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Infant and Early Childhood Mental Health Treatment 

 
Reflective Functioning 

 
* Part of Infant and Early Childhood Mental Health Treatment is to support 
 parental reflective functioning. 
 
1. Parental Reflective Functioning 

• Helping parents to be curious and wondering about their own feelings, body 
states and thoughts – before they can do it for their children. 

• Minding the Baby (Interdisciplinary Clinical Model - Yale School of Medicine – 
Child Study Center) research – 25 years – positive outcome. 

• We know that slowing down and helping parents build this reflective capacity 
really works and is so important long term for children. 

 
2. The best of intentions  

• Parents have wishes, hopes, dreams and expectations of their own 
• What gets in the way: unfortunately the experiences they have with their own 

personal history, ACES including Substance Use Disorders, Domestic Violence 
(IPV), poor diet, lack of exercise, unemployment, trauma or other experiences 
often leads them to make unhealthy choices and unhealthy coping mechanisms 
or lack of adaptation to things that have happened to them in life. 

• So often times we might have families who misuse drugs and alcohol, who have 
significant mental health disorders. 

• And often despite these good intentions parents may find it hard to make good 
choices for their child’s health and safety. 

• So we really want to help them to become that protective buffer (Ed Tronick) for 
their children during stressful times – and that is an area that they are often 
struggling with. 

 
5. Can’t mentalize or access reflective functioning when you are upset 

• We know that you can’t mentalize or access reflective functioning when you are 
upset. 

• When they can’t mentalize about their own feeling or thoughts then they can’t do 
it for their baby or others. 

• So then we might see misattributions about their baby’s behavior so baby throws 
food on the floor is bad (example of mom with FAS) and they are doing it to give 
me a hard time versus thinking about maybe he isn’t hungry anymore, or maybe 
my baby is exploring the texture of that food for play. 
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• So this is something we often see happen. 
• Additionally, parents may feel shame working with professionals and they may 

fear losing custody of their child and so it is important to think about what we 
represent to this family as part of another system. What is their experience of 
working with helping professionals?  

• So we want to think about how we can enhance reflective capacities in highly 
stressed and traumatized parents. 

 
6. Supporting Parental Change 

• Here we think about how important this relationship is (between parent and 
infant/child) and how to give a parent a chance to have a different experience 
with their child. 

• Being aware of the parents’ relationship history and how it may impact our 
relationship with the caregiver (Bruce Perry’s intimacy barrier). How are these 
parents viewing us? 

• First point of helping the caregiver is to have them reflect on their own 
experience before they can reflect on their baby’s experience, thoughts, feelings, 
and intentions. 

 
7. Change happens through these relationships  

• The relationship is really the agent of change. 
• Once parents feel safe with us they will be more willing to engage in these things. 
• When parents get hurt and angry, they can’t think about the baby and feelings 

overwhelm the ability to see or mentalize what happens to baby. 
• When parents begin to feel safe then they can begin to explore their own feelings 

and, in turn, those of their infant or young child. 
 

Additional Information on Development 
 

• www.zerotothree.org 
• www.babynavigator.com (SoCo Checkup every 3 months) 

 
 

Depressed Mother–Infant Interactions 
D.M. Teti, N. Towe-Goodman, in Encyclopedia of Infant and Early Childhood 

Development, 2008 
 

In infancy, the emotional climate of parent–child interactions may be particularly 
important for the development of self-regulation, secure attachments, and the 
promotion of other social and emotional competencies. Unfortunately, the disturbances 
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associated with depression have a clear impact on the emotional quality of early 
mother–child interactions.  
 
Depressed mothers interact less with their infants, are less aware of their infants’ 
signals, and are less contingently responsive to their infants’ bids for attention. The joint 
attention, shared positive affect, and appropriate scaffolding that characterizes warm, 
nurturant parent–child relationships are often missing in depressed mother–infant 
dyads.  
 
Further, depressed mothers show less emotional availability and affection toward their 
infants, display less pleasure and positive emotion during interactions, and express 
more negative affect overall. Some depressed mothers may alternate between being 
disengaged and then overly stimulating, the latter of which can be so intrusive that they 
appear disorganizing to the infant. In turn, their infants’ behavior is conspicuously 
devoid of positive affect, and is also characteristically high in distress or protest, 
unresponsiveness to maternal bids, avoidance, and withdrawal, and this behavior 
sometimes generalizes to other, nondepressed adults. The infant’s distress and 
unresponsiveness in turn may increase the mother’s feelings of inadequacy or rejection, 
thus creating a vicious cycle of negative, dysregulated affect in the mother–infant 
relationship. 
 
Experimental evidence underscores the premise that depressed mothers’ emotional 
unavailability and lack of responsiveness is emotionally dysregulating to infants. In 1978, 
Edward Tronick and colleagues developed the still face paradigm, a procedure that 
requires mothers to mimic the flat affect and unresponsive behavior commonly seen in 
depressed mothers.  
 
The procedure is composed of three very brief episodes: In the first episode, the mother 
engages the child in face-to-face play, talking and engaging the infant in a playful 
manner; in the second episode, the mother is instructed to maintain a flat or 
emotionally neutral facial expression (a ‘still face’) and does not respond to the infant in 
any way; and in the final ‘reunion’ episode, the mother re-engages the infant in face-
to-face play.  
 
Infants of nondepressed mothers are typically very positive and engaged during the 
face-to-face play, but show a heightened level of arousal and distress to their mothers’ 
sudden emotional unavailability and unresponsiveness during the still face. Typical 
reactions on the part of the child include attempts to re-engage the mother through 
smiling, vocalizations, or fussing, and distressed facial expressions such as frowns or 
grimaces. Infants may use a variety of methods to try to regulate their discomfort during 
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the still face, such as turning their head away from the mother and averting their gaze, 
or engaging in self-soothing behaviors such as sucking on their thumb. The effects of 
the still face often linger even when the mother re-engages the infant, with infants often 
continuing to show distress afterwards. Research with the still face paradigm 
demonstrates that even very young infants (i.e., as young as 3 months of age) are 
emotionally attuned to maternal affect and can become emotionally dysregulated when 
mothers’ normally positive affect is withdrawn. 
 
Interestingly, when the still face procedure is conducted with depressed mothers and 
their infants, clear differences emerge between these dyads and nondepressed mother–
infant dyads. First, when the mother is depressed, there is less distinction in the 
behavior of both the child and the mother across the three episodes. There are often 
less shared positive emotions during face-to-face play, with more neutral affect and 
withdrawn behavior in both the mother and infant. Second, during the still face phase, 
infants of depressed mothers show less active attempts at regaining their mothers’ 
attention than do infants of nondepressed mothers. Instead, infants of depressed 
mothers become more quiet and withdrawn, and devote more energy toward self-
comforting or distraction. Such behavior has led some to suggest that the still face 
episode is similar to the normative behavior of the depressed mother, and that infants 
of depressed mothers are more likely to make attempts at managing their distress 
without maternal assistance. The inability of infants to gain comfort and support from 
their mothers when distressed may have serious consequences for the formation of 
secure attachments, as well as in the development of healthy strategies for regulating 
emotions. 
 
Tronick’s work with the still face paradigm prompted the development of his ‘mutual 
regulation model’ as an integrative framework for understanding how mother and 
infant affective states become mutually and reciprocally regulatory. Among typical, 
nondepressed mothers with very young infants, mothers’ use of contingently 
responsive, positive affect during interactions with their infants significantly exceeds 
their use of negative affect. Maternal positive affect in turn elicits similarly positive 
affective responses (smiles, coos, laughs) from the infant, and both mothers and infants 
find each others’ positive affective signals to be mutually rewarding and reinforcing. 
Over time, mutually reciprocal positive affect predominates in interactions between 
nondepressed mothers, which carries developmental benefits for the infant’s 
socioemotional development over the long term. By contrast, mutually reciprocal, 
negative affect predominates in interactions between depressed mothers and their 
infants. Depressed mothers may be unresponsive to or critical of their infants’ behavior 
and social cues, leading their infants in turn to withdraw and become distressed. 
Depressed mothers’ lack of sufficient use of contingently responsive positive affect may 
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render them less capable than nondepressed mothers to soothe their infants when 
distressed (indeed, depressed mothers’ negative affect may be, in many instances, the 
cause of their infants’ distress). The infants in turn may become dysphoric and overly 
reliant on self-soothing and self-stimulatory behaviors to regulate their negative 
emotions, placing them at risk for psychopathology. 
 
 


