the bed. Child scared mother when she threw a doll at the baby and nearly hit the baby in the eye

3. Preschooler: 3-year-old boy’s dog runs away after a recent move. Child has nightmares and ends up in his mother and father’s bed. At parent-teacher night, his new preschool teacher tells the mother that her son often does not listen to her during class and that he has frequent trouble sharing toys with other children. His mother is concerned since she did not hear similar complaints form his prior preschool. 

Moderate  (Anxiety, mood, behavioral and communication disturbances involving mild to moderate disturbance)

1.  Infant:  Premature infant of 6-months with a history of intubation has difficulty transitioning to solids.  Caregiver, who comes from poor, rural immigrant family in which she had experienced physical abuse, begins to try to force baby to eat, leading to daily battles, increased spitting up, and maternal anxiety about baby’s health and predictions that baby will grow up to be willful and manipulative

2.  Toddler:  2-year-old boy’s father is severely injured in a car-accident, mother becomes distraught and preoccupied. Child has increased separation anxiety, nightmares, and fears of monsters and body disintegrity. Child fails to progress in toilet-training that had started.

3.   Preschooler: 4-year-old girl with a lisp who lives in a family with increasing marital tension has marked social anxiety and will only speak in a whisper to one teacher and her parents when in public.  Mother states that she has been very bossy and rude at home.

Severe (Anxiety, mood, communication, pervasive developmental, and psychotic disturbances involving moderate to severe disturbances in both dyadic partners)

1.  Infant:  4-month-old infant appears very serious and irritable with mom who makes little effort to look at baby and reports that she is so depressed, she has thought of trying to kill herself again since finding out her husband is having an affair. Baby is said to be unconsolable to the point of vomiting during the night for no clear medical reason.

2.  Toddler:  2-year-old girl has such severe separation anxiety that her mother cannot use the bathroom in privacy.  Mother says that this child has uncontrollable tantrums involving pulling out her hair and banging her head so hard against the floor that she has knots on her scalp.  Child will approach strangers on the subway and hold their hands.  Mother has a history of prior ACS reports and an extensive trauma history involving foster care herself.

3.  Preschooler:  3-year-old girl noted by her daycare program to be humping stuffed animals, and involving boys in her class to do what she calls a “sexy dance” during which she pulls down their pants. Previously toilet trained, she has started to wet herself and has begun to talk like a baby as if she were a different person.  Stepfather has been seen to kiss the child on her mouth when saying good-bye.

4.  Infant:  Brought to ER with altered mental status following unexplained skull fracture, found on exam at 8 weeks to be only a few ounces above birthweight.  Mother, who has past history of psychiatric hospitalization for unknown reasons, appears very worried and states that an evil spirit has entered her baby’s body.

5. Toddler: 18-month-old boy, poorly related, no expressive language, no pointing or sharing, with flapping and twirling and odd sounds is brought in by his mother who states that there is nothing wrong with him except that he puts small objects in his mouth.  Mother appears to be intoxicated, stating that she takes opiate painkillers for fibromyalgia. 

6.  Preschooler:  4-year-old boy is thrown out of nursery school for breaking a little girl’s nose with a baseball bat after cursing her out.  Some days so tired, he falls asleep at his table in the preschool or appears to be in a daze, he has been at other times seen to hit, kick, and bite children, scratched a teacher’s hand, and was reported to be cruel to a kitten who he hurled into traffic by the tail.  Mother has been seen to wear dark glasses indoors and was recently in an arm cast.

A comprehensive early childhood mental health system focused on preventing, screening, assessing and treating the mental health needs of young children and their families can help foster healthy development and would make a major difference in outcomes for children at all three levels.

Addendum C

Sample Components of a Comprehensive

Early Childhood Mental Health System

The following is an outline of key mental health services that should be part of a comprehensive system for children age five and under: 
Screening and Assessment

Depending on child and family needs, screening or full assessment would include a focus on social-emotional functioning and other domains that affect mental health (e.g., cognitive development, language, and physical/constitutional domains) and observations in different natural settings, for example, interactions with parents, interactions at home, or in play at preschool. 

Family-Based Mental Health Services, including:

· Individual child therapy

· Parent-child therapy (or caregiver-child therapy) 

· Family-Based Mental Health Services

· Family therapy

· Child-centered parenting therapy or parent guidance

· Preschool-Based Mental Health  

· Therapeutic Day Treatment Settings 

Family-focused mental health services aim to improve the developmental and emotional functioning of young children and their families and build the capacity of parents and caregivers to support the well-being and development of their young children. These services should be available to families in a variety of community settings, including hospitals, community mental health clinics, early childhood and preschool programs, other human service settings, and at home.  

Home-Visiting

Home-visiting could include the provision of family-based mental health services (listed above) when parents need these delivered at home, as well as preventive-based parenting support for high-risk families (e.g., mothers at high-risk of post-partum depression).

Outpatient Mental Health Clinics

Licensed Outpatient Mental Health Clinics that treat children and adolescents need to develop the capacity and skilled staff to serve infants, toddlers, and their families both through individual as well as family-focused, relationship-based interventions.  Services should include assessment, diagnosis, and intervention with liaison to social work and case managers, adult mental health and substance abuse services, and mobile crisis teams and other emergency services when appropriate.  Mental health practitioners require additional training in the evaluation and treatment of very young children as well as awareness of relevant community resources.

Preschool-Based Mental Health Services, including:

· Early Childhood Mental Health Consultation -- This service would help program staff in early childhood programs working with children ages birth through 5 years (Head Start, Early Head Start, child care, daycare, preschools and pre-kindergarten) create strong supports for children’s social-emotional development and address the mental health needs of particular children. Consultants work with staff to ensure that classroom activities and routines, adult-child relationships, and play with peers provide experiences that promote children’s social-emotional growth. Consultants may also work with both parents and teachers to design individualized supports for particular children and sometimes provide direct interventions with children. (Early childhood mental health consultants with appropriate expertise might be psychologists, or social workers.)

· Preschool as refuge/therapeutic milieu (Garbarino, Dubrow, et al., 1992; Koplow, 2002)

· Early childhood group therapy (Halpern, E., Lamb-Parker, F., et al., 2003; Shahmoon-Shanok, 2000)

· Child guidance groups and individualized interventions for parents 

Part C Early Intervention Services

· The Part C Early Intervention Program, (EI), with a family-focused perspective, offers a key opportunity to address the mental health needs of infants, toddlers and preschoolers under age three with developmental delays and disabilities, (e.g. mental retardation, autism, physical disabilities, etc.). Numerous interventions are potentially available to eligible children and families within this category including family training, support groups, psychological counseling and family counseling. Early Intervention offers the potential to assess and treat infants, toddlers, preschoolers and their families and to provide relationship based interventions for eligible children. Assessment and intervention should focus on the social-emotional development of the young child and assess and treat the emotional quality of the child-parent relationship. 

Therapeutic Day Treatment Settings

· Therapeutic preschools  

· Therapeutic parent-child programs (e.g., providing half to full-day programs at least a few times a week)

Intensive/Residential Treatment, including:

· Residential treatment for parents and children

· Family based treatment

Health System Based Mental Health Services

Primary care settings provide an important venue for prevention, problem-identification, and intervention with at-risk infants, toddlers, preschoolers, and their families.  On-site mental health consultants who are appropriately trained to assess, diagnose, and treat very young children can become an important component of a comprehensive model of care for child and caregivers, many of whom would not otherwise receive attention to their pressing social-emotional needs.  Such consult-liaison mental health professionals can assist primary care clinicians in triaging cases to specialized mental health care when indicated.  This integration of services can also reduce unnecessary and costly outpatient and emergency medical visits that have a social-emotional basis.

Case-Management

Case-management for families receiving other mental health services would aim to help families (including foster care parents) secure other supports necessary for effective use of mental health interventions and for reduction of significant risks to child well-being (e.g., assisting families’ access to primary health care or housing assistance).

Respite

Respite is “relief” for a parent or caregiver from caring for an individual with a disability, special need, chronic illness, etc. Respite can be in the form of a trained paid caregiver who comes to the child’s home from an agency or organization that is contracted to provide respite services; it can be in the form of out-of-home respite care, where a child might be brought to a contracted home or agency to be looked after: or it can be in the form of reimbursements to the family to pay for a caregiver they have identified to look after the child for short periods of time. Respite is designed to “relieve” the caregiver for periods of time so that they may take care of other members of the family, get out of the house to run errands or do something recreational, and in some cases, even take short vacations or the like. 

Resource and Referral Services

Resource and referral services provide information about available mental health services (e.g., how to obtain an evaluation, how to find a type of therapy or consultation) to parents, early childhood professionals, health providers and others working with children and families.
Mental Health Consultation (e.g. available to child care staff,

Part C Early Intervention professionals)

Early Childhood Mental Health Consultation would help program staff in early childhood programs working with children ages birth through five years (Head Start, Early Head Start, child care, daycare, preschools and pre-kindergarten) create strong supports for children’s social-emotional development and address the mental health needs of particular children. Consultants would work with staff to ensure that classroom activities and routines, adult-child relationships, and play with peers provide experiences that promote children’s social-emotional growth.   Consultants may also work with both parents and teachers to design individualized supports for particular children and sometimes provide direct interventions with children.  (Early childhood mental health consultants with appropriate expertise might be psychologists, or social workers.)
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