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SUBMISSION on the proposed 
Child and Youth Wellbeing Strategy 

 
05.12.2018 
 
To the Department of the Prime Minister and Cabinet  
 
We begin this submission with some definitions to highlight how critical infant and early 
childhood mental health is to the current wellbeing of children and to initiatives for improving 
their wellbeing.  
 
Infant’s social and emotional development from birth to 4th birthday - also referred to as Infant 
Mental Health (IMH) - “is foundational to other aspects of early development. Social-emotional 
development is defined as the capacity to form secure relationships; experience, express, and 
manage a range of emotions; and learn and explore one’s environment -  and influences 
infants’ and toddlers’ early cognitive development and later health and mental health 
outcomes.”1 It is absolutely inclusive of the caregiving environment. 
 
Infant Mental Health is additionally, the discipline of practice and research that focuses on the 
promotion of healthy social and emotional development, the prevention of mental health 
problems and the treatment of the mental health disorders of very young children in the context 
of their family. The New Zealand IMH Association was accepted as an Affiliate of the World 
Association of Infant Mental Health (WAIMH) in 2006 and is the organisation bringing together 
the multi-disciplinary workforce supporting infant and early childhood social and emotional 
development. With around 158 members and five regional groups, IMHAANZ supports 
communication, coordination and workforce development including holding a successful 
conference every three years. It is supported by colleagues and organisations internationally 
including WAIMH and its 62 Affiliates.  
 
Our organisation has a role and a commitment to:  

 Improving equity, reducing adversity and improving child wellbeing  
 Strengthening collaborative and effective work with Māori and Pacific for Māori and 

Pacific pepe, young tamariki and their whanau 
 Improving infant and early childhood mental health and parental mental health 
 Supporting the integration of knowledge and skills in Infant Mental Health for all 

practitioners and services involved with infants and young children and their families 
– Midwives, Tamariki Ora/WellChild Providers, Early Childhood Education, Teen 
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Schools, Home Visiting Services, Corrections, Justice, Oranga Tamariki, Health, 
Mental Health and Addictions. 

 Two and three generational approaches to intervention. 
 
IMHAANZ welcomes the development of the Child Wellbeing Strategy recognising that 
“children are our taonga and, as such, should be loved and cared for in ways that support 
them to reach their greatest potential”.  We applaud the Government’s stated commitment to 
reducing child poverty and enhancing child wellbeing and taking a life course perspective.  
 
The two documents Child Wellbeing Strategy – Scope and Public Engagement Process and 
Work Programme and Budget Implications hold to the central premise that “Science tells us 
that children’s early years are key to development” and the best intervention point 
economically. It is time for a shift in resources that proportionately promotes prevention and 
early intervention, and workforce development. 
 
We would like the opportunity to speak to our submission in person. 
 
_________________________________________________________________________ 
 
 
The ‘voice’ of the baby and young child 
 
Making sure the voices of children and young people are heard and acknowledged has been 
a significant focus of the consultation for the Child and Youth Wellbeing strategy and for the 
Mental Health and Addictions Inquiry. Capturing the ‘voice’ of the baby, the toddler, the pre-
schooler has not been addressed. It is the observations that inform us, the behaviour, 
emotions and development of the baby as an individual and in relationship that helps us see 
their wellbeing or their distress. We will often consider whether we saw any joy in the baby, 
pleasure in gazing at their mother, reaching to touch and smile at their father, seeking 
comfort when hurt, upset or frightened and being comforted.  The intent focus of the toddler 
at play, their pleasure in being watched and understood, their frustration struggling to 
manage a task and their capacity to ask for help with gesture and some words. This is a 
baby telling us that they are socially, emotionally and developmentally progressing well 
enough. 
 
Studies demonstrate a 16-18% prevalence of mental disorders among children aged 1 to 4 
years with around 9% being severely affected.1 The majority of these disorders do not go away 
with time – it is a myth to think that as infants grow the difficulties go away. These babies and 
toddlers are likely to be developmentally off track, the emotional communication and social 
relating with one or both parents may be very conflicted, the baby may be very withdrawn, the 
toddler angry, aggressive and unhappy. It is particularly concerning when we observe an infant 
or young child who does not seek comfort when distressed. At our recent Conference3 Helen 
Minnis Professor of Child and Adolescent Psychiatry at the University of Glasgow discussed 
research and intervention with infants and toddlers who had experienced early abuse and 
neglect. She proposed that “failure to seek comfort” and/or “extreme parental stress” 
have equal risk status to suicidality and that appropriate intervention be available.   
 
In 2017 the Task Force of WAIMH produced an editorial addressing the worldwide burden of 
infant mental and emotional disorder.2 The introduction noted  

 There is a widespread lack of recognition of disorders of infancy.  
 At the level of service delivery systems and social policy the concept of mental 

disorders in infancy is not widely recognised. 
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 Costs associated with mental disorders in infancy have remained largely invisible with 
little investigation. 
 

These statements are mostly applicable to New Zealand with limited attention to social and 
emotional wellbeing and disorders in the delivery of our midwifery care antenatally, universal 
WellChild/Tamariki Ora programmes including Plunket and early intervention Home Visiting 
programmes including Family Start. The 2011 MOH guidelines for developing perinatal and 
IMH intervention services in New Zealand (Healthy Beginnings16) lacked an implementation 
strategy and had minimal additional funding. The development of IMH Teams/Services across 
DHBs is predominantly unchanged and many DHBs have no specialist services. These 
services need to be at least partially developed alongside/with perinatal MHS given the 
“consistent research findings that perinatal mental health problems can have lasting effects 
on the emotional, behavioural, intellectual and social development of children exposed as 
foetuses or infants”.4 (pg. 91) 
 
Like every new parent New Zealanders have good intent to support infants with the best care 
and at least one nurturing relationship. There is widespread understanding that intervening 
early is a good idea and that the quality of caregiving in the early months and years effects 
the infant’s developing brain and mind. Nonetheless, we have been slow in recognising and 
supporting the discipline of IMH with its focus on social and emotional wellbeing and disorder. 
 
 
However, in the Wellbeing Strategy the six focus areas prioritised from 16, and identified as 
appropriate for early cross agency policy work aligns with a wealth of relevant research and 
practice sitting in the discipline of infant and early childhood mental health. Please take the 
opportunity to consult with the NZ Affiliate of the World Association for IMH. 
 
 
IMHAANZ has chosen to comment on the 6 focus areas and the connections 
with this discipline. We have commented on initiatives that are going well and 
are of relevance as well as gaps and concerns. There is considerable cross-
over with the different areas of focus. 
 
IMH and the 6 Focus Areas for Child Wellbeing Strategy 
 
Focus Area – 16.1 
Child poverty is reduced, in line with the government’s intermediate and 10 year targets 

 
Poverty is an Adverse Childhood Experience (ACEs) and a significant literature exists 
highlighting the neurotoxic effect of accumulating ACEs on brain development.  
 
Action: Supporting initiatives that reduce adverse childhood experiences – so we support the 
priority given to reducing poverty particularly reducing the levels of poverty for Māori and 
Pacific children 
 
Action: Promoting optimal caregiving relationships for infants and young children offers some 
resilience (transforming what is considered a toxic stress to a chronic stress). Parents, 
caregivers, ECE teachers are supported to interact in ways that reduce the traumatic effect 
of ACEs. 
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Focus Area: 16.2 
Children experience optimal development in the first 1000 days: safe and positive 
pregnancy, birth and parenting (conception to around 2) 
In the first 1000 days, including in utero, the baby’s brain is being built. Because toxins can impact 
on the developing brain - alcohol and drugs, but also toxic stress - a good environment for mother 
and whanau is key. Poverty influences this environment. 
 

 
Infant and Early Childhood Exposure to Stress - Adverse Childhood Experiences 
 
While positive early childhood experiences promote strong emotional health, negative 
experiences can adversely impact brain development, with serious lifelong consequences. In 
situations of chronic stress - poverty, parental loss, addiction, mental illness, emotional, 
physical and/or sexual abuse, neglect and exposure to family violence these figures 
increase. However, it is both the number of stressors and the experience of these stressors 
referred to as adverse childhood experiences (ACEs) in the absence of nurturing care that is 
particularly toxic with immediate and long term effects on physical and mental health. 
 

 
In 2014, the Pakeha and Pacific streams of the Home Visiting Service Naku Enei Tamariki in 
the Hutt Valley audited files and noted that of those families enrolled in Family Start 55% of 
the infants and young children in the Pacific service and 64% of that group in the Pakeha 
service had experienced ≥ 4 ACEs. This was a conservative finding. These services have 
been supported to take a relationship based approach to their work with families, and since 
2010 have had Infant Mental Health reflective supervision. “The message that I get is that you 
are focusing on the family strengths and looking at what other family needs and can you utilise 
those strengths to address their needs. I have begun to encourage my families. I think there 
has been quite a few improvements and quite a few families. They have become more 
independent, they have developed more personal confidence in accessing services out there 
in the community and how to go about accessing those services. I think I have switched from 
problem solver to more of a problem poser.” (Practitioner comment on influence of IMH 
supervision in her practice).  
They have also been pro-active in building capacity to deliver evidence-based interventions 
improving parent-child relationships.   Hoki ki te Rito Mellow Parenting and Circle of Security-
Parenting.  
 
 
Increasingly, understanding and working with families, needs to include attention to ACEs and 
interventions directed to reducing stress and improving the caregiving relationships these 
children have. This is a key prevention and intervention point. 
 
The Center for Youth Wellness (San Francisco) has integrated ACEs and evidence-based 
IMH interventions into their programme and working with the National Trauma Network (USA) 
to validate their screening questionnaires. They have developed a decision tree for planning 
intervention using a multi-disciplinary approach focused on addressing the neuro-endocrine-
immune (NEI) network which is being researched.7   
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The Center on the Developing Child, Harvard has invested amongst other things in producing 
succinct, evidence based documents for policymakers and practitioners. The following graphic 
notes key points for improving outcomes.  
 
 

 
 
 
Moving from reducing sources of stress we support initiatives that promote responsive 
relationships and considered within the promotion, prevention and early intervention and/or 
Tier 1, Tier 2 and Tier 3 Frameworks 
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One beginning point is the use of e-resources and film that support parents to understand 
the capacities their baby has from birth to be social, and to communicate and that if we read 
the communications well-enough we can better support the first weeks and months of that 
baby’s emotional, social and cognitive development.  
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Some years ago Counties Manukau DHB developed the DVD “Look at You, Aroha Atu, 
Aroha Mai” for new parents. We understand that the Māori version (Te Reo and English) and 
Pacific (Samoan, Tongan, Niuean, Cook Island and English) are almost completed. These 
films have been used by many groups working with parents in the early years.  An initial 
evaluation noted that all parents had found at least one thing they were going to do 
differently with their baby’s. This is one of many great resources available for new parents 
but has the value of holding the new scientific understandings of development with NZ 
families. 
 

 
 
Mothers mental health impacts on mothers and babies well-being 
 
This is absolutely correct but overly narrow. Research identifies significant effects in the 
short and long term for children in the first three years where parents (mothers and fathers), 
have a moderate to severe mental health problems. “Meeting criteria for depression both 
early and late in the postnatal year, especially when the mood disturbance is severe, should 
alert health care professionals to a depression that is likely to be persistent and to be 
dissociated with an especially elevated risk of multiple adverse child outcomes. Treatment 
for this group should be prioritised”.13 

Effective intervention has to be 2-generational, that is with the parent and infant/young child. 
If we only treat the parent, we do not ameliorate the negative outcomes for these infants and 
young children. This is the work of IMH with perinatal and adult mental health services and 
appropriately trained and supervised NGO’s.  
 
Some mothers and babies are missing out on important services 
 
IMHAANZ would agree and we would note that the services antenatally and via Well Child 
Tamariki Ora contacts need to be Health including Mental Health. Service gaps impact Māori 
and Pacific families more. 
 
Many parents are missing out on perinatal and IMH services.  
 
There is a need to update the 2011 Ministry of Health guideline for Perinatal and Infant Mental 
Health Services.19  An implementation plan must sit alongside the guideline that has dedicated 
new funding or capacity to compel DHB’s to fund both perinatal and IMH service development.  
 
Perinatal Mental Health Services need to extend beyond 12 months to at least 2 years  
 
We need to improve access and treatment of parental mental health disorders, personality 
disorders and addictions in the first four years. 
 
Where a DHB has no IMH service in CAMHS consider funding IMH practitioners within 
Perinatal MHS who have capacity to provide Two Generational interventions and 
consultation to relevant services (ECE, Home Visiting Programmes, Oranga Tamariki). 
  
Particular attention needs to be given to the families with complex problems. 80% of the 
children under 2 years coming into the care of Oranga Tamariki have a parent with a mental 
health illness and not uncommonly the decision is to remove these infants putting them on a 
pathway to repeated placements, to repeated making and breaking of affectional bonds.  
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Focus Area: 16.3 
Children are thriving socially, emotionally and developmentally in the early years (2-6) 
 

 
In this key developmental period warm stimulating parenting continues to be critical 
 
Neuro-disability often isn’t recognised or supported, and children with neuro-disability will 
often end up in the justice system. 
Some disabled children wait two years for child development services missing a window to 
improve their outcomes 
 
Participation in early learning has increased, including for those experiencing social 
economic disadvantage - but the quality of early learning is key, and needs more focus. 
 
IMHAANZ would support the ongoing need for warm, responsive, predictable parenting; the 
need for improved access to services (health and mental health) for children with a neuro-
disability and high quality ECE. 
 

 
  
 
The following initiative fits across focus areas 16.2-to-16.5 and is designed to engage 
families, strengthen parenting and build workforce capacity. It has been introduced into New 
Zealand by IMHAANZ and we are one of 2 international sites. The program has been 
positively received across a variety of settings including Plunket, a Māori Early Intervention 
Service, a Neonatal Intensive Care and a Pacific Home Visiting Service. 
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Facilitating Attuned Interaction (FAN) Approach 

In 2015, Prof Linda Gilkerson from the Erikson Institute in Chicago was a keynote speaker at 
our conference and introduced the Fussy Baby Network (FBN) and Facilitating Attuned 
Interaction approach to the New Zealand audience. Subsequently IMHAANZ has become 
one of two international members of the FBN and the first to have trained trainers. We have 
begun the programme with a Maori Early Intervention Service(Ohomairangi), A Pakeha and 
Pacific Home Visiting Service (Naku Enei Tamariki) and a small group of clinicians from the 
Family Start Team on the West Coast. A Team from ADHB NICU, community practitioners 
from Queenstown and a small group from Plunket complete the first trainees.  

This training is directed to teams or services who attend with their supervisor. The supervisor 
is mentored through 5 to 6 months’ supervision of individual members of their team. This 
attention to fidelity of the model and support of practitioners sets the FAN approach ahead of 
many other intervention trainings.  

We have been excited by the positive responses the various teams and services have made 
which are in line with the research findings from Erikson. “The mission of the Fussy Baby 
Network (FBN) is to promote well-being and reduce risk for infants, toddlers, and their 
families during the early years of life. The purpose of FBN training and dissemination is to 
infuse infant mental health principles and practices into programs and systems of care for 
infants and toddlers through training in the Facilitating Attuned Interaction (FAN) approach to 
relationship- based, reflective practice. The FBN now includes 35 sites in 17 states and three 
countries: United States, Israel and New Zealand. The greatest growth in the USA is in the 
highest priority area:  state systems of care (Home Visiting and Early Head Start).  

FAN training reached over 1,000 trainees serving over 15,600 families. To address needs of 
higher risk families and highlight FAN as a foundation for trauma-informed practice, the 
High-Risk FAN was integrated into Level I Practitioner training.  Four new advanced half-day 
trainings: FAN and Fathers, FAN and Substance Abuse, FAN and Domestic Violence, FAN 
and Perinatal Mental Health have been developed. https://www.erikson.edu/professional-
development/facilitating-attuned-interactions/    

IMHAANZ plans further training in the FAN approach as a tool for workforce 
development in New Zealand. We see it as having applicability for all practitioners 
working with infants and young children and their families. 

 

 
Focus Area: 16.4 
Children a safe and nurtured in their Whānau and their homes 
 
Experiencing physical or sexual violence, neglect, and emotional abuse (including being 
exposed to intimate partner violence), makes children more likely to experience a very 
wide range of negative outcomes. 
 

 
Serious Disturbances in Caregiving: 
 
The security of an infant’s attachment relationship with their caregivers is related to the 
consistency, predictability and capacity of that attentive care to regulate the infant’s distress 

https://www.erikson.edu/professional-development/facilitating-attuned-interactions/
https://www.erikson.edu/professional-development/facilitating-attuned-interactions/
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during the early weeks and months. A sizeable minority of infants have caregivers who are 
not able to predictably comfort and regulate their infants fear and distress and are the source 
of fear. In a “meta-analysis of 6000 infants, such disturbances in the caregiver infant 
relationship, termed disorganised attachment behaviour, were found in 15% of infants in the 
general population.” (pg. 701)2 This figure rises in studies where there are increased risks for 
example; 24% with poverty, 48 - 84% in maltreated infants and toddlers. 
 
The Center for Disease Control and Prevention (USA) estimates that childhood abuse and 
neglect results in a lifetime cost of more than $200,000US per child. 
 
In New Zealand in the year 2013-14 there were 3,027 babies (0-1 year) and 3,862  
2-4 year olds with findings of abuse or neglect following assessment/investigation very few of 
whom receive any IMH input directly or indirectly via consultation with child protection staff.  
 
“We now have compelling research evidence indicating that attachment is malleable, and that 
interventions in childhood can result in children previously showing disorganised or 
organised/insecure attachment patterns coming to be measured as secure (Cicchetti, 
Rogosch and Toth, 2006).” 
 
 
One example is the New Zealand developed Watch, Wait and Wonder Intervention which 
was researched and manualised in Canada.14,15,16 This relationship based intervention found 
significant shifts to more organised and secure patterns of attachment, improved infant self-
regulation and cognitive gains and mothers confidence in parenting and lower levels of 
depression.  
  

 
 
 
Focus Area: 16.5 
Children’s mental well-being is supported 
Mental health is ‘bidirectional’ - mental health issues can lead to poor outcomes, but poor outcomes 
also impact on mental health. Early support can help. Children who have built resilience in the early 
years will be better equipped to face challenges. 

 
DATA – There is a problem finding mental health data on children 0-3 and limited data for 3-
4 years. 
 
Within NZ there is a lack of integration of individual physical health, mental health and wider 
social determinants of health data to the detriment of mental health and holistic planning and 
funding of services.  It is very likely that this contributes to the paucity of planning and 
implementation of IMH despite knowledge regarding epidemiology from studies further 
afield.1,  
 
The New Zealand Child and Youth Epidemiology Service (NZCYES), Otago University 
provided 9 reports addressing the health and wellbeing of under-five year olds across District 
Health Boards in New Zealand in 2017.26 These reports each have “data and information to 
contribute to the effective planning and funding of services to improve, promote and protect 
the health and wellbeing of New Zealand children in their earliest years.” They have no data 
regarding the mental health and wellbeing of under-fives. 
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Ministry of Health’s 2018 document, Social, Emotional and Behavioural difficulties in New 
Zealand Children; there is no data on infants and toddlers as the information relates to findings 
with the Strengths and Difficulties Questionnaire (SDQ) used from 3-14 years. Another report 
with a misleading title. 
Children aged 3-4 years had the highest rate of ‘concerning total difficulties’ (the sum of scores 
on the SDQ), at 10.2%. Children 5-9 years had a rate of 6.9% and 10-14 year-olds 8.4%.  
Worryingly, the conclusion – “In short, a share of New Zealand children requires additional 
support for their developmental and mental health. Initiatives to support children showing signs 
of difficulty throughout the primary school years could help them to achieve their full 
potential.” Initiatives need to be earlier. 
 
The 2016 Stocktake of infant Child and Adolescent Mental Health and Alcohol and Other 
Drug Services in New Zealand has no data for children 0-4 years. The information is folded 
into the numbers from 0 to 9 years. There is a need to review the Blueprint Access 
Benchmark Rates (Mental Health Commission, 1998) 0-4 years need to be established in 
line with current epidemiology. The rate is set at 1% for the 0‐9-year age group. 
 
A way forward would be to proactively require mental health data collection across the 
perinatal and first 5 years and that is integrated with physical health data so that the 
statements like “Health and Wellbeing of Under-5 Year-olds” were actually a holistic view of 
health in the early years. 
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The following figure is IMHAANZ’s current understanding of the NZ situation with specialty 
IMH services/Teams. It does change; for example, earlier in the year one clinician was doing 
some IMH work in Northland and some progress is being made to develop a service in CAMHS 
in Christchurch (this is probably the 3-4th attempt to do so). At this time the South Island has 
no specialty IMH services in its DHB’s. 
 
 
 

 
  
 
 
 
Focus Area: 16.6 
Children are free from racism, discrimination and stigma 

 
These issues impact equity of services and appropriate cultural provision of services for 
families with infants and young children.  
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