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Introduction

The early years of development from conception to age six, particularly the first three years set the base for the
competence and coping skills that will affect capacity to learn, behaviour and ability to regulate emotions throughout
life. (Investing in Parenthood, 2002).

When I was three years old, I used to walk these lanes to Lisacarn school with my mother…. There was a drinking
pool for horses along the way, gates to houses, and the banks were covered with all kinds of wild flowers and
vetches and wild strawberries. My mother named these flowers for me as we walked, and sometimes we stopped
and picked them…. I must have been extraordinarily happy walking that lane to school. There are many such lanes
all around where I live, and in certain rare moments over the years I have come into an extraordinary sense of
security, a deep peace, in which I feel I can live forever….. the actual lane and the lost lane becoming one for a
moment in an intensity of feeling without the usual attendants of pain and loss. (John McGahern, 2005)

In his seventies, McGahern recorded these memories, identifying the impact that the experience of parental love in
early childhood continued to have on his life and by implication the resilience it offered over his lifetime.

The significance of early experiences on life outcomes for each person and for the society they live in is now one area
of undisputed agreement between science and the lived reality of the individual.

The publication in the US of Child Care and Child Development - Results from the National Institute of Child Health
and Human Development Study of Early Child Care and Youth Development (2005) - confirms that family
characteristics, in particular maternal sensitivity, and the quality of parenting are related to cognitive, language and
social-emotional development of young children throughout the preschool years.

The lower brain, the most instinctive part, is well developed at birth allowing the infant to suck, cry, recoil and track
objects with the eyes. However, John McCrone in How the Brain Works (2002) talks about the human brain being
like an ice cream licked into shape by experience. A newborn baby brain has cells but not connections. Connections
are only formed post experiences. Children lose about 20 billion synapses per day between early childhood and
adolescence. What they lose is dependent on experience. The nerves that are used remain and those not used are
lost. Hence the importance of stimulation and experience which ensures survival of certain pathways. In the first
years of life a baby’s brain is sprouting nearly 2 million synaptic connections each second, the growth being random
and willy nilly. The connections are immature and not yet having white matter to cover them. By 6 months the baby
has made twice as many connections as they need and selective ‘pruning’ occurs. Synapses compete with each other
to survive. Inactive one whither and ones with experience and stimulation stay. The first three years are considered
“critical or sensitive periods where specific structures or functions become especially susceptible to particular
experiences in ways that alter their future structure or function” (Bornstein, 1989), Thompson, in press)
A young child is highly vulnerable to the absence of essential experiences (and positive stimulation) and the result
may be permanent risk of dysfunction (Shonkoff & Phillips, 2000).
Therefore the first three years are the critical period in social and emotional development and this development has
lifelong consequences.

The economic analysis of Nobel laureate J.J. Heckman indicates the optimal time for human capital investment for any
society is in the preschool years. (Carniero and Heckman, 2003; Heckman, 2006). Human capital is not merely a
function of the initial stock the individual is born with (genetic luck) but is produced over the life cycle by families,
schools, and environmental influences. Efficiency in public spending would be enhanced if human capital investment
were directed more toward the young on a universal basis.
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The statutory Universal Child Health Screening and Surveillance Service provides access to the entire population of
children and their families in the Republic of Ireland. While the determinants of child health are economic, relational
and societal, an evidence-based approach to this early years work has the potential to maximise positive health
outcomes for children and their families, with follow-on social and economic benefits for their communities and the
nation. Contact with such large numbers of children has allowed the heath professionals involved to develop a high
level of expertise in a wide range of areas of child health.

Since 2004, the HSE has embarked on a standardised, quality assured training programme for all health professionals
involved in statutory Child Health Screening and Surveillance to ensure a quality, equitable, evidence-based service.
The other training modules are:
� Child Health Promotion and Partnership with Parents � Vision Screening
� Medical Examination and Orthopaedic Assessment � Hearing Screening
� Developmental Assessment including Speech and Language � Growth Monitoring
� Newborn Metabolic Screening � Food and Nutrition
The training programme has as its overall aim the enhancement of professional expertise through evidence and
knowledge updates, reflection, discussion and skills development.

� Knowledge updates on the evidence base in relation to infant and child emotional and mental health issues
� Skills development in observation and assessment in relation to child mental health
� Skills development in interventions with children and parents, where the health professional has assessed that

working with the family in the management of the issue identified is the appropriate response and within his/her
scope of practice.

� Knowledge updates on early childhood psychiatric disorders and referral criteria
� Knowledge update on interventions which follow from referral to a specialist service after a structured assessment

by the community health professional of an identified concern, based on duration, severity and impact, including
parental concern, indicates that is appropriate.

� This training manual has been developed in line with the Child Mental and Emotional Health: A Review of Evidence,
December 2006. See summary below. It is intended that the training modules outlined here be implemented
as part of the overall standardised Training Programme for PHNs and AMOs in Child Health Screening and
Surveillance and be undertaken in line with the vision, principles and methodologies outlined in the Introduction
to the Training Programme (HSE, 2006).

Several studies over the past three decades have established the prevalence of non-psychotic depression occurring
in the post natal period at 10-15%. Postnatal depression can have adverse effects on partners and on the cognitive
emotional and social development of children (Crotty and Sheehan, 2004). This study based at the Rotunda Hospital
Dublin found a similar prevalence of postnatal depression in an Irish sample. It is acknowledged that training is
required for community health professionals in the early detection, prevention and management of postnatal
depression. At present there are a number of training programmes in place in the HSE regions. Work is required,
including a review of these programmes, to establish agreed training in this area.

Other Relevant Training

Aims of the Training Modules in Child Mental and Emotional Health

National Training Programme

Role of the Child Health Screening and Surveillance Service
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Summary of Evidence
� Child emotional and mental health problems are emerging as a main threat to the health and wellbeing of children,

young people and populations. They are common and have a significant negative impact on the child, family and
society at large. International studies suggest that up to 20% of children have psychological problems, half of
whom have associated impairment and require intervention.

� Early years of development from conception onwards set the foundation for competence and coping skills that will
affect capacity to learn, behaviour and ability to regulate emotions throughout life.

� Psychological disorders in childhood persist into adolescence and into adulthood. Early identification of these
problems will have a significant impact on adolescent and adult well being and productivity.

� Economic analysis supports early identification and intervention in child emotional and mental health. Certain
disorders, such as ADHD are eminently treatable and others, such as Autism require significant early educational
and therapeutic input to optimise development and reduce secondary handicap.

� Early childhood care and education form the basis for achieving the national goal of lifelong learning.
� Efficiency in public spending is enhanced by directing human capital investment toward the young on a universal

basis.
� There are demonstrated positive effects of universal family support on all areas of child development, including

mental health.
� Antenatal health surveillance, including incorporation of psychological tasks of pregnancy in the preparation

parenthood, can improve pregnancy outcomes and the social and emotional health of the mother and child.
� Training of primary care providers in child emotional and mental health has been shown not to reduce the number

of referrals to secondary services, but to increase the appropriateness of such referrals and reduce the number of
families opting not to attend when offered an appointment.

� In an increasingly multicultural society, service users and providers must be cognisant of ethnic and cultural
differences.

� Parental physical care, attention and emotional availability are essential for a child’s future psychological health,
well- being, emotional, educational and social development.

� Brain development is most rapid during infancy and is dependant on experiencing appropriate stimulation and
support in laying the foundation for life long learning.

� Successful, sensitive parenting can help the child reach his/her optimal development of social and emotional
competence.

� Emotionally significant experiences are given meaningful expression through play, and some children need support
in shaping and developing their play skills.

� Investing in parenthood to support parents in these developmental tasks is of the utmost importance.

� Delayed development may be a consequence of biological and genetic factors such as a chromosomal disorder,
and/or environmental influences such as maternal depression or poverty.

� Poor children confront widespread environmental inequities.

Risk and Protective Factors

Normal Development
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� Material disadvantage and economic hardship are distal variables in the causal pathway to adverse childhood
outcomes with parenting a proximal variable.

� Protective factors at individual, family and community level can mitigate the adverse effects of risks to mental and
emotional health.

� Good antenatal education is a way of giving parents and children a good start in life.
� Quality, provision and availability of parenting skills and support programmes are variable, poorly co-ordinated and

inequitable.
� Universal programmes of home visiting and parent support are more acceptable to parents than targeted

interventions as demonstrated recently (HSE South). Awareness of the need for parenting programmes can be
raised amongst all socio- economic groups, improving attendance of parents from social economically
disadvantaged groups.

� Responsive, sensitive, reciprocal and consistent relationships are essential to the well- being, learning and
development of the young child.

� The importance of universal family support and preschool education is unequivocally supported by evidence.

� Identification of problematic behaviour needs to be understood in the context of families, school and day care
environment.

� Tools for early identification of parental and professional concern regarding the emotional and mental health
development of young children are required for use by primary and community care professionals in Ireland.

� Parental awareness and knowledge of normal child development needs to be strengthened through antenatal
education, parent and community support.

� Negative and dysfunctional parent- child relationships during early childhood predict continued problems at school
entry and beyond.

� Feeding not only fulfils a biological need, but also contributes to attachment and bonding, playing a key role in
the emotional, social and communication development of the child.

� ADHD is one of the most commonly diagnosed child psychiatry disorder occurring in 3-5% of the school aged
population and eminently amenable to treatment.

� Autistic spectrum disorders affect up to 1% of the population and have significant and pervasive effects on the
child’s development. Early identification and intervention minimises secondary problems and is associated with
better prognosis.

� Interagency integration between health services, community development and education through multidisciplinary
training, shared working and linkages is necessary to improve emotional and mental health outcomes for children
and young people.

� Primary care based mental health workers and child development teams are effective in dealing with many child
emotional and mental health problems but are currently not available to children and young people from all
communities.

Interventions

ADHD and Autism

Behavioural Issues

Observation and Assessment

Education

Parenting Skills
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1

Chapter 1 – Observation and Assessment

� to understand the importance of structured observation of child / parent or carer interactions.
� to be aware of good practice in assessing child emotional and mental health development.
� to understand domains of observation and assessment.
� to understand characteristics of maladaptive child emotional development.
� to have clarity on clinical decision making regarding further intervention.

Learning Outcomes

9

Revised manual:Layout 1  17/04/2008  10:35  Page 9



Normal child emotional and mental health development is facilitated by supportive relationships between children
and those caring for them. In infancy and early childhood, the closest relationship is usually with the mother. With
increasing age, other members of the immediate and then wider family provide opportunities for interaction which
shape the child’s social, emotional, psychological, behavioural and moral development.

The interaction between parents and children (particularly the early ones involving communication between mother
or mother figure and baby) are of crucial significance in the child’s development. Personal factors can interfere with
these, making it difficult for a mother to tune into the child’s need in a sufficiently sensitive manner that facilitates
beneficial and stimulating interactions. Parental responsiveness is a complex phenomenon but there are three
consistent elements for sensitive responsiveness: the tendency to react promptly, consistently and appropriately to
a child’s needs.
The parent-child relationship is a two-way process and is not just determined by parental behaviour towards the child
but it involves the reactions and responses of the child. It is this two-way interaction that is at the core of indicating
the quality of relationship and the well-being of the child.

Observation of Child
Is the child responding to affection/attention, cuddling up to parent/coming for help/comfort, not showing signs of
fear towards parent ,laughing, smiling, running, playing talking freely, eating,feeding and sleeping satisfactorily?

Observation of the Parent
Is the parent encouraging activities or play, making eye contact, talking, looking, smiling, touching gently,
cuddling/kissing, handling the child gently, helping the child if it is in difficulties, not ignoring the child’s presence,
handling the child consistently and picking the child up when it cries? (Iwaniec, 2004)

As in the area of developmental assessment, a lot can be learned about a child’s emotional and mental health through
observation of interactions with parents, family and other significant carers.

The assessment begins when the health professional meets child and parent or carer, as the child’s behaviour and
interaction of child, parent or carer and health professional can be observed from that moment. Observation of
communication, eye contact and other social interactions during feeding, play and conversation is important. It is
essential to put both child and parent or carer at ease by appearing confident but gentle and friendly. Behaviour will
be displayed most naturally while tasks related to other aspects of the assessment are conducted like history taking,
physical examination or discussion of findings. It is helpful to ensure that parents and carers feel part of the
assessment process, understand its purpose and know that their observations about their child are valued and listened
too. Time needs to be given to listening to their concerns and conveying the implications and nature of the findings
from the assessment.

While the process of observation runs in parallel with other tasks and activities, it is helpful to note, interpret and record
observations in the form of a structured framework.

Introduction
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Establishing and

developing a therapeutic

alliance

Clinical Observations

Understanding Attachment

Behaviour

Exploring Family
Relationship History

Exploring Developmental
History

Clinical Interviewing Skills

Reflective Practice

Establishing a therapeutic alliance with parents facilitates their capacity to provide a history
of presenting issues and to tell their story. Often primary care workers are a first point of
contact where parents present with concerns about their child. Providing empathic support
for parents is important as their fears about coming to see you/having to discuss the issues
with you may be as great as the presenting problem. Parents may be worried about what
the professional has to say. They may fear that their infant/toddler is developmentally
delayed or have fears about how they are viewed as parents. The initial building of trust
is vital and sets the stage for how further interventions may be received. The core
competency of building a therapeutic alliance links directly with the competency identified
in the Health Promotion Standards (BHFC Revisited, 2005) i.e. skills to work in partnership
with parents on all issues related to their baby’s health

Capacity to interpret the range of clues and signals that may be displayed by parents and
child or during parent – child interactions. Affective behaviour that occurs between child
and caregiver is not easily assessed nor is there an array of standardized assessment scales
to measure these interactions. The role of close clinical observation is vital.

Presence of age appropriate signs of secure attachment. Observation of child interacting
with parents – quality of parent-child behavioural and emotional interactions.

Parent’s perceptions, attitudes, understanding of problematic development, distortions and

expectations should be explored.

Includes developmental aspects relating to biological, temperamental style, cognitive and
emotional history. Information on child strengths and weakness / vulnerabilities and
response to a previous stressor.

Allow caregiver to tell their story wherever they choose to begin. Use open ended questions

as these questions convey a non judgemental attitude. Listen for emotions as well as

content.

Reflection concerns personal growth and capacity of the health professional to be aware of

self (thinking, feeling and responding to situations) and of how the environment influences

this - with the intention of realising desirable practice. Within the complex and often

indeterminate world of clinical practice, the ability to make good judgements is significant,

together with compassion and empathy for experiences of others, e.g. the child and family.

TABLE 1: Core Competencies in Observation and Assessment

In conducting an assessment of a child’s emotional wellbeing, the domains of assessment are:
� Child
� Caregiver-child Relationship
� Environment
� Medical conditions
The assessment should consist of two parts
� History Taking
� Direct Observation

Conducting an Assessment

11
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Environment
Financial position (earnings,
prioritisation of spending)

Support and help available for the
family

Living conditions (from
Assessment of emotional abuse
and neglect, page 84 and 85)

Caregiver-child
Relationship

The quality and nature of the
parent/child relationship,

Family background (length and status
of parental relationship,

family movements and relationships,
child rearing experiences)
Parents’ mental health

12

Child
Antenatal, birth and post natal history

Child’s developmental milestones
achievement to date– age appropriate
(motor, speech & language, cognition,

play, social, feeding, sleeping,
toileting) and emotional well-being

(affect & mood)

Domains
of Child

Emotional
and Mental

Health

History Taking
Starting an assessment with history taking gives the professional an introduction to the individual and family
circumstances of the child. Information to note includes :

Domains of Child Emotional and Mental Health

Medical Conditions
e.g. hearing or visual

impairment, learning or
physical disability

Revised manual:Layout 1  17/04/2008  10:35  Page 12



Child
The aim is to observe the child’s developmental milestones achievement– age appropriate (motor, speech & language,
cognition, play, social, feeding, sleeping, toileting) and emotional well-being (affect & mood)
The aim is also to observe the levels of emotional security, trust and self esteem, taking into account their level of vigilance,
self protection, comfort seeking, appearance, situational reactions and ability to self regulate.

Caregiver- Child Relationship
The aim of observing and assessing child- parent/carer interaction is to gain an understanding of the quality of their
underlying relationship and their individual level of emotional maturity.
In relation to the parent we are trying to evaluate their ability to nurture and value the child, show empathy, give protection
and comfort in response to the child’s distress.
There are several scales for assessing interaction between parent and child. These describe and rate the following
behavioural areas:
Visual interaction
Vocalising and talking
Touching, physical proximity and holding
Affect and emotion
(Weatherston & Baltman,(2002), Massie& Campbell (1982), Iwaniec, D. (2004)

Environment
The aim is to observe the living conditions (accommodation, cleanliness, space andmaterial standard, neighbourhood and
community facilities)

Medical Conditions
The aim is to observe the impact of any medical condition on the child’s ability to self regulate or relate with the caregiver
and others.

Table 2 (pages14-15) is an outline of normal andmaladaptive infant and carer relating. It is intended to allow practitioners
make an informed judgement of whether a child’s emotional andmental health development is within the normal range
or requires observation, support or referral for further assessment and intervention. There is no pass or fail in the
assessment of child emotional and mental health development. Tools to aid clinical decision making exist but require
evaluation and validation from the Irish context prior to the recommendation for use as part of universal child health
surveillance.

In making an assessment of emotional and mental well-being, it is important to consider that there is no “pass” or “fail”. If
the assessment raises concerns then it is important to present this information so as not to generate significant parental
anxiety.

Developmental support is most effective when building on existing strengths, rather than emphasising weaknesses. It
may be useful to emphasis that many behavioural problems in childhood occur at the extreme end of normal development.
Therefore, communication and interaction with parents should avoid the generation of anxiety or guilt, emphasising
instead the positive features of the child’s development. This can then lead on to identifying and discussing areas where
there are concerns requiring further assessment or interventions. It will be useful to discuss the nature of an appropriate
intervention and plan with the parent how this will be carried out. Depending on the severity and number of areas
where concern has been raised, review for further observation, parental advice and support or referral might be indicated.
The aim of all involvement is to optimise the child’s development.

If there is a serious concern, there ought to be a mechanism for rapid referral so that the issue can be explored and dealt
with without incurring a lengthy period of parental anxiety when parents feel powerless and fear the worst possible
outcome.

Discussing Assessment Results & Concerns with Parents

Normal & Maladaptive Emotional & Social Development

Domains of Observation

13
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Age

0-3
months

3-6
months

6-9
months

9 -12
months

12-18
months

Infant (normal)

� Cries, smiles, coos.
Looks at faces.

� Quiets when picked up
(majority of time).
Listens to voices.

� Gives warm smile &
laughs.

� Cries when upset &
seeks comfort.

� Shows excitement
when waving arms and
legs. Likes to look at
and be near special
person(s).Can be
comforted (the majority
of the time).

� Plays games like “peek-
a-boo”. May get upset
when separated from
familiar person(s).
Responds to own name.
Enjoys a daily routine.
May be unsure of
strangers. May comfort
self by sucking thumb
or holding a special toy
or blanket.

� Imitates others. Enjoys
books. Is able to be
happy, mad, sad. Has a
special relationship with
parent(s) & caregiver(s).

� Is curious about
playthings. Shows
feelings by smiling,
crying, pointing.

� Trusts that needs will be
met.

� Is safe & secure in
loving relationship(s).

� Explores with
enthusiasm. Says
“mama” & “dada”&
some additional words
by 18 months. Is
curious about people. Is
bold & confident.

� Reacts to changes in
daily routine.

Infant (maladaptive)

� Spends most of day
sleeping.

� Shows no interest in
anything or anyone. Does
not respond to stimuli OR
always upset or crying.
Becomes completely
distracted by any sights,
noises, touch,
movement;

� Gets too excited and cries.

� Uninterested in parents
or primary caregiver.
Withdrawn. Holding leads
to rigidity & turning away
OR insists on being held
all the time: will not
sleep without being held.

� Seems oblivious or gives
occasional response to
caregiver’s smile, voice
reaching out OR
demands constant
interaction. Cannot
tolerate being alone. Has
temper tantrums or
withdraws if caregiver
does not respond to
his/her signals.

� Rarely initiates
behaviour, mostly
passive, withdrawn, and
compliant. No capacity
for integrating pleasure,
warmth, assertiveness
and anger in social
context.

� Only occasionally
involved in organised,
socially meaningful
interaction. Rarely takes
initiative but when does
can be demanding and
stubborn. Toddler almost
always appears out of
control and aggressive.

Parent (normal)

� Looks lovingly at baby.
� Picks up and soothes

crying baby.
� Holds and cuddles baby.
� Touches baby gently.

Offers warm smile.
� Listens to baby. Talks &

sings to baby.
� Reads to baby.

� Shares baby’s smiles &
laughter.

� Notices & pays attention
to baby.

� Responds to baby cries &
coos.

� Holds baby when
feeding. Holds & reads
to baby. Plays lovingly
with baby.

� Sings songs and says
nursery rhymes to baby.
Talks to baby in gentle
voice.

� Is predictable &
consistent. Watches &
learns what baby wants
& needs.

� Talks, sings songs & says
rhymes to baby.
Encourages baby to
explore. Is available,
responsive, gentle &
protective of baby. Reads
books with baby. Names
feelings like happy, mad,
sad.

� Offers safe & trusting
relationship.

� Talks, listens & responds
to toddler.

� Reads, sings songs &
plays with toddler.

� Shows interest in toddler.
Uses words for

� Feelings: happy, sad, mad.
Uses words to tell toddler
“what comes next”.

Parent (maladaptive)

� Intermittently or
completely unavailable
to comfort infant (aloof,
self absorbed,
depressed) OR hyper
stimulating and chaotic.

� Undermines infant’s
own regulatory
capacity.

� Totally unavailable;
lacks emotional warmth
(does not look or smile)
OR overwhelming,
intrusive, hypomanic
quality. Seems
impervious to infant’s
moods.

� Fails to recognise or
respond purposefully to
infant’s signals (no
responsive smile, look
or appropriate reaching
out. Misreads OR over
responds to all signals.
Can be chaotic.

� Unavailable to respond
to child. Withdrawn.
Unaccepting of any
initiative by child even
when appropriate. Can
become confused and
disorganised.

� Provides no opportunity
for child’s initiative. Can
be physical in attempts
to over control. Tends to
do initiating in all areas.
Can be anxious &
intrusive.

TABLE 2: AnOutlineofNormal andMaladaptive Infant/CaregiverRelating
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Age

18-24
months

24- 30
months

30-40
months

Infant (normal)

� Is curious & likes to
explore people, places
& things. Is
enthusiastic. Laughs out
loud. Is loving towards
others. Protests & says
“no!”. Enjoys books,
stories & songs. Plays
beside other children.

� Uses words to
communicate. May be
shy in unfamiliar place.
Uses pretend play.
Smiles &laughs. Enjoys
lots of books & simple
games. Likes people. Is
playful with others.

� Is able to play
independently.
Separates easily from
caregiver(s) in familiar
places.

� Begins to share with
others. Shows feelings
for others. Expresses
many feelings: sad
happy, frightened, and
angry. Enjoys books &
games.

Infant (maladaptive)

� No or little symbolic or
complex actions
implying planning &
anticipation or symbolic
activity but often totally
disorganised,
fragmented and often
with no discernible
meaning.

� Behaviour frightened
and stereotyped. Little
or no capacity for
interactive use of
thoughts.

� Words or play activities
never develop into an
organised theme.

� Withdrawn, unrelated
to people; uses words
or symbolic play only
with things. If words or
symbolic play are used
with people, distinction
of real from unrealistic
unclear OR relates to
people & things
symbolically in chaotic,
unrealistic manner. No
reality testing or
impulse control. Self
esteem and moods are
labile.

Parent (normal)

� Celebrates what toddler
does. Sets limits that
are firm, fair &
consistent. Shares in
toddler laughter.

� Encourages curiosity.
� Reads, talks, plays &

sings with toddler
� Responds lovingly &

respectfully towards
toddler.

� Encourages imaginary
play. Helps toddler feel
comfortable. Reads to
toddler every day. Talks
to toddler & uses words
for feelings. Enjoys
toddler & plays simple
games. Encourages &
praises toddler.

� Supports toddler’s play.

� Encourages toddler to
play independently.

� Helps toddler to
separate without
difficulty. Helps toddler
to share & to use many
words for feelings.
Listens & responds to
toddler’s feelings. Tell
stories, reads &
encourages pretend
play.

Parent (maladaptive)

� Lacks all or has limited
capacity to engage
child symbolically;
engages child in
concrete fashion only
(e.g. can deal with
feeding and cleanliness
but cannot interact
imaginatively) OR
hypomanic parent or
caregiver keeps
switching topic. Often
totally misreads child’s
communication or may
interact symbolically
but only with own
agenda undermining
child’s capabilities.

� Unable to communicate
symbolically in logical
or casual manner.
Depressed mother can
only interact
occasionally. Cannot use
language to set limits,
and thereby help the
child the child to see
consequences of
actions. Similarly
unable to convey a
sense of pleasure or
pride in child’s
accomplishments.
Disorganised in
communication and
severe thought
disorder.

Sources:
Baby Stages. A Parent’s and Caregiver’s Guide to the Social and Emotional Development of Infants and Toddlers. Cooperatively developed by the
Michigan Department of Community Health.

Greenspan Clinical Landmarks for Assessing Infant Development: adapted from Stanley L Greenspan (1981). Psychopathology and Adaptation in

Infancy and Early Childhood: Principles of Clinical Diagnosis and Preventative Intervention. New York. International Universities Press
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2

Chapter 2 - Interventions

� overview of possible interventions
� to understand Seven Key issues in Child Emotional and Mental Health
� to identify appropriate interventions
� to have clarity on referral criteria

Learning Outcomes
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Overview

Following observation and assessment, the primary
health care worker may arrive at a working hypothesis
on the issue to be addressed and the need for an
intervention. There is an array of interventions available
for consideration which are proved by evidence to be
effective. These include:

1. Building an alliance with the parent/ caregiver
This offers the experience of a stable and consistent
relationship with someone who is
dependable and reasonable. It enables parents to enter
and support a healthier attachment
relationship with their child. This alliance provides the
experience of a secure and safe base.
� Regular visits in the home
� Telephone support
� Observation, listening, accepting use of non verbal

cues as well as verbal interaction- “She needed to
talk, I needed to listen” Weatherston (1997)

� Provides stable, consistent relationship
� Identifies and helps to meet material needs

2. Meeting material needs
� Facilitates access to Community Agencies
� Helps to arrange transportation to services
� Discusses safety issues
� Helps to meet basic needs

3. Home Visits
� Observes, listens, feels, responds

“Tell me about your baby; tell me how the first few
weeks have been”

� Identifies and reinforces feelings
� Sets limits for behaviour
� Establishes expectation for change

4. Developing life coping skills and social support
Help parent/ caregiver to:
� Understand the need for social support and the

obligations involved
� Identify possible friends, community groups and

services
� Use of anticipatory role play to rehearse use of social

support
� Models and teaches problem solving and decision

making skills
� Supports parents in using skills

5. Guidance on Child Development
� Provides information about infant growth and

development
� Use of formal assessment to show infants capabilities

and next steps
� Shares literature if relevant
� Encourages parent to positively interact with infant:
� Encourages observation and interaction
� Indicates the needs of the infant/child
� Models reinforces or shapes appropriate intervention
� Provides toys /books

6. Referral
Provides referral for further assessment and intervention
as considered appropriate.

(Adapted from: (Weatherston & Tableman, 2002)
Appendix 1 HSE (2006)

This chapter now focuses on key issues in relation to
promoting early childhood emotional and mental health
i.e.

1. Attachment

2. Parenting

3. Emotional Regulation

4. Feeding

5. Sleeping Difficulties

6. Toileting

7. Behaviour Problems and Temper
Tantrums

It presents possible interventions appropriate to each
area. It is worth noting that subtle, and seemingly small,
interventions can be extremely effective in promoting
positive outcomes for children and families.
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1 ATTACHMENT

� to understand normal attachment patterns in infants at each developmental stage
� to identify difficulties in attachment
� to identify appropriate interventions
� to have clarity on referral Criteria

Development during the first year of life is phenomenal, and by twelve months of age infants barely resemble the
being they were at birth. The main tasks of the first year can be summarized as follows:
1. To gain physiological stability
2. To develop interpersonal attachments and strategies for maintaining them
3. To regulate arousal and affect
4. To develop and gain control over motor skills
5. To begin to communicate needs and desires
6. To explore and learn about the external world

The hallmark of development in the toddler years is the child’s striving for autonomy and independence, at the same
time that he or she still wants to be close to the primary attachment figure. The primary tasks of the toddler period
are:
1. To balance the need for closeness with exploration of the environment
2. To become increasingly independent
3. To begin to internalize parental standards
4. To gain the ability to control emotions, impulses and behaviours
5. To begin to use mental representation in play and communication

By the end of the third year of the child the attachment system should be fully developed. Secure attachment is
evident when the infant has a desire to follow their caregiver wherever they go, where a trusted person comes to
the aid of the child should a difficulty arise and where the infant protests at separation from caregiver.

Normal Development

Normal emotional and social development is described in Table 2 on pages 14 and 15.

Introduction

Learning Outcomes
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TABLE 3: Warning Signs in Attachment Development

0 – 6 6 - 12 12 - 24 2 – 3 3 years
months months months years onwards

Prolonged ambivalence throughout pregnancy
regarding forthcoming birth x
Absence of empathetic engagement with newborn x
Inappropriate care giver response to child’s distress x x x x x
Inadequate physical proximity x x x x x
Insufficient emotional warmth x x x x x
Unmet physical needs x x x x x
Care giver depression or anxiety x x x x x
Child depression or anxiety x x x x x
Lack of stimulation through play and social interaction x x x x x
Interrupted child – care giver relationship x x x x x
Poor eye contact x x x x x
Difficulty in sustaining reciprocal interactions x x x x x
Hyper vigilant behaviour observable in child x x x x x
Poor care giver ability to respond to child x x x x x
Absence of focussed attachment x x x
Excessive or absent separation anxiety x x x
Indiscriminate sociability in child x x x
Pseudo independence x x x
Inflexible, repetitive, aggressive play x x x
Inappropriate levels of discipline x x x
Stranger wariness and separation protest behaviours x x

The aim of observing and assessing child- parent interaction is to gain an understanding of the quality of their
underlying relationship and their individual level of emotional maturity.

Domains of Assessment
Child
Regarding the child, we are looking for levels of emotional security, trust and self esteem, taking into account their
level of vigilance, self protection, comfort seeking, appearance, situational reactions and ability to self regulate.

Caregiver-Child Relationship
In relation to the parent we are trying to evaluate their ability to nurture and value the child, show empathy, give
protection and comfort in response to the child’s distress.
There are several scales for assessing interaction between parent and child. These describe and rate the following
behavioural areas:
� Visual interaction
� Vocalising and talking
� Touching, physical proximity and holding
� Affect and emotion
(Weatherston & Baltman, (2002), Massie& Campbell (1982),

Environment
Aspects of the environment which hinder physical contact and communication between parent and child

Medical Conditions
e.g. hearing or visual impairment, learning or physical disability

Conducting an Assessment
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Attachment behaviour is an ongoing event that happens throughout the lifecycle of the individual. The development
of secure attachment behaviour begins from the earliest moments of life, during the pregnancy period Following
birth, the consolidation of an attachment system is chiefly dependant on sensitive, responsive and consistent
caregiving. Consequently, the nature and quality of the parent-child interaction is a crucial factor in the development
of secure attachment relationships. From a developmental perspective, attachment behaviour is a life cycle event
and concerns may development at different stages of childhood: -

Pregnancy – Ante Natal Period
A first observation checkpoint is to establish how the parents, especially mother feels about her pregnancy and the
forthcoming birth of her baby. Reflective questions e.g. “I’m wondering how you are feeling about your pregnancy”,
can be a starting point to explore where they may be evidence of maternal ambivalence, denial or acceptance of
pregnancy and/or establish is there excessive anxiety about the birth.
During the last trimester, reflective questions such as “I’m wondering what are your thoughts when you feel your
baby’s movement or when your baby kicks” “how do you feel”?
Such exploration in the context of a supportive relationship with the PHN can offer an opportunity to explore worries
or anxieties that the mother may be experiencing. It may also provide an indication of the perception of her imagined
baby at birth.
Supportive exploration through reflective questions can also provide the first clues regarding the presence or absence
of a desire for an attachment relationship. It may also provide insight regarding the need for further follow-up and
support in the post natal period with secondary or tertiary services, especially if there are high levels of anxiety and
absence of desire, both of which can compromise development of secure attachment behaviour.

Premature Baby/ Baby with Special Needs
Prematurity, especially very premature babies, also raise concerns regarding the development of attachment
behaviour. A premature baby also means a premature mother, who is faced with a fragile baby who may have
needed a period in an incubator or in the Neonatal Unit. Encourage mother and father about the importance of
frequent visits to promote and facilitate the development of the attachment behaviour and the value of being able
to stay with their baby, where this is possible. Mother/parents of a premature baby may also be faced with fear, loss
or impending grief issues regarding the life of this baby. There may be past fears reactivated by the previous loss of
a premature baby or a loss through a miscarriage. Supportive presence and understanding can help reduce the stress
experienced by parents an allow/free up emotional space to now work on this attachment relationship with their
baby.
The premature baby may not exhibit the usual range of cues and signals than an otherwise full term would display
in engaging with its caregiver.
Discuss and facilitate parent/s to read the cues that may elicit engagement: e.g.
Engaging cues: - infant turns his head to parents and wants to engage with parent.
Disengaging cues: Infant turns away, hiccups, falls asleep, (signals need for less stimulation)
(Bright Futures.com)
Some parents of premature/sick/special need babies can exhibit significantly high levels of anxiety and worry and
this may be especially evident during their interactions with their baby, especially at feeding time.
A home visit organised at a feed time can be an appropriate time to have an opportunity to express their feeling and
emotions to the PHN and can also prevent these feelings being displaced onto their infants.

Infancy/Toddlerhood Stage
Concerns regarding problems in attachment behaviour may become evident during early infancy, toddlerhood and
early childhood and occur secondary to transitions in attachment relationships.
These can be noted by observing (during a home or clinic visit) the nature and quality of parent’s sensitivity to their
infant’s needs coupled with their capacity and awareness to perceive and interpret their infant’s cues and signals and

Developmental Aspects of Attachment & Key Concerns at each Stage
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respond promptly and appropriately to them.
Drawing attention to the quality of parent-child interactions, particularly, facial expression, verbal expression, tone of
voice, position and body contact capacity to display affection and warmth. Help parent to understand that the nature
and quality of their actions and reactions influence their child’s attachment behaviour

Look for and draw attention to strengths already present in the parent –child interaction. Bringing these strengths to
the attention of the parent can provide an avenue on which to build other capacities, which may be absent/ not yet,
developed.
Using reflective question can be a useful means to explore parental capacity in this area: e.g.
� “I wonder what’s it like when your baby smiles, what do you think your baby is saying to you”?.
� I like the way you hold your baby, this way helps him to see you as you speak. Another way which helps get to

know your baby is to hold him face to face with you as you speak to him.

During the 7-9 month period, the infant establishes the “onset of focussed attachment” (Emde, 1984). The infant
by now has developed the concept of object permanence and understands he has a specific attachment figure in his
parent. Consequently, stranger wariness and separation anxiety/protest behaviour are naturally evident in this age
group.

Development of Insecure/indiscriminate Attachment
Areas of concern, which may signal onset of an insecure attachment, can present as follows:
Towards the end of infancy and into early toddlerhood, an indiscriminate affectionate relationship with another adult,
while showing little preference for his/her parent requires exploration.
The absence of separation anxiety requires exploration, as does what may be contributing to this indiscriminate
behaviour:
“I notice that Mary shows no wariness when she comes near me, is she like this with other adults?”
Ask parent to describe typical day arrangements.
“What is the infant/toddler caregiving arrangement?
Other signs of insecure attachment are: -
� Infants who show signs of withdrawal or are slow to seek affection or comfort from their parent, when distressed
� Disturbance in the infant, eating routine, appetite, feeding.
� Withdrawn parent who may be depressed or who seems intrusive with their child.
� Current family stress, violence, marital disharmony.

(Ref: bright future. com)

These factors require consideration in the context of what the child brings to the relationship e.g. temperamental
difficulties, illness, prematurity or history of trauma at birth. Similarly, what parents bring to the relationship in
respect of their own memories and recollections of their own parenting in childhood may also be a contributing
factor. Discussing these concerns with parent may require a number of home visits so as to obtain structured
observation and to facilitate the parent in expressing their emotion.

Development of Focused Attachment
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Postnatal depression occurs for between 10-15% of mothers (Crotty & Sheehan, 2004). Postnatal depression can
significantly interrupt the attachment relationship. Consequently, exploration of the supportive and consistent presence
of the father/partner is necessary. Solid, secure family support and intervention are necessary for a mother
experiencing postnatal depression so as to protect and promote the development of the attachment relationship
between her and her child.1

About four weeks after mother dies, (four year old) Wendy complained that no one loved her. In an attempt to
reassure her, her father named a long list of people who cared for her. On this Wendy commented aptly “but when
Mommy wasn’t dead, I didn’t need so many people-I needed just one” (Bowlby 1980).

In the exceptional cases, where loss occurs through death of a parent, very young children under 3 years require
special attention. Loss through separation, divorce, and illness; especially in the first year also has the capacity of
compromising what was earlier a secure attachment relationship. (Becker – Stoll, 1997)

In these cases, discussing the concerns with the remaining parent is important. Caregiving arrangements should
highlight the importance of maintaining a consistent approach to caregiving while also understanding that an
adjustment period may be expected, where the child may become very clingy to the other parent, fear this parent’s
loss or may not want any further change in the caregiving relationship.

1Training is required for community health professionals in the early detection, prevention and management of postnatal depression. At present

there are a number of training programmes in place in the HSE regions. Work is required, including a review of these programmes, to establish

agreed training in this area.

TABLE 4: Discussing Attachment Concerns with Parents:

Pregnancy – Ante Natal Period
� Establish how parents, especially mother feels about pregnancy and forthcoming birth of baby.
� Explore for evidence of maternal ambivalence, denial or acceptance of pregnancy and/or establish is there

excessive anxiety about the birth.
� High levels of anxiety or absence of desire, can compromise development of secure attachment behaviour.
� Supportive relationship with the PHN can offer opportunity to explore mother’s worries or anxieties and provide

the first clues regarding the presence or absence of a desire for an attachment relationship.
� Nature of follow-up supports in the postnatal period with primary, secondary or tertiary services can be determined

by the above enquiries.

Premature Baby/ Baby with Special Needs or a Disability
� A premature baby also means a premature mother.
� Parents also faced with fear, loss or impending grief issues regarding the life of the baby or past fears reactivated

by earlier losses or previous loss through a miscarriage.
� Access to support and opportunity to talk for parents with have an infant with special needs or a disability and

who may mourn the healthy baby they had desired
� Encourage frequent visits to promote and facilitate the development of the parent-infant relationship and bond,

if baby is hospitalised.
� Premature and special needs babies may not exhibit the usual range of cues and signals than an otherwise full

term would display in engaging with its caregiver. This may be demanding for parents who will require added help

Bereavement & Loss Issues in Attachment

Post Natal Depression
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to recognise them. (See appendix)
� Support to alleviate the anxiety and worry that may be especially evident during their interactions with their

baby, especially at feeding time.
� Support and understanding can help reduce the stress experienced and create emotional space to work on the

attachment relationship. (See appendix)

Postnatal Depression
� Postnatal depression differs from the baby blues, which occur in the first 1-2 weeks after birth.
� Postnatal depression can significantly interrupt the attachment relationship; enquire if mother’s low mood is

making it difficult for her to relate to her baby.
� Establish if /what supportive environment is available i.e. availability of husband/partner / family/ significant

other for mother, so as to protect and promote the development of the attachment relationship with her baby.
� May require consultation/ referral to secondary or tertiary service

Infancy and Toddlerhood Stage
� Attachment develops over the first 9 months, and require sensitive and responsive caregiving for its development
� Breast feeding promotes attachment
� Check for signs, which may signal onset of “onset of focussed attachment” – the 7-9 month period, where the

infant establishes he now has a specific attachment figure in his parent

Infancy and Toddlerhood Stage
� Help parent to understand that the nature and quality of their actions and reactions influence the development

of their child’s attachment behaviour
� Observation (during a home or clinic visit), the nature and quality of parent’s sensitivity to their infant’s needs,
� Quality of parent-child interactions, particularly, facial expression, eye contact, tone of voice, position and body

contact, capacity to display affection and warmth.
� Capacity and awareness to understand their infant’s cues and signals and respond promptly and appropriately to them.
� Draw attention to strengths already present in the parent –child interaction. Attending to these strengths can

provide parents with a starting point on which to build other capacities, which may be absent or just emerging.
(See appendix 1)

� Concerns regarding problems in attachment behaviour may become evident during early infancy, toddlerhood and early
childhood and can occur secondary to stressors in the environment and caregiving relationship.

� Watch for absence of separation anxiety, indiscriminate or over familiar behaviour

Areas signalling concern in attachment relationship: -
� Infants who show signs of withdrawal or are slow to seek affection or comfort from their parent, when distressed
� Disturbance in the infants eating routine, appetite, feeding.
� Withdrawn parent who may be depressed or who seems intrusive with their child.
� Current family stress, violence, marital disharmony.

(Ref: brightfutures.com)
� May require consultation/ referral to secondary or tertiary service.

Bereavement and Loss Issues in Attachment:
� Loss which occurs through the death of a parent, require special attention in very young children under 3 years
� Loss through separation, divorce, and illness; especially in the first year have the capacity of compromising what

was earlier, a secure attachment relationship. (Becker – Stoll, 1997)
� Discuss the concerns with the remaining parent, establish if caregiving arrangements are in place, highlight the

importance of maintain a consistent approach to caregiving while also understanding that an adjustment period
may be expected.

� A young child who may become very clingy to the other parent, and fear this parent loss or may not want any
further change in the caregiving relationship.
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An essential skill is to be able to inquire without seeming to interrogate a parent.
It is important to establish trust with the parent and determine is the parent able to keep the baby safe. e.g.
Single/Separated Mum.
“I am wondering who cared for Tim when you brought the children to school”. / “I noticed you said you didn’t take
Tim when you brought Jake and Niamh to school, where was he?” can be said in a sensitive way to enquire who cares
for the infant at home or is he left alone when mother goes out.
Also enquire:
� Is the parent able to discuss worries/fears?
� Is the parent able to make careful judgements?
� Is the parent able to control own impulses/emotions?
� Is there someone else in the home that can provide respite when the parent is not able to provide adequate care?

(Weatherston & Tableman, 2002)

Developmental support is most effective when building on existing strengths, rather than emphasising weaknesses.
Therefore, communication and interaction with parents should avoid the generation of anxiety or guilt, emphasising
instead the positive features of the child’s development. This can then lead on to identifying and discussing areas
where there are concerns requiring further assessment or interventions. Depending on the severity and number of
areas where concern has been raised, review for further observation, parental advice and support or referral might
be indicated.

Effective communication with parents aimed at promoting secure attachment, positive mental health and healthy
emotional development include the following:

Child focused:
� Notice and comment on child’s growth and development.
� Alert the parent regarding the child’s accomplishments and needs.
� Highlight activities where the child appears to enjoy.
� Reflect the child’s experiences and feelings as they interact.
� Encourage the parent to consider the child’s experiences with the parent.
Parent focused:
� Highlight parents’ strengths
� Reflect parents’ thoughts and feelings about the child
� Reflect parents’ thoughts and feelings about parenthood and changes in role, activities and responsibilities
� Listen for evidence of parent’s experience of parenting, unresolved loss and rejection, separation and abuse
� Link parents’ experience to the impact on the child

It may be possibly to promote attachment between a parent and their child by one or a number of the following:

Physical
Promote physical closeness between child and parent, sitting on lap, games that require face to face interactions,
putting an arm around the child, asking questions, bathing, massaging, soothing sounds.

Emotional
Help the parent to acknowledge and interpret the child’s cues and feeling of sadness, withdrawing, irritability, anger,
distress.

Changing Attachment Style

Interventions
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Help the parent to learn to listen and allow the child express or talk about feelings.
Bed time rituals like story telling, reading and security toy or blanket help to console fears or worries at night time.

Behavioural
Praise when behaviour is good, and the child shows willingness to behave well.
Encourage the parent to use regular routines, rules and boundaries, predictability and consistency. (Appendix 2 and
CHISP resources)

Play
Encourage the parent to have a ‘special time’ each day using free play.
Spontaneous play occurs when children play because they want to and for no other reason. The play is child-directed,
adults often being superfluous. Spontaneous play is considered to be part of normal childhood development.
Guided play is adult directed for purposes such as giving the child permission and freedom to be a child and play,
encouraging the child to relax and have fun. Structured play can be used to encourage carers to interact more
favourably with and enjoy their children. (Appendix 6)

Other
� Develop feeding routines.
� Coach fathers in how to give support to mothers.
� Provide written information (see CHISP)
� Develop social network factors (familial/organisational).
� Link with services essential in the case of parental mental health issues.

The decision to refer depends on the following:
� Level of competence of the primary health care provider
� Duration and severity of symptoms,
� Impact on the child, family and wider social environment
� Parental level of concern,
� Whether symptoms are pervasive or situation specific.
The above should be included in your referral, which should also outline the interventions offered to date and their
results.

Referral Criteria
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2 PARENTING

� to understand the family as a dynamic system
� to understand key elements in ‘good enough’ parenting at each developmental stage
� to identify difficulties in parenting
� to identify and understand use of primary interventions
� to have clarity on referral criteria

Concept of Parenting and Family System
The parent-child relationship is a critical factor in determining both vulnerability and resilience among children. It is
influenced by child characteristics (such as gender, intelligence, temperament), which interact with parental, familial
and environmental characteristics to predict the path of development for individual children. The child-rearing
practices of parents are an important part of this dynamic. Parent behaviour therefore can set the stage for children
to develop and use coping skills that make them more resilient, or conversely can place children at risk for problems
(Blount, 1989).
Regardless of age, socio-economic status, cultural background or geographic location, parents generally share similar
wishes for their children and have similar questions about how to fulfill those wishes. There are many forces at work
in children’s lives, and although parental influences are powerful, they are mitigated by many other variables beyond
parental control. Nevertheless there are things that parents can do from the first day of a child’s life, and even before,
to promote good outcomes.
A central issue in the early years of a child’s life is the establishment of a sense of basic trust. Through experiences
with caregivers, babies are receiving important messages about the world around them. This sense of basic trust is
influenced by many experiences in the young child’s life, but is most closely tied to the child’s relationship or
attachment to his primary caregiver.

‘Good Enough’ Parenting
Parents do not have to be perfect – they just have to be ‘good enough’ to produce healthy and well balanced
children’ (Winnicott, 1965). In developing this concept, Winnicott was recognising that it is unhelpful and unrealistic
to demand perfection of parents, and to do so undermines the efforts of the vast majority of parents who are in all
practical respects ‘good enough’ to meet their children’s needs.

Current research in the area of parenting has focused on the determinants of parenting and not surprisingly, they are
numerous. The three main areas are:

1. Characteristics of parents themselves including their genetic and environmental origins and personal
psychological make-up such as sensitivity

2. Characteristics of the child, especially his unique temperamental profile
3. Characteristics in the environment, including sources of stress and support

It is the combination of the interaction of these three characteristics that determine parenting practices and styles
(Belsky, 1996).

Determinants of Parenting Practices

Introduction

Learning Outcomes
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Research has indicated the impact of parenting styles on the development of social competence in children. The
development of appropriate social skills in a child is an important foundation for adequate peer relationships.
These social skills include:
� Communicating effectively
� Coping with peer provocation
� Resolving conflicts
� Group entry skills
� Good sportsmanship
“Social competence” is the general term used to describe the overall effectiveness of one’s social skills and behaviours.

Three Styles of Parenting are Identified

Authoritative
Authoritative parents adopt a warm, child-centred approach. They have a moderate degree of control but are flexible
in their approach. They allow the child to take age-appropriate responsibilities and provide a context that will
maximize the child’s development, autonomy and confidence. Authoritative parents negotiate with their children
and provide rationales for decisions that are imposed. They will respond to their children’s needs and points of view.
Authoritarian
Authoritarian parents tend to be controlling and many rules are imposed on children. They will often rely on punitive
tactics (power assertion or love withdrawal) to gain compliance. Their discipline style is one of unquestioning
obedience as the best way to solve problems or to negotiate interpersonal differences.
Permissive
Permissive parents adopt an attitude to discipline matters where there is an absence of boundaries and limits or
there is an inconsistency in their enforcement. They make few demands and do not closely monitor their children’s
activities and rarely exert control over their behaviour. In this model of parenting there is also an uninvolved style
where parent-child interaction is minimal and not developing to its full potential.

Research has helped identify the components of optimal parenting (Kendziora & O’Leary, 1993):
� Enforces rules consistently
� Has age–appropriate expectations
� Reinforces appropriate behaviour
� Accepts and nurtures the child
� Models appropriate behaviour
� Assigns age–appropriate responsibilities
� Provides developmentally appropriate stimulation
� Monitors child’s activities
� Provides reasons for rules and limits

Belsky (1994) describes the kinds of parenting at different ages that are thought to promote optimal child functioning
as follows:
Infancy: Cognitive and motivational competence and healthy socio-emotional development are promoted by parents’
attentive, affectionate, stimulating and non-restrictive parenting.
Pre-schoolers: High levels of nurturing and affection, accompanied by firm control, foster the development of good
social skills, resourcefulness and achievement motivation.
School age: Consistent discipline, explaining reasons for things and expressions of affection are positively related to

Core Components of Parenting

Parenting Styles
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self-esteem, internalized controls and intellectual achievement.
Adolescence: Significant developmental tasks of adolescence are striving to achieve autonomy and developing
successful peer relationships. At this stage, an authoritative parenting style that respects and encourages the
individual autonomy of the young person, while expressing affection and imparting standards for his/her conduct,
is likely to be most successful.

Parenting practices associated with positive social skills development in children include:
Authoritative discipline Socially competent behaviour with peers is predicted by an authoritative parenting style.
The three main components of authoritative parenting are (1) parental acceptance or warmth, (2) behavioural
supervision and strictness, and (3) granting psychological autonomy. Conversely, harsh, restrictive, authoritarian
discipline has been found to be associated with children’s aggression, which in turn is associated with peer rejection.

Attachment Children who establish secure attachment relationships with their parents during infancy are reported
to be more likely to be competent with their peers than infants who were insecurely attached.

Arranged peer contact Young children of parents who provide them with many opportunities to mingle with other
children (e.g. play dates, enrolment in organised activities) tend to have a large number of playmates and be better
liked by their peers.

Modelling Parents who model positive social behaviours at home (effective conflict resolution strategies) tend to have
more socially competent children.

Coaching Children whose parents actively instruct them to manage challenging peer situations (resolving peer
disputes, initiating contact with unacquainted peers) are more competent in peer interactions. Shaffer (1989), showed
that preschool girls benefit from their mothers’ social coaching, whereas boys demonstrate elevated levels of social
competence following their fathers’ involvement in play and coaching.

Verbal Interactions Frequent verbal interaction between parents and child correlates positively with peer popularity.
Parents who provide verbal support and direction while they stimulate their children to think and problem solve tend
to have children who are more socially competent. When parents are generally agreeable in interactions with their
children, their children are less disagreeable during play with their peers. Preschool boys whose fathers were physically
playful while allowing their sons to regulate the pace of the interaction were found to be popular with their
classmates.

Harmonious Interaction The way in which a parent and child interact is related to socialcompetence in later life.
Harmonious interaction refers to reciprocal, mutually responsive interactions whereby a child or a parent adjusts her
behaviour in response to another’s actions. Parents and children low in harmonious interaction tend to be unresponsive
to one another (ignoring each other or responding with a contrary opinion), change the topic frequently, or show affect
that is counter to the prevailing mood of the other person (e.g. mother appears excited, child responds glumly).

Stress Stressful family events, such as divorce, death of a relative, and relocation, tend to trigger negative emotional
states in children, which in turn can adversely affect their relationship with peers (Shaffer, 1989).

Impact of Parenting Styles and Practices
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Sociability describes the child’s willingness to engage others in social interaction and to seek their attention or
approval. Researchers who study infants and toddlers have found that some youngsters are simply more sociable than
others, regardless of environmental influences (see attachment and temperament).

Who Raises Sociable Children?
Although data are limited, it appears that parents who are warm and supportive and who require their children to
follow certain rules of social etiquette (for example, ‘be nice’, ‘play quietly’, ‘don’t hit’) are likely to raise well adjusted
sons and daughters who relate well to both adults and peers.

By contrast, indulgent or uninvolved parents who set few standards and exert little control over their children often
raise youngsters who are aggressive and unpopular with their peers and who may resist or rebel against rules set by
other adults (e.g. teachers).

There is evidence that children of overprotective mothers (particularly boys) are quite sociable when interacting with
adults but are often anxious and inhibited around their peers. This finding might be explained by the fact that a
highly protective mother frequently encourages her children to remain near her side. As a result, an overprotected
son may be rejected as a sissy by other children, an experience that may prompt him to seek the company of friendly
adults and to avoid peers.

The finding that securely attached youngsters are generally outgoing and even popular with other children suggests
that sensitive, responsive care giving contributes to the development of sociability. It is believed that the character
of playful interactions between parents and their children is especially significant in this regard. Parents’ conduct
while serving as ‘playmates’ will undoubtedly influence the ways in which the child reacts to other playmates, such
as siblings and peers. Nine month old infants whose mothers provide many opportunities for playful turn taking are
already more responsive to playmates than are peers who have experienced less turn taking with their mothers.

Studies of playful interactions between 3 to 5 year olds and their parents finds that if parents are directive and
controlling, their children tend to have poor social skills and non harmonious peer interactions. Perhaps a controlling
parent who is always barking orders will inhibit sociability by simply taking all the fun out of play activities. Or
alternatively, these parents may be teaching their children to be bossy and dictatorial, a style that is likely to elicit
negative reactions from playmates and convince the child that contacts with peers are not all that pleasant.

Studies show that parents who were mistreated during childhood are more likely than non-mistreated parents to
mistreat their own children (Belsky, 1984). All or some of the following factors can result in a parenting style, which
can result in child harm:
� Poor social supports networks
� Poor marital relationships
� Psychological factors such as maternal depression
� Teenage parenthood
� Physical exhaustion
� Socioeconomic deprivation

Risks to Good Enough Parenting

Parenting Practices to Develop Sociability in Children
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Table 5: Warning Signs in Parenting

� Highly protective parenting
� Over controlling parenting
� Insecure attachment
� Limited social opportunities
� Paternal history of antisocial behaviour
� Poor paternal social skills
� Indiscriminate over familiarity
� Unrealistic expectations
� Harsh and coercive parenting

Components of parenting that health professionals should look out for include:
� Not responding to child with sufficient warmth and stimulation
� Overly harsh and controlling
� Unable to set reasonable expectations and limits
� Attending to and reinforcing inappropriate behavior while not attending to appropriate behaviour
� Attacking communication with child
� Not listening to child
� Inconsistent and inept handling of situations that require sanctions.
It is important to consider that the parents’ own experience of being parented significantly affects parenting style and
this issue should be explored in conducting an assessment.

Developmental support is most effective when building on existing strengths, rather than emphasising weaknesses.
This can then lead on to identifying and discussing areas where there is need for support to promote ‘good enough’
parenting or the need for further assessment.

The aim of all involvement is to optimise the child’s development and support the parents in their role.
During the early years, the development of the parent child relationship and the infant’s environment provide the
foundation for healthy social and emotional development.

The development of attachment behaviour is an ongoing event that happens throughout the lifecycle of the individual,
however, the beginnings of a secure attachment behaviour start from the earliest moments of life, during the
pregnancy period Following birth, the consolidation of a secure attachment system is chiefly dependant on sensitive,
responsive and consistent caregiving. Consequently, the nature and quality of the parent-child interaction is a crucial
factor in the development of secure attachment relationship. From a developmental perspective, attachment
behaviour is a life cycle event and concerns about it may develop at different stages of childhood.
Consequently, parents are often reminded of their early parenting experiences when parenting their own children. If
these recollections or early experiences are negative, it may influence the nature of their responses to their child.
Children too, often remind parents of family members. Depending on the association with the family member in
question, may determine how the parent/s will respond to their child. Consequently, asking parents if their child
reminds them of anyone particular in their family can be helpful. It can also enable to see the individuality of their
child, allow them to separate them from that family members and facilitate a more positive parenting experience
with their child.

Discussing Concerns about Parenting Style with Parents

Conducting an Assessment
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For appropriate interventions to promote positive parenting see Chapter 2 p 18-19, Appendices 1, 2& 3 and Caring
for your Child, Books 1-3(HSE S, 2004, 2005, 2006)

Behavioural Parent Training Research on changing lifestyles and parenting styles, as well as that focused on risk
and protective factors suggests the need to plan early intervention or prevention programmes for families to enhance
children’s development. These programmes are based on the assumption that if children are reached early enough,
their life course can be significantly changed for the better (Barlow & Parsons, 2003). Oppositional behaviour can
lead to harsh parenting which in turn can affect attachment. This in turn can lead to more oppositional behaviour from
the child, creating a negative spiral in the parent-child relationship. Early interventions to reverse this negative spiral
are of the utmost importance.

Community Supports Community supports which can provide such relevant early interventions include:
� Community Mothers Programme
� Lifestart
� Breastfeeding Support Groups (First year)
� Mother and Toddler Groups
� Play Groups
� Parent Advice Centres and Support Groups

Teenage Parents
It is helpful for teenage parents to be provided with opportunities to return to full-time education or supplementary
educational training. The role of grandparents in child rearing is significant and interventions will often involve
working with the teenage parent/s and one or other of the grandparents. It is always important to remember that
the teenager is still the parent even though grandparents or extended family members have significant involvement
in child rearing.
Some concerns which may affect teenage mothers include low levels of self-confidence, high levels of weight and
shape concerns. Many mothers are prone to have experienced abusive relationships.

The decision to refer depends on the following:
� Level of competence of the primary health care provider
� Duration and severity of symptoms
� Impact on the child, family and wider social environment
� Parental level of concern
� Whether symptoms are pervasive or situation specific

Child Harm
� Concern re child harm due to limited parenting skills

Children First (DoHC, 1999), contains national guidelines in relation to child abuse, which are intended to assist people
in identifying and reporting child neglect and harm. These should guide all practice in relation to the identification
and reporting of children at risk.

Referral Criteria

Interventions
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3 EMOTIONAL REGULATION

� To understand what emotional regulation is.
� To understand emotional development in the infant and toddler
� To understand the role of temperament in managing emotions
� To understand that infants and toddlers capacity to express, regulate and integrate emotions into their everyday

life in very dependent on their caregiving relationship
� To assess the child’s capacity for emotional regulation
� To provide supportive intervention which would promote the development of emotional regulation in infants

and toddlers

Emotional regulation can be described “as individual’s attempt to monitor, evaluate and modify their emotional
reactions, particularly in pursuit of a goal” (Thompson, 1994)
When the infant enters the world, it is not capable of regulating or modulating its emotional experience and requires
help from its caregiver. They possess a variety of cues and signals (e.g. variety of facial expression, crying) to help
them bring their needs to the caregiver attention so as to enlist their help and enable them to thrive.

Emotional development is a major developmental task which takes place during the first three years of life, much of
which occurs during the first year.

The study of emotional development and regulation is quite new. Its role is pivotal in early child development as it
offers a framework for the understanding of psychological growth in infancy and early childhood ( Lieberman 1993).
Emotions are biologically basic features of human functioning, and emotional regulation is considered the most
challenging aspect of emotional development (Shonkoff & Phillips,2000)

Brain Development
The nervous system, especially the neocortex of the frontal lobe structures of the limbic system and brain stem govern
emotional development. Infants and toddlers experience progressive development of their frontal lobes during the
early years of childhood.Just as a child has to see in order to develop the proper wiring of the visual part of the brain,
so a child has to have normal social interactions to develop a normal limbic system. The most important form of
stimulation is social. It is not toys but the quality of interaction between the parent/caregiver and child which helps
the child to develop emotionally.

The child’s developing brain is highly sensitive and affected by early experiences. Normal healthy experiences will
promote its development whereas abnormal experience (prenatal alcohol exposure, drugs) can cause abnormal
neural and behavioural development (Black et al 1998). Consequently, there is much emphasises on promoting
experiences which will promote brain development. The first three years are considered “critical or sensitive periods
where specific structures or functions become especially susceptible to particular experiences in ways that alter their
future structure or function” (Bornstein, 1989), (Thompson, in press)
A young child is highly vulnerable to the absence of essential experiences (and positives stimulation) and the result
may be permanent risk of dysfunction (Shonkoff & Phillips, 2000).

How is Emotional Regulation Developed?

Introduction - What is emotional regulation?

Learning Outcomes
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Impact of Care-giving on the Development of Emotional regulation
Regulation of emotions is considered a demanding task and is the foundation stone of healthy social, emotional and
behavioural development during infancy. To accomplish this task, the infant and young child requires sensitive,
responsive, supportive and interactive relationships with their primary caregivers, in the presence of a safe and
nurturing environment.

Initially, infants require help to comfort, soothe and settle when distressed, to regulate their body temperature, sleep
and waking cycles and develop their own capacity to soothe and self soothe. As the infant’s limbic system develops,
it acquires its own internal capacity to self soothe, and within the first three months, sleep waking and feeding
cycles become more established. As its caregiver labels and validates the variety of emotions expressed by their
young infant, they normalise these feeling for the infant and toddler.

It is the consistent emotional availability of the parent/caregiver and their capacity to respond empathetically that
are key to the infant and young child’s capacity to self regulate their own emotional expression. At first, the carer’s
behaviour (lifting, feeding, soothing, making comfortable) will help the infant to develop self regulation.

As the baby grows, regulation is developed by verbal cues from the parent, identifying and validating emotions and
helping the child find appropriate ways to express them. Subsequently, through the development of the limbic
system, the young infant develops an internal capacity where its emotions are recognised and understood thus
enabling them develop their own self regulation skills.

Consequently, the infant-caregiver attachment relationship and how it develops over the course of the infant and
toddler stage of development is considered to play a vital role in facilitating the capacity for regulation and expression
of emotions in later years.

Temperament
Temperament refers to the biologically based personality traits that are unique to every child and which influence their
experiences in the world. The characteristic of the child’s temperament provides an understanding of how they respond
internally to a given experience. However, temperament does not exist in isolation and is influenced by the nature and
quality of the parent – child interaction, in particular the style of the caregiver’s responses towards the child.

Thomas and Chess (1977), identified three patterns of responses:
� Easy
� Slow to Warm up
� Difficult

Easy Temperament
These children have a positive mood and adapt easily to change and new situations. They also have a moderate
activity level, regular biological patterns and sensitivity, good attention span and persistence. The characteristics of
an easy temperamental style are considered a protective factor and a form of resilience.

Slow to Warm up
This group of children who are slow to warm up are noted to be less reactive and intense. They are inhibited and
slow to adapt to new situation and also require more time to adapt. They also tend to be cautious and shy when they
are not familiar with situations and respond by emotionally withdrawing from these events.

Difficult Temperament
These children tend to be negative, are overly sensitive, irritable and hard to soothe. They react negatively, are
intensively reactive, resist change and are avoidant of new situations. Their biological rhythms are often irregular and
disrupted sleep cycles are sometimes a feature. Consequently, they present as fussy children who present as a greater
parenting challenge.

Both difficult and slow to warm up temperamental styles are often considered as vulnerability factors in the child.
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Zone of Proximal Development (ZPD)
All children are born with an innate capacity to learn. The nature and extent of this learning is dependent on the
quality and consistency of the care-giving environment.
Vygotsky (1978) developed the concept of “Zone of Proximal Development (ZPD) and described it as the distance
between the actual development as determined by independent problem solving and the level of potential
development through problem solving under adult guidance or more capable peers”.

ZPD is a readiness and capacity to learn that emphasizes higher levels of competence which are constantly changing
as the child develops it own independence competencies.. “What a child can perform today with help, he is capable
of performing tomorrow independently”

The manner in which infants and toddlers manage and negotiate their own self regulation tasks has important
implications on how they develop other tasks of early childhood, in particular tasks relation to the control of their
attention and behaviour. Temperament is thought to influence dividual responses in emotional regulation, however,
what is seen as especially important in emotional regulation is the major influence of the care-giving relationship and
the context in which this occurs.

Difficulties in Emotional Regulation
Sometimes infants have difficulty regulating their various cycles such as sleeping, feeding, soothing and calming.
When these difficulties develop, it is important to consider whether or not this child has a Regulatory Disorder. A
regulatory disorder can be defined as ‘A disorder where problems exist in both behavioural regulation and sensori-
motor organisation’ (DeGangi, 2000, p. 5).

Infants and toddlers identified with a regulatory disorder are observed to have difficulties in the following areas:

� Sleep
� Feeding
� Attention and Arousal
� Self Soothing
� Emotional Regulation
� Transitions e.g. managing a transition from feeding to sleeping
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Age

0-6 months

6-12 months

12-24 months

24-36 months

Infant & Toddler

Distress / Crying

Distaste

Happiness
Joy

Social Smiling
Interest

Anger

Fear

Sadness

Onset of focussed
attachment at 7-9
months

Pride
Possessiveness
Affection
Generosity
Anxiety
Empathy
Stranger wariness and
separation protest
behaviours
(emotional
communication and
regulation enhanced by
language development)

Pride
Possessiveness
Affection
Generosity
Anxiety
Empathy
(emotional
communication and
regulation enhanced by
language development)

Parent / Caregiver

Emotionally available, sensitive and responsive
(use of facial expression)
Tuned into Infant’s cues and signals regarding
cries, smiles, coos, needs
Reads, interprets and responds to cues and
signals
Speaks softly / smiles
Picks infant up to comfort/quiets/soothes
Puts up to shoulder
Touch /Holds in arms/lap
Feeds when hungry, quiets, puts to rest, plays with
Helps infant to organise

Physically and Emotionally available and
responsive
Reassures with consistent presence and handling
Provides regular predictable schedule
Says “goodbye”, greets on return

Permits expression of infants feelings
Expresses a range of feelings appropriately
Recognises infants individual temperamental
style
Smiles, is playful, provides many opportunity for
playful interaction

Emotionally available and responsive
Permits expression of toddler’s feelings and
Interprets and responds to toddlers feelings
Expresses a range of feelings appropriately
Recognises toddler’s individual temperamental style

Smiles, is playful, provides many opportunity for
playful interaction

Physically and Emotionally available and
responsive
Permits expression of toddler’s feelings
Expresses a range of feelings appropriately
Recognises toddler’s individual temperamental
style
Smiles, is playful, provides many opportunity for
playful interaction

Nurturing Environment

Warm

Protective / Safe

Nurturing

Stimulating
Comforting
Organised
Predictable and Stable
Consistent routine
Interactive and Non
Intrusive
Social, interesting things
to explore

As above

Organised
Appropriate level of
stimulation
Safe

As above

As above

TABLE 6: Emotional Development in the First Three Years
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Child
� Premature birth, low birth weight, hospitalization, illness
� Exposure to trauma, loss, abuse, neglect, violence
� Developmental delay in one or more areas of development

Caregiver Relationship
� Poor maternal health, illness, stressful life events or complications during pregnancy or life events, trauma
� Absence of capacity to care for infants, neglect, exposure to trauma, violence, abuse
� Absence of the optimal caregiver relationship and interactions which are necessary to facilitate the development

of emotional regulation
� Loss or death of parent
� Need to place in foster care

Environment
� Over stimulating or under stimulating environment

Medical Domain
� Prenatal complications
� Premature birth
� Perinatal and postnatal problems
� Poor or inadequate nutrition

TABLE 7: Warning Signs in Emotional Regulation

Risk Factors

36

Child
� Insecure attachment
� Sleeping or feeding problems
� Ongoing inability in infant or toddler to

regulate or modulate his emotions
� Poor socialisation skills or capacity to form peer

friendship, difficulties with turn taking,
managing conflict, negativity, defiance,
difficulty managing or tolerating change.

� Mistrust
� Shame and doubt
� Guilt

Caregiver Relationship
� Lack of caregiver’s capacity to soothe, calm and

comfort their distressed baby
� Absence or lack of reciprocity of emotions

where parent/ caregiver fails to acknowledge
or respond to infant/ toddlers cues, signals or
facial expressions.

� Parental indifference
� Denial of emotional warmth, love, discipline
� Negative parental attitudes, including ridicule

and denigration
� Overprotection
� Neglect and abuse

Environment
� Over stimulated environment which may be

distress and overwhelm a young infant e.g. an
oversensitive infant or toddler may become
fearful or cautious or negative or defiant

� Under stimulated where the infants withdraws.
� Emotionally lacking environment

Medical Domain
� Prenatal complications
� Premature birth
� Perinatal and postnatal problems
� Underweight
� Failure to thrive
� Learning disability
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The following areas should be included in assessing the child at risk of emotional regulation problems:
Child
temperament and behaviour
� Irritable
� Fussy
� Demanding,
� Temper tantrums
� Impatient
� Lack of internal locus of control
� Behavioural inhibition – e.g.
Capacity to sustain attention
� Overly active/excited
� Easily distracted, restless
� Fidgets when concentration is required
� Irritable
Self-regulation: sensory processing and reactivity
� Negative response to bathing, textured food, clothing
� Physically overreacts to a painful experience or noise
� Fast movements activities /spinning
� Fearful on swings or slides, heights climbing, poor balance
Difficulties getting dressed, manipulating toys/fasteners, knobs,
� Difficulties catching a ball. Loose/tense grasp.
� Floppy, clumsy presentation
Developmental cognitive and communication skills
� Please refer to Developmental Assessment Manual (Training Unit 5) for further information on cognitive and

communication skills.

Parent/Care Giver – Child Relationship
� Parent/ caregiver’s ability to self-regulate
� Ability of parent/caregiver to be sensitive to child’s needs as s/he develops self-regulation
� The parent’s ability to support and ‘scaffold’ – zone of proximal development

Environment
� the nature of the child’s environment - is it an under or over stimulating

e.g. an over stimulated environment may be distressing and overwhelm a young infant.
An oversensitive infant or toddler may become fearful or cautious or negative or defiant.
A Dynamic Assessment 0-3 years, Weatherston (2000) is given in Appendix 1.

Conducting an Assessment
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In making an assessment of emotional and mental well-being, it is important to consider that there is no “pass” or
“fail”. If the assessment raises concerns then it is important to present this information so as not to generate
significant parental anxiety.

Developmental support is most effective when building on existing strengths, rather than emphasising
weaknesses. It may be useful to emphasis that many behavioural problems in childhood occur at the extreme end
of normal development. Therefore, communication and interaction with parents should avoid the generation of
anxiety or guilt, emphasising instead the positive features of the child’s development. This can then lead on to
identifying and discussing areas where there are concerns requiring further assessment or interventions. It will be
useful to discuss the nature of an appropriate intervention and plan with the parent how this will be carried out.
Depending on the severity and number of areas where concern has been raised, review for further observation,
parental advice and support or referral might be indicated. The aim of all involvement is to optimise the child’s
development.

If there is a serious concern, there ought to be a mechanism for rapid referral so that the issue can be explored and
dealt with without incurring a lengthy period of parental anxiety when parents feel powerless and fear the worst
possible outcome.

Interventions must be based on an understanding of infants and young children in the context of the child, their
relationship with their family, the environment, culture and any medical presentations.
� Encourage supportive consistent nurturing relationships between infant/ young child and its caregiver so as to

enable the infant/toddler feels safe, secure and nurtured.
� Support and enhance parent-child relationship by promoting the use of guided and spontaneous play.
� Help caregiver/parent to understand and respond to the individual difference that are displayed in the different

temperament styles and how these may present in the young child’s cues and signals
� Support and encourage the caregiver /parent capacity to observe listen and respond to their infant and toddlers

cues and signals. By doing this, they validate and share positive emotional experiencing with their young child.
� Help caregiver to recognise and respond to the child’s capacities in all areas e.g. sleep-waking, soothing, feeding,

signalling in distress. Young children with sensory irregularities often benefit from being held, massaged or
wrapped in a soft blanket. However, it is also important to emphasise with parents that children need opportunities
to foster their own internal locus of control in order to modify behaviour e.g. allowing a child to go from waking
to sleeping on his/her own., encouraging a 9 month old to self feed, even if the process is messy.

� Model and help caregiver to establish regular, consistent and predicable routines for their young child. This will
enable the caregiver to enhance the development of the regulatory skills. Using clear direction regarding limits
boundaries when behavioural issues arise, will facilitate behavioural development for the young child and also
promote regulation

� Provide parent/ caregiver with information regarding various stage of emotional development (See CHISP
booklets on Caring for Your Child: 0- Six Months, Six Months to Two Years and Two to Five Years, HSE S,
2004,2005,2006)

� Support, encouragement and holding by the professional of the parent/caregiver’s distress
� Parent/ caregiver will need their own social support system and nurturing environment to enable them to respond

effectively to their child

Interventions

Discussing Concerns with Parents
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� Adjust the environment e.g. sound, light, activity as necessary. Children who are hypersensitive to sensory input
benefit from limited noise, smaller crowds, reduction from sensory input in the home (low lighting, soothing
music, gradual changes in sensory input)

� Parents are advised to look for children’s unusual reactions to various sensory inputs and to alter the environment
so as to limit the child’s exposure to stimulation they find excessive.

� Behavioural inhibition ,
� For a child born prematurely, parents are advised to encourage the development of motor skills.
� Where the parent is acting as a coach to the child in skills development, it is very important to emphasis the need

for repeated activities so that the child gains competence in the skill. (See appendices 1 and 3 on structured and
non-structured play)

It is difficult and in many instances inappropriate to be prescriptive about referral criteria and thresholds, as many
behavioural problems in childhood occur at the extreme end of normal development. The decision to refer
therefore depends on professional judgement, based on the following:
� Other significant problems in feeding, sleeping, calming, resting, managing behaviour
� Parental concern
� Timing, duration and severity of the condition
� Parental ability to cope
� Impact on child and environment
� Level of impairment and child’s distress
� Availability of support and treatment services options for effective interventions

Referral Criteria
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4 FEEDING

� to be familiar normal feeding patterns in infants at each developmental stage
� to identify feeding difficulties and their causes
� to identify primary interventions
� to have clarity on referral criteria

The feeding of infants and toddlers plays an important role in the developing relationship between a child and
caregiver. Feeding not only fulfils a biological need in the infant or toddler, but also contributes to the attachment
and bonding process. It also plays a key role in the emotional and communication development of the child.

Table 8: Normal Development of Feeding Patterns

1-2 months Establishment of a regular feeding schedule and routine

3-5 months Acquisition of varied tastes

8-12 months Introduction of solids, finger foods, self feeding

by 1 year Recognition of food by appearance and shape (“gestalt”)

by 5 years Acceptance of food categories, establishment of preferences, and occasional food refusal

For further information see Child Mental and Emotional Health: A Review of Evidence and Unit 7 Food and
Nutrition Training Manual.

TABLE 9: Warning Signs in Feeding

� Difficulty regulating hunger, thirst or fullness
� Consistent negative emotion at feeding times
� Delay in establishing feeding patterns
� Feeding difficulties in response to emotional situations – e.g. anger, separation
� Problematic feeding behaviours which highlight issues of control or resistance in the child
� Food refusal
� Food avoidance
� Malnutrition
� Weight loss or failure to gain weight
� Non-organic failure to thrive

Introduction

Learning Outcomes
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Child
� Disorders of the digestive system

such as dyphasgia (difficulty in swallowing)
� Weight loss. Failure to gain weight
� Child does not mouth toys
� Picky or fussy eater
� Refusal to eat
� Excessive crying
� Apathy
� Emotionally needy

Caregiver Relationship
� Interrupted or inadequate feeding practices
� Parental misinformation
� Poor fit in the parent child relationship such as unable to

read the child’s cues, parent overinvolved / underinvolved.
� Parent focussed on self
� Parental mental health issues e.g., depression/post natal depression
� Little partner support
� Mother’s history regarding eating difficulties or attitude towards eating.

Environment
� Highly stressful environment
� Poverty
� Few boundaries

Medical
� Underlying medical condition such as digestive system disorders.

Feeding problems should be considered when the infant or toddler is displaying difficulty establishing a regular
feeding pattern in keeping with sensations of hunger and fullness.

Assessment of feeding problems should include:
� documentation of weight
� history of feeding patterns
� observation of feeding and mealtime behaviours
� parent-child interactions

A feeding disorder should not be diagnosed when the infant or toddler’s feeding difficulties are due to trauma,
maltreatment, neglect, relationship difficulties, disorder of emotions or adjustment.

Conducting Assessment
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Any intervention must be based on an understanding of infants and young children in the context of their relationship
with their family.

� Weight Monitoring
� Dietary education and information
� Support to optimize relationship between baby and parent or caregiver
� Behavioural parent training.

Child
� Opportunities should be encouraged for the child to play with materials that foster such themes as nurturing,

feeding exploration, e.g., exploration of food uses the senses of smell, sound and touch whereby the child is
allowed to ‘mess’ with food using their hands, Play activities such as dumping and filling should be made
available. These can help to address unresolved problems of emotional development.

� Regular weight monitoring is essential to help track weight loss or weight gain.
� Food may need to be presented in an attractive manner, starting with small portions gradually increasing in size.
� Encourage the child to develop locus of control in a graduated manner, e.g., provide maximum support in feeding

by holding a beaker to the child’s mouth and gradually reduce support once the child learns to hold the beaker
by themselves.

Caregiver Relationship
� Parental guidance can be offered to address concerns arising from such issues as food intake, selection of

appropriate foods, and behavioural management at mealtimes by providing information to parents . (see CHISP
Books 1 and 2 ‘Caring for your Baby’ birth to 6 months to 2 Years and Unit 7 Food and Nutrition Manual.

� Issues of attachment and control may exist and therefore an important aspect of treatment is to foster healthy
attachment between parent and child (see Section on attachment).

� More positive parent-child interactions at meal times should be encouraged. The following are suggestions that
can support parent-modelling and educational sharing of information. The intervention should address three
areas:

- Feeding,
- Emotional needs of the child
- Hypersensitivity and irritability

� The caregiver may experience mental health issues e.g., depression or may have a history regarding eating
difficulties or attitude associated with food which may require input from specialized services. A referral to such
services is appropriate when such difficulties severely impact on the child Home visits can provide a supportive
environment to the caregiver where emotions associated with feeding problems can be expressed. Here the
public health nurse can facilitate the opportunity to model techniques such as how to talk, listen, touch, read and
interpret the child’s cues at feeding time and this in turn will promote improved caregiver-child relationships.

Environment
Marital discord adequately or other family stressors may impact on the child’s feeding and the intervention may
involve the professional to offer support and guidance to the family and refer to the relevant services, such as marital
counselling.

Medical
A physical disorder or disability may exist whereby feeding is proved to be problematic. Conditions such as digestive
system disorders will require guidance from a medical professional such as a Paediatrician or a General Practitioner.

Interventions

Guiding Principles for Supporting & Working with Parents
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There are no gold standards or evidence based research to determine how many sessions a PHN or AMO should have
with a family where feeding difficulties continue. It is difficult and in many instances inappropriate to be prescriptive
about referral criteria and thresholds, as many behavioural problems in childhood occur at the extreme end of normal
development. The decision to refer therefore depends on professional judgement, based on the following:

� Parental concern
� Timing, duration and severity of the condition
� Parental ability to cope
� Impact on child and environment
� Level of difficulty and child’s distress
� Availability of support and treatment services options for effective interventions

Absolute Indications for Referral are:

� ongoing weight loss in the child
� child protection concerns

Please bear in mind that feeding difficulties such as infantile anorexia and sensory food aversion can be present in
young children (see Child Mental and Emotional Health: A Review of Evidence, 2006 for further information on
feeding difficulties).

Referral Criteria
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5 Sleeping Difficulties

� to be familiar with normal sleeping patterns in infants at each developmental stage
� to identify abnormal sleeping patterns and what causes these problems
� to understand the use of primary intervention
� Clarity on referral criteria

Among the many developmental tasks to be achieved in infancy is the regulation of sleeping patterns, in particular
the organisation of waking and sleeping states or cycles (Anders, Halpern & Hua, 1992). Sleep plays many important
roles in infancy and early childhood. It restores the body, providing nutrients to body cells and tissues and stimulates
brain protein synthesis (Adams, 2000).

TABLE 10: Normal Sleeping Patterns

How much sleep do children need?

By about 6 months � about 10–11 hours’ sleep a night,

2 naps during daytime of about 2–3 hours each, and
less inclined to sleep during a feed.

By about 9 months � about 10–12 hours’ sleep a night,

may go the whole night without a feed, and
two naps during the daytime of about 1–2 hours each.

By about 1 year � about 10–12 hours’ sleep a night,

2 naps during the daytime of about 1–2 hours each, and
may begin to wake again during the night, especially if teething.

By about 18 months � about 11–12 hours’ sleep a night, and

1 nap during the daytime of about 1–2 hours.

By about 2 years � about 11–12 hours’ sleep a night, and

1 nap during the daytime of about a half an hour.

A guide to normal sleeping patterns for children is also available in Caring for Your Child Two to Five Years, (HSE S, 2005).

The regulation and maintenance of sleep states are controlled by biological mechanisms and maturational processes.
Depending on the age of the child, falling and staying asleep involves several developmental tasks for the infant (De
Gangi, 2000). Sleep problems can be appropriately classified after 12 months of age, when sleep patterns typically
emerge.

Nightmares occur during Rapid Eye Movement sleep where a child experiences a frightening dream. The child
awakes from sleep with a detailed and vivid recall of the dream. Nightmares can occur as an isolated problem or as
part of a more general anxiety problem, or as a response to a perceived threat to a child’s safety, or security.
Nightmares can be maintained by the family system through a variety of child and family factors. Most children as
they mature grow out of nightmares

Introduction

Learning Outcomes
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Night terrors occur during Slow Wave Sleep or (or non REM) and can often be mistaken for nightmares. During night
terrors the child usually screams aloud or bolts out of bed as if trying to escape. Night terrors are of no pathological
significance and the child will grow out of them. While the event is very distressing for the parent, it is not distressing
for the child and s/he will have no memory of the episode the next day. Parents can be reassured that the child will
go back to sleep again. (Carr, A. 1999)

TABLE 11: Warning Signs in Sleeping Patterns

� present for 5-7 episodes per week
� difficulty present in falling asleep for at least 4 weeks
� child 12 months or older
� poor self soothing capacity

Sleep problems frequently occur during the first year of a child’s life. Sleep disorder problems are reserved for children
presenting with conditions that occur after the child is 12 months old.
As in any presenting behaviour problem a detailed history needs to be obtained of the child’s presentation and also
in the context of the child’s relationship with its family. Specific information on the domains listed below is necessary,
it is also useful if parents keep a sleep diary, recording sleep and waking period in a 24 hour period, in particular
including:
� sleep-wake patterns, especially sleep- onset and night –waking problems
� bedtime routines
� sleeping arrangements
� sibling routines
� current environmental stresses

The following areas should be considered for discussion with the parent/caregiver:

Child
� infant’s need for sleep (individual differences)
� age appropriateness (see Caring for Your Child Two to Five Years)
� duration of sleep time - how many hours are taken
� regularity of sleeping pattern / naps
� difficulty in falling asleep
� behaviours that interrupt sleep
� daytime functioning.
� waking in the middle of the night

Family and environment
� socially appropriate way(family/culture)
� family history of sleep problems
� sleeping arrangements
� sibling routines
� current environmental stresses

Medical
� physiological difficulties (asthma, breathing difficulties)

Conducting Assessment
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Once the outcome of the assessment indicate that there are no physiological concerns then one or a number of the
following interventions can be helpful.
The Clinician should also consider emotional related problems, transient adjustment problems, attachment/
relationship based problems, and trauma, especially, post traumatic stress disorder.
For information on sleep problems in children see Child Mental and Emotional Health: A Review of Evidence( HSE, 2006.)

TABLE 12: Assessment of Sleep Problems

1 Times of nap times
2 Has the sleep problems changed over time?
3 What type of stimulation occurred during the day?
4 Note routines during the day.
5 Note previous sleep patterns.
7 Impact on family members.
8 Nightmares
9 Night Terrors

10 Current management strategies.
11 Sleeping arrangements.
12 Note how child responds to limit setting with other activities.
13 Recent stressors

Any intervention must be based on an understanding of infants and young children in the context of their relationship
with their family.

A sleep management programme can be used with some families. The following principles should be used if sleep
problems are of a psychosocial nature; gradual reduction or elimination of day-time sleeping; gradual reduction or
elimination of pre-sleep drinks or feeds, the development of:
� Behavioural techniques which focus on teaching children to fall asleep by themselves on a gradual basis.
� Consideration of sleeping aids, such as soothers and soft objects
� Establishment of pleasant bed-time routines; self soothing exercises for the child and parent.
� Relationship enhancement between parent and child may need to be encouraged if sleeping problems relate to

maternal wellbeing. (see section on Attachment)
� For the management of nightmares, parents should be advised to listen to their child’s fears or worries. Usually

comforting a child when they wake up will result in getting the child back to sleep.. Parents may need to be
guided in teaching their child relaxation techniques and ways they can facilitate their child to help express his or
her fears in a safe and nurturing context.

� In the management of night terrors, the parent should be advised not to wake the child, ensure the child is safe
and return him/her to bed. However, if the child’s cries are a source of severe family stress and sleep loss, a
waking treatment may be considered. Here the parents are advised to observe signs of arousal preceding the night
terror episode and to wake their child immediately. Such treatment warrants family support and education about
sleep. (Carr A., 1999).

For further details on sleep management, see Caring for Your Child: Two to Five p.20, 21, 22.

Guiding Principles for Supporting & Working with Parents

Interventions
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When there are significant difficulties, and suggestions and interventions have had no impact, an assessment of a
sleep disorder can be considered
It is difficult and in many instances inappropriate to be prescriptive about referral criteria and thresholds, as many
behavioural problems in childhood occur at the extreme end of normal development. The decision to refer therefore
depends on professional judgement, based on the following:

� Parental concern
� Timing, duration and severity of the condition
� Parental ability to cope
� Impact on child and environment
� Level of difficulty and child’s distress
� Availability of support and treatment services options for effective interventions

Referral Criteria
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6 Toileting

� to understand development of bowel and bladder control in infants and young children
� to assess toileting problems
� to identify toileting difficulties
� to understand interventions and guiding principles
� to clarify referral criteria

Most children follow a sequence initially developing bowel control at night followed by bowel control during the day.
Bladder control occurs during the day followed by bladder control at night. It is usually from two years of age onwards
that most children start to acquire bladder control and at about the same time bowel control is established. By the
age of four or five most children have achieved bowel and bladder control. Girls are quicker than boys at developing
bowel and bladder control. No child can be trained until the nerve pathways have sufficiently matured and this
development will be genetically influenced. In some cases there is a hereditary factor in that there is a family history
of bed-wetting or bowel control.
See Caring for Your Child: Two to Five years Old. Pp.24-28 for information on ages and stages of toilet training.

Enuresis (wetting) and encopresis(soiling) occur when wetting and soiling are the main toileting problems. Primary
eneuris and encopresis is when incontinence has been present from birth. Secondary eneurisis and encopresis is
when there has been a period of bowel or bladder control that then breaks down.

Biological factors may exist such as urinary tract infections, abnormalities, constipation and low functional bladder
volume. Urinary tract infections (UTIs) are associated with wetting accidents and although anti-biotics relieve UTIs
they have little effect on enuresis (bladder control).
Anti-cholinegic drugs delay voiding and can increase functional bladder capacity and reduce day-time wetting but has
little effect on nocturnal enuresis.

For some children and their caregivers a behavioural intervention is appropriate and guidelines around such
interventions are alluded to later in this chapter. For other children toileting problems maybe symptomatic of
underlying emotional difficulties and a behavioural approach may not be relevant therefore interventions related to
attachment, emotional regulation or other intervention strategies maybe necessary. A thorough assessment should
provide the direction for the intervention used.

TABLE 13: Warning Signs in Toileting

� Biological factors such as cerebral palsy, spina bifida, anorectal abnormalities.
� Dietary Changes.
� Developmental delay.
� Chaotic family environment.
� Coercive/intrusive toilet training practices.
� Stressful life events including sexual abuse.
� Diarrhoea – enquire about constipation

Introduction

Learning Outcomes
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It is essential that a thorough medical assessment by a G.P. be undertaken to rule out physiological concerns before
behavioural/emotional issues are considered.

Child
� General developmental delay
� Specific developmental delay
� Low birth weight
� Low self-efficacy
� Possible sexual abuse
� Unmet emotional needs
� Manifestation other anxieties

Child Caregiver Relationship
� Family history toileting problems
� Non-optimal parent-child relationships, i.e., overly controlling or lax approach to toilet training stage.
� Toileting intentional/unintentional
� Negligence or suppressed aggression
� Parental attention may reinforce toileting problems which can lead to learned helplessness.
� Inappropriate reinforcement schedules

Environment
� Stressful family factors, e.g., marital discord
� Limited hygiene facilities

Medical
� Urinary Tract Infections (UTI’s)
� Urinary Tract Abnormalities
� Minor Neurological abnormalities
� Specific disabilities such as Spina Bifida, Cerebral Palsy where the sensory motor nerves are impaired.
� Distinguish between daytime and night time wetting as a medical condition more commonly presents as daytime

wetting.

� The behaviour is not due to a medical condition.
� Four years of age is the cut off age for diagnosis of encopresis (soiling) and five years of age is the cut-off ages

for diagnosis of enuresis (wetting). Therefore complete toileting should be established at this stage.
� Regression of toileting may occur whereby a child has been successfully toilet-trained but has begun

wetting/soiling again. This secondary condition is considered more serious than primary encopresis or enuresis,
with secondary soiling considered the most serious condition.

� Wetting or soiling of bed or clothes either intentionally or unintentionally at five or four years of age respectively.
� Smearing or soiling intentionally
� Frequency of toileting accidents must be at least twice a week over a 3 month period.
� Child may need to overcome fear of using the toilet.

Identification of Toileting Problems

Conducting an Assessment
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Before embarking on any intervention it is important that you share your concerns with parents. Explain to parents
what should be expected in terms of ages and stages of normal development in relation to toileting. Information
should be based on the strengths the parents demonstrate and the areas of difficulties which need to be highlighted.
Decide on an intervention strategy and how best you can support the family. The use of a frequency chart (see
appendix) followed by an ABC Chart (see appendix) will provide a pattern and a baseline for the intervention.

In some situations toileting problems may be symptomatic of underlying emotional difficulties and a behavioural
approach may not be relevant therefore interventions related to attachment, emotional regulation or other
interventions maybe necessary. The following refers to a behavioural intervention.

Child
� If a general or specific developmental delay is present then toilet training may need to commence at a later age.

A behavioural intervention is appropriate and the use of a tracking diary will help to establish whether toileting
accidents are intentional or unintentional.(see Appendix 6) helps identify the toileting pattern.

� Child may be seeking attention through their behaviour and the parent should be encouraged to spend time
quality time with their child.

� Unmet emotional needs may need to be addressed as toileting accidents may be symptomatic of underling
anxieties. An ABC (Antecedents, Behaviour, Consequences) chart, observation and clinical interview may assist
in this regard (see appendix).

� Regression in toileting maybe linked to possible physical, emotional and sexual abuse.

Caregiver-Child Relationship
� Parents should be advised not to scold/punish child due to toileting accidents.

� Praise and encouragement for success at toileting should be given. The use of verbal praise, tangible rewards,
such as stickers, chart. (see CHISP)

� Parents should be encouraged to adhere to a clear routine.

� Enhance family’s attitude towards the problem.

� Encourage beliefs in the parent that the child will overcome the problem.

� Desensitisation programmes will help the child overcome their fear of using the toilet and behavioural reward can
be used to help the child learn to sit on the potty/toilet.

� Parents may need help in addressing their own issues such marital discord or mental health difficulties as such
issues can impact negatively on the toilet training process.

� Attachment difficulties such as over protectiveness/lax attitude may hamper the ability of the child to accomplish
the task of toileting independently. Healthy parent-child relationships should be fostered and encouraged, see
section on Attachment and Emotional Regulation.

Interventions

Discussing Concerns with Parents
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� Suboptimal parenting can occur when parents lack the skills to carry out an appropriate toilet training programme.
Such situations may warrant other resources such as voluntary services, specialised professional or a home worker
to help supplement such skills.

Environment

� Physical constraints may exist whereby hygiene facilities are restricted in that toileting facilities are limited.
Families will need to be directed to local authorities, to address these issues.

� Marital discord and other family stressors may be present and the emphasis on the professional may be to ensure
that the family are linked to the relevant services, such as marital counselling.

Medical

� Medical problems such as Urinary Tract Infections, minor Neurological abnormalities and specific physical disabilities
require a specific approach and guidance and advice should be sought from a medical professional to tailor an
individual toileting programme.

For a more detailed discussion of behaviour management see Caring for your Child (2-5years.) pp.24-28

Referral may be necessary if the toileting problem is present at 4 years of age and there is no medical basis. A more
intense treatment programme may be required such as psycho- educational input, cleanliness training and reward
systems, over-learning, dry bed training.
Referral to a local Incontinence/Enuresis Clinic, Child Psychology, CAMHS team, or GP may be necessary. Referral to a
secondary service is rarely needed. However, it may be that the child’s toileting problem is symptomatic of an
underlying mental health problem and a referral to Child Psychology Service or CAMHS team may be appropriate.

Referral Criteria 51
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7 Behaviour Problems and Temper Tantrums

� to understand the assessment process for behaviour difficulties
� clarity on identifying different behaviour problems
� to understand the use of Interventions

Moderate and severe behavioural problems occur in 8 percent of children under 5. Some behavioural problems,
especially defiant and antisocial behaviour, tend to persist right up to adulthood if untreated. At one end of the
spectrum very young children can present with minor behavioural problems, such as temper tantrums, disobedience,
verbal or physical aggression towards themselves or others. These problems tend to be isolated and do not have any
associated behavioural difficulties and are present for less than 6 months and cause only minimal impairment to the
child’s life or family life. These behavioural problems respond very well to explanation, self-help books or a brief
behavioural intervention. (see below).
Three–quarters of children with moderate or severe disorders at 3 years remain disturbed, while only half of the
children with mild disorders continue to have problems. ( Bailey& Scott 2000)

Temper tantrums are common behavioural problem with children under five and usually start at about one year of
age. All children have temper tantrums. Temper tantrums are an indication of a child’s struggle to self-regulate and
the struggle reaches its full potential in emotional regulation. Temper tantrums and the capacity to self-regulate
require the support and containment of a secure parent-child relationship and the setting of age appropriate limits
and boundaries. However individual differences exist. Some children have a quiet and easy temperament and have
a high tolerance levels when experiencing frustration and may display infrequent temper tantrums. Other children
present with a difficult temperament and have low tolerance levels when experiencing frustration and can display
high levels of temper tantrums. Some tantrums can occur when a parent intervenes in the middle of an activity or
when a child may be impatient. Temper tantrums can range from biting, kicking, throwing objects to falling to the
ground. Temper tantrums can range from whining to crying. There is usually a specific reason for temper tantrums.
By the time the child is 5 years old temper tantrums reduce significantly.

Behavioural problems can occur when the attachment between parent and child is insecure, overprotective or the
attachment process is disrupted in some way. Problems can occur through social learning when the child attempts to
imitate siblings or parents behaviour. Behavioural problems occur in families where there is poor communication,
limited problem solving skills, a lack of clear rules, routine and boundaries.

Introduction

Learning Outcomes
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Observation of the parent child interaction is essential and a detailed interview, in order to obtain a good family
history, is recommended. Identify the ‘what’ question. Identify the problematic behaviour. Use a tracking diary to
track behaviour see Appendix 10.

Child
� Establish whether the child’s behaviour is linked to a developmental delay or the child’s inability to self-regulate

or self-soothe. The child may internalise lax standards if parents have a permissive style of discipline and therefore
have feelings of no guilt while engaging in problematic behaviour.

� Difficult Temperament
� Behaviour symptomatic of other difficulties.
� Communicative Problems
� Child’s inability to self-regulate

Child-Parent Relationship
� Decide whether the problem behaviour is symptomatic of an inadequate child parent relationship (coercive/lax

parenting approaches)
� limited parenting skills,
� post natal depression,
� neglect or abuse

Environment
� Establish whether the behaviour is related to environmental factors such as a response to a stressful family

environment, poor housing, poverty, domestic violence.
� Over stimulating environment.

Medical
� Prematurity which can indicate difficulties in ability to regulate emotions
� Speech and Language difficulties which can cause frustration in having needs met.

The following provides an overview of behaviour difficulties.

TABLE 14: Warning Signs in Behaviour

� Parental/peer modelling of inappropriate behaviour.
� Inconsistent parental management of the behaviour.
� Inadequate parental attention to positive behaviour.
� Negative reinforcement by the parent towards the child.
� Coercive parental approach.
� Disorganised or lack of routine.
� Internalisation of lax standards of parenting can result in the absence of guilty feelings
� Communication problems
� Disrupted attachment
� Inability to self-regulate, (Forehand & Long, 2002)
� Early indicators of clinical problems such as Conduct Disorder, (CD) or Attention Deficit

HyperactivityDisorder,(ADHD) Autism Spectrum Disorder,(ASD) Pervasive Developmental Disorder (PDD)

Conducting an Assessment
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The basic principle of behavioural management is that most behaviour is influenced by antecedent events and
consequent responses. Altering these may change the frequency or intensity of the behaviour. Coaching the
parent may be required, through modelling, providing literature and general tips. The following is a guide to help
manage minor behavioural problems. . Behavioural management strategies seem like common sense however
implementing a programme can be surprisingly difficult and demanding.
The following include ways to promote appropriate behaviour.
� Positive reinforcement occurs when a parent reacts positively to a child’s appropriate behaviour.
� Social Rewards can promote pro-social behaviour and boost self-confidence through praise/smiles/hugs and

kisses.
� Symbolic rewards such as stickers or tokens which match the child’s interest can be used.
� Tangible rewards such as a small toy or favourite activity can be earned if the child has obtained a significant

number of stickers for appropriate behaviour.
� Inappropriate behaviour can be managed and parents can learn to ‘discourage’ the child by withdrawing

attention, using some of the following:- Avoiding eye-contact, walking away preoccupies with other activities or
Time Out.

Preventative Strategies Include:
� Encourage the parent to intervene early, look for signs so as to avoid behaviour from escalating.
� The older child should be encouraged to express their feelings and wishes in words rather than inappropriate

behaviour.
� Encourage the parent to remain calm.
� When parent says ’no’ then that means ‘No’. Start as you mean to go on.
� Ignore tantrums ensuring that the child does not receive positive attention.
� Look for patterns – time of day, hunger, tiredness, boredom.
� Offer an alternative.
� Follow through on warnings.
� Attending to the child
� Distraction from the object or incident causing frustration.
� Reward or positively attend to positive behaviour.
� Label desired behaviour clearly – e.g. put your feet on the floor, please rather than

Don’t put your feet on the chair.
(For further detail see Caring for Your Child: Two to Five Years.)
See Appendix for Behaviour Modification

Should behaviour problems continue then it is advisable to look at the duration, severity, and impact on the
child/family and refer to a professional service. Young children whose problems persist are likely to require
intense professional input on a frequent basis. Moderate and severe behavioural problems can lead to defiant and
antisocial behaviour and can persist right up to adulthood if untreated. (See section on Conduct
Disorder/Oppositional Defiant Disorder).

Referral Criteria

Interventions
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Chapter 3 Early Childhood Mental Health Disorders

� to understand definitions and epidemiology of mental health problems in childhood
� to understand the rationale for early intervention
� to understand key issues in:

Attention Deficit Hyperactivity Disorder
Autism Spectrum Disorders
Conduct disorders
Depression
Anxiety

� to understand the Observation and Assessment process
� to have clarity on diagnostic criteria for secondary or tertiary interventions
� to understand treatment options

Learning Outcomes
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Mental illness refers to the experience of severe and distressing psychological symptoms to the extent that normal
functioning is seriously impaired and in addition help is usually needed for recovery. Help in the broadest sense here
includes medication, psychotherapy or supported life style change. It is now recognised that childhood mental illness
represents a serious impediment to the emotional, physical and financial well being of the child and their family. It
is a leading cause of life-long disability with significant morbidity and mortality and there is a real risk of persistence
into adulthood for many disorders. It has an impact on education and health of the child, may have an impact on the
family and on society.

Overall prevalence rates indicate that 20% of the population will suffer from psychological problems, 10% suffering
from mental illness with some impairment. Between 3 and 5% of children will have a major psychiatric disorder of
which ADHD is the most common. Fortunately only a very small number require inpatient admission.

It is recognised that there are groups of children who are more vulnerable and experience higher levels of
psychological distress, for example, children from the Travellers community, children who are or have been victims
of abuse. We also know that children whose parents have mental illness either by virtue of genetic loading or by the
environmental situation the child is in have a higher instance of mental illness themselves. Children who have
concomitant physical illness or those with learning disabilities are also at an increased risk for child mental health
problems.

TABLE 15: Prevalence of Child Emotional and Mental Health
Problems (0- 18 years)

Disorder Percentage Ratio

Psychological problems 20% 1 in 5

Mental illness with some impairment 10% 1 in 10

Major psychiatric disorder 5% 1 in 20

Mental illness requiring inpatient admission 0.5% 1 in 200

ADHD 3-5% 1 in 20-30

Autism and related conditions 0.5-1% 1 in 100-200

Mental health problems among children in care 60-70% > 1 in 2

Mental health problems among children in residential homes 90% < 1 in 1

from: ‘A better future now- position paper on psychiatric services for children and adolescents in Ireland’.
Irish College of Psychiatrists (2005)

Rationales for early intervention are compelling in terms of reducing psychopathology, limiting transition or
continuation into adulthood and lessening resulting disability.
Given that Public Health Nurses and Area Medical Officers see a large number of children at any given time, it is
likely that they encounter children with psychological problems or indeed those with psychiatric disorder. In this
training module, we are focusing particularly on two child psychiatry disorders, namely ADHD and Autism. ADHD
has a high prevalence rate and there are recognised effective treatment options. In Autism it is especially
important to intervene as early as possible to optimise outcomes and also on account of the pervasiveness with
which the child’s functioning is disturbed.

Epidemology & Rationale for Early Intervention

Introduction
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1. Attention Deficit Hyperactivity Disorder (ADHD)

ADHD is one of the most commonly diagnosed childhood mental health disorders accounting for up to 50% of cases
referred to child psychiatry clinics. Prevalence rates for the disorder differ depending on what classification system is
used. This means that at any one time between 250 and 1,250 children per 100,000 people will have ADHD . Recent
epidemiological surveys from the US suggest that 10% of children in the US have been given a diagnosis of ADHD
with 7% receiving medication. Therefore even these numbers may be an underestimate.
ADHD is more common in boys with a smaller percentage of girls being referred for assessment and treatment. Girls
are more likely to present with attentional deficit disorder, without hyperactivity, and this along with the lack of
gender specific criteria, can also contribute to them not being identified and referred on for services.

TABLE 16: Key Questions for Early Identification of ADHD

Compared with other children of the same age,

� Do you think this child is overly active, i.e. “on the go all the time”?
� Do you think that this child is unusually impulsive?
� Do you think that this child has significant difficulties in concentration, paying attention and following through

on instruction?
In a child with ADHD, the answer to these questions is likely to be ‘yes’.
If you have concerns about the possibility ADHD it would be helpful to discuss these concerns with the parent and
with their permission with the Community Medical Officer or the child’s GP. This will then allow a referral to be made
to the most appropriate service, dealing with the assessment and treatment of these conditions.

Attention Deficit Hyperactivity Disorder is characterised by:
� persistent over activity
� impulsivity
� difficulties in sustaining attention.

Although diagnosis of ADHD is less frequently made before the child reaches school age, these symptoms may be noted
in some children from as early as two years or younger, thus highlighting the opportunity for early identification through
child health service providers.
To receive a diagnosis core symptoms must have been present from an early age, be persistent with time and pervasive
across situations. Symptoms of hyperactivity and impulsivity might be all too obvious by the child’s inability to sit quietly,
loud boisterous behaviour, a tendency to excessive fidgeting or squirming, interrupting conversations and acting without
thinking, investigating items in the clinician’s bag, accidentally breaking things. Symptoms such as day dreaming,
distractibility, flitting from one activity to another or a reluctance to engage in activities that require sustained attention
are usually most prominent in a school setting but might well have been noticed by the parent at home. As the young
child grows older, the symptom profile may change and adolescents may show less obvious signs of hyperactivity, being
replaced instead with a sense of inner cognitive restlessness.
There is a specific requirement that the defining symptoms of hyperactivity, impulsivity and inattention cause impairment
either in social, academic or family domains. Co-morbidity is the rule rather than the exception with up to two thirds of
clinic referrals with at least one additional diagnosis. The most frequent co-morbid disorder in a young child is oppositional
defiant disorder andmay be observed in . the child not doing as told, being difficult to manage, throwing temper tantrums,
arguing with their parents, destroying toys or property. As the child grows older this oppositionality if left unchecked may
well develop into more severe misbehaving, with the development of conduct disorder, substance misuse and antisocial
personality disorder. Specific learning difficulties, anxiety and attachment difficulties may add to the diagnostic confusion
and need to be out-ruled, but can and do co-exist. Depression and low self-esteemmay develop later and are thought of
as consequences of the disorder. Early recognition and treatment is thought to significantly reduce co-morbid impairment.

Diagnostic Criteria
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Advances in genetics and neuro-imaging lend support to the biological basis of the disorder and together suggest
abnormalities in dopamine transmission which is thought to be important in attention and response inhibition or
impulsivity in the frontal cortex and Basal Ganglia. There is also thought to be a deficiency of nor-adrenaline in the
reticular activating system, which is the area of the brain normally responsible for balancing other systems, such as
learning, self control, inhibition and motivation.
Family , twin and adoption studies all support the assertion that ADHD is highly heritable and familial. The heritability
of ADHD is estimated to be 0.8, that is 80% of the aetiology of ADHD may be explained by genetic factors. It is
important for the clinician to remember that many parents of children who have ADHD may well have ADHD
themselves. This can directly affect their parenting, their ability to be consistent and follow though on instructions,
and lead to difficulty in creating a structured calm and cognitively stimulating environment for their child.
In the past it was thought that certain diets, particularly excessive sugar or various colour additives in food could
exacerbate or precipitate ADHD. The Feingold Diet, a very restrictive elimination diet, received a lot of media attention
and was often recommended. However, these diets are generally not supported by clinical research and should only
be considered on a case by case basis when there is a clear negative link from certain foods or food additives to the
child’s behaviour. Some research has linked improvements in the condition to the use of certain fatty acid supplements
such as Omega 3, but these results await further replication.

Guidelines covering diagnosis and treatment have been produced by both American and European clinicians with
expertise in ADHD. Recognition is given to the fact that assessments will differ depending on who is assessing the
child and the purpose of assessment. All highlight the importance of taking a detailed developmental history from
the parents, gaining additional information from school or other settings, and direct observations of the child.
When working with preschool children in a primary care environment, it is important to recognise pathological over-
activity, inattention and impulsivity as it presents in toddlers in order to give some common-sense support and
guidance to parents and to correctly identify those children that need to be referred on. The clinician needs to consider
carefully the child’s temperament, early parent-child relationship and other parenting difficulties, not only to consider
alternative differential diagnosis (such as attachment disorder) but also as target areas for support.
In case of referral to Child and Adolescent Mental Health Services (CAMHS) a multidisciplinary team assessment will
be carried out. This involves staff from psychiatry, psychology, nursing, speech and language therapy, occupational
therapy and social work comprehensively assessing developmental, academic and physical issues, which may be
associated with the child’s presenting problems. If the child is attending a crèche or day placement, then information
provided by staff there will add an important dimension.
Sometimes additional investigations are required such as a psycho-educational assessment, an occupational therapy
assessment if motor problems are significant, or a speech and language assessment if the history and examination
reveals speech and language difficulties.

The primary symptoms of ADHD may also be due to different disorders other than ADHD. It is important to consider
these so that appropriate treatment can be offered.

Children who have learning difficulties, either specific or general, may find it difficult to concentrate on TV, may
be slow to follow a story or understand parental commands. In school or crèche they may struggle with teachers’
directions, rules and routines, and be fall behind their peers with academic work. They may switch off and appear to

Differential Diagnosis

Assessment

Aetiology
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be inattentive or disruptive. Children with insight into their learning difficulties may also try and cover the fact that
they have these problems and this may lead to ‘acting the class clown’ in order to distract from their problems. They
may misunderstand teacher’s instructions and appear or become oppositional, exhibiting behavioural difficulties.

Children who have speech and language difficulties or comprehension problems similarly may not understand
instructions and then may appear not to listen or comply. They may not register the information or request and may
appear forgetful, disorganised and unresponsive. Children who have autistic features or Asperger’s Syndrome may
also present with inattention, not necessarily due to a shorter concentration span but a difficulty focusing their
attention on the topics that the teachers wants them to. Instead they are preoccupied with their own areas of
circumscribed interest, resulting in them not focusing on teacher commands, not carrying through with instructions,
not being sufficiently motivated to complete the work and not understanding why it is necessary for them to comply
with routine classroom rules.

Children who present with conduct disorder may be oppositional, not follow classroom rules and so, for example,
may frequently not finish or hand-in assignments, may be frequently disruptive in class, disregard class rules and may
be physically or verbally aggressive. Some of these features may make a teacher or parent consider the possibility
of an ADHD diagnosis. Because we know that conduct disorder and ADHD are closely related and that ADHD increases
the likelihood of conduct disorder, it is important to establish which disorder is present. Even when ADHD is present
it is important not to attribute all misbehaviour or problem to ADHD as other causes will be missed and left untreated.

Children with attachment difficulties may have difficulties regulating their emotions, may be attention seeking and
non-compliant. In extreme cases they may show indiscriminate sociability with very poor or ambivalent relationships
with their care givers. They may appear to have ADHD. Some children will have both disorders, as it is recognised that
ADHD can lead to family dysfunction and poor relationships, just as family dysfunction can exacerbate ADHD
symptoms. It is important that if attachment difficulties are present that these be addressed as a matter of urgency,
as early attachment difficulties predict future personality and relationship difficulties.

Prematurity is a recognised factor for subsequent behavioural and attentional problems and may be as a result of
neuro-developmental immaturities. These children are biologically vulnerable to these conditions. However the impact
of having a traumatic birth, or early neonatal problems may also lead the parent to be anxious, to over protect the
child or to have had difficulty bonding perhaps forced by extended hospital stay. These other factors need to be
considered when assisting with behavioural problems in these children.

Although uncommon certain physical illnesses may present with symptoms suggestive of ADHD, for example, thyroid
hormone resistance, foetal alcohol syndrome, lead toxicity and traumatic head injury, amongst others.

The correct identification of disorders is important in order to develop treatment plans and direct appropriate resources.

The core features of ADHD may lead the child to have difficulties with behaviour or in terms of concentrating and being
organised. The management of their behaviour difficulties is very similar to that of other children who present with
oppositional behaviour or general naughtiness. The one difference is to remember that although an ADHD child may
behave badly, and may appear to be ‘naughty’, they are often not deliberately setting out to do so, at least in the
beginning, and even though they may try hard, they may continue to have behavioural problems. This means that
the parent is required to have even more patience than a parent of another child, and must try to avoid blaming the
child and themselves.

� Simple well known behavioural techniques such as star charts, time out, ignoring minor naughtiness and
rewarding positive desired behaviour are important. Gaining the child attention is especially important as they
may be distracted by other things. Combining these with a focus on promoting positive parent-child interactions

Actions while Waiting for Referral
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through play contributes to the development of attention, impulse control and self-organisational skills.
� Attention training by gradually trying to encourage a child to remain still and calm for gradually longer periods

of time (frozen statues, musical chairs etc), gradually concentrate for longer periods, (do puzzles, but start by
omitting the last piece only, and then gradually more and more, so that they can experience the satisfaction
of completing something.) and improving memory (card games-fish in the pond, shopping lists) will all help.

� Impulsivity- Board games help with both concentration and impulsivity, encouraging waiting one’s turn. Simple
Simon says, word game associations-ie all the fruits beginning with the letter ‘B’, opposite word games, etc.

� Children have difficulties at transition times, ie switching TV off to go to bed/school/shops etc. Giving a 5
minute warning, followed by a 3 minute warning can help.

� As the child may have concentration problems, it is useful to break requests into small manageable steps,
repeated and helped by visual cues and reminders.

� Child may be able to have stories read to them.
� Bed time routines to help calm the child before bed.
� Encourage the child to talk aloud their problems, and to try and develop a STOP, LOOK, LISTEN and THINK

approach. Also getting the child to say out loud what they are doing or what they need to do to get ready helps
focus their attention on the task at hand.

� Helping the child get organised by developing to do list, or star chart reminders will help develop subsequent
organised behaviour.

� Goals
� Reduce negative interactions
� Promote appropriate limit setting
� Increase quality and quantity of positive and constructive interaction
� Provide scaffolding for maximising attention and self-organisational competencies.

Parents with children with ADHD may also have ADHD themselves and be disorganised, inconsistent, forgetful and
may need help in identifying and dealing with some of their own difficulties before they are able to parent
effectively. Problem solving with these parents may be helpful and give them ideas how they can help their child
problem solve also.

Psychoeducation, family support and counselling are fundamental to the treatment of all childhood psychiatric
disorders and ADHD is no exception. Following assessment, if the primary care clinician considers ADHD may be
present, it is helpful to give the parents some leaflets on ADHD, along with web sites, to allow them to read more
about the disorder and to consider whether it may apply to their child. This will prepare them for the suggestion of
referral should it be required.

Treatment of established cases of ADHD is multimodal involving behavioural and parenting work. Social skills training
may be indicated along with addressing other areas of difficulty such as low self esteem, depression or anxiety. Group
work both for youngsters and their parents may be helpful to share ideas and provide mutual support. Family therapy
may also be indicated especially if the child has been scapegoated by other members in the family or where there
is very high expressed emotion. Medication has a fundamental role to play in the majority of school aged cases with
ADHD but may be appropriate even in children under five.

Medication may be indicated in the pre-school child if symptoms and the level of impairment are severe or if there
is no improvement with behavioural approaches. Psychostimulants, the main stay of treatment of ADHD in any age,
react by releasing dopamine from the nerve endings and by blocking their re-uptake via the dopamine transporter
thus allowing more dopamine to be available in the synapse. Stimulants are also known to reduce the numbers of
dopamine transporters which also leads to an increased availability of dopamine at the nerve ending. In a similar
way, stimulants are thought to increase the levels of nor-adrenaline in the reticular activating system.

Where there is concern about high levels of over activity and difficult behaviour, then simple parenting strategies

Treatment
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maybe very effective. Providing a structured environment with clear consistent rules, positively attending to good
behaviour while ignoring minor bad behaviour will help reduce some problems. Dedicating 15-20 minutes each day
to fostering a positive nurturing relationship with the child through play is of vital importance. Using play to develop
and extend cognitive abilities such as concentration and attention is also very effective and fun. Games which are
useful and fun include cards, dominos, jigsaws, board games etc. Memory games such as ‘I went to the shops and
bought…’ where each person repeats the list, adds a new item and so the list grows are easy to play anywhere
including long journeys. A visit to Early Learning Centre or other shops providing educational toys will offer a whole
range of other ideas. It is helpful if the parent is also able to encourage the child to modulate their emotional state
by having a mixture of exciting and clam relaxing play, the latter being very important before bedtime. Preparing for
transitions by giving 5 minutes warning when stopping TV or playstation, or getting ready for bed, helps the child and
parent plan for the next activity.

Pelham et al (1998) conducted a review on all the treatment outcome studies for ADHD using strict criteria from the
American Psychiatric Association Task Force. Such studies needed to be a certain size, based on manualised approaches,
employing a wait list control criteria, properly describing the clinical characteristics of the sample studied, measures
of adherence or fidelity to the treatment stated and a stipulation that the treatment must also be shown to be
better or as good as other existing evidenced based interventions or medication. etc. They concluded that both
behavioural parent training and behavioural classroom interventions met criteria for ‘empirically supported treatments
for ADHD’ However, although behaviour treatments were effective, they do not normalise ADHD behaviour, with post
treatment measures usually being one Standard Deviation above normative means, and they expressed concern
with regard to lack of maintenance effects.

There are a number of ADHD support group organisations which provide tremendous support to families who are just
beginning to learn about their child’s diagnosis and are anxious about issues relating to treatment and prognosis.
There are also useful practical books on parenting and more specifically ADHD which may be of benefit for the clinician
and the parent. Media attention and ADHD specific web sites are alerting parents to the possibility of ADHD and
therefore it is helpful if clinicians are knowledgeable about ADHD and related conditions in order to assess the
situation, address some of the parents concerns and know when to refer on.

Parent Support Groups
Irish Network of ADHD groups: hadd@eircom.net
Other Web Sites:

http://www.chadd.org US group for children and adults
http://www.pavilion.co.uk/add/english.html-UK
http://www.irishhealth.com/index.html?level=4&id=31
http://www.adders.org/repofirelandmap.htm

Parent Support

Behaviour Training in ADHD
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2 Autism

Autism is defined on the basis of characteristic problems in three areas:
� social interaction
� communication and play
� restricted patterns of interest
By definition, symptoms of autism must be present by the age of 3 years.
Children with autism generally present with speech and language delay associated with social abnormalities, often
appearing to dwell in a “world of their own”. They have difficulty making friends and appear to be lacking in empathy
and ability to understand the thoughts of others as being separate from their own. Also they appear to have little
understanding of the emotions of others. They may fail to moderate their behaviour in response to social or emotional
cues and therefore may behave in a socially embarrassing way.

Asperger‘s Syndrome:
Strictly applied, the child with Asperger’s Syndrome should have normal intellectual development (IQ) and no delay in
speech and languagemilestones. They share with autistic children the same qualitative impairments in social interactions
and restrictive and stereotyped interests and behaviours. They may have semantic -pragmatic difficulties in language,
finding it difficult to understand non-verbal cues, a literal understanding, and unusual tone of voice and difficulty in
reciprocal and report of conversations. Different diagnostic criteria exist for Asperger’s syndrome than for Autism. Although
it is not an essential part of the diagnostic criteria, many children with Asperger’s Syndrome are motorically clumsy. Often
times their difficulties do not become apparent or impairing until school age, or in adolescence when socialisation is at
its most sophisticated and demanding. Many clinicians believe that Asperger’s and high functioning autism are the same,
while others believe that there is a difference in development and prognosis.

Prevalence
Over 20 epidemiological studies of autism have been conducted with a median value of prevalence estimates of 4-
5 per 10,000 (Fombonne, 1998). Several recent studies have reported somewhat higher rates of the condition, in the
order of 1 per 1000. It remains unclear whether the condition has actually increased or whether the apparent increased
relates to broader definitions of autism or other factors. Epidemiological studies have clarified that there is no
association of autism with upper socio economic status. Early impressions of such associations were the result of
referral bias. A number of studies, including both epidemiological and clinical samples, report higher rates of autism
in boys than in girls, especially in normal IQ ranges (approximately 3.5-4:1). The explanation for this sex difference
remains unclear.
Childhood autism is a chronic disability; about two-thirds of individuals continue to require significant supervision
and support as adults. Perhaps one in ten has a reasonably good outcome and can live independently. Jarbrink & Knapp
(2001) estimated the lifetime cost for a person in the U.K. with autism exceeding 12.4 million. The main costs were
for living support and day activities.

Aetiology
The importance of biological factors in the pathogenesis of autism is suggested by its association with intellectual
disability, seizure disorders and other disorders e.g. tuberous sclerosis, phenylketonuria, neurofibromatosis, congenital
rubella, extreme prematurity and genetic abnormalities particularly the Fragile X anomaly.
Twin studies suggest very high heritability, with 90% concordance in monozygotic twins and a risk of 2-4% in siblings.
Specific modes of inheritance are unclear and it is likely that several interacting genes are involved.
In the past a number of environmental factors have been suggested to cause autism. The most publicised of these
was the MMR vaccine that prompted widespread fear and reduced immunisation uptake rates below the level required
for herd immunity and eradication of the target infectious diseases. The potential causative role of the MMR vaccine
has now been discredited.

Introduction
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TABLE 17: Warning Signs for Possible Autism

The child
� is not interested in playing with other children.
� does not react positively to the approach of another child to play with.
� does not establish good eye contact with the parent, especially when trying to communicate.
� does not smile or seem socially responsive to the parent or care giver
� does not offer or seek comfort.
� If the child can talk but he/she only communicates with the parent/caregiver to have his/her needs meet.
� If the child has speech and language problems but he/she does not try to communicate through non-verbal

means, such as pointing, gestures, made up speech or made up sign language.

TABLE 18: Key Questions for Early Identification of Autism

Compared with other children of the same age,
� Has this child from an early age on appeared less interested in interacting socially or responding in an

affectionate and playful way to his or her parents and carers?
� Have there been significant difficulties with speech and language development, i.e. no single words by

age 2 years, no phrases by age 3 years?
� Has this child difficulty with communicating needs rather than just waiting for them to be met?
� Has this child shown delay in developing imaginative and pretend play?
� Does this child show repetitive types of behaviours?
� Does this child fail to smile in response to interaction from you?
� Does this child appear disinterested in what you are doing when you are trying to engage him or her

in a playful manner?

In a child with autism, the answer to these questions is likely to be ‘yes’.

If you have concerns about the possibility Autism Spectrum Disorder it would be helpful to discuss these
concerns with the parent and with their permission with the Community Medical Officer or the child’s
GP. This will then allow a referral to be made to the most appropriate service, dealing with the
assessment and treatment of these conditions.

Questionnaires such as the Checklist for Autism in Toddlers (CHAT) have been found useful in screening children at
risk, particularly in conjunction with ascertaining parental concerns, but they are not currently recommended for
universal population based screening (Table 1). Screening should be conducted in the primary care setting as a means
of identifying children requiring referral for further assessment.

There are guidelines regarding the assessment of Autism Spectrum Disorder and widely accepted standards exist.

The assessment of autism should be conducted by a multi-disciplinary team usually consisting of a paediatrician, a
child psychiatrist, a psychologist, a speech and language therapist and an occupational therapist. Child care workers
and behavioural specialists are also desirable. The assessment should include a medical assessment to exclude medical
causes of autism, a psychological assessment to evaluate if there is intellectual disability, a diagnostic assessment
which should be conducted by a child psychiatrist or psychologist, a speech and language evaluation and an
occupational therapy assessment.

Assessment

63

Revised manual:Layout 1  17/04/2008  10:36  Page 63



64

Consideration of the ICD-10 or DSM-IV criteria is essential for diagnosis. A number of diagnostic instruments exist that
supplement diagnosis. Assessment should utilise standardised interview tools for parents (e.g. Childhood Autism
Rating Scale, CARS) and standardised assessment schedules for the child (e.g. Autistic Diagnostic Observation Schedule,
ADOS). If the child is attending a pre-school, crèche or school setting, liaison is essential. Direct observation of a child
is an essential part of the diagnosis. An unstructured observation of a child in a pre-school setting is informative.

TABLE 19: Screening and Diagnostic Instruments for Autism Spectrum Disorder

SCREENING

Autism Behavior Checklist
Childhood Autism Rating Scale (CARS)
Checklist for Autism in Toddlers (CHAT)
Pervasive Developmental Disorders Screening Test Autism Screening Questionnaire
Australian Scale for Asperger Syndrome
Autism Quotient
Childhood Autism Screening Test

DIAGNOSIS

Autism Diagnostic Interview (ADI)
Diagnostic Interview for Social and Communication Disorders (DISCO)
Developmental, dimensional and diagnostic interview (3di)
Autism Diagnostic Observational Schedule (ADOS)
Asperger Syndrome Diagnostic Scale (ASDS)
Gilliam Asperger’s Disorder Scale (GADS)
Asperger Syndrome(and high-functioning autism) Diagnostic Interview(ASDI)

It is essential to consider and exclude the presence of medical conditions known to be associated with Autism
Spectrum Disorder. Similarly hearing loss, intellectual disability, epilepsy and other developmental disorders should
also be considered. Other distinct child psychiatric disorders have similar presentation to autism and must be
considered in the differential diagnosis. Conditions that should be excluded or considered in the differential diagnosis
should be considered in Table 2. Trillingsgaard et al. (2005) studied a group of thirty 2-3 year old children in order to
identify behavioural patterns that distinguish autistic spectrum disorder from other developmental disorders in children
aged less than 4 years. Professional observations in a semi-structured play interaction identified several distinguishing
signs between 24 and 36 months, namely reciprocal smiling, responding to name, following pointing, looking to
“read” faces, requesting verbal and nonverbal behaviours and functional play.

TABLE 20: Differential Diagnosis of Autism Spectrum Disorder

Exclude Consider Disorders with shared features

Hearing impairment Childhood disintegrative disorder ADHD

Known medical conditions Childhood schizophrenia Obsessive compulsive disorder

Intellectual disability of unknown cause Other psychoses with onset in childhood Depression

Rett’s Disorder Attachment disorders

Landau-Kleffner aphasia

Speech and language disorders

Selective mutism

Differential Diagnosis
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� Prepare parent for assessment and explore possible diagnosis and impact
� Support parents with their anxiety about developmental delay and also possible outcomes of assessment
� Be aware of any early intervention packages/services in the area
� Link the parent up with any parent support organisations. Even though no formal diagnosis has been given, the

parents may find it helpful to speak with someone who has gone through what they are about to.
� Discuss with parents the use of obsessional behaviour to help reduce the child’s stress level, or as a reward for

desired behaviour
� Encourage parents to adopt strategies below

What the parent can do: (See Appendix 14)
� It will depend on the level of difficulty the child has..
� Provide clear structure and set routines
� Use clear language when talking to child
� Give clear simple instructions, often one command at a time
� Always get eye contact before giving a command
� Prepare child for any changes in routine or events
� Emphasise visual cues- really work hard to establish and maintain eye contact as part of requesting behaviour
� Develop highly structured social and symbolic play
� Label your own emotions and facial expressions and try and name those of your child.
� Use visuals to indicate and teach about emotions – e.g. happy/sad cartoon faces placed where the child will see

them often – e.g on the fridge door.

Early detection of children with autistic spectrum disorder is essential in order to facilitate early intervention, which
has been shown to lead to considerable improvement in outcome. The National Autistic Society Early Bird Programme,
which is an autism-specific three-month parent package, was shown to be an effective short-term, affordable and
popular package in pilot studies. Further evaluation of the programme is under way (Shields, 2001).
Eikesth et al. (2002) carried out a one year comparative controlled study of an intensive behavioural treatment at
school for 4-7 year old children with autism. Children in the behavioural treatment group made significantly larger
gains using the school-based programme.
The Scottish Centre for Autism has developed an early intervention programme aimed at improving early social
communication and social interaction skills. Salt et al. (2002) carried out a controlled treatment outcome study and
found that children in the treatment group improved significantly on measures of joint attention, social interaction,
imitation, daily living skills, motor skills and adaptive behaviour as well as showing reduced stress in their parents.

As for ADHD psycho-education, family support and counselling are fundamental. It is an exceptionally anxious time
for parents when a child is undergoing screening or assessment for ASD. Providing parents with information about
the condition and what to expect as part of the assessment will be very useful for onward referral.

One of the most important issues to remember in relation to ASD is the level of stress that parents are experiencing.
Following assessment and diagnosis, it is not unusual for parents to experience a grief reaction as they come to terms
with their child’s disability. It is also important that they do not feel isolated as a result of their child’s difficulties and

Actions while waiting for Assessment of Autism

Treatment

Early Intervention
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also that the needs of other children in the family are considered.
Parent training programmes are vital to support and give guidance to parents dealing with a complex disorder such
as ASD. As for ADHD simple strategies are often useful however they often need to be modified for children with
communication difficulties such as the introduction of visual cues to aid communication. Specialist parenting
programmes are available through some agencies such as Early Intervention services and Beech Park Autism Services.
A treatment plan for children with ASD needs to be decided based on the level of intellectual function and the severity
of the ASD.

Children with moderate or severe intellectual disability will require specialist interventions that are adapted for their
level of intellectual functioning. Multi-modal approaches to treatment are essential and tailored according to the
deficits that are present in the individual.

Speech and language therapy is a core intervention for ASD given the high rates of speech and language delay and
social communication deficits. Therapies are focused on both the acquisition of speech and the development of the
social and non-verbal aspects of communication. Children may access speech and language interventions on an
individual or a group basis and parent-training programs are also offered to assist parents in developing
communication in the affected individual, e.g. Picture Exchange Communication System (PECS) and modified versions
of the Hanen Programme.

Occupational therapy is also frequently required for children with ASD. This is typically focused on both motor skills
deficits and difficulties with sensory integration that individuals with ASD frequently experience.

Behavioural interventions are also required in order to help ameliorate some of the behavioural disturbance that may
present in ASD and also to support the development of appropriate communications. The most widely known
behavioural intervention is Applied Behavioral Analysis (ABA) that evolved from the Lovaas Programme. This
programme is delivered intensively to the young person and practitioners often recommend 30-40 hours of
intervention per week. There is some evidence to support some gains in the IQ of young children with ASD exposed
to 18 hours of ABA per week.
Educational programs are also a key component of interventions for ASD. These included models based on ABA and
the widely known TEACCH program (Treatment and Education of Autistic and Communication-handicapped Children).
Pre-school programs are less well developed with the majority being based on the ABA method. However increasingly
there are other programs such as the ‘Floortime’ (Greenspan) approach.
For higher functioning children where mainstream school is a possibility social skills training is important. A number
of social skills training programs are in use, e.g. Social Stories (Carol Grey).
Children with ASD may present with co-morbid psychiatric difficulties. These may include Oppositional Defiant Disorder
and symptoms of ADHD in addition to other psychiatric disorders. Occasionally these may require treatment with
medication. Occasionally neuroleptic medication may be prescribed in very low doses for a child with severe disruptive
behaviour. Some children with ASD may require treatment with Methylphenidate for symptoms of ADHD. However
children with ASD tend to develop more side effects on Methylphenidate and require careful monitoring.

There are a number of advocacy groups for ASD and these groups are highly active and mutually supportive. They
have local meetings frequently where parents can share their concerns or worries. In addition there is a wealth of
information available through bookshops and the internet for parents and professionals. One of the difficulties in
relation to the amount of available information is deciding what is reliable.

Parent Support Groups
Irish Autism Action www.autismireland.ie/
Irish Society for Autism www.iol.ie/~isa1/
Aspire : Asperger Syndrome Association Of Ireland www.aspire-irl.org/
National Autistic Society (UK) www.nas.org.uk/
Autism Speaks www.autismspeaks.org

Resources
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3 Anxiety

Anxiety symptoms in children follow a normal developmental course which changes over time. Separation anxiety,
which refers to extreme anxiety about actual or envisaged separation from a significant attachment figure, is a normal
phenomenon present in young babies and reaches a peak between 9 and 18 months. This serves as an adaptive
function and decreases as the child increases in autonomy and confidence. Maladaptive persistence of these symptoms
however may lead to school refusal or sleeping difficulties, nightmares etc. Similarly childhood fears such as fear of
the dark or fear of dogs are common in early childhood, whereas common fears in adolescents include fear of heights,
public speaking and self consciousness. These may serve as a protective and adaptive function and generally minimise
over time. However, at the other end of the spectrum children experience severe overwhelming and incapacitating
symptoms of anxiety which interfere significantly with social, family and academic functioning. Some of these
symptoms remit over time others follow a relapsing course and may continue into adulthood. This group clearly
needs to be identified and offered appropriate treatment.

Given that normal anxiety is part of a developmental course it is often difficult to establish what constitutes an Anxiety
Disorder as opposed to a transient exaggeration of the normal phenomena. Due to the subjective nature of anxieties
relying solely on childhood report has its limitations, it needs to be complimented by parental report and often others,
for example, nursery or school. Young children may express their anxieties behaviourally rather than be able to
express them verbally. For example a temper tantrum when a parent is leaving crèche, or going out at night, or when
a parent has not arrived home at the usual time, might indicate anxieties about the parents wellbeing or being
separated from the parent. Physiological symptoms are always present in anxiety disorders, but in very young children
may frequently be missed. These symptoms include restlessness, fatigue, reduced concentration, irritability, muscle
tension and sleep disturbance. Especially in older children, anxiety often co-exists with other symptoms particularly
depression and it can often be difficult to disentangle the two. This is less common in pre-school children.

Differentiating normal anxiety from pathological anxiety is determined not so much by the intensity of the affect but
rather whether it is adaptive or maladaptive in a specific context. Very intense anxiety is normal and adaptive in
some circumstances, it may be developmentally appropriate or may be protective, for that reason it is sensible to
consider anxiety along a dimensional perspective from mild to severe.

Separation Anxiety Disorder (SAD) is the most common Anxiety Disorder in pre-pubertal children and ranges from 2%
- 4%. Over-anxious disorders include situations where a child is anxious about a number of different situations, ie being
late for nursery/school, developing an illness, traumatic events happening to themselves or family members or world
disasters.

Prevelence

Normal Anxiety versus Anxiety Disorder
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Elective Mutism, although quite rare, may also present in early childhood. This is characterised by an emotionally
determined selectivity in speaking, where the child speaks freely in familiar situations, but fails to speak in other less
familiar situations. For example, the child may have spoken, or be heard to speak, freely with the parent, but when
the professional visits the house, the child may hide behind his/her parent, not establish eye contact with them and
refrain from speaking. Frequently they may also refrain from engaging in any form of non-verbal response. Some
children with Elective Mutism have parents who are often shy and they themselves remember similar early histories
in their own childhood.

Repetitive and ritualistic behaviour are common in every day life, but particularly in early childhood where their
presence and practice may be reassuring and part of culturally accepted behaviour. Examples include not walking on
pavements cracks, not walking under ladders, worrying if a mirror is broken etc. These developmentally normative
behaviours, which decrease with increasing age, must be distinguished from the more severe, time consuming and
distressing symptoms that are the hallmark of Obsessive Compulsive Disorder. OCD is relatively rare in young children
but increases with increasing age.
Certain childhood temperamental characteristics such as being shy, passive and fearful act as risk factors to
subsequently developing Anxiety Disorders. Behavioural inhibition which refers to a temperamental tendency to
show fear and withdrawal in new, unfamiliar situations, was also found to increase the risk. Insecure attachment
has also been found by researchers to be a risk factor.

Assessment needs to take in to account the onset of symptoms, the context and the developmental phase of the child.
The history needs to include developmental history, medical history, school and academic history and social
functioning. Family history is also important as parents who themselves are anxious are more likely to have children
who are anxious. This is in part due to environmental factors, such as modelling, and genetic factors.

Treatment of Anxiety Disorders needs to be multi-model including education to parent and child with regard to the
anxiety symptoms, increasing the child’s self esteem and confidence by encouraging coping self statements,
modelling, exposure to anxiety provoking situations, role play and relaxation training. The core symptoms of anxiety
are identified, the child is encouraged to recognise the physical correlates and to devise a plan of how to deal with
them. Due to the various temperamental factors referred to above, (behavioural inhibition and insecure attachment)
it is important to focus on parenting issues as part of the comprehensive treatment of the anxiety symptoms, both
in term of preventing and treating the symptoms. Similarly helping the parent identify their own anxieties may be
very helpful in both preventing overprotection and projection of fears, and allowing them to deal more effectively
with and provide support for their child’s fears and worries. Frequently it will be necessary to refer the child on for
further assessment and intervention by CAMHS.

As Anxiety Disorders are often chronic conditions, effective early intervention during childhood years may reduce or
eliminate potentially life long suffering and impairment.

Effectiveness of Early Intervention

Treatment for Anxiety Disorders

Assessment

Obsessive Compulsive Disorder

Elective Mutism

68

Revised manual:Layout 1  17/04/2008  10:36  Page 68



4 Depression

Every one is familiar with the emotion of feeling sad or down in the dumps. This is usually a transient feeling and
often in response to something which has upset us or when we are worried or under stress. Most people usually
associate depression with adults, but children can and do get depressed, even children as young as 5 or 6. The popular
view of children as playful, fun loving with few worries is slowly being challenged by the recognition that children
do in fact suffer from depressive disorders.

Many children might feel sad from time to time, but a child with depression shows a depressed mood which is
definitely abnormal for that child, it dominates their mood state, being present for most of the day, almost daily for
more than two weeks. The child may also show a loss of interest in previously pleasurable activities, may have
reduced energy levels, and other cognitive symptoms such as poor concentration and attention, lower self esteem
and self confidence. Some children feel so sad that they have ideas of guilt and worthlessness, a pessimistic view of
the future, and ideas of self harm. Biological symptoms such as loss of appetite, sleep disturbance, loss of weight,
are more common in adolescence.

As with anxiety problems, it is often difficult to establish what constitutes a significant depressive picture from a
transient exaggeration of the normal sadness. One important clue is that the child’s mood is very different to what
it was usually like and reflects a significant change in previous functioning. These symptoms can lead to significant
negative effects on family functioning, self esteem, socialisation, and academic work. Frequently there is a family
history of depression in a parent.

Children who express feelings of sadness should be encouraged to talk about them and the parent encouraged to think
of ways to reassure the child that such feelings will pass. Temporarily distracting the child by involving them in
pleasurable activities can often help. Helping the child talk about worries and consider ways of solving them are
useful if the child is a bit older. Addressing any depressive features in the parent is important. Persistent sadness is
a cause for concern and such cases should be referred on to CAMHS for assessment.

5 Oppositional and Conduct Disorders

As children grow up they start to recognise themselves as separate from their parents and with their own desires and
wishes. Developing a sense of autonomy and separateness is important from early on. At this stage children frequently
test their parents and the ‘terrible twos’ ensue where the child has many and frequent temper tantrums. A certain
amount of this is in fact developmentally appropriate, but in some children the temper tantrums are too frequent,
severe or do not remit with time. The child may become non-compliant, disobedient and disrespectful. They may
continually argue with adults, deliberately annoy people and blame others for their misbehaviour. They may be
touchy, irritable, angry, resentful or spiteful. They may kick or bite their parents or others, may throw items, refuse
to tidy up, break household rules. Such negative hostile and defiant behaviour is referred to as Oppositional Defiant
Disorder. A more severe form of conduct disorder may develop, characterised by a repetitive and persistent pattern
lasting more than a year in which the basic rights of others are violated. Age appropriate societal norms or rules are
broken and the child may show significantly raised levels of aggression, become involved in the destruction of
property, stealing and as they get older, more serious behaviour such as substance misuse, inappropriate and early
sexual behaviour, running away from home or truanting. Persistent oppositional or defiant behaviours will lead to
clinically significant impairment in social, academic or occupational functioning and needs to be addressed at the
earliest opportunity. Such behaviour may well induce dysfunctional parenting styles, and the combination of both lead
to a very poor prognosis.
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If the behaviour is mild, advice to parents with regard to effective and non-coercive parenting is essential, and referral
to many of the community based parenting programmes very helpful. If more severe conduct problems are present
a CAMHS assessment to rule out any co-morbidities, such as ADHD, is essential and intensive behavioural parent
training of utmost importance.

Brestan & Eyberg reviewed the psychosocial treatments for conduct disorder using strict criteria established by the
American Psychiatric Association Task Force. They concluded that only two studies met stringent criteria for ‘well
established treatments’: Videotaped modelling parent training program (Webster Stratton 1984, 1994) and parent
training programs based on Patterson & Gullion‘s (1968) manual Living with Children. Twenty out of 82 reviewed met
criteria for ‘probably efficacious’.

Effective Behaviour Training in Conduct Disorders

Interventions
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Appendix 1
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A Dynamic Assessment (0-3 Years) © D. Weatherston, Ph.D. Infant Mental Health Program, Merrill-Palmer
Institute/Wayne State University USA

STRENGTHS
Healthy baby enrolled for regular paediatric
care; current health needs met; adequate
weight gain; good nutrition.

Age appropriate in each area of development:
physical, motor, social, emotional and
cognitive.

History free from trauma or extreme stress;
low / no risk pregnancy / labour /delivery;
full term; newborn care unremarkable.

Available, responsive, attentive, expressive,
able to communicate needs; interested in
people/things; curious; playful; active, alert;
compliant; persistent; enthusiastic; able to
explore; cuddliness; easy to care for; organised
pattern of relating and communicating; able
to look and listen appropriately; engaging;
cooperative; signs of human attachment.

Good Health; regular prenatal / medical care;
planned pregnancy

> 17 years of age; developmentally
appropriate behaviours good emotional
health; no drugs / alcohol abused; attentive,
responsive, organised around people and
things; good problem-solving skills; positive
self-esteem; independent; able to teach baby
new skills; tolerates emotional conflicts

Strong caretaking skills; prepared for and able
to feed, clothe, house, and protect child;
realistic expectations; confident; interested;
able to provide for physical and emotional
needs; emotionally responsive; sensitive to
cues; follows child’s lead; playful; express
positive regard; pleasure in parenting;
appropriately watchful and protective.

INFANT
Health Status

Developmental Profile

History

Adaptive Capacities

MOTHER/ PARENTS

Health Status

Developmental/Psychological
Profiles

Caretaking Capacities

RISKS
Prenatal, perinatal, postnatal concerns;
poor / no regular medical care; under
weight; failing to gain or thrive; poor
nutrition.
Significant concerns identified in one or
more area of development: physical
motor, social, emotional, and cognitive;
identified delays(s).
Significant and stressful life events; e.g.
high risk pregnancy, labour, delivery;
premature birth, illness, hospitalisation;
significant parental absence; placement in
foster care; exposure to trauma/violence;
episodes of neglect or abuse; lose/death
of parent
Unresponsive, inattentive, less alert;
irritable; withdrawn; depressed; unable to
signal needs clearly; diminished interest in
people / things; often inconsolable;
difficult to care for; hypo / hyper sensitive
to stress, changes, transitions; impulsive,
disorganised pattern of relating and
communicating; excessive fears; vigilant;
shy; avoidant; very compliant or very
noncompliant.

Prenatal, postnatal, complications; poor /
no medical / prenatal care; unwanted
pregnancy; maternal medication and
substance use
< 17 years of age; develop-immature;
serious / chronic impairment/mental
illness / psychiatric disorder; current or
history of significant drug use / alcohol;
depressed; withdrawn, unresponsive,
helpless; poor problem-solving skills;
angry, anxious, sad; poor self-esteem,
dependent; hostile; not able to help baby
learn
Lacks knowledge or skills needed to take
care of child; unprepared or unable to
feed, clothe, house, protect child; lacks
confidence; unrealistic expectations;
anxious and ambivalent; unable to provide
for child’s emotional or physical needs;
absence of pleasure in childrearing; harsh;
passive; overwhelmed.
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Personal history free from over-whelming
stressors; secure relationship with mothering
figure; appropriate and affectionate care
form own parent(s). Life Events;
Personal History

View the baby positively; pleased with baby;
flexible in understanding baby; meets
parent’s expectations/hopes.
Representation of the Baby.

Psychologically available; attentive,
responsive, sensitive; consistent; appropriate
and mutual interest; strong and stable
attachment relationship; meaningful and
positive interconnections; conflict free and
playful; clearly established parent role; well
adapted affectionate; calm; confident;
responsive, interested, playful, affectionate.

Adequate resources for food, housing,
furniture, medical care; educated-high school
grad; employed; married; insured.

Healthy relationships with family; strong
family support; two-parent family; stable
and supportive home environment

Strong and positive cultural influences and
family tradition, positive values

Life Events; Personal History

Representation of the Baby

PARENT – CHILD RELATIONSHIP

Interaction variables

Parent

Infant

THE CARE -TAKING ENVIRONMENT

SES Variables

Community Social Supports

Cultural and Traditions

Significant, stressful life events: parental or
spousal abuse and neglect; extensive
separations; foster care abandonment;
broken family relationships; emotional
deprivations; history of insecure attachment
relationship with parent; loss of a previous
child; emotional poverty.

View the baby negatively; disappointed in
baby; rigid in understanding the baby; baby
does not meet parent’s
expectations/hopes.

Inattentive, unresponsive, lack of interest;
inconsistent; significant emotional
withdrawal; inappropriate; angry; insecure;
weakly connected; inadequate parenting
role; rejecting; resentful; under or over
involved with child; strained; distressed;
controlling; abrupt, handling; problematic;
severely disordered; under or over
stimulating; careless; unresponsive,
inattentive’ uninvolved, difficult to engage.

Living at/below poverty level;
undereducated; un-employed; homeless;
single; uninsured

Poor or no social support, chaotic or
consistently negative relationship with
family/peers/community; father of infant
present and helpful; quality day care
provided; positive relationships between
home and day care setting.

No traditions; negative influences; family
values fragmented; absence of cultural
traditions.

MOTHER/ PARENTS
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Appendix 2

STRUCTURED ASSESSMENT

History Taking Child’s Developmental Milestones

Family Composition Speech, Vision, Hearing
Living Conditions Diet, Toileting, Walking
Financial Position Sleeping, Cognitive, Motor
Family Background
Parental Mental Health Play, Social Skills,
Family Relationships Temperament, Affect/Mood
Social Supports Weaknesses

General Behaviour
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Appendix 3

ASKING SPECIFICALLY ABOUT THE PROBLEM

Presenting Problems

Background Factors

Event/Situational Factors

Maintaining Factors

Duration/Severity

Impact on Child/Family

Coping Strategies (e.g. social support/current interventions used)
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Appendix 4

ASSESSMENT OF NEED

Low Risk High Risk

Episodic Chronic

Focal Multi-Problem

Single Professional Multi-Disciplinary

GUIDING PRINCIPLES FOR REFERRAL TO SECONDARY & TERTIARY SERVICES

Duration

Severity

Impact on the Child/Family
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Appendix 5
Guidelines for Non-Structured Play

Lots of what children do is their own thing or play, and parents, particularly those with difficult children, often take
no notice of it. When a child is disruptive, a parent can spend a lot of time trying to curb the negative behaviour and
spend less time when the child is playing quietly. But this is just the time when the child should be attended to
positively by the parent, commenting on and acknowledging actions. Attending is “tuning in” or taking notice of the
things a child is doing and making a child feel valued in their own right; it is not teaching. It helps to build a positive
self- concept and a positive relationship. If a caregiver shows that what their child is doing is important to them, this
can improve the relationship between them. Children notice this attention and respond more positively to it. The
pattern of attending can often change once the child starts to talk, and parents can easily turn into teachers or
instructors. But as well as being teachers, the caregiver’s job is to support and encourage the child in their chosen
activity. The following are useful guidelines to help parents get better at attending (Hutchings, Last & Parry, 1997):

� Set out to use the episode to build a positive relationship with your child.
� Try to use the episode to give your child the message that she is in control of what happens and that you like being

with her.
� Set a specific time for 20 minutes supportive play per day.
� Ask the child to decide what she wants to do.
� Agree on an activity.
� Participate wholeheartedly.
� Avoid using commands, instructions or teaching.
� Run a commentary on what the child is doing or saying, to show your child that you are paying attention to what

she finds interesting.
� Describe and reflect what your child is doing- ‘I like it when you ….’ statements, to show your child you feel good

about being there.
� Praise your child repeatedly.
� Laugh and make physical contact through hugs or rough and tumble.
� Notice how much you enjoy being with your child
� Cease the activity in a planned fashion by giving timely notice, offering to transit to another activity and managing

protest, either by ignoring or distraction.
� Finish the episode by summarising what you did together and how much you enjoyed it.

Issue Well adjusted children Less well adjusted children

Play materials and area Varied toys, large area Few toys, small area

Play strategies Imaginative and varied Wants to be told what to do

Problem solving Symbolic Concrete and unimaginative

Intensity of feelings Engaged, but flexible Overly involved, aggressive

Expression of negative attitudes Infrequent Common

There are many sources to advise parents on age appropriate toys for children.
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Appendix 6

Guidelines for Structured Play
Structured Play is adult-led. The caregiver decides on the play activity which usually involves some type of learning
objective. At times it will include modelling in that the caregiver shows the child how to perform the activity. At other
times it may involve simply helping the child. The play activities are fun-based and most children will respond in a
positive way.

The following includes activities for children aged 6 months to 2 years old:
� Blocks and toys with wheels help young children develop fine motor skills and listening skills. They learn to feel

the sensation of the block and usually respond to the noise of blocks falling or toys hitting against one another.
Stacking books will help develop motor and visual co-ordination skills.

� Talking and reading to young children help the development of speech and language. The child will enjoy sitting
on the caregiver’s lap and listening to soothing sounds.

� Holding and cuddling will help develop security and bonding.
� Pointing to body parts such as eyes and ears helps develop an understanding of body parts.
� Verbal praise and positive attention will help develop confidence and self-esteem.
� Hide and seek with a toy.
� Game involving ball throwing (soft) or football will help develop gross motor skills and hand/eye co-ordination.
� Dressing and encouraging the child to close shoe with Velcro fittings and unzip coat will help develop fine motor

skills and pincer movement.
� Peek-a-boo will encourage social skills development.
� The use of a tricycle will help balance and posture.
� Use of household utensils such as saucepans, wooden spoon and plastic cartons will help the young child to

develop sorting skills.

(Caring for Your Child 6 months to 2 years old)

The following includes activities for children aged 2 to 5 years old:

� Use of jigsaws and matching games will help to develop problem solving skills.
� Involvement with other children will develop social skills and rules such as turn taking,
� Action songs such as ‘head, shoulders, knees and toes’ or ‘Ring around the Rosie’ helps improve short-term

memory and matching skills
� Games such as hide and seek.
� Skipping, hopping, ball games and making obstacle courses help develop gross motor skills and increase energy

levels.
� Walks in the countryside or parks will help develop observational skills and offer opportunities for learning about

nature.
� Play dough, sand and water provide opportunities for gross motor development and activate the senses.
� Pretend games such as Kings & Queens or Animals develop imaginations and communication skills.
� Story-telling helps develop attention span and listening skills.
� Cooking provides a sense of nurturing and at the same time offers opportunity for learning about food and food

combinations.

� Child should be told when the activity is to come to an end
� Time should include ‘winding down time’
� The child should be encouraged to tidy up afterwards
� The child should be encouraged to talk about the activity

(Caring for Your Child 2-5 years old)
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Appendix 7

Managing Behaviour

Rewarding

Verbal: Praising your child’s desirable behaviour.
Physical: Providing physical contact following your child’s desirable behaviour.
Activities: Doing activities selected by your child following his/her desirable behaviour.

How to use rewards effectively

� Specify the behaviour you are praising by using verbal rewards.
� Use rewards immediately after the behaviour you want to encourage.
� Initially reward the behaviour every time it occurs.
� Reward only behaviours you want to increase in frequency.

Ignoring

� No physical contact
� No verbal contact
� No eye contact

Behaviour you can ignore

� Inappropriately demanding attention
� Demanding you do something you do not want to do
� Crying for attention
� Throwing tantrums
� Whining
� Screaming
� Showing off
� Arguing
� Acting irritably

Using Time-out

� See Caring for Your Child: Two to Five Years
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Appendix 8

Data Collection Charts for Behaviour Management

Client: ______________________________ Date: __________________________

ABC Chart
Antecedent Events Behaviour Consequent Events

Additional Comments:

80

Describe the
behaviour, where it
took place and
who was present

What happened after
the behaviour
occurred? How did you
respond?

What events preceded, let
up to, set the stage for the
behaviour? When did the
incident occur?
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Appendix 9

Behaviour Checklist

Target Behaviour ___________________________________________________________

_________________________________________________________________________

Please record the number of times your child engaged in the behaviour over the course of
week. It is a good idea to record this information on a regular basis each day.

Mon Tue Wed Thurs Fri Sat Sun

8-9am

9-10am

10-11am

11-12am

12-1pm

1-2pm

2-3pm

3-4pm

4-5pm

5-6pm

6-7pm

7-8pm

8-9pm

9-10pm

10-11pm
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Appendix 10

Tracking Diary

Type of Behaviour ______________________________________________________

Insert Ö where appropriate

6-8am 8-10am 10-12pm 12-2pm 2-4pm 4-6pm 6-8pm

Mon

Tue

Wed

Thurs

Fri

Sat

Sun
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Appendix 11
Diary Chart for Recording Soiling/Wetting Patterns

Time Monday Tuesday Wednesday Thursday Friday Saturday Sunday
(before,
durIng &
after)

8.00-10.00

10.00-12.00

12.00-2.00

2.00-4.00

4.00-6.00

6.00-8.00

8.00-10.00

10.00-12

(Record what time the accident occurs, describe the accident and what happens afterwards.)
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Appendix 12

This multipurpose framework is very useful for:
� Reflective Practice
� Documenting Visits
� Documenting Assessment
� Case Study Analysis
� Report Writing
� Systematic Recording of Interventions
� Risk Management

S = Subjective Observations (e.g. How does the child / care-giver behave / react to normal contact?)

O = Objective Observations (e.g. Results of physical examination, measurable evidence, tests, charting, history taking etc.)

A = Assessment (e.g. What does the evidence suggest within each of the domains?)

P = Plan (e.g. What should be done and how?)

I = Intervention (e.g. What was done?)

E = Evaluation (e.g. What is the client outcome following the intervention?)

R = Revision (e.g. Based on the hypothesis, what should we do next? What else can be done?)
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Appendix 13
SIGNS AND SYMPTOMS OF ABUSE (Extract from Children First, DOHC, 1999)

1. Signs and Symptoms of Child Neglect
This category of abuse is the most common. A distinction can be made between "wilful" neglect and "circumstantial"
neglect. For instance, "wilful" neglect would generally incorporate a direct and deliberate deprivation by a parent/carer
of a child’s most basic needs e.g. withdrawal of food, shelter, warmth, clothing, contact with others, whereas
"circumstantial" neglect more often may be due to stress and inability to cope by parents or carers. Neglect is closely
correlated with low socio-economic factors and corresponding physical deprivations. It is also related to parental
incapacity due to learning disability or psychological. The neglect of children is "usually a passive form of abuse
involving omission rather than acts of commission". It comprises "both a lack of physical caretaking and supervision
and a failure to fulfil the developmental needs of the child in terms of cognitive stimulation"
Child neglect should be suspected in cases of:
� Abandonment or desertion
� Children persistently being left alone without adequate care and supervision
� Malnourishment, lacking food, inappropriate food or erratic feeding
� Lack of warmth
� Lack of adequate clothing
� Lack of protection and exposure to danger including moral danger or lack of
� supervision appropriate to the child’s age
� Persistent failure to attend school
� Non-organic failure to thrive i.e. child not gaining weight not alone due to malnutrition but also due to emotional

deprivation
� Failure to provide adequate care for the child’s medical problems
� Exploited, overworked

2. Signs and Symptoms of Emotional Child Abuse
Emotional abuse occurs when adults responsible for taking care of children are unable to be aware of and meet their
children’s emotional and developmental needs. Emotional abuse is not easy to recognise because the effects are not
easily observable. Emotional abuse refers to the habitual verbal harassment of a child by disparagement, criticism,
threat and ridicule and the inversion of love, whereby verbal and nonverbal means of rejection and withdrawal are
substituted. Emotional abuse can be defined in reference to the following indices. However, it should be noted that
no one indicator is conclusive of emotional abuse.
� Rejection
� Lack of praise and encouragement
� Lack of comfort and love
� Lack of attachment
� Lack of proper stimulation (e.g. fun and play)
� Lack of continuity of care (e.g. frequent moves)
� Serious over-protectiveness
� Inappropriate non-physical punishment (e.g. locking in bedrooms)
� Family conflicts and/or violence
� Every child who is abused sexually, physically or neglected is also emotionally abused
� Inappropriate expectations of a child’s behaviour - relative to his/her age and stage of development

3. Signs and Symptoms of Physical Abuse
Unsatisfactory explanations or varying explanations for the following events are highly suspicious:
� Bruises (see below for more detail)
� Fractures
� Swollen joints
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� Burns/Scalds(see below for more detail)
� Abrasions/Lacerations
� Haemorrhages (retinal, subdural)
� Damage to body organs
� Poisonings - repeated (prescribed drugs, alcohol)
� Failure to thrive
� Coma/Unconsciousness
� Death.

There are many different forms of physical abuse but skin, mouth and bone injuries are the most common.

4. Signs and Symptoms of Child Sexual Abuse
Child sexual abuse often covers a wide spectrum of abusive activities. It rarely involves just a single incident and
usually occurs over a number of years. Child sexual abuse frequently happens within the family. Intra-familial abuse
is particularly complex and difficult to deal with.

Cases of sexual abuse principally come to light through:
(a) disclosure by the child or its siblings/friends,
(b) suspicions of an adult,
(c) due to physical symptoms.

The sexual abuses described above may be found in combination with other abuses, such as physical abuse and
urination and defecation on the victim. In some cases physical abuse is an integral part of the sexual abuse; in others
drugs and alcohol may be given to the victim. It is important to note that physical signs may not be evident in cases
of sexual abuse due to the nature of the abuse and/or the fact that the disclosure was made some time after the
abuse took place.

Particular behavioural signs and emotional problems suggestive of child abuse in young children (0-10 yrs):
� Mood change, e.g. child becomes withdrawn, fearful, acting out;
� Lack of concentration (change in school performance)
� Bed wetting, soiling
� Psychosomatic complaints; pains, headaches
� Skin disorders
� Nightmares, changes in sleep patterns
� School refusal
� Separation anxiety
� Loss of appetite
� Isolation

Particular behavioural signs and emotional problems suggestive of child abuse in older children (10 yrs +):
� Mood change, e.g. depression, failure to communicate
� Running away
� Drug, alcohol, solvent abuse
� Self mutilation
� Suicide attempts
� Delinquency
� Truancy
� Eating disorders
� Isolation

All signs/indicators need careful assessment relative to the child’s circumstances.
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Appendix 14

Guidance for parents while waiting for an Assessment of Autism:

What you can do:

It will depend on the individual child has but the guidelines below on providing a structured environment and
supportive guidance for the child are found to be useful.

� Provide clear structure and set routines

� Use clear language when talking to your child

� Give clear simple instructions, often one command at a time

� Always get eye contact before giving a command

� Prepare your child for any changes in routine or events

� Emphasise visual cues- really work hard to establish and maintain eye contact as part of requesting behaviour

� Label your own emotions and facial expressions and try and name those of your child.

� Use visual aids to indicate and teach about emotions – e.g. happy/sad cartoon faces placed where you can refer
to them easily and where the child will see them often – e.g on the fridge door.

� Help your child to play e.g

� Set aside time to play.
� Turn off T.V., switch phone off, no interruptions.
� Sit down on the floor with your child and have a number of toys available.
� Tell your child that you want to play
� Try to ignore inappropriate behaviour.
� Verbally reward your child’s appropriate behaviour by praising him/her
� Name the desired behaviour.
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Internet Resources

Listed below are a number of resources that may be helpful. They are not provided as recommended reading, but are
indicative of the sort of material that is available.

www.adders.org/repofirelandmap.htm

www.annafreudcentre.org/dote_booklet_2006.pdf

www.annafreudcentre.org/ebpu/choosingjv.pdf

www.aspire-irl.org

www.autismireland.ie

www.autismspeaks.org

www.brightfutures.com

www.chadd.org

www.healthintelligence.ie/children.htm

www.hse.ie

www.iol.ie/~isa1

www.irishhealth.com/index.html?level=4&id=31

www.mentalhealthireland.ie

www.nas.org.uk

www.niamh.co.uk

www.pavilion.co.uk/add/english.html-UK

www.scre.ac.uk/resreport/pdf/115.pdf

www.spunout.ie

www.youngminds.org.uk/publications/all-publications

The library of your Local Health Area will also be in a position to assist with data-base searches. Useful tags or key-
words may be "Brief Interventions for child mental and emotional health".
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