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ABSTRACT

KEYWORDS

Maternal and child mental health disparities exist in the United States
among people of color and people with low socioeconomic status.
Adverse maternal and child mental health has short- and long-term
consequences for both mothers and children. The persistent and
intergenerational nature of maternal and child mental health disparities reﬂect an important social justice issue to which social workers
must respond. The infant mental health framework can guide social
workers in understanding and addressing these disparities. This framework provides a useful lens through which practitioners can
understand and support the context and development of caregiverinfant dyads. This manuscript reviews maternal and child mental
health disparities, provides an overview of the infant mental health
framework, and describes implications for the social work practice.
With roots in the social work profession and emphasis on human
development within social context, the infant mental health provides
insight to social work practitioners, scholars, and educators.

Infant mental health;
maternal mental health;
mental health disparities;
social work practice; social
work education

In response to the presence of maternal and child mental health disparities, social workers
should revisit the infant mental health theoretical framework to shape social work
research, practice, and education related to maternal and infant well-being. Infant mental
health is a theoretical framework grounded in clinical social work that builds on attachment theory and expands maternal and infant mental health scholars’ awareness of the
dynamic bond present between caregivers, infants, and the social environment (Zeanah,
2009). It has been more recently empirically supported and applied predominantly by the
ﬁelds of social work and psychology, with contributions from counseling, psychiatry,
pediatrics, and licensed marriage and family therapy disciplines as well (Zeanah, 2009).
This paper will provide a review of maternal and infant mental health disparities, an
overview of the infant mental health framework, an example of its application, and a
discussion of implications for social work research, practice, and education.
The speciﬁc examination of maternal mental health and its relationship to infant
mental health requires the use of the terms “mother” and “maternal” throughout this
manuscript. Additionally, most of the research related to infant and child well-being
frames mothers as primary caregivers. The authors acknowledge that children may
enjoy a range of intimately supportive caregiving relationships, including fathers,
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grandparents, aunt, uncles, siblings, fostering caregivers, and close family friends.
However, due to extant research and the scope of this project, this manuscript primarily
focuses on the caregiving relationship between a mother and her child. Undoubtedly,
research should continue to explore how the socioemotional well-being of other caregiving relationships relate to infant and early childhood mental health.

Maternal and child mental health disparities
Maternal and child mental health disparities exist among people of color and people with
low socioeconomic status in the United States. An examination of the literature portrays a
complex relationship between race/ethnicity, socioeconomic status, and mental health
disparities among women and children (Liu & Tronick, 2013). Methodological challenges
such as failure to account for potential confounding between race/ethnicity and socioeconomic status as well as inconsistent assessment methods are cited as reasons for mixed
ﬁndings (Dolbier, Rush, Sahadeo, Shaﬀer, & Thorp, 2013). Nevertheless, research strongly
points to both socioeconomic status and race/ethnicity as factors that inﬂuence rates of
adverse maternal and child mental health outcomes/status including pregnancy-related
depression (PPD; Mounts, 2009; Pooler, Perry, & Ghandour, 2013), posttraumatic stress
disorder (PTSD; Dennis, Janssen, & Singer, 2004; Howell, Mora, & Leventhal, 2006;
Wenz-Gross, Weinreb, & Upshur, 2016), toxic stress in children (Shonkoﬀ & Garner,
2012), and parenting stress (Nomaguchi & House, 2013). Literature examining the
cumulative eﬀects of chronic stress and social inequality associated with racism and
discrimination mirrors these ﬁndings (Lu & Halfon, 2003).
In addition to disparities in mental health and socioemotional well-being, women of
color and women with low socioeconomic status bear a disproportionate burden of
barriers to behavioral health care support. Women of color and women with low socioeconomic status may be less likely to seek behavioral support than White, more aﬄuent
women. Moreover, when they do seek behavioral health services, providers are less likely
to follow up and less likely to ﬁll relevant prescriptions compared to when White, more
aﬄuent women seek behavioral health services (Kozhimannil, Mah Trinacty, Busch,
Huskamp, & Adams, 2011). In a report on the implementation of a community-based
pregnancy-related screening initiative, Perry, Le, Vilamil, Yengo, and Boateng (2015)
noted that even though women with low socioeconomic status have higher risk for
PPD, they are not routinely screened. Thus, a troubling pattern emerges—women with
greater risk for adverse mental health outcomes also have less access to necessary behavioral health support.
The relationships between race/ethnicity, socioeconomic status, and maternal mental
health are particularly important in the context of established links between maternal
mental health and child well-being. Maternal depression is associated with child maltreatment (Plant, Pariante, Sharp, & Pawlby, 2015) and foster care placement (Kohl,
Jonson-Reid, & Drake, 2011). Maternal mental illness may also impact children’s
physical, social, behavioral, and cognitive development. Infants whose mothers have
depressive symptoms gain less weight and have more health problems than infants
whose mothers do not have depressive symptoms (Gress-Smith, Luecken, LemeryChalfant, & Howe, 2012). Posttraumatic stress disorder in mothers has been linked
to preterm birth, low birth weight, and compromised neurodevelopment in their

JOURNAL OF HUMAN BEHAVIOR IN THE SOCIAL ENVIRONMENT

559

infants (Lipkind, Curry, Huynh, Thorpe, & Matte, 2010), as well as decreased selfregulation and increased aggressive behaviors in children (Samuelson, Wilson, Padrón,
Lee, & Gavron, 2016). Children with mothers who have had a depression diagnosis are
more likely to report feelings of loneliness, guilt, sadness, and being nervous along with
acting out behaviors such as demonstrations of aggression (Turney, 2012). Throughout
the life course, children of mothers with depression experience a higher prevalence of
depression as adults compared to those whose mothers did not have depression (Plant
et al., 2015).
Scholars continue to discover the consequences of toxic stress, but research suggests
early childhood exposure to toxic stress is associated with impaired brain development
(Shonkoﬀ & Garner, 2012). Children who experience toxic stress are at risk for adverse
cognitive, social, and emotional development (Shonkoﬀ & Garner, 2012). However, consistently nurturing and supportive adult relationships function as buﬀers to toxic stress
(Shonkoﬀ & Garner, 2012). Thus, eﬀorts to support mothers’ psychosocial well-being may
ultimately beneﬁt both mothers and their children.
Toxic stress contributes to parenting stress, which is deﬁned as stress related to the
parenting role and parent-child interactions (Cates et al., 2016). Parenting stress is an
important construct to infant and child well-being. High levels of parenting stress are
linked to compromised parent-child interactions and child development. Parents who
report high levels of parenting stress are more likely to exhibit harsh discipline and less
parental responsivity and warmth. Children whose parents report high levels of parenting
stress display more internalizing and externalizing behaviors, insecure attachment, and
decreased social competence (Cates et al., 2016).
The presence and implications of adverse maternal and child mental health coupled
with disparities in access to quality behavioral health care presents social justice issues that
demand innovative responses. Social workers are mandated to respond to social justice
concerns. The preamble to the National Association of Social Workers (NASW) Code of
Ethics (2017) clearly states that social workers should respond to environmental factors
that negatively aﬀect human well-being, particularly among vulnerable and marginalized
people. Social workers must act as change agents in the midst of social injustice through a
variety of practice contexts including work directly with individuals, families, organizations, and communities, as well as through policy advocacy and research (National
Association of Social Workers, 2017). An infant mental health framework can guide social
workers engaged in research, practice, and education related to maternal and infant wellbeing.

Infant mental health framework
Selma Fraiberg (1918–1981), a clinical social worker, ﬁrst conceptualized the practice of
infant mental health as “working with infants and mothers to strengthen infant wellbeing
through promotion of secure attachment relationships” (Lawless, Coveney, & MacDougall,
2014, p. 417). It reﬂected the integration of developmental theory with adult psychotherapy and targeted infants deemed “at risk” for developmental delay and compromised
attachment (Weatherston, 2001). The Center on the Social and Emotional Foundations for
Early Learning (n.d.) explains that infant mental health has since evolved into a broad,
interdisciplinary ﬁeld focused on promoting children from birth to age 3 in their “…
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capacity to experience, regulate, and express emotions, form close and secure relationships, and explore the environment and learn” (Zeanah, 2009, p. 6) through research,
policy, and practice.
The World Association for Infant Mental Health (WAIMH) identiﬁes three primary
tenets of an infant mental health framework:
(1) Infant behavior must be viewed within the context of relationships
(2) Caregiver relationships are the most salient
(3) Infant mental health exists within social contexts (Lawless et al., 2014; World
Association for Infant Mental Health, 2014).
Essentially, the infant mental health framework posits that the early relationship between
a mother and her child occurs in a social context, promotes child development, and
ultimately provides a sort of “scaﬀold” for future social relationships and mental wellness
for children as they mature (Cho et al., 2012). Thus, supporting mental health during
infancy through supporting maternal mental health and mother-infant bonding provides
opportunities to support the infant’s mental health throughout the life course (Lawless et al.,
2014). Or to say it another way, an infant’s short-and-long term mental health relies heavily
on their caregiver’s mental health and the quality of attachment to their caregiver. Advocates
of this framework emphasize the importance of early intervention strategies aimed at
strengthening mother-child interactions in the ﬁrst weeks and months of life (Cho et al.,
2012), as well as evidence-based practice and interdisciplinary practice.
The infant mental health framework has evolved over the past several decades, resulting
in various authors presenting slightly diﬀerent iterations of key concepts. Most are not
substantively diﬀerent from one another, but rather elevate certain concepts over others, use
diﬀerent words to describe similar ideas, or expand upon certain concepts. However, each
iteration has in common an emphasis on development and context. Development, as it relates
to the infant mental health framework, refers primarily to the rapid rate of infant development that occurs from birth to age 3 (The Center on the Social and Emotional Foundations
for Early Learning, n.d.; Zeanah, 2009). It also refers to caregiver development, acknowledging that caregivers are on their own psychosocial and biological developmental path
(Zeanah, 2009). Thus, the infant mental health framework guides practitioners to consider
developmental trajectories, support positive developmental growth, and intervene in developmentally appropriate ways for both mothers and babies (Zeanah, 2009).
Context is an additional key concept of the infant mental health framework. Context
refers to an infant’s social environment and includes the physical environment, as well as
family, community, and culture (Bronfenbrenner, 1979; The Center on the Social and
Emotional Foundations for Early Learning, n.d.). Context can be thought of as where
infant development occurs, as well as the governing expectations of what they learn (The
Center on the Social and Emotional Foundations for Early Learning, n.d.). Included in the
contextual elements of family, community, and culture is an understanding of intergenerational transfer of parenting values, knowledge and skills (The Center on the Social and
Emotional Foundations for Early Learning, n.d.) as well as the socio-historical context of
the infants’ social environment (Weatherston, 2001).
Acknowledging the powerful role an infant’s social environment has on its development has led some infant mental health advocates to pay more attention to elements such
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as culture and culturally-responsive services, policy and institutional barriers to services
and equality, language, and the presence of social inequality (St. John, Thomas, & Noroña,
2012). As St. John et al. (2012) explain, if the infant mental health framework purports to
value human relationships in an infant’s natural ecology, infant mental health advocates
must acknowledge and respond to the social inequality that privileges certain groups and
certain relationships over others.
Out of this concern, these scholars developed a set of ten “Diversity-Informed Mental
Health Tenets”, organized into the following categories—stance toward infants and families,
practice/research ﬁeld principles, and advocacy (St. John et al., 2012). These tenets include
1) self-awareness leads to better services for families, 2) champion children’s rights globally,
3) work to acknowledge privilege and combat discrimination, 4) recognize and respect
nondominant bodies of knowledge, 5) honor diverse family structures, 6) understand that
language can be used to hurt or heal, 7) support families in their preferred language, 8)
allocate resources to systems change, 9) make space and open pathways for diverse professionals, and 10) advance policy that supports all families (St. John et al., 2012).
Using the Diversity-Informed Mental Health Tenets, infant mental health professionals
must begin by engaging in continuous reﬂective practice that leads to self-awareness. This
involves understanding one’s own values, beliefs, areas of privilege and oppression, and
personal bias. As infant mental health professionals evaluate their stance toward infants and
families, they must recognize global and local responsibility to nurture and support families,
as well as recognize privilege and combat discrimination institutionally, systemically, and
within the profession. This framework also leads infant mental health advocates to value
nondominant ways of knowing, healing, sources of strength, and diverse family structures.
In terms of practice and/or research principles, infant mental health professionals should
attend to the linguistic needs of families and be mindful of the power of verbal and
nonverbal communication. They should purposefully allocate resources toward addressing
social injustice as it relates to infant mental health in agencies, institutions, and systems of
care. Diversity-informed mental health also values diverse practitioners and interdisciplinary
practice. Finally, advocacy within this framework refers to policy work aimed at addressing
social inequalities, particularly as they relate to families (St. John et al., 2012).

Infant mental health application
The infant mental health framework has been used to inform practice internationally and
in a variety of contexts. For example, it has been used in Australia in programs to identify
perinatal physical and mental health risk and to subsequently provide relevant support for
mothers (Myors, Cleary, Johnson, & Schmied, 2015). In the United States, it has been
integrated into services located in NICUs, child psychiatry outpatient clinics, day treatment programs, and community-based family therapy approaches (Harmon & Frankel,
1997; Willoughby, Murgolo, Carubia, Carter, & Frankel, 2013). For example, the
University of Colorado School of Medicine (UCSM) houses the Harris Infant Mental
Health Program which provides advanced training in infant mental health (University of
Colorado, 2017). Through this program, the University of Colorado NICU has received
consultative services for families adjusting to having a hospitalized infant, as well as
supportive services for families grieving infant loss while hospitalized in the NICU
(Harmon & Frankel, 1997). Infant outpatient psychiatry and therapeutic preschool
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(i.e., day treatment) programs have also beneﬁtted from the Harris Program’s infant
mental health expertise through provider consultation, program development, and direct
work with families (Harmon & Frankel, 1997). More recently, the Harris Program
partnered with UCSM’s multisystemic treatment program to provide infant mental health
support for its community-based family therapy program (Willoughby et al., 2013). Some
of the hallmarks of programs and interventions integrating this theoretical framework are
those that work with infants and their mothers jointly, support maternal-infant bonding,
approach families from a strengths perspective, value culturally-responsive care, and focus
heavily on bio-psychosocial developmental processes.
One intervention that has heavily incorporated an infant mental health framework is
the child-parent psychotherapy model (Lieberman & Van Horn, 2009). The child-parent
psychotherapy model is an intervention designed to support children who are experiencing or are at risk for adverse mental health issues associated with parental mental illness,
problematic parenting behaviors and/or attachment styles, or the presence of stressors
such as traumatic life events (e.g., intimate partner violence). Children from birth through
preschool age participate in child-parent psychotherapy together with their primary
caregiver(s). The overarching goal of the child-parent psychotherapy model is to support
a caregiver(s) in providing their child a secure relationship attachment so that the child
may engage in necessary and appropriate social, emotional, and cognitive development
(Lieberman & Van Horn, 2009).
Utilizing the child-parent psychotherapy approach, a therapist works directly with a
caregiver and their child to interrupt maladaptive or harmful parenting techniques and
responses through reﬂective listening, helping caregivers gain insight into how their own
experiences shape their parenting beliefs and actions, teaching caregivers about normative
developmental processes, reframing children’s frustrating or confusing behaviors, and
supporting caregivers as they develop more empathic, nurturing, safe, and appropriate
responses (Lieberman & Van Horn, 2009). While a child-parent psychotherapist individually assesses the unique needs and strengths of each family, particularly salient behavioral targets include dangerous or aggressive caregiver responses to children, as well as
caregiver internalization of frustrating caregiver-child interactions such as emotional
withdrawal, anxiety, and somatization (Lieberman & Van Horn, 2009).
Several focal points of child-parent psychotherapy exist as a therapist works with a
caregiver(s) and their child. First, child-parent psychotherapists assess and subsequently
respond to children’s developmental stages (Lieberman & Van Horn, 2009). Caregivers are
helped to understand normative developmental tasks, behaviors, and emotional experiences. Therapists frame children’s behaviors as relevant to their current developmental
stage and help caregivers develop more appropriate and empathic responses to these
behaviors. Next, the child-parent psychotherapist values play and assists parents in understanding the role of play in supporting healthy psychosocial development (Lieberman &
Van Horn, 2009). In addition to attending the developmental needs of children, therapists
working from this model assess and respond to the developmental needs of caregivers
(Lieberman & Van Horn, 2009). For example, caregivers are helped to evaluate the
potential eﬀects of their own childhood experiences, intimate attachments, sense of self,
and overall fulﬁllment in adulthood. Finally, child-parent psychotherapists maintain a
strict child-centered orientation to all work (Lieberman & Van Horn, 2009). Children are
included in sessions whenever possible. If not physically present, children remain the
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focus of all work done with caregivers. That is, all therapeutic work with caregivers is
oriented around cultivating higher functioning adults for the ultimate beneﬁt of their
children.
Child-parent psychotherapy employs a variety of speciﬁc interventions with families.
One intervention is resolving misinterpretations or misunderstandings between caregivers
and children through play, physical contact (e.g., holding, showing aﬀection through
touch), and language (i.e., accurately describing feelings). Other interventions might
include providing reﬂective developmental guidance to caregivers, modeling appropriate
protective behavior, and oﬀering insight-oriented interpretation (Lieberman & Van Horn,
2009). In addition to helping caregivers understand how their own traumatic childhood
experiences might aﬀect current parenting beliefs and actions, child-parent psychotherapy
often encourages caregivers to remember benevolent memories. As an example of how
this approach uses a strengths-perspective, child-parent psychotherapists help caregivers
recall past instances in which they felt protected, valued, and supported and then identify
how these memories could shape current parenting beliefs and actions (Lieberman & Van
Horn, 2009). Additional interventions include providing emotional support, crisis intervention, and case management when needed (Lieberman & Van Horn, 2009).
Empirical evidence from randomized trials supports child-parent psychotherapy as a
model of care for vulnerable children and their families. Examples of vulnerable families
have included anxiously attached toddlers with Latina mothers with low socioeconomic
status and trauma backgrounds (Lieberman, Weston, & Pawl, 1991), toddlers whose
mothers are depressed (Cicchetti, Rogosch, & Toth, 2000), maltreated preschoolers
(Toth, Maughan, Manly, Spagnola, & Cicchetti, 2002), and preschoolers exposed to
intimate partner violence (Lieberman, Van Horn, & Ippen, 2005b). Results from these
studies reﬂect positive eﬀects of the child-parenting psychotherapy approach including
improvements in the quality of attachment and relationship between mothers and their
children, more positive child attributions of themselves, their parents, and other relationships, and improved cognitive functioning among children. Thus, there is evidence to
suggest that the child-parent psychotherapy approach, based upon the infant mental
health framework, is an eﬀective model of care for vulnerable families experiencing
various forms of stress and trauma (Lieberman & Van Horn, 2009).

Infant mental health rationale and critique
Conceptually, the infant mental health framework draws from multiple theoretical perspectives across multiple disciplines. Psychoanalytic theory inﬂuences the infant mental
health framework through the work of Sigmund Freud and Anna Freud. The work of
developmental theorists Erik Erikson and Jean Piaget is also found throughout the infant
mental health framework. Attachment theorists Jean Piaget, John Bowlby, Mary
Ainsworth, Mary Main, Donald Winnicott, and Daniel Stern all shape the infant mental
health framework heavily. Finally, Vygotsky and Brofenbrenner’s theories of social, cultural, and historical context are also reﬂected in this framework (Weatherston, 2001).
As indicated earlier, Selma Fraiberg, a social worker, initially developed the infant
mental health framework. Her ability to draw from and integrate multiple theories into a
model of care and engage in interdisciplinary work should not be surprising to those
familiar with the knowledge and skill set required of social workers. Indeed, the infant
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mental health framework reﬂects several social work values. It acknowledges the importance of human relationships, a strengths-orientation, ecology, and cultural responsiveness
(Zeanah, 2009). The approach of engaging families in their most natural context (i.e., in
their homes and communities) and working to build an alliance between caregivers and
workers was so important to the framework that Fraiberg and her colleagues at times
referred to infant mental health as “Kitchen Table Therapy” (Weatherston, 2001). Also in
agreement with the social work profession is the three-pronged approach to supporting
positive infant mental health through research, policy advocacy, and practice (Zeanah,
2009).
The infant mental health framework privileges the caregiver-child relationship rather
than focusing solely on either the child or the mother, thus acknowledging the interdependence that exists between mothers and their children. It acknowledges both the
short-and long-term consequences of a functional, supportive, and nurturing relationship
between caregivers and children. Notably, this framework recognizes the inﬂuence of the
social environment on human health, a concept that some health care companies are just
now beginning to incorporate into their understanding of preventive care and eﬀective
health care (Holzer, Canavan, Cherlin, & Bradley, 2014). Advocates of this theoretical
framework strive to support maternal and child health both on a downstream (i.e., micro)
level through education and intervention as well as an upstream (i.e., macro) level through
policy and advocacy.
Despite its conceptual foundations and strengths, the infant mental health framework
also has weaknesses and gaps that must be acknowledged. First, its multidisciplinary
practice and breadth of scope make even the deﬁnition of “infant mental health” challenging (Zeanah, 2009). A cursory search of the literature using “infant mental health
framework” as a search term will yield similar yet unique descriptions and applications.
This varied understanding of the core elements of the framework and the array of
foundational theoretical inﬂuences makes it diﬃcult at times to distinguish between
core knowledge that many disciplines possess or specialized knowledge that only professionals who identify themselves as infant mental health specialists possess (Zeanah, 2009).
It may also challenge advocates of this framework in their ability to empirically prove its
utility. And while empirical studies exist that link applications of the infant mental health
framework to improvements in maternal-child bonding, children’s relationships, and
children’s cognitive functioning, its utility in improving mental health throughout the
life course (a key core construct) is diﬃcult to demonstrate without robust longitudinal
studies.
A ﬁnal critique of the infant mental health framework involves the claim that it is
strengths-oriented. Proponents of the framework point to how it guides clinicians to
identify strengths in the mother-infant dyad and surrounding social environment,
build upon those strengths, and employ them to address weaknesses or barriers to
optimal infant mental health (Zeanah, 2009). However, one cannot overlook the
dominance of the words “risk,” “pathology,” and “problems” throughout infant mental
health literatures. In fact, Fraiberg’s initial conceptualization of the infant mental
health framework arose out of a desire to support “at risk” mothers and infants in
which mothers were unable to provide a nurturing relationship for their child
(Weatherston, 2001).
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In response, some recent scholars have attempted to reframe infant mental health
language to be more strengths-oriented. For example, one of Fraiberg’s seminal writings,
entitled, “Ghosts in the Nursery,” described the intergenerational transfer of intimate
relationship experiences from mother to child. She noted how mothers may think, feel,
and behave toward their infant in ways that reﬂect trauma, dysfunction, and lack of
healthy attachment experienced as children by their own caregivers. The proverbial
“ghost” represents those people who harmed, failed to protect, and/or neglected the
mother in her own early childhood. Lieberman, Padrón, Van Horn, and Harris (2005a)
reframed this article in their writing of the manuscript “Angels in the Nursery.” In their
work, Lieberman et al. (2005a) acknowledge the potential for a mother’s own early
childhood experiences to impact her relationship with her infant, but they challenge the
notion that only malevolent experiences are salient. They point to the value in helping
caregivers reﬂect upon benevolent people and memories that modeled safety, protection,
nurturance, and care. Further, they propose using this reﬂection on proverbial “angels” as
an intervention tool to support caregivers in providing security and nurturance to their
own children (Lieberman et al., 2005a).

Implications for social work
The infant mental health framework ampliﬁes the social work profession’s value on
understanding and supporting social and ecological needs of mothers and children. Two
primary tenets of the infant mental health framework are to 1) acknowledge the primacy
of a supportive caregiver-child relationship for optimal development and 2) understand
development in the context of the social environment. In light of maternal and child
health disparities among people of color and people with low socioeconomic status,
revisting the infant mental health framework may enhance social work research, practice,
and education.
Existing literature supports associations between maternal physical health and infant
health. More extensive study of how maternal mental health impacts infant and child
development may help maternal and child health advocates in their eﬀorts to reduce
disparities. Incorporating an infant mental health framework in to social work research
may strengthen social work scholars’ assertions that examining the links between maternal
mental health and child socioemotional well-being has both short- and long-term
implications.
Extant research also supports the positive impact of interventions designed to remove
barriers to social equality on maternal and child health (Northrup, Evans, Lillie, & Tyso,
2016). However, more research is needed to illuminate what types of interventions are
most eﬀective. Perhaps most importantly, scholars should consider framing these interventions as behavioral health and health care strategies. Social work scholarship should
focus on designing and studying interventions aimed at enhancing and supporting
maternal-child interactions. These interventions could be centered in the micro or
mezzo environment, or in they may be policy interventions such as advocacy for universal
paid parental leave.
Infant mental health considers the caregiver-child dyad as interdependent and almost
inextricably linked. From a practice perspective, supporting caregivers with their psychosocial needs is, in eﬀect, therapeutically supporting children. While individual work with
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children certainly has value in the canon of therapeutic approaches, practitioners should
continue to view work with caregivers as a strategy to positively impact the socioemotional
well-being of children. Infant mental health explicitly articulates a value for dyadic work
with caregivers and children, whereas social work implies this value through its foundations in family systems and person-in-environment perspectives. Social work could consider adopting a more explicit position and training on dyadic work with caregivers and
children.
In terms of social work practice, grounding work with families in an infant mental
health framework may also improve anti-oppressive practice. The Diversity-Informed
Mental Health Tenets (St. John et al., 2012), in particular, provides social workers with
accessible ideas for aligning infant mental health speciﬁcally with anti-oppressive social
work practice with infants and families. For example, social workers should engage in
reﬂective supervision aimed at increasing self-awareness, acknowledging privilege, and
ﬁghting discrimination. Social workers should honor native languages and respect cultural
narratives, especially as they relate to maternal and child well-being.
Social workers engaged in policy practice should continue to broaden their understanding of what contributes to overall socioemotional well-being and support policies
that respect the primacy of the caregiver-infant dyad. Policies that address issues of social
inequality such as housing, childcare, and parental leave may be framed as behavioral
health interventions with short-and long-term eﬀects (Greenﬁeld & Klawetter, 2015;
Trickett & Sarah Beehler, 2013). Such a paradigm shift may lead to policy approaches
that dissolve artiﬁcial and at times arbitrary silos including individual behavioral health
treatment, social services, child welfare, and public health.
Finally, the infant mental health framework may enhance social work education.
Because the infant mental health framework places optimal development in the context
of the social environment, practitioners must employ a wide set of skills. For example,
infant mental health interventions could range from helping a caregiver identify childcare
options or manage employment concerns to providing in-depth therapeutic support to a
caregiver experiencing loss or postpartum depression. Some infant mental health practitioners refer to this ﬂexibility and breadth of skills as being able to “climb up and down a
ladder of skills.” Social work educators could infuse this language particularly into social
work practice classes, illustrating for students the importance of developing diverse
skillsets to partner with families to address psychosocial needs.
The infant mental health framework would also integrate well into the human behavior
in the social environment (HBSE) sequence taught in social work education (Council on
Social Work Education, 2015). This theoretical framework could be introduced as part of
the canon of theory social work students should know and be able to apply, along with
related human developmental theory such as attachment theory. Moreover, educators
should highlight for students the infant mental health framework as a signiﬁcant social
work contribution.

Summary
The social work profession is steeped in rich human developmental theory, much of which
is borrowed and reﬁned from ﬁelds of sociology and psychology. Infant mental health,
however, is a developmental theory grounded in the social work profession. As iterations
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of it continue to develop, this core developmental theory is a valuable lens through which
to view social work research, practice, and education. Social work scholars, practitioners,
and students will beneﬁt from a closer look at the infant mental health framework as they
identify ways to address maternal and child health disparities.
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