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ABSTRACT:  In the last decades new research findings have illuminated 
many of the factors that affect the mental health development of the pre-verbal 
child. Attachment theory has emerged as a central concept which has great ap- 
plicability to the clinical field of infant-mental health. The new knowledge 
base has been utilized by clinical research programs to develop new models of 
clinical intervention programs with infants-at-risk and their families. This 
article describes some of the theoretical and research findings which can be 
translated to, and enhance, traditional child welfare practice. The theoretical 
considerations are illustrated by case examples. 

I. I n t r o d u c t i o n  

In recent years, there has been substantial  interdisciplinary research 
which has successfully i l luminated a myriad of factors thought to af- 
fect the developmental well-being of infants and toddlers (Provence & 
Naylor, 1983). Slowly, an increasing consensus among researchers and 
thoughtful clinical practitioners is developing regarding those envi- 
ronmental,  demographic, organic, health, and familial factors which 
can promote a child's developmental health. 

Clinical researchers have used this new knowledge base for the de- 
velopment of new models of t reatment  to infants deemed to be "at-risk." 
There have been primary prevention research programs (Halpern, 
1988), as well as enriched ter t iary care research programs (Galenson 
et al., 1983). These research efforts have explored the importance and 
promise of early intervention in helping infants and toddlers remain 
on, or re turn to, a heal thy developmental track. 

The term "infant at-risk" has emerged from the theoretical and clin- 
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ical research of the last decades. An infant is deemed to be "at risk" ei- 
ther  because of his current  developmental status, i.e., if there are clear 
signs of impairment in the health, cognitive, affective or social spheres 
of development, or clear indications of potential future impairment 
based on existent high risk factors evident in the family context or 
within the child. 

Despite the extensiveness of the theoretical and applied research, 
and the findings that  stress the importance of health and nurturance 
in the early years, there has been a significant lag between new re- 
search findings and effective translation of these findings to either 
broadly-based policy initiatives or significant changes in child welfare 
programs. 

Most younger children at developmental risk who are receiving ser- 
vices are seen at agencies where social workers are the primary pro- 
viders of care. It is critical, therefore, that  social work professionals ad- 
dress the issue of how to implement best the insights gleaned from our 
expanding knowledge base. The institutions with primary front-line 
responsibility for care are traditional agencies such as: departments of 
social services, protective services, foster care placement, juvenile or 
probate court, community mental  health and public health agencies, 
in addition to well baby clinics and inner-city hospitals. The children 
are often referred either because of special neo-natal complications, 
i.e., prematuri ty,  low birthweight, or other medical conditions; or be- 
cause they are already symptomatic with sleeping, feeding, affective, 
cognitive, or behavioral disorders (Greenspan, 1984). Further,  the in- 
fants and toddlers referred to such settings are usually the children of 
vulnerable parents such as families in poverty; teenage, single or oth- 
erwise isolated parents, psychiatrically or medically at-risk mothers. 

The complexities of these problems--of ten  intergenerational in 
n a tu r e - - c r ea t e  special t rea tment  issues for the social worker in- 
volved. A critical need is the further development of assessment crite- 
ria that  will enable the clinician to better  evaluate not only the devel- 
opmental well-being of an infant or toddler, but  to understand the 
dynamic relationships between environmental  and constitutional fac- 
tors and the child's physical and mental  health. 

A further need for successful clinical intervention is the capacity to 
develop a working alliance with parents at a time of crisis. Recent clin- 
ical research has highlighted the importance of supporting the family, 
as the family is seen to be the pr imary mediating factor on the child's 
psychological health in the earliest years. In addition, a major theme 
of the recent years of research is the importance of the quality of the 
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at tachment  relationship in the parent-infant dyad to the developmen- 
tal heal th status of the child. 

The child welfare worker is frequently called upon to undertake an 
assessment which will have significant impact on the nature of the ser- 
vices provided to the referred child and family. This article will con- 
centrate on the findings emerging from recent research programs that  
should enable social workers to strengthen the traditional assessment 
process. We will address both the nature of the criteria that  should 
become part of the assessment, as well as the importance of the pro- 
cess of the assessment itself. The case examples emerge from one clin- 
ical research program, the Child Development Project (CDP) at The 
University of Michigan.* The general findings of the CDP are in line 
with other early intervention research programs (Greenspan, 1984; 
Provence & Naylor, 1983). 

II. New Research  Findings  and the A s s e s s m e n t  Process  

A core contribution of recent research and clinical observation has 
been the development of baselines for the assessment of normality 
and pathology in infancy and childhood (Provence & Naylor, 1983; 
Galenson et al., 1983; Bailey, 1969; Fraiberg, 1980). Such baselines 
are, of course, the foundation on which a clinical assessment of an in- 
fant  is based, enabling us to assess the developmental status of the 
child in the cognitive, affective and social spheres. Recent interdisci- 
plinary studies have also deepened our understanding of the role of 
parenting and parenthood as developmental processes, and focused our 
at tention on the quality of the dyadic relationship between caregiver 
and child (Galenson et al., 1983). 

The traditional approach to assessment thus can now be expanded 
and deepened. A need exists to assess not only the child's developmen- 
tal status but to also observe and assess the parent-infant relationship 
and understand the family context. New insights regarding parental 
history, psychosocial status, and health, combined with infant/parent 
observations enable the clinician to develop a differential diagnosis 
tha t  describes the problems with dynamic understanding which effec- 
tively informs t rea tment  planning. 

Indeed, we feel tha t  an improved approach to the assessment process 

*The Child Development Project was an interdisciplinary prevention clinical research 
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is perhaps the most effective strategy available for improving services 
to infants and their families within a delivery system characterized 
by severe resource constraints. There is, in other words, great leverage 
in using new research findings to strengthen this aspect of service 
delivery. 

Of the many issues raised by recent research, three are particularly 
of great  relevance: a t tachment  issues, the parental  nur turant  history, 
and the neonatal health history of the infant and parents - -par t icu-  
larly mother. We begin by considering at tachment  issues and the as- 
sessment process. 

(A) The Attachment Relationship as a Primary Assessment Issue* 

Contemporary clinical approaches to interventions with high-risk fam- 
ilies and infants are informed by psychoanalytic, ego psychology, and 
object relations theory. From such theoretical models, a shared as- 
sumption has emerged which posits that  normative social, cognitive, 
and affective development during infancy occurs most effectively in 
the context of a consistent and responsive caregiving relationship. The 
quality of the a t tachment  relationship is evident in observation of 
the parent-infant dyad and can be observed over time in the infant's 
changing relationship to mother. For example, the baby's special smile 
for mother, the baby's preference for mother, the quality of the baby's 
reunion with mother after separation, the use of mother for calming 
and as a safe base, are indications of a secure at tachment  relationship. 
Ambivalent  and avoidant a t tachment  relationships are characterized 
by evidence of conflict, or avoidance at times of stress or reunion after 
separation. Furthermore,  the secure at tachment  relationship is one of 
the few variables which has been isolated as a reliable predictor of con- 
t inued social and mental  health development (Ainsworth et al., 1978; 
Sroufe, 1979; Sroufe & Fleeson, 1984; Sroufe & Waters, 1977; Stern, 
1985). 

Although no definitive profile has been established describing all 
those factors which, when taken together, could be perfectly predictive 
of a secure at tachment  relationship, it has become clear that  the deter- 
minants  of a t tachment  quality lie within both the parent and the in- 
fant (Benedek, 1973; Waters  et al., 1980; Chess, 1983). For example, on 
the parents '  side, the capacity to be empathic, be responsive to verbal/ 
non-verbal cues, to have good reality testing, to be nurturant  and adap- 
tive, and to be flexible to the needs of a developing infant, seem to fos- 
ter high quality attachments.  On the infant's side, a healthy neonate 

*The authors wish to thank Jane t  Shapiro, Doctoral Candidate at the University of 
Michigan for her assistance with this section. 
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has a neurophysiological readiness to elicit parental  nur turant  re- 
sponses, as well as the capacity to self-modulate or use the parents'  
help to modulate some basic internal states. Also the quality of the 
parent-infant a t tachment  is affected by satisfying interactions be- 
tween parent  and child (Sameroff, 1979; Stem, 1985). The capacity of 
the parent-infant dyad to form and maintain a high enough quality of 
a t tachment  is thought to be fundamental  to ongoing growth and de- 
velopment. Therefore, assessing the quality of the at tachment  rela- 
tionship and ensuring this quality of a t tachment  are primary goals of 
many early intervention programs (Ricciuti & Dorman, 1983; Frai- 
berg, 1980). 

Each phase of development presents infants and parents with differ- 
ent developmental tasks. For example, some major tasks for the par- 
ents and infant in the first three months of life center on the infant's 
needs to reach a homeostatic state. Complex factors within the baby 
and mother interact so that  internal states may be modulated, experi- 
ences may be organized and basic needs may be met (Greenspan & 
Lourie, 1981). When internal states and needs are modulated suffi- 
ciently, the developing infant can form and maintain an investment in 
the external world and continue to explore the environment. These 
conditions are necessary for the formation of human bonds and the de- 
velopment of competency. A major function of the at tachment  relation- 
ship, as it develops over time, is to ensure such modulation, explora- 
tion and investment. 

This investment  in and exploration of the external world "looks" dif- 
ferent in the developing infant at varied points in development, as does 
its notable absence. All ego functions, e.g., the capacity for object rela- 
tionships, the ability to modulate affect, and the ability to test  reality, 
are thought to form adaptively in the context of a consistent and secure 
caregiving relationship. 

When a supportive environment does not exist, and the at tachment  
relationship has been disrupted for a period of time, the infant may ex- 
perience severe stress and develop maladaptive coping mechanisms. 
Correspondingly there may be impairments in the developing sense of 
self. For example, Fraiberg notes early maladaptive defense mecha- 
nisms of gaze aversion, withdrawal,  or aggression against self, or hy- 
peractivity in infants and toddlers responding in a flight or fight de- 
fense paradigm, to extraordinary stress. When at tachment  deficits 
occur, the developing child is likely to have neither the internal base 
(good ego functioning), nor the external base (a secure attachment), 
from which to achieve the sufficient growth, competency or mastery 
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over  the  e n v i r o n m e n t  needed  for the  con t inuance  and  sus t enance  of 
g rowth  and  d e v e l o p m e n t  (Sroufe,  1977). 

Thus ,  the  u n d e r s t a n d i n g  of the  qua l i ty  of the  a t t a c h m e n t  re la t ion-  
ship g ives  us i m p o r t a n t  i n fo rma t ion  abou t  the  deve lopmen ta l  s t a tu s  of  
the  child as well  as in s igh t  to d y n a m i c  factors  t h a t  a re  i m p o r t a n t  for 
t r e a t m e n t  p lann ing .  A case e x a m p l e  of  an  e igh t -month -o ld  child m a y  
be helpful  here .* 

Eight-month-old Nina was brought to the clinic because her mother thought 
she might be retarded. Indeed, observations of the baby and a formal Bailey 
assessment indicated that  she was four months behind in cognitive motor 
development. 

We soon learned that  the baby had had serious health difficulties at birth. 
She was born with a cleft palate and with difficulties in digesting food. Her fa- 
ther had himself been born with a cleft palate and blamed himself for passing 
on this high-risk genetic factor to his daughter. The successful reconstructive 
surgery had required hospitalization and separation from the mother and fa- 
ther. Mother had a severe depression after the birth, and father in great psy- 
chic pain was unable to look at the baby when she came home. 

The baby thus had minimal face to face interaction with either mother or fa- 
ther and had spent much time alone in the basement so her parents would not 
hear her cries. At eight months her verbal communications were primitive 
grunts or harsh cries. Our understanding of the poverty of the attachment re- 
lationship hinted that  the baby's retarded developmental status was reactive 
to deprived social experiences. 

The  d y n a m i c  factors  po in ted  to a t r e a t m e n t  p lan  of p a r e n t - i n f a n t  
p s y c h o t h e r a p y  wi th  a dua l  focus on the  p a r e n t s '  feel ings  and  the  m e a n -  
ing of the  b a b y  to t h e m ,  and  to the  d e v e l o p m e n t a l  needs  of the  baby.  
The  t r e a t m e n t  he lped  the  p a r e n t s  m o u r n  the i r  loss of an  expected  
perfec t  child, and  beg in  to develop a r e l a t ionsh ip  wi th  the i r  daugh te r .  
Wi th in  four  m o n t h s  the  b a b y  had  caugh t  up d e v e l o p m e n t a l l y  and  
t he r e  was  b e g i n n i n g  evidence  of a p p r o p r i a t e  and  w a r m  reciproci ty.  

(B) Parental  N u r t u r a n t  Experience 

I m p o r t a n t  ins igh t s  h a v e  been  der ived  f rom severa l  clinical r e sea rch  
s tudies ,  which  c lear ly  i l l u s t r a t e  t h a t  the  p a r e n t s  own n u r t u r a n t  his- 
to ry  as a child m a y  be i m p o r t a n t  to the  u n d e r s t a n d i n g  of impa i r ed  
p a r e n t - i n f a n t  re la t ionsh ips .  In  the  ar t ic le  "Ghos t s  in the  Nur se ry , "  
an  i m p o r t a n t  cl inical  and  theore t i ca l  ques t ion  was  ra i sed  (F ra ibe rg  et  

*This is one of the research cases at the Child Development Project. 
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al., 1980). Why do some parents approach their new baby with hope, 
joy and optimism and others with sadness, helplessness and despair? 
It was found through retrospective histories of both vulnerable and 
healthy families, that some parents repeated their own history of suf- 
fering upon their children, while others who also had suffered sought 
new patterns of hope with their newborn babies. It was hypothesized 
that those parents who as children had experienced pain, rejection and 
terror, and had closed off these feelings by maladaptive defenses of de- 
nial and isolation, were unable to positively respond to their needy, de- 
pendent, newborn infants. Frequently the conflicts we observed be- 
tween parent and their infant resembled the parents' description of 
their own early childhood (Emde, 1987; Fraiberg, 1987). 

For example, a parent who would not hold her baby, had herself been 
severely abused and was fearful of losing control with her own infant; a 
parent who could not feed her baby, had a history of parental neglect 
due to her own mother's maternal depression--she now felt her baby's 
cries were unwarranted whereas the caseworker saw the baby and the 
mother as hungry for food and love respectively; a parent who could 
not calm her baby and frequently ran away from home, had herself 
been abandoned many times by her mentally ill mother and was trau- 
matized by her baby's cries which reevoked her own infantile terror. 
Each of these parents expressed feelings of helplessness and conflict 
around issues of dependency, nurturance and trust. The parent-infant 
relationship was observed to be representative of earlier unresolved 
conflicts (Fraiberg, 1980). 

It was noted that these parents, with histories of broken and im- 
paired attachments, who had coped as children by developing mala- 
daptive defense mechanisms, had poor histories of object relationships 
not only with parents, but often with peers, teachers, intimate part- 
ners, their babies, and "helping others." What was missing was a rela- 
tionship built on trust, the capacity to modulate feelings, and espe- 
cially experience in using words to alleviate pain and receive relief 
through sharing and insight. 

It was found that interventions that supported these parents, by 
helping them with current needs (often including concrete needs for 
nurturance, safety, and housing) and addressing feelings related to 
past pain removed the baby in the present from the conflicts of the past 
and enabled parents to realistically see their baby in a positive light 
(Greenspan, 1984; Fraiberg et al., 1980). This was prevention on at 
least three levels; 1) The parents improved capacity for empathy and 
caregiving helped the infants and toddlers get back on the develop- 
mental track, and 2) prevented subsequent difficulties with younger 
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siblings and the babies in the next generation, and 3) helped the par- 
ents themselves in their own development. 

These studies also highlight the difficulties in developing a working 
alliance with vulnerable families, and the need to understand issues of 
negative transference and early maladaptive defense mechanisms in 
response to childhood pain (Shapiro, 1983). This knowledge has impli~ 
cations for the initial phase of treatment,  and we will soon explore this 
more thoroughly. 

(C) Neona ta l  Hea l th  Factors  

Recent studies in neonatal medicine help explain further the dy- 
namics affecting the quality of early parent-infant attachment.  In this 
framework, it is posited that  infants are born with a capacity and pre- 
dilection for a t tachment  to their caretakers. This at tachment  does not 
develop simply as a consequence of the mother's gratification of physi- 
cal and emotional needs of the baby, although these gratifications en- 
hance the attachment.  The infant comes equipped from the first day of 
his life to participate in a relationship and to elicit parenting behav- 
iors in his caregivers (Bowlby, 1969; Stern, 1985). Temperament,  ma- 
ternal and infant health, and neonatal circumstances are now consid- 
ered important  inputs to the promotion of bonding and at tachment  
(Chess, 1983). 

Infants who have a low birth weight or who are neurobiologically 
immature  because of prematuri ty,  are at high risk for several prob- 
lems that  have serious consequence for their emotional development, 
as well as their  physical development. These babies are typically more 
disorganized as neonates, and have difficulty in settling into rhythmic 
pat terns of eating, sleeping and alert  wakefulness. They are more 
fussy and demanding, and yet less responsive to maternal  comforting. 
There is considerable research evidence that  speaks to the difficulties 
of nurtur ing a baby with neonatal complication (Galenson et al., 1983). 

The mother 's own health during pregnancy is seen as an important 
contributing factor to the health of the newborn baby, and is also re- 
lated to socioeconomic class and level of education. I fa  woman has suf- 
fered from poor nutrition; if she has abused drugs, alcohol or tobacco; if 
she has been exposed to environmental  toxins; if she has had an infec- 
tion such as rubella or herpes; if she has had a chronic disease such as 
hypertension or diabetes; and if she is an adolescent or over 40-years- 
o ld - -a l l  or any of these factors put  her at high risk for having a baby 
that  is premature  or having a baby who has a low birth weight for 
gestational age and thereby being at risk in many ways (Halpern, 
1988). 



26 CHILD AND ADOLESCENT SOCIAL-WORK 

Furthermore,  as Theresa Benedek has written, the birth of a baby 
sets in motion a new phase of parental  developmental growth that  is 
effected by physiological and psychosexual developmental factors. 
Parenthood is a time of developmental reorganization and is usually 
a t ime where past  conflicts in the parents own psychosexual history 
are revoked. If the baby is satisfied and satisfying, it is an opportunity 
for the mother (and father) to develop an added positive dimension 
to their sense of self. This is contingent on their self-esteem being 
buoyed by the successful nurtur ing of their baby which becomes evi- 
dent through a satisfactory relationship and a healthy and happy baby. 
If things do not go well in this regard the parental  self-esteem is de- 
creased, increasing perhaps long standing feelings of inadequacy (Ben- 
edek, 1973). These new findings which we have reviewed are among 
the recently developed insights which are important to incorporate 
into the assessment process. We now turn directly to this task. 

III. Using Research Insights to Expand the Assessment Process 
by Triaging Risk and Considering Realistic Treatment Needs 

Intervention and t rea tment  services to infants at-risk and their fami- 
lies generally take place in a variety of community-based agencies. 
Each particular t rea tment  setting has its own mission, structure, 
resource availabili ty and resource limitation. Some settings offer 
broadly-based based prevention services while others are centers of 
ter t iary care to families with identified and urgent  t reatment  needs. 
Many agencies can only give short-term services. 

This paper will make the case that  a broadly-based, indepth assess- 
ment  is a most important  component of short-term service. This as- 
sessment has a contribution to make to the family and to t reatment  
planning apart  from the availability of optimal service resources by 
contributing a realistic understanding of the family's context, the 
depths of the problems and a hierarchy of t reatment  needs based on 
judgement  of risk to the infant. If services are not available that  match 
these needs, the practitioner needs to advocate for and find alterna- 
tive ways to support the family and protect the baby by clearly commu- 
nicating to the family and referring agencies what  the nature of the 
risk is, what  help is needed, what  is missing, and what  may substi tute 
so that  the risks for the developing child may be mitigated. 

The assessment process of at-risk infant and toddler cases has some 
unique characteristics. The social worker usually enters the case at a 
t ime of crises where t ime is of the essence because of the vulnerabil i ty 
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of infants and toddlers to their surroundings. In order to undertake a 
meaningful comprehensive assessment, the social worker needs to de- 
velop a working alliance with the parent, so as to gather an under- 
standing of the child within the family context. Given the nur turant  
history of many of the parents, the development of a working alliance 
is often a difficult process. The base component of the assessment is 
gathered by a combination of clinical interviews, observations of the 
child alone and with the parent, medical records, and parental  history. 
If possible, a formal developmental assessment is useful (Bailey, 1969). 
This assessment process, however, takes time and usually includes 
four to six visits to see the baby over time, including at least one home 
visit. 

While there is as yet no definitive and unique assessment protocol 
that  has emerged from the research, there are some common factors 
that  are important components of any assessment. 

1. The stabili ty and safety of the baby's environment (available 
through clinical history and home observations and referral 
material). 

2. The adequacy of the baby's medical, nutritional, and devel- 
opmental s tatus in terms of cognitive, social, and affective 
spheres - -ava i lab le  from medical data a n d  developmental 
tests, such as the Bailey Scale of Infant Development, and ob- 
servations in naturalist ic settings. 

3. The quality of the parents '  responsiveness to the baby's health 
and developmental needs (available through clinical inter- 
views and naturalist ic observations). 

4. Quali ty of the parent-infant a t tachment  relationship (observ- 
able in naturalist ic observations or events such as feeding or 
playing). 

An informed assessment, however, helps assess the degree of devel- 
opmental risk of the child and offers a strong base upon which to de- 
velop realistic t rea tment  plans for the welfare of the infant and is well 
worth the initial investment  of time. The assessment summary must, 
in brief, include the following: 

1. A differential diagnosis of the child's development status. 
2. An understanding of the dynamic factors that  may be effecting 

the child's and/or parents '  problems. 
3. Recommendations about various t reatment  modalities and 

their availabili ty in the community. 
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4. A n  assessment of  what form of help the parent can best utilize 
and the urgency of  the need for treatment or alternative care. 

It is the last point which takes into consideration multiple factors in- 
formed by the a t tachment  insights and research. 

Perhaps the most important finding of the research studies is the 
realization that  many of the parents of the infants at-risk who need 
help are the very ones who are the hardest  to engage in a t reatment  
relationship. 

The therapist  or caseworker must  establish an alliance with the par- 
ents from the start. Yet, frequently the social worker is faced with a 
formidable problem. How does one begin to develop a working alliance 
with a parent  who may be wary of the process, untrust ing of others, 
worried about being "judged," and frightened of adverse findings and 
potential loss. 

Most of the clinical research programs have come to realize that  it is 
the staff person who must  "reach out" meaningfully to the parent, 
particularly to those parents  who have had poor nur turant  histories. 
These parents  often do not have an "inner sense" that  clinical under- 
standing can be helpful to resolve a problem or find reasonable assis- 
tance. It is up to the caseworker to find the "words" to allow the par- 
ent(s) to join in the assessment process. It is imperative that  the social 
worker explain the purpose and process of the work, e.g., together we 
can come to understand what  is the matter,  what  may be needed, and 
what  the assessment involves, i.e., that  it will include observations 
and talking and gathering information, and what  the possible outcome 
may be. Even in protective services cases, the social worker can convey 
the concern for protection of the child and simultaneous concern for the 
parent 's  wish for a heal thy child. In terms of the developing working 
alliance, outreach, truthfulness, use of simple language, empathy for 
the parent 's  plight, and clarity are very helpful factors. 

Frequently parents  of at-risk infants are called "hard to reach, un- 
motivated or resistant." It is helpful to understand that  for parents 
with histories of broken or impaired attachments,  there will be signifi- 
cant issues of negative transference which will impede the working al- 
liance. In many cases, the parents have, for understandable reasons, 
developed antagonistic at t i tude toward "helping others." Frequently 
in research cases, the clinician has to work through this negative 
transference in order to establish a beginning degree of t rust  and com- 
mon purpose. (Fraiberg et al., 1980). 

Another issue that  often needs clarification is the issue of "resis- 
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tance." Sometimes parents  seem to be unmotivated, conflicted, or re- 
sistant to outreach e f for t s - -how do we explain this when there is so 
much at stake regarding their own child? Many of the research case 
histories show that  in long-term situations of deprivation the child de- 
velops a profound sense of hopelessness about change, and copes by the 
use of such defenses as denial and projection, in an at tempt to avoid 
having to deal with the painful affects of anger, hopelessness, despair, 
and loss. This has important implications for the social workers who 
need to pace the work so as to support the mother's capacity to func- 
tion. The resistance needs to be addressed with gentleness and empa- 
thy, while acknowledging that  there may be much pain, but  that  by 
working together the mother/father may feel better  themselves and 
feel bet ter  with their child. 

The social workers themselves often have strong counter-transfer- 
ence feelings which cloud or interfere with the developing relationship 
between therapist  and patient. It is not easy to open up one's eyes to 
pain in a dependent infant, without feelings of one's own pain, and/or 
to deal with one's own anger at the parents who are not protecting 
their infant. 

Sometimes protective action is needed even d u r i n g  the assessment 
period. It is important  for the caseworker to have guidelines which 
help inform him/her when to report concerns of actual abuse or high- 
risk neglect. In particular, good reality testing and capacity to cope 
with strong feelings are important  needs of parents of at-risk infants. 
Parents  need to know that  clinicians undertaking the assessment have 
their and their baby's interest at heart, but  they cannot accept acting- 
out of parents if it seriously endangers the baby. If clinicians actually 
see abuse but  do not deal with it, they will be seen by the parent as 
colluding with and accepting this behavior. Most parents are relieved 
by the boundaries set, and the capacity to accept this "protectiveness" 
speaks to a better  prognosis than the continuance of dangerous or irra- 
tional parental  behavior. 

While it is incumbent on the therapist  to address these issues, an im- 
portant  diagnostic issue is how the parent  can respond to the social 
worker's efforts to establish a therapeutic relationship and engage in a 
meaningful working alliance. This is important  because it gives some 
prognosis of the mother's/father's ability to use a therapeutic relation- 
ship on behalf  of the child. In some cases, as we shall see, the needs are 
so massive that  al ternate solutions need to be found in order to protect 
the baby in the short-term. 
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Case  I l l u s t r a t i o n s  

Fol lowing are two case studies which were referred to the  Child Devel- 
opmen t  Project  (CDP) by caseworkers  in the  Depa r tmen t  of Social Ser- 
vices. The caseworkers  were supervised by s taff  at  the CDP. These 
cases i l lus t ra te  how m a n y  of the new assessment  issues discussed pre- 
viously were addressed in the  assessment  process. Both assessments  
had  a h igh  ou t reach  component ,  both families were impoverished,  bu t  
the  differential  diagnosis  indicated one of the babies (Delia) was quite 
h e a l t h y  and  close to the developmenta l  norm,  while the o ther  baby  
(Sandra)  was  a t  g rea t  risk. 

D e l i a  

Delia was a four-month-old baby living with her unmarried mother and three- 
year-old sister. The family was impoverished and receiving AFDC aid. Delia's 
mother, Ms. M, was in her early twenties, obese, slow-moving, depressed, and 
disorganized. The child welfare worker saw the house as unkempt and uncared 
for, and was worried that Ms. M was unable to care for the baby, as she obvi- 
ously was unable to care satisfactorily for the house or herself. A referral was 
made to the Child Development Project (CDP) for assessment and possible 
treatment. 

Before the referral was mentioned to Ms. M, the child welfare worker and 
the CDP caseworker planned how the assessment would be presented to Ms. 
M. The assessment would be offered as a service that child welfare provided to 
parents who might need support or help with their children. They would offer 
concern to Ms. M regarding her feelings of loneliness. A child development spe- 
cialist would visit and together with the mother assess what needs she might 
have in relation to her parenting. A first visit was arranged at the home, at 
mother's convenience. 

In preparation for the first visit, the CDP caseworker reviewed what a nor- 
mal four-month-old baby should look like. The caseworker had an idea of mo- 
tor and hand development, and also the language, social, and emotional devel- 
opmental of an infant that age. 

What did the caseworker see: Amid a home, which was clearly impoverished 
and disorganized, was a young, heavy, and sad-looking mother whose eyes lit 
up whenever she looked at the charming active baby on her lap. Delia, the 
baby, obviously had had a great deal of social attention from her mother. Delia 
was expressive, responsive, and happy. She had excellent gaze exchange, and 
sought out mother's eyes as well as the caseworker's. She was more interested 
in people than in things. She smiled easily and vocalized responsively. When 
shown a new toy by the caseworker, she turned back to look at her mother and 
smiled, sharing the event with her. All these observations spoke of normal 
development. 

The baby looked like she had been held a great deal. She was cuddly and 
relaxed as she nestled in her mother's arms. She had had experience sitting, 
evident in her motor and trunk development, as well as her hand and eye 
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coordination. She held her head up well and used her hands appropriately for 
her age, bringing them together, and reaching for the rat t le  the caseworker 
had brought. Delia's sister, too, seemed attentive and interested in the toys 
that  were part  of the assessment of the baby's sensory-motor development. 
There was a general feeling of harmony and responsiveness within the family. 

While the family was very poor, the baby did not seem to be suffering from 
malnutri t ion,  nor had there been any serious illnesses. The assessment took 
place over four visits. Over the weeks, one set of observations was worrisome. 
Delia was not visually t racking well for her age. During the Bailey Develop- 
ment Test, it was evident Delia could not follow a pencil in an arc, losing track 
of it at  midline. Her sister, too, seemed to have visual problems. It was clear 
that  both children needed eye examinations. 

What was the stabil i ty and quality of the parenting environment? Ms. M 
clearly was attached to her children and was empathic and responsive. She 
showed good judgment, provided accurate descriptions of what the baby could 
do, knew what the baby liked, and was familiar with the baby's sleeping and 
eating patterns. She was a good observer and a careful reporter. The greatest  
concern of the child specialist was Ms. M's depression and loneliness. The spe~ 
cialist acknowledged how difficult it must be for Ms. M to respond to her baby's 
cries when it seemed she might feel like crying herself. 

What did this home-based assessment reveal? Delia was a healthy, expres- 
sive, baby who showed signs of a very positive at tachment to her mother. She 
had a visual problem which required medical attention. She was adequately 
cared for in most areas, except cleanliness. She was at some risk in that  her 
overburdened mother was suffering from depression and without help might 
not be able to continue the good care she was presently providing. 

The child welfare worker was able to use the assessment in case planning. 
The mother obviously needed further support for her own emotional needs, as 
well as guidance in housekeeping and some aspects of health care. The child 
welfare worker, however, could support mother for her good mothering and 
point to the progress her baby was making. Rather than revealing a situation 
of neglectful parenting, this evaluation opened the way to appropriate medical 
planning and supportive t reatment  plans. 

Sandra 

Let us now consider the case of Sandra. Sandra was a four-month-old baby girl 
referred for evaluation to the CDP by a public health nurse. The nurse's refer~ 
ral notes stated: "Sandra appears neglected. She is left to herself. She is always 
dirty. There are three other preschool age children at  home and no father pres- 
ent. Mother seems unable to show warmth. She has refused help offered by the 
public health nurse and other agencies. Sandra was premature by one month. 
Her weight was 5 pounds, 3 and 1/2 ounces at  birth. She has been rehospitalized 
three times for illness, and her development seems retarded." 

This referral indicated a number of at-risk signals. Sandra was a premature, 
ill baby, and therefore difficult for any one to care for. Her mother, however, 
was having considerable difficulty providing basic nurturing care, cleanliness, 
and emotional responsiveness. In the referral, the baby was noted to be at  
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high- r i sk  medical ly ,  as indica ted  by the th ree  hospi ta l izat ions.  Her  develop- 
men t  was in question. 

A public  hea l th  nurse  encouraged the mother ,  Mrs. A, to phone the CDP 
clinic for an  appo in tment  to get  help wi th  Sandra.  Al though uneasy  and suspi- 
cious, the  mother  did call  and a r r angemen t s  were made for a home vis i t  where 
the  infant  specia l is t  migh t  expla in  to Mrs. A the services the  clinic could offer. 

Al l  methodica l  p l ann ing  for the  vis i t  was futile,  however,  because of the  
chaos and d i sa r r ay  the  infant  special is t  encountered on the first  home visit .  
Sand ra  l ived wi th  her  three  preschool s ibl ings and her  25-year-old mother  in a 
dwel l ing t ha t  showed signs of pover ty  and grave m a t e r n a l  inadequacy,  per- 
haps  men ta l  i l lness.  The rooms looked and smel led as though no one had  ever  
c leaned them. The odor of feces was everywhere.  There  was no lock on the door, 
and  the  toddlers  c l imbed on the  s ta i rcase  lead ing  to the  street .  Mrs. A, haggard  
and unkempt ,  could only t a lk  wi th  anger  about  the  two men  who had fa thered 
her  chi ldren and left. Undi rec ted  rage  and disorganiza t ion  pe rmea ted  the 
smal l  a p a r t m e n t  and sur rounded  the anxious toddlers.  I t  was difficult for Mrs. 
A to concentra te  on her  children.  

Where  was Sandra?  Sandra  was a lmost  invis ible  in th is  chaotic s i tuat ion.  
The case repor t  by the  infant  special is t  reads:  "On one of the  s t ra igh t -back  
chairs ,  the re  was a t iny  infant  ly ing  on her  back. Nea r  the  baby 's  cheek, but  
out  of her  grasp,  is a bot t le  fi l led wi th  milk.  The baby is dressed only in a dia- 
per  on this  cold day. An  old sh i r t  or r a g  is placed between the  baby and the 
edge of the  seat." 

Since the  mother  knew the  infant  special is t  was coming on tha t  f irst  visit ,  
and also knew the public  hea l th  nurse ' s  concern regard ing  the  infant  neglect,  
d iagnos t ica l ly  one mus t  ask  whe ther  the  mother  was t ry ing  to convey how dif- 
f icult  and  despera te  her  s i tua t ion  was. Perhaps  she was te l l ing  the  infant  spe- 
c ia l is t  t ha t  she was unable  to provide adequa te  care to her  needy baby by 
herself.  

Over  the  next  few weeks  the  grave s ta tus  of th is  family  became even more 
evident .  Sandra ' s  mother  appeared  increas ingly  depressed and d i s t r augh t  over 
her  personal  misfortunes.  Al l  her  energy was directed to revenging  those who 
had "be t rayed  her." The home s i tua t ion  became more chaotic as s t rangers  
dr if ted in and out  of the  house. There  was l i t t le  evidence of s tabi l i ty .  Even the 
CDP infant  special is t  was t r ea ted  l ike a shadowy vis i tor  by the  mother.  He 
was al lowed in, but  Mrs. A could not  focus on the concerns he had  about  the  
baby ' s  hea l th  care needs. I f  Sand ra  were to cry, for example,  the  other  chi ldren 
were ordered by her  to get  Sand ra  a bot t le  or to change her. Milk  was often 
sour or unava i lab le .  

W h a t  did Sandra  look l ike over the  four-week span? Because of the  family  
stress,  a Bai ley  Developmenta l  Test  could not be ar ranged.  But,  the  observa- 
t ions of Sand ra  followed a consis tent  pa t te rn .  The case repor t  states:  "The baby 
clad only in a d iaper  in cold apar tment .  The baby posi t ioned on chair  or play- 
pen so t ha t  she has  no contact  and cannot  see others." 

F rom this  assessment  repor t  one sees impover i shment  in the  a rea  of h u m a n  
a t tachments .  "In the  a rea  of h u m a n  a t tachments ,  the re  are  no observat ions 
which show tha t  Sand ra  recognizes he r  mother  or d iscr iminates  her  from other  
persons. There  are  no smiles  for mother  or vocalizations,  no reaching  for 
mother  or an t ic ipa tory  response to mother.  This passive,  unresponsive baby ' s  
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behavior is consistent with others who approach her, like the infant special- 
ist." There was nothing in Sandra's repertoire that spoke of human relation- 
ships or social pleasure. 

In the cognitive-motor sphere, Sandra was very far behind. She did not meet 
the developmental milestones expected of a six-month-old baby. She could not 
track or visually follow an object. She did not attempt to reach for an object. 
She did not have midline organization, that is, she did not bring her hands to- 
gether. She had poor trunk and neck control, perhaps because of no holding. 
Vocalizations were muted and they were not socially reciprocal if they did 
occur. 

Diagnostically one had to raise questions as to whether the developmental 
retardation was due to prematurity, illness, organic factors, or the clearly in- 
adequate home environment. The limits of Sandra's potential improvement 
were unknown; but it was clear that the status quo was inadequate and the 
medical and developmental risks very high. 

Very soon the assessment took a serious turn when Sandra developed a 
cough and the infant specialist took the mother and the baby to the hospital. 
Sandra was diagnosed as having pneumonia, and the hospitalization was seen 
as a turning point wherein an extended reassessment of the family situation 
had to be arranged. 

The observations of the infant specialist in the home visit situation indi- 
cated a very grave situation. Mrs. A was unable to provide any stability, 
health care, or safety for Sandra or the other children. Sandra was develop- 
mentally impaired in the emotional and sensory-motor spheres of develop- 
ment, while the other children also had poor language development and 
seemed pathetically neglected. Mother was emotionally very fragile and de- 
pressed, and unable to bring good judgment and even the most meager sensi- 
tivity to her child care. She was caught in a vortex of many conflicting emo- 
tions. The quality of her object relationships was very poor, both with regard to 
her children and her own personal relationships. She could not develop a work- 
ing alliance with the caseworker and was unable to participate as a "partner" 
in the assessment process. Diagnostically, an important question needed to be 
asked: Was this mother sufficiently psychologically healthy to use professional 
and supportive help at this time, so that the development of her children could 
be protected? 

The immediate prognosis did not look good to the infant specialist. The 
specialist's recommendation to the public health nurse was that this family 
needed to be referred to Protective Services and Sandra either kept at the hos~ 
pital or in foster placement until a more comprehensive assessment of moth- 
er's mental health could be obtained. Unfortunately no extended family was 
available to help. This recommendation was made with the goal of protecting 
the children, rather than punishing the mother. It would be important to as- 
sess whether, with an active outreach program and concrete support, such as 
day care for the children, medical and nutritional supervision, and long-term 
treatment for herself, Mrs. A could be helped to achieve a higher level of pa- 
rental functioning. One positive sign did emerge, however. During the hospi- 
talization of Sandra, it became evident that Mrs. A could respond to the baby's 
medical needs, at least in her understanding of those needs, and she was will- 
ing to accept the fact that Sandra might need special attention, at least by oth- 
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ers. This could be interpreted as a basis for treatment planning acceptable to 
mother. 

While this case did not have as positive a prognosis as the case of Delia, the 
assessment process was helpful in articulating the various needs of the family 
and the urgency of these needs. 

In these examples we have tried to illustrate how infant assessments 
and home visit observations may be helpful to child welfare workers in 
developing an assessment which can be used to develop t reatment  
plans tha t  are responsive to individual family needs. It was found in 
all the clinical research programs that,  in order to assess the develop- 
mental  well-being of each child, it was important to try to establish a 
working alliance with the parent(s). This working alliance was diag- 
nostically relevant as the strength of the alliance indicated a great 
deal about the family's capacity to use help. 

As has been found in many pilot programs, "infant work" is often 
stressful for the caseworker, as the infant at-risk is so vulnerable to 
environmental  factors. This adds a sense of urgency to the case- 
worker's tasks and raises counter-transference feelings frequently to- 
ward less than  adequately nur tu ran t  parents. The caseworkers them- 
selves need collegial support and supervision. This work requires time, 
the integration of many factors, the opportunity to use expert supervi- 
sion and ongoing t ra ining in this changing field. 

IV. Conc lus ions  

This paper has at tempted to review new insights derived from various 
fields of study tha t  have contributed to diagnostic and t reatment  pro- 
cesses particularly with reference to assessment issues in the delivery 
of services to infants at-risk and their  families. There are special prob- 
lems in t ranslat ing these insights to hard pressed community service 
agencies, both in terms of modification of traditional casework prac- 
tices and agency priorities and policy. The role of social work generally 
requires an integration of many factors and different streams of 
knowledge. In the case of services to infants at-risk and their  families, 
a social worker needs to have knowledge about normality and pathol- 
ogy, knowledge about t rea tment  services and the range of services 
missing and available in the community, capacity to work within an 
interdisciplinary or community-based team, clinical acumen, and em- 
pathy. The social worker as clinician, supervisor, or administrator can 
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utilize these insights not only by continued attention to new knowl- 
edge development but  also in having the willingness to integrate and 
translate new approaches to traditional structures (Shapiro et al., 
1978; Shapiro, 1985). Changes in practice are required such as the use 
of outreach and home visits, greater flexibility in role definition, use 
of interdisciplinary teams, and acknowledgment that  extra time is 
needed to develop a successful working alliance with the parents. The 
assessment process itself is often dependent on an interdisciplinary 
team of child specialists with a caseworker being in an integrative 
role. A broad-based, indepth assessment which focuses on the child and 
the child-parent relationship sets a framework for both the parents 
and the practitioner. It is important  to understand the depth of the 
clinical problem, so that  one can understand whether crisis interven- 
tion, developmental guidance, short-term t reatment  or long-term in- 
tensive infant-parent psychotherapy, or support, is most appropriate. 

Even in agencies giving primarily short-term services, the new 
knowledge base can be very effective in developing a realistic set of 
t rea tment  plans. Alternatives to ideal t reatment  may need to be devel- 
oped, given the resource constraints in many communities. Good day 
care, medical attention, homemakers,  volunteers, therapeutic nurser- 
ies, provision of essential socio-economic supplies, can be used to sup- 
plement the t rea tment  process. 

In order to sustain themselves in this difficult work, the social 
worker also needs to be able to advocate for greater national and state 
support on behalf  of children, particularly at the present time when so 
many families and children are at-risk (Edelman, 1987). The develop- 
ing expertise of social workers in the field of child welfare practice and 
infant mental  health, enables them to contribute on many levels: the 
furtherance of casework effectiveness, the development of new agency 
programs and policies, and the support of changes in state and federal 
policies which can support families and improve the chance of develop- 
mental  well-being of infants and toddlers. 
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