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accident. An additional distorted parenting behavior was around 
sleep habits: S. slept with mother because, in A.’s perception, 
“nights are dangerous to sleep alone” (A. unconsciously perceived 
her husband as potential harmful to her and to her child). S’s 
father had a less dramatic childhood history, but his attachment 
experiences were very negative with a history of physical abuse 
by his mother and a helpless father. His psychological functioning 
was of the one of a narcissistic personality disorder, and, unlike 
his wife, he had absolutely no insight about his own problematic 
parenting behaviors. The marital relationship became very tense, 
and ended-up with separation. 

This clinical case illustrates how very early traumatic attachment 
experiences lead to a basic and pervasive lack of trust and unstable 
close relationships (so characteristic of adults with borderline 
personality disorders), are transmitted from one generation to 
another; how entry into parenthood triggers distorted projections 
on the infant, who then, becomes a dysfunctional infant (Conroy 
et al, 2010).

Conclusion
Early detection of these high risk families is crucial, if one tries to 
prevent the development of personality disorder from childhood 
into adulthood, and should be achieved by adult as well as child 
psychiatrists. In spite of this, fragmentation of the disciplines is 
still very common: adult psychiatrists treat individuals, with no 
specific focus on the parental self. In this paper, we aim at proposing 
an integrated model for joint assessment and treatment of the ill 
parent and the infant. 
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obsessed with the doubt of being able to love her future baby. 
Right after birth, she felt she did not love her “enough”. 

We will end with a clinical vignette that illustrates the combined 
impact of maternal depression and personality disorder, with 
unresolved past loss, on the parenting of a slow-to-warm-up 
temperament infant.

S., a two-month old baby girl and her mother, A., were referred 
to our Infant Mental Health unit by a community nurse for a 
suspected post partum depression. “Even breast-feeding does not 
calm her, I’m really bad at it, she knows it”. Standard questions 
about the course of the pregnancy 

and delivery triggered the mother to tell about her pathological 
grief over her only sister’s killing in a car accident 10 years 
before. Having dreamt about her late sister, A. felt she had to 
“get pregnant and have a girl like her sister”, in spite of her 
inner feeling she was not ready for motherhood. Baby’s name 
was identical to her late “little aunt’s”, except for one letter. A. 
linked her lack of readiness for motherhood to her own history 
of growing up with a drug-addicted and sexuallypromiscuous 
mother, and sexual abuse by her stepfather. During the mother-
baby sessions, maternal pathological projections on the infant 
were identified: S. was born in order to continue A.’s late sister’s 
existence (a “replacement” child), and her cry reminded A. of 
her sister’s clingy behavior. As a result, A. had an in adaptive 
reaction to S.’s normative cry: she would either gratify the child 
at once, or she would become harsh and rejecting. S. reacted by 
either becoming very irritable, or by an over compliant behavior, 
at the price of her exploratory behavior. 

It became evident how A.’s projections on S. impinged on her 
ability to be a consistent protective figure 

for child. Following a session where she talked about the car 
accident and her guilt feelings, a frightening “missed” accident 
happened to S.: A. “forgot” to tie the baby in her stroller. Her 
ability to put limits to the infant was also very poor, because saying 
“no” reminded her saying “no” to the sister just before the crash 
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The challenging task of parenting, that involves the provision of 
a safe environment for the infant, attendance to physical needs, 
appropriate age-related stimulation, and the establishment of an 
attuned and secure relationship, can be very much affected by a new-
onset postnatal psychosis, as well as by long-standing illness, such 
as schizophrenia, bipolar illness, and substance abuse. A psychotic 
mother who perceives her baby as a dangerous, ill-intentioned 
creature, may become dangerous to him/her, or may withdraw 
from caregiving tasks. In these situations, the main therapeutic 
challenge is to ensure the baby’s physical and emotional safety, 
and in parallel, to try to keep some continuity of contact between 
the mother and the baby, so that if and when she feels better and 
comes back home, both she and the infant will not be strangers 
one to the other. 

Surprisingly, little attention has been given to the impact of parental 
OCD on the quality of parenting. An incidence of 4% among 302 
women who developed post-partum OCD (PPOCD) at 6 weeks has 
been reported (Uguz et al, 2007; Zambaldi et al., 2009). Still, the 
literature about the psycho-social development of these mothers 
with postpartum OCD is practically inexistent. In our clinical 
experience at a community infant mental health unit, we have 
come to know that the entry into parenthood, often exacerbates an 
already existing OCD, and parenting make it worse, up to the point 
of evoking aggressive feelings towards the baby who is perceived 
as preventing the mother to perform her rituals. We have had in the 
last 5 years some 15 cases of infants born to mothers with OCD. 
None of them have developed childhood OCD, at least in their 
first 4 years of life, but all of them have oppositional behavioural 
traits, mixed with anxious features.

S., two years old, was referred to us by her paediatrician because 
of sleep problems and overeating, with no organic cause. She 
was the first child of a couple in their thirties. Mother suffered 
from OCD since her early twenties but was never treated. She 
did have psychotherapy for her difficulty to engage into intimate 
relationships with men. When she was pregnant, she became 
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As will be illustrated in the following vignette, it is not enough to treat 
the mother’s depressive symptomatology. We must also address, as 
early as possible, the maladaptive mother-infant interactive patterns, 
the specific mother’s “depressive” attitudes conveyed to child, the 
other parent’s functioning, and the proximal support system.

H., 32 years old, and her 3 months-old baby boy, was referred to 
our (MK) Infant Mental Health Unit with suspected postpartum 
depression. Baby’s birth was complicated with hemorrhagic 
enterocolitis from unknown origin, which had necessitated a 
two-month hospitalization. At the hospital, mother’s sadness 
was thought to be secondary to her baby’s condition; therefore 
the medical staff did not send her for a psychiatric consultation. 
She was seen by her general practitioner, who prescribed her 
an antidepressant. Still, her husband was very concerned, and 
asked the Well Baby Community Nurse to refer them to a child 
psychiatrist. He was actually hoping to avoid the error they 
made 5 years before, when she developed postpartum depression 
following their first child’s birth, and did not ask for treatment. 
Their daughter developed into a very dependent child, with poor 
peer- relationships, and they were both aware of the link between 
their daughter’s difficulties and her long lasting depression. When 
we saw them as a triad, she indeed had no interaction with the 
infant, and father was the main caregiver. Baby already exhibited 
gaze avoidance towards his mother. She admitted having aggressive 
impulses towards the baby, and therefore was afraid of staying 
alone with him. Her mother came and stayed with her, while 
her husband was at work. On one hand, this arrangement was 
safer for the baby, on the other hand, it reinforced her avoidance 
towards him, and worsened her ambivalent relationship with her 
dominant and intrusive own mother. We installed a treatment 
plan that included mother-father-baby psychotherapy, individual 
psychotherapy for the mother, in addition to the medication, and 
a significant improvement in the mother-infant interaction was 
achieved within 4 months. The triadic sessions went on for a year 
and half, but individual psychotherapy is still ongoing. 
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The impact of parental psychopathologies on the infant
Parental psychopathology, regardless of the specific diagnosis, 
impinges on the child’s socio-emotional development through the 
impact of impaired parenting behaviors, regardless of the specific 
parental psychiatric diagnosis (Rutter & Quinton, 1984). Not the 
diagnosis but the parent’s behaviors that interfere early and directly 
with the child’s developmental tasks and needs such as regulation of 
behaviors and affects, basic sense of security, balanced autonomy 
and dependency, and the development of a positive view of self 
and others. Repeated parent’s hospitalization is especially difficult 
for offspring’s between 6 months and 5 years. Dickstein (1998) 
emphasized the role of family functioning, as she found it to be 
the most powerful mediator of parental mental illness impact on 
child. In addition, it is the number of risk factors in the infant, the 
parent, and their environment, that is more predictive of offspring’s 
psychopathology, rather than the nature of the risk factors (Sameroff, 
2000). For instance, some parenting behaviors such as hostility 
are detrimental for all ages, but sadness is especially problematic 
for young children (Field, 1995). Mothers with depressed mood 
touch their infants more negatively and talk to them in a way that 
is less well adjusted to their infant’s developmental needs (Murray 
& Cooper, 1997). Three different patterns of depressed mothers’ 
interactions with their infant, with decreasing order of impact on 
the infant have been identified (Cohn et al., 1986): Disengaged 
and apathetic, Engaged, but angry and intrusive, and Engaged and 
positive. It is the consistency and pervasiveness of messages across 
interrelated contexts of the family relationship, the maternal specific 
behaviors related to her depression, and the characteristics of her 
interaction with the child, that increase the child’s vulnerability. 
Radke-Yarrow’s 15 year longitudinal study ( 1985) has shown 
that there is no universal outcome of children early exposed to 
maternal depression, each case is the result of the interplay between 
vulnerability and resilience factors in child and parents, and overall 
growing up as a child of a depressed parent is costly: many have 
serious and multiple diagnoses, not only depression.
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The parental capacity for mentalization as a bridging 
concept between adult and infant psychiatry
Mentalization is defined as the process of interpreting oneself’ 
s and the others’ behaviours in terms of mental and emotional 
states (Fonagy et al., 2002). Dysfunctional and traumatic early 
attachment relationships due to neglect, abuse, dissociative, highly 
intrusive, grossly unpredictable patterns of parental responses, 
have long term detrimental and disruptive effects on the one’s 
later capacity to use his/her innate competence for metallization, 
and to adequately deal with the challenges embedded in intimate 
and affiliative relationships (Bateman et al, 2000, 2003, 2007). 
The quality of the family environment has a major role in the 
development of metallization: the frequency of perspective taking 
in caregiver-child verbal interactions (Hugues & de Rosnay, 2006), 
the amount of role play in the family, and the degree of family 
verbalization of conflicting emotions (Cutting & Dunn, 1999), 
have been found as correlates of metallization capacity in parents 
as well as in the child. 

When the individual becomes a parent, his/her own capacities 
for metallization, i.e. the readiness to understand his/her baby’s 
behaviours in terms of mental states, will set the stage for the 
development of metallization in the young child. Macfie et al. 
(2009) showed among 30 children aged 4-7 whose mothers have 
BPD, as compared with 30 normative dyads, significantly different 
representations of caregiver-child relationship and of the self, 
as reflected in story-stem completion task. The offsprings of 
borderline personality mothers told stories with more parent-child 
role reversal, more fear of abandonment, and more negative mother-
child and father-child relationship expectations, more shameful 
representations of the self, poorer emotion regulation with confused 
boundaries between fantasy and reality and less narrative coherence. 
Maternal identity disturbance and self-harm were the most potent 
predictors of these maladaptive self and caregiver-child relationship 
representations among the children of BPD mothers.
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Becoming a parent is a major 
stressful event for vulnerable 
adults: The need for an 
integrated management of 
parent and infant mental health

M. Keren, A. Guedeney, S. Tyano

Introduction
Transition to parenthood is a major stressful life-event in the young 
adult’s life (Guedeney & Tereno, 2010). Parenting is, in its essence, 
the domain where adult mental health and infant’s mental and 
physical health meet in a complex and dynamic interplay. Being a 
‘good-enough’ parent is indeed a universal challenge, and is even 
more so for mentally vulnerable individuals. This involves the 
parent’s capacity to gratify as well as to frustrate one’s child in 
an age-appropriate balanced way, and most importantly to repair 
inevitable mismatches in the interaction with the infant, thus reaching 
a good enough level of synchronisation. Indeed, the younger the 
infant, the easier he or she may be disorganized with a violation 
of synchrony within the parent-infant relationships (Tronick et 
al, 1978).

Becoming a parent often exacerbates an existing mental illness, and 
in turn, maladaptive parenting impinges on the early parent-infant 
relationship, on the infant’s socio-emotional development and later 
functioning. Pregnancy and the year after giving birth are a time 
where a woman is most at risk of increased mental symptomatology 
by either triggering a latent vulnerability or exacerbating an existing 
psychopathology (Munk-Olsen et al, 2006; 2009). In turn, the impact 
of stress in pregnancy on the fetus, the infant, and the child has been 
well shown in animal as well as in human studies (Keren, 2010).
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map of EDI scores for the domain of emotional maturity as used 
in Western Australia.

8. Conclusion
Children’s Centre areas provide an important focus for activity to 
optimize health in young children. This should be done with full 
knowledge of evidence-based interventions to ensure efficient use 
of resources. There is a clear need to scale up the workforce in 
child public health competences; the Skills for Health framework 
would be a very suitable tool to help develop and monitor progress 
in this area.36

Strengthening the relationships between health visitors and children 
centers with the use of skill mixed teams is likely to be beneficial, 
particularly in ensuring the delivery of the Healthy Child Program 
and is more likely to be delivered effectively with appropriate 
resourcing and skilling up of existing and trainee members of the 
workforce, and creating new types of skilled workers. Currently 
the levels of health visiting are at their lowest for 14 years.

Developing an appropriate political alliance and partnership 
for children and young people at local level must become the 
vehicle to promote child public health activity and ensure 
appropriate accountability.

36 http://www.skillsforhealth.org.uk/page/career-frameworks/public-health-
skills-and-career-framework
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Encouragement of parents and carers to learn and become 
proficient in the majority language and for health carers to 
become proficient in migrant health.34, 35 
Early identification and support of parents with mental 
health issues.

7. Measuring success
How would we know that we have succeeded in optimizing child 
health and development over time? Clyde Hertzman and colleagues 
in Canada has developed the Early Development Instrument (EDI) 
system as a method of measuring the status and changes to that status 
over time. The EDI is a community measure of young children’s 
development, based on the scores from a teacher-completed checklist 
(EDI Checklist)

The EDI Checklist consists of over 100 questions and measures 
five areas of child development:

Language and cognitive skills
Emotional maturity
Physical health and wellbeing
Communication skills and general knowledge and 
Social Competence

Results from Canada indicate that where appropriate and accessible 
early child development and parenting programs have been 
implemented, community efforts appear to ameliorate socio-
economic risks. The EDI acts as a surrogate measure of how well 
a community is performing in raising their children and has shown 
to act as a catalyst for community mobilization and inter-agency 
collaboration. The figure below gives an example of a geographical 

34 Flores G Language Barriers to Health Care in the United States NEJM 
2006, 355:229-231

35 Globalization, migration health, and educational preparation for 
transnational medical encounters

 Peter H Koehn Globalization and Health 2006, 2:2



46

justice system. In other words it is simply not fair for a child in 
one part of the country to have a 5 times risk of death from injury 
than if he had lived in a different area. Our response to this is to 
look at ways in which society can alter to address these injustices 
whether through legislation, resource redistribution or other means.

Health Promotion
Targeted education by appropriately trained outreach workers and 
others. Health visitors have a major leadership role and many years 
of experience to contribute to efforts to reduce health inequalities 
and promote “health literacy”

Protection
Maximizing the uptake of state benefits.
Improving the neighborhood infrastructure and housing policy 
to ensure that there are appropriately mixed social units i.e. 
avoiding concentration of high risk individuals with mental 
health or drug and alcohol addictions in areas where young 
families reside.
Including equity targets in Local Area Agreements.32

Prevention
Optimizing educational attainment, for all, but in 
particular, girls will have a disproportionately greater 
effect on addressing health inequalities than virtually any 
other measure33.
The use of interpreters and advocates to break down language 
and cultural barriers aids take up of services. 

32  http://www.everychildmatters.gov.uk/strategy/laas/
33  UNICEF Report State of the World’s Children 2004 http://www.unicef.org/

sowc04/
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Health Protection
Healthy Start program and ensuring uptake of this in 
pregnancy and early years settings.
Encouraging physical exercise as part of lesson planning and 
outdoor play policy.
Encouraging the development of food co-operatives, in order 
to drive down the cost of healthy options.
Ensuring that vending machines in schools, children centers 
and leisure centres have healthy options. Scotland has banned 
the use of vending machines in schools. 

Prevention 
Important to prevent infants and children from becoming obese 
through promotion of breast-feeding, judicious snack policies in 
settings, normalization of eating behavior and regular taking of 
vitamins in the first five years. 

6. Health inequalities
The areas above as well as many others are very sensitive to 
conditions of social disadvantage and poverty with higher prevalence 
rates of key health outcomes in poorer communities. For example, 
infant mortality may vary four fold within a single Borough with 
significant differences between electoral wards.30,31There is a strong 
relationship between the degree of social inequality and the effect 
that this relative value has on health outcomes. 

A useful framework to consider here is that of Children’s Rights 
and the UNICEF Charter which has been used very successfully 
in Wales. By considering health inequalities as a Rights issue we 
are encouraged to look at tackling these in the context of a social 

30  Choosing health. Born equal? A report on inequalities in infant mortality 
in London. A technical report. July 2007 DH http://www.lho.org.uk/
viewResource.aspx?id=12375

31  Implementation plan for reducing health inequalities in infant mortality: a  
 good practice guide Dec 2007 DH
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Prevention
Encourage the uptake of safety equipment such as safety gates, 
door locks, window locks, corner covers, use of safety glass in 
windows, and kettle flexes. Use of cycle helmets. 

d) Malnutrition and low levels of physical activity
Micronutrient deficiencies such as iron deficiency and vitamin 
D deficiency are still a lot commoner than the general public are 
aware and tend to be more common in children from socially 
disadvantaged and black and ethnic minority backgrounds. 

We are in the grips of an obesity epidemic where even the under five 
have increased levels of overweight and obesity. It is estimated that 
there are at least 20% of the preschool population are overweight 
and /or obese29

Health Promotion 
The skilling up parents and carers with cook and eat projects, 
and increasing the availability of food cooperatives at local 
level can help reverse the reliance on pre-prepared, processed 
foods or more costly corner shop pricing.
Promotion of breast feeding, dental health promotion schemes 
and “Bottle to cup” schemes (where bottles are exchanged 
for cups in children’s centres) have been very successful 
in reducing the dependence on bottle use and consequent 
dental caries.
Promoting exercise and joining forces with local leisure 
centres to encourage family participations in leisure activities.

29  Foresight report Tackling Obesities:Future Choices – Modelling
Future Trends in Obesity &Their Impact on Health
2nd Edition
Government Office for Science 2007 http://www.foresight.gov.uk/
Obesity/14.pdf
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Injuries especially falls, accidental poisoning, burns from 
scalds in under fives 

Health Promotion
Accidents/unintentional injury in the home is one of the major 
causes of avoidable morbidity and death to the under 5’s. 
Focused parent education and injury prevention messages 
given during routine visits to the home are important as are 
health education messages which focus on specific injuries 
and risks to the under five in particular. 
Community practitioners are able to see the risks in the 
home at first hand and a number of specific projects have 
demonstrated that health visitors are very able at hazard 
surveillance and in encouraging the use of home safety 
equipment.26,27 

Protection
The provision of safe play areas in children’s centers and 
local parks, injury risk assessment of children settings and 
adherence to health and safety legislation, particularly in 
kitchen areas and the use of plug socket covers.
Increased vigilance of car seat usage by the local population. 
A recent study, demonstrated a considerable reduction in 
seatbelt usage by children in the rear seats of cars, particularly 
in deprived areas28. Car seat loan schemes in some areas have 
led to increased use in at risk families. Schools are increasing 
their use of “park and walk” schemes. 

26  http://www.rospa.com/index.htm
27  Kendrick D, Mulvaney C, Watson M.Does targeting injury prevention 

towards families in disadvantaged areas reduce inequalities in safety 
practices? Health Educ Res. 2008 Jan 17

28 Raykundalia A Should we tailor car safety education according to 
actual observation?

 RCPCH ASM York April 2008
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Health Promotion 
education in schools and children’s canters, using a health 
literacy approach, about the seriousness of disease and the 
importance of infectious disease eradication, especially in 
the context of adverse and usually erroneous publicity about 
vaccine safety.
regular updates for Health visitors, GPs, pediatricians 
and practice nurses as they continue to be important 
and influential sources of authoritative information 
about immunizations.

Health protection 
Agree a clear immunizations policy and its translation in 
children’s centers and other settings to ensure a consistent and 
sustained approach locally. 
ensure that staff in children centers are knowledgeable about 
infectious disease and the incubation and isolation policy. 
Ensuring all staff are appropriately immunized.

Prevention
Employ outreach workers to supported families and encourage 
families with immunization. 
Include domiciliary immunization by health visitors a valued 
practice for over 25 years in some parts of the country24. 
Improve opportunistic immunization in accident and 
emergency and also in ward and hospital settings25 which has 
been shown to be beneficial. 
Improve effective hand washing in both children and staff will 
minimise of cross infection in early years setting.

24 Jefferson N, Sleight G, Macfarlane A. Immunizations of children by 
a nurse without a doctor present. Br Med J (Clin Res Ed). 1987 Feb 
14;294(6569):423-4.

25  Vaccination services: reducing inequalities in uptake March 2005 DH
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provision of mobile libraries and reduction of excessive 
TV viewing.19

Prevention
establish effective methods of early identification: promising 
work from Canada, USA, Australia and the UK, using the Parental 
Evaluation of Developmental Status (PEDS) has demonstrated the 
value of raising carer awareness about child development and using 
this to enhance diagnostic assessment.20

ensure good nutrition, especially iron intake, reducing excess milk 
intake, reducing the use of bottles and teats after first year of life 
and promote breast feeding,

early identification of high risk infants who were premature, in 
special care21 or requiring prolonged respiratory support

identify those with hearing loss due to glue ear or in need of hearing 
aids optimise visual acuity by early identification of impairment. 

c) Suboptimal uptake of immunizations
Currently the child population has a less than optimal uptake of 
immunization. To increase the herd immunity of the population 
and avoid disease outbreaks, we need to reach an uptake of at 
least 90% 22, 23

19  Children, Adolescents and Advertising PEDIATRICS Vol. 118 No. 6 
December 2006, pp. 2563-2569

20  Glascoe FP Parents’ evaluation of developmental status: how well do 
parents’ concerns identify children with behavioral and emotional problems?
Clin Pediatr (Phila). 2003 Mar;42(2):133-8. 

21  Health for All Children ibid.
22 Pearce A, Law C, Elliman D, Cole TJ, Bedford H; Millennium Cohort 

Study Child Health Group. Factors associated with uptake of measles, 
mumps, and rubella vaccine (MMR) and use of single antigen vaccines in a 
contemporary UK cohort: prospective cohort study.

 BMJ. 2008 Apr 5;336(7647):754-7. Epub 2008 Feb 28. 
23  http://www.immunisation.nhs.uk/
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Prevention
early identification and management of antenatal and 
postnatal depression and other mental health disorders during 
pregnancy; 
early identification and treatment of common issues such 
as sleep, eating and toileting difficulties and oppositional 
behavior; 
attention to antenatal, infant and childhood nutrition 
and micronutrients.

b) Developmental delays and disorders: impaired 
speech and language development, learning impairments
These affect approximately 20% of the child population. Most 
impairments are delays in normal developmental trajectories which 
may be linked with poor nurturing and result in suboptimal brain 
development. In other cases there are more obvious insults to the 
developing brain such as infection, poor nutrition or injury.17

Health promotion 
Early Talk programmes in early years settings - there is 
good evidence that speech and language development can be 
enhanced by these programs.
introduce other programs such as the Reach out and Read, 
Bookstart, baby massage18 and play activities, for which there 
is some evidence of effectiveness
Health Protection 
supporting the groups at highest risk – e.g. teenage parents 
and parents with learning difficulties. 

17  Health for All Children D.M.B. Hall, David Elliman 2006 OUP
18  Glover V et al Benefits of infant massage for mothers with 

postnatal depression.
Semin Neonatol. 2002 Dec;7(6):495-500.
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Health Promotion 
Antenatal:- There is evidence of effectiveness with antenatal 
parenting preparation using promotional interviewing techniques 
with high risk women

Postnatal:- debriefing of birth, skin to skin bonding, use of Brazleton 
Neonatal behavioral Scale, use of soft infant carriers and infant 
massage, parenting programs using media and brief therapist 
intervention and one to one intervention for parents with learning 
difficulties have all been shown to be effective. Early years settings 
based interventions designed for disadvantaged mothers have shown 
increased mother infant interaction, improvements in the home 
environment, child cognitive function and maternal knowledge 
and attitudes about childrearing.

The Family Nurse Partnership program is being extensively piloted 
in England as an example of an enhanced health visitor program 
for especially vulnerable families.15

Health Protection
improving parental social circumstances, 
early identification for the prevention of domestic violence, 
parental mental health disorders and substance abuse, 
supportive peer relationships 
development of parenting promotion competencies in child 
care professionals. 
use of the Common Assessment Framework CAF 16to 
aid early identification of vulnerable cases where a joint 
interagency case management approach is likely to benefit.

15  http://www.everychildmatters.gov.uk/parents/healthledsupport/
16  http://www.everychildmatters.gov.uk/deliveringservices/caf/
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5. What are the priorities for children’s health 
in the early years and what can be done?
Priorities are constantly changing and will not necessarily be given 
the same weighting in different settings. Below are listed a number 
of widely agreed priorities and a brief overview of how they might 
be tackled using the previously discussed framework of health 
promotion, health protection and prevention of illness 

Child mental health issues
Developmental disorders
Injury and the physical environment
Immunisation
Malnutrition and low levels of physical activity

a) Child mental health issues ; emotional and behavioral disturbance, 
conduct disorder, oppositional defiance, hyperactivity, attachment 
disorder and moral development.

It is estimated that one in 10 children have a mental health disorder 
and that the rates are increasing over time with a disproportionately 
high rates in the most disadvantaged communities. In a UNICEF 
report on the wellbeing of children, the UK was rated as one of the 
worst countries. A number of children with significant difficulties 
go on to be truants and young offenders and enter the criminal 
justice system at a great cost to the community and State as a 
whole. Recent neurophysiological research (brain chemicals) has 
shown that patterns of these conditions can be established at a 
very young age and that early identification and treatment can be 
very effective.13,14 

13  The Science of Parenting by Margot Sunderland Dorland Kingersley 2008
14  From Neurons to Neighbourhoods ibid 
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All children

Vulnerable 
children

Children with 
additional needs

Universal services Targeted 
services

Specialist 
services  

4. A child public health approach 
Child public health is defined as the “the science and art of preventing 
disease, protecting and promoting the health of the population of 
children and young people through the organized efforts of society”.12 
Thus, health promotion, health protection and prevention of 
disease and ill-health are the key activities which will help us to 
move children from the higher layers of the pyramid of poor health 
and wellbeing to the healthier levels below. This approach by its 
very nature relies on the development of relationships between 
“practitioners” who can work in synergy to enhance the effectiveness 
of these activities. Early years settings are opportune “spaces” for 
those practitioners to come together so they can learn about and 
from each other. The opportunity is created to use their collective 
skills to support a shared vision of optimizing child health and 
wellbeing informed by a holistic child public health framework.

12  Child Public Health
Blair M, Crowther R Waterston T, Stewart Brown S, Oxford University Press, 

2003



36

more resilient against these threats. The diagram below represents 
a child and parents/carers in the center of a circle. The integrity of 
this unit is constantly under threat for its survival and development. 
Over millions of years we have evolved ways of improving our 
resilience to any threat to that integrity. Services are put into place 
to help support the main carers of the child and to optimize that 
child’s health and wellbeing now and in the future. These opposing 
forces meet at the boundary circle which surrounds the family. If 
the protective forces are equal or greater to those which threaten 
the integrity of the unit then the child and family can develop 
healthily.8 9

Breadth of Determinants
Another useful framework to consider is the “pyramid approach of 
need”. This is used in many circumstances such as the child health 
promotion program, child mental health services, tiered levels of 
service, speech and language therapy, social services and education, 
e.g. action plus, statement of special educational needs etc. This is a 
useful framework for considering the levels of care and support that 
a particular family may need. There is no doubt that current health 
services and social services are primarily focused on the top of the 
pyramid which requires the most intense and skilled interventions. 
However, if the universal services are strong and supportive, then 
the individual child and family are protected from rising too high 
or staying too long at these higher tiers. Most services need to have 
a balanced combination of universal and targeted services.10, 11

8 Child health indicators for Europe: a priority for a caring society. 
Rigby M, Kohler L, Blair M, Mechtler R
Eur J Public Health. 2003 Sep;13(3 Suppl):38-46

9 Association of Public Health Observatories Report on child health in the 
English Regions http://www.apho.org.uk/resource/item.aspx?RID=39371

10  Starfield B, Hyde J, Gérvas J, Heath I.
The concept of prevention: a good idea gone astray?
J Epidemiol Community Health. 2008 Jul;62(7):580-3.

11  Rose G Strategies for Prevention 1994, OUP 
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c) Neurobiological window of opportunity
There is a growing body of evidence showing that pregnancy and 
the first three years of life are critical in terms of later public health 
outcomes and emotional health.5 The brain is a rapidly developing 
organ, which can be literally “shaped” considerably by the physical 
and emotional environment. These biochemical changes lead to new 
neurological branches (synapses) and connections and these in turn 
can set the child’s emotional “thermometer” for the future as well 
as effect the hormone systems in the body throughout childhood 
and into adult life. Research following groups of children over 
many years (longitudinal cohort studies) have demonstrated these 
interactions very clearly and it has become evident that we need 
to intervene at an early stage if we are to optimize health. 5 Early 
years settings provide an ideal opportunity to improve health and 
give an opportunity to monitor progress over time. There is the 
scope to detect deviations from the expected pathway. This is much 
more likely with a highly motivated and appropriately qualified 
workforce. The National Child Health Program (The Healthy 
Child Program6), National Service Framework and the Children 
and Young Persons Health Outcomes Framework7 are key policies 
that provide essential levers for change. 

3 A holistic Bio-psycho-social framework
Children’s health and development should be considered within 
a holistic framework, which includes economic, social and 
psychological determinants of health and well-being. This includes 
threats to that status through malnutrition, infection, and other 
illnesses. But there are just as real threats from economic and 
societal forces e.g. recession or increased levels of violence. There 
is immense scope for supporting children and families to become 

5 Shonkoff, J. & Phillips, D. (2000). From Neurons to Neighborhoods: The 
Science of Early Childhood - New York: National Academies Press.

6 Healthy Child Programme DH 2009 ;https://www.gov.uk/government/
publications/healthy-child-programme-pregnancy-and-the-first-5-years-of-life

7 Children and Young Persons Health Outcomes Framework 
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Education is one of the most important predictors of health. A recent 
study in the USA, demonstrated that if everyone had a comparable 
standard of education i.e. all had mean levels, 1,369,335 lives could 
be saved. This compares with 178,193 lives saved by medical 
advances over the same time period. (1996-2002). Those working 
with young children can be highly instrumental in supporting parents 
to break cycles of disadvantage, which might have occurred for 
many generations before.4 

b) Childrens Rights 
Investment in early years is not a means to an end (in this case an 
economically productive member of society) in itself. It is essential 
for us to value children at all stages of their development. Indeed 
this is enshrined in the UNICEF Rights of the Child. Several articles 
are relevant in this context but especially Article 24 which lays 
down the imperative to strive for the highest achievable levels of 
health for all children. Article 17 Children have the right to reliable 
information from the mass media. Television, radio, and newspapers 
should provide information that children can understand, and should 
not promote materials that could harm children.

Article 18 Both parents share responsibility for bringing up their 
children, and should always consider what is best for each child. 
Governments should help parents by providing services to support 
them, especially if both parents work. Article 23 Children who 
have any kind of disability should have special care and support, 
so that they can lead full and independent lives. It follows that this 
requires early identification, referral and treatment. Article 31 All 
children have a right to relax and play, and to join in a wide range 
of activities. Article 36 Children should be protected from any 
activities that could harm their development.

4 The Health of the Children: A Review of Research on the Place of Health in 
Cycles of Disadvantage

 M Blaxter, Great Britain- 1981 - Heinemann Educational
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The table below indicates national spending on children in England 
in the health, social and justice systems compared3 

Spend £ per child
Universal health services 43
Targeted 38
Hospital 112
Social Services 5000
Criminal justice 301,860

The total spend on criminal justice services for children is £246m)

£1.26 billion is spent on primary care (mainly GP services) in 
England for 0-15 year old children.

The graph below represents the economic benefits of early years intervention.

Mismatch between Investment and Opportunity

3  Modelling the Future – A consultation paper on the future of child health 
services Royal College of Paediatrics and Child Health, September 2007.
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this came a realization that those sitting or standing in front of the 
teacher or sergeant were in no fit state to be taught or to be molded 
into a fighting force.1 The current issues affecting children have 
been brought to our attention yet again “seeing” and listening more 
closely to what is troubling them through surveys (e.g. TellUS or 
WHO HBSC) and enquiries (e.g. Good Childhood Enquiry) 

It has been long known that healthy children make healthy learners 
and subsequently healthy (and economically productive) adults and 
parents. However children’s health is good relative to adults, so 
the vast majority of NHS funding (96%) is spent on the adult and 
elderly population. Comparatively inadequate amounts are allocated 
to promote and sustain health in children and young people.

It is sometimes difficult to fight the corner for a group who do 
not by virtue of their age, have a vote or political voice in the 
development of the health services which would be most beneficial 
for them. Thus it is important for organisations and individuals 
(such as the Children’s Ombudsmen) who work with children, to 
speak out and highlight the issues of importance for both this and 
future generations.

The next section of this paper goes on to describe why we should 
focus especially on children in their early years.

2. Why focus on early years? 
a) Cost Benefit
It is estimated that one dollar spent on the early years repays seven 
dollars eight years later.2 In other words, there are big returns, with 
early investment. The key questions are: how much is spent of 
children’s services and what do we spend it on?

1  Foucault, M. (1973). The Birth of the clinic: An Archeology of Medical 
Perception. (A. M. Sheridan-Smith trans). London: Tavistock, 1970.

2  Heckman,J. J. & Masterov, D. V. (2004). The Productivity Argument 
for investing in Young Children. Invest in Kids Working Group, working 
Paper No. 5, September, 2004. Washington, DC: Committee on Economic 
Development. http://www.ced.org/docs/report/report_ivk_heckman_2004.pdf.
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Optimizing Health in the Early 
Years
Prof. Mitch Blair
Successive policies nationally and internationally around early years 
development and health are creating an imperative for different 
sectors to work closely together. Colleagues in health, education 
and social care as well as the voluntary sector need to grasp this 
opportunity to enhance and optimize children’s health in these 
settings. This paper describes the changing context and nature of 
child health in the UK, the rationale for focusing on investment 
in the early years (0-8 years), a holistic framework to describe the 
determinants of child health and wellbeing, and how a child public 
health orientation and way of working can support the achievement 
of these goals. Its aim is to stimulate discussion and debate in early 
years settings with a view to strengthening the focus on children’s 
health issues.

1. Background and Context
There have been substantial reductions in child mortality in the 
UK over the last 150 years. An average 5 year old child in 1858 
would have had a 40% chance of surviving until adult age. 6 out 
of 10 infants born at this time didn’t survive their first year of life 
and often died of severe infections and malnutrition. Now 99.5% 
survive their first year of life and the vast majority of young children 
reach adulthood. As survival has increased, there has been a relative 
increase in focus on ameliorating children’s morbidity (illness). Many 
physical illnesses have been prevented through improved nutrition, 
sanitation, immunization and education; many are curable because 
of the considerable advances in health technology. Quality-of-life, 
emotional well-being and lifestyle issues have generally become 
the predominant issues when considering children’s health. 

In the 18th and 19th centuries, children and army recruits became 
increasingly visible by being brought together within a specific 
physical (schools) or organizational space (armed forces) and with 
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that we invest efficiently and effectively. Collective impact provides 
the conceptual underpinnings for increasing outrsocial return on 
our investments, but it is a sound civic infrastructure that turns 
concept into reality.

Conclusion
To be successful in this work, it takes a, “we are all in this together” 
mentality – a “we have you your back” culture. That, plus the 
right people at the table, committed to the most important shared 
outcomes, and a deep desire to ensure every child is getting what 
they need – and that what they are getting is working. It takes a 
child-centered, outcome-based focus – and a real commitment to 
use data to get better at serving children – especially in the area 
of early learning.
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Secondly, in order to ensure decisions are evidence-based, we must 
adopt a limited and manageable number of student outcomes that 
are reported transparently and regularly. To that end, comprehensive 
data-management systems must be in place to monitor population-
level trends and track how individual students benefit from an array 
of support services.

The third pillar, collaborative action, which has been discussed 
extensively to this point, requires what some would call a “perfect 
storm.” However, of all the key pieces that must be in place to achieve 
successful collaborative action, the most important is arguably the 
utilization of a continuous improvement process focused on using 
data to get better over time.

Lastly, none of this is possible without core staffing to shepherd the 
work forward and actively engaged funders dedicated to leveraging 
and scaling what works.

Today’s economy is one in which resource limitations become 
more pronounced year after year. It is a trend that shows no signs 
of changing in the foreseeable future, and therefore it is imperative 
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83.0% of Cincinnati children with preschool score in the 
top 2 tertiles (or bands) of the Ohio Kindergarten Readiness 
Assessment in Literacy (KRA-L).
85.8% of all children who test as en Readiness Assessment 
in Literacy (KRA-L).(KRA-L).o United Way of Greater 
Cincinrd grade, compared to only 58.6% of children who 
were not ready for school;
And, among mothers who receive best practice home visiting 
in Cincinnati: 

There is a significantly lower infant mortality rate 
(4.9/1,000 live births) versus the general population in 
the City of Cincinnati (15.1/1,000 live births);
90% of babies are born at a healthy birth weight; and
97-98% of children are on track developmentally from 
birth to age 3.

Every community has a set of best practices. This data is how we got 
to ours. Iidentifying and scaling them requires the civic infrastructure 
that is foundational to our approach for collective impact.

Getting Started: How to Build Civic Infrastructure
There is no prescription or one size fits all approach for building 
civic infrastructure. The StriveTogether Framework was developed 
with that key learning as the foundation. One community cannot 
replicate what another community did because their local assets 
are not the same. Using the StriveTogether Framework as a guide, 
communities are able to intentionally walk through a rigorous 
process to build on existing strengths and assets to fill in gaps.

The Framework consists of four pillars including; shared community 
vision, evidence-based decision making, collaborative action, and 
investment and sustainability.

The first, shared vision, requires consistent engagement of top-level 
executives across at least five sectors- education, business, civic, 
non-profit, and philanthropic around a common end goal. No more 
pointing fingers at one another. Now it is time to work together.
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Outside the home environment, it is critically important that children 
are enrolled in quality rated early childhood education programs. 4C 
for Children is the region’s leading resource for promoting quality 
early childhood care and education. 4C helps parents locate quality 
early care and education by providing free consumer education 
and referrals using a comprehensive listing of licensed centers and 
preschool programs, family childcare homes, Head Start programs, 
and school-age childcare options. It also creates professional learning 
communities for early childhood education teachers and childcare 
directors to share best practices and move rated childcare centers up 
in quality from one star rating to three or four. These efforts have 
yielded a 148% increase (245% increase in Southwest Ohio and 
100% increase in Northern Kentucky) in the number of star quality 
rated early childhood care and education programs in our region.

4C for Children is also part of a larger organization, The Consortium 
for Resilient Young Children (CRYC), which is a collaborative of 
mental health and early childhood agencies that promotes the social 
and emotional development and well-being of young children, 
strengthens the capacity of all adults who care for them, and advocates 
for coordinated, aligned systems. Members Agencies of CRYC 
share knowledge, expertise and learnings with one another to create 
high quality services for children, families and professionals. A 
core philosophy all members share is the motivation to develop 
innovative services based in data-driven and reflective practices. 

Over the last ten years, the work of Success By 6 ® and its partners 
has produced extensive local data that show these strategies are 
making an impact. Highlights of that data include:

Kindergarten readiness rates in Cincinnati Public Schools 
were at 57.2% in 2012, an increase of 13 points, or about 
30%, since 2006;
67.2% of children who attended preschool tested as ready for 
kindergarten, according to United Way of Greater Cincinnati 
since 2006;reflective practices. owledge, expertise and 
learnings with one 
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in high quality preschool could significantly boost the U.S. gross 
domestic product over the next 20 years. 

Leading Locally: The Greater Cincinnati 
Partnership for Early Education
SB6 has been the flagship initiative locally for raising awareness 
of the importance of kindergarten readiness, and aligning the work 
of providers and other key stakeholders in our region around what 
works. Programs that fall under their umbrella support two key 
evidence-based strategies: 1) best practice home visitation and  
2) access to quality early care and education. These are supported 
by strategies to improve public education and engagement and use 
data to assess kindergarten readiness. 

Three SB6 partners conduct home visitations to reach children of 
low-income, at-risk parents beginning as early as pregnancy or 
the first few months of life. Every Child Succeeds (ECS) reaches 
children (age 0-3) of single, low-income, first time mothers who 
are just learning the parental role. It targets five key indicators in 
child development related to school readiness: 1) Healthy birth 
weight and gestational age; 2) Emerging literacy and the creation 
of a language-rich environment; 3) Social/emotional development;  
4) Advocacy by parents, including but not limited to, transition from 
ECS to a good preschool experience; and 5) Maternal education. 

Recently, ECS expanded its efforts by creating a new program, 
ECS Transition, which will help ensure supported families access 
quality childcare. This effort dovetails with the high-quality work 
being led by other home visitation organizations in the region.

Home Instruction for Parents of Preschool Youngsters (HIPPY) 
teaches parents to mingle learning and play through developmentally 
appropriate, structured curriculum for children age 3-5. It is an 
international best practice home visitation model provided by 
the Brighton Center in Northern Kentucky. Similarly, Supporting 
Partnerships to Assure Ready Kids (SPARK) works with families 
and schools to support school readiness and the successful transition 
of children into the education system. 
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with access to quality early childhood education score higher on 
achievement tests, are less likely to need special education, are less 
likely to repeat a grade, are more likely to graduate from high school 
on time. More significantly, these children demonstrate significant 
long-term, social and emotional benefits. While non-cognitive 
traits like persistence, self-control, emotional regulation, decreased 
behavioral problems, and increased executive functioning are not 
measurable via grades or achievement test scores, children who 
develop these skills during early childhood demonstrate long-term 
life, career, and relational success into adulthood.

Families with children enrolled in high quality preschool experience 
lower rates of child abuse, neglect, crime, and drug or alcohol 
abuse. Preschool parents are not only more likely to be employed 
(especially significant for single mothers), but also occupy higher-
paying jobs with better benefits. Parents of preschoolers are also 
more likely to be involved in their children’s learning. By reading 
to their children more, attending more community cultural events, 
and spending more overall quality time with their kids, these parents 
increase their children’s chances of succeeding academically and 
socially throughout their lives.

High quality preschool yields a very high economic return, both 
for individual preschoolers and society at large. Children enrolled 
in high quality preschool are less likely to need more expensive 
interventions later, have higher rates of employment, earn higher 
wages, and are more likely have savings accounts and own their 
own homes and cars. 

These benefits translate as measurable savings to society. As a 
social investment, expanding access to high quality preschool 
reduces government on welfare and social programs, decreases 
the high costs of criminality, and increases government revenue 
(primarily from tax associated with income). Positive outcomes for 
individual children translate into a more robust, skilled workforce 
with increased earning capacity: economists estimate that investing 
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The two graphs below illustrate these points.

Source: Starting Early, Starting Now'
Education Commission of the States, 2001
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There are few public investments that yield the same social and 
economic benefits as universal access to high quality preschool. 
High quality preschool benefits children, families, and society 
at large by improving children’s overall life outcomes, creating 
a robust workforce, decreasing public spending on social 
programs, and significantly reducing rates of crime, drug use, 
and welfare dependence.

Children enrolled in high quality preschool reap major benefits 
in the form of both cognitive and non-cognitive skills. Children 
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action standpoint, is top-down buy-in. Every individual within an 
organization or working group has to implement these improvement 
skills into their everyday work – especially leadership.

Each year Cincinnati Children’s is consistently ranked among the 
top three children’s hospitals in the country. CCHMC firmly believes 
that is a result not of a mission to be the best, but of a mission to 
be the best at getting better.

Early Childhood Education
We believe that education is the moral and economic imperative 
of our time. Within our community, there is growing recognition 
that sustainable economic development will rest on improving 
educational outcomes, cradle to career, and that we must start with 
getting every child off to a great start and ultimately prepared to 
be successful when they begin kindergarten.

We cannot continue to ignore the glaring factual support that public 
education spending in the United States is upside-down, backwards 
and living in the past. We have to transform our education system 
to one that follows brain development.

Led by the United Way of Greater Cincinnati (UWGC), we are 
investing in best practice home visitation and greater access to 
quality childcare and preschool. Joining forces with others, including 
UWGC and SB6, we are pursuing a bold plan to ensure access to 
quality preschool for every 3 and 4 year old in our city. This effort, 
or the Preschool Promise, is grounded in what we know to be true 
about brain development vs. public spending – and the strong public 
benefits associated with these early investments. 
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These quality benchmarks are critical for ensuring a community 
transforms how they serve children. Most importantly, communities 
achieve population-level impact when the student indicators that 
were set by the partnership consistently trend in the right direction. 
As more communities successfully meet these quality benchmarks, 
we will collectively progress toward achieving the ultimate goal 
of supporting every child, every step of the way, cradle to career. 

The StriveTogether Cradle to Career Network is guided by this 
Theory of Action. Members of the Network are communities that 
a) commit to work toward achieving these quality benchmarks, 
and b) actively participate in a community of learning and practice 
with their peers in which knowledge is shared and created. Together 
members of this Network will build shared value to advance the 
field of cradle to career collective impact. 

At the heart of this approach is a deep commitment to not just 
data-driven decision-making, but continuous improvement. This 
cannot be overlooked.

The Importance of Continuous Improvement
In the Cincinnati region, we are incredibly fortunate to have to 
one of the nation’s foremost leaders in continuous improvement 
working with us to build our local capacity for improvement in 
our education system. More than 10 years ago, The Cincinnati 
Children’s Hospital Medical Center (CCHMC) began the journey 
to improve its care delivery system. Through that process, the 
hospital realized it needed to build improvement capability for 
changing systems of care.

The CCHMC improvement model was developed following a few 
key principals, which StrivePartnership has adopted. First, building 
improvement capability must go beyond acquisition of knowledge 
and skills to action-oriented improvement that achieves critical results 
and accelerates transformation. Second, there must be a focus on 
engaging and developing faculty or coaches as improvement leaders 
who can partner with front-line staff through rigorous methods of 
quality improvement research. Most importantly, from a collaborative 
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Without an understanding that collaborative action and collective 
impact must focus on the student, not the school, communities will 
find themselves in a futile bureaucratic stalemate. 

When tackling the area of early learning and development, we 
believe this approach will yield the greatest, most sustainable results. 
The StriveTogether Theory of Action helps to walk communities 
through this approach, and in a way that works best for them.

StriveTogether Theory of Action
More than 80 communities across the country have begun to build 
the cradle to career civic infrastructure needed to achieve sustained 
collective impact. StriveTogether has supported the development 
of this infrastructure in over 30 of these communities. Based on 
what they have learned from this first-hand experience, three things 
have become clear. First, there is a basic sequence for how the work 
unfolds. Second, work must be adaptive and take into account the 
local context of a community. And third, the rigorous nature of 
this approach requires the establishment of quality benchmarks in 
order to achieve sustained impact. 

Based on this knowledge, StriveTogether has established a continuum 
of quality benchmarks called the Theory of Action for building and 
sustaining civic infrastructure. Across the continuum, there are four 
fundamental “Gateways” that signal a partnership’s progression 
toward becoming a Proof Point. By crossing through each Gateway, 
there is a greater likelihood for sustained impact and improvement 
over time. Some of the quality benchmarks most critical for success 
within each Gateway include:
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The most common question is around whether collective impact 
is somehow superior or even counter to collaboration. To this, 
Edmondson would respond with a resounding, “No!” There is a 
time and place for both. In fact, we could even consider that there 
needs to be something along the lines of an “Impact Continuum” 
that runs from Isolated Impact – our traditional method of operating 
in silos – to collaboration and on to collective impact.

There really is a time and place for each point on the continuum. It 
could be that an organization needs to act individually on a specific 
pressing issue for the betterment of the community as a whole or 
a specific population. Similarly, there is a time for communities 
to use collaboration to rally the around a common cause and/or to 
promote the exchange of information broadly to inform practice on 
the ground. In other circumstances a more purposeful and deliberate 
approach to achieve sustained improvements through collective 
impact is in order. In the end, one is not better than the other, and all 
three are likely happening at the same time in any given community.

The last point to be added is that no amount of collaboration or 
collective impact is going to result in systemic change without 
the fundamental understanding that the education system and its 
supports must be student-centric.
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The first important distinction for Edmondson is that in collaboration, 
we have historically come together to implement a new program or 
initiative. This is most often the case when we wanted to apply for 
or have been awarded a grant. When it comes to collective impact, 
community leaders and practitioners come together around their 
desire to improve outcomes consistently over time. The outcome 
serves as the “true north” and the partners can uncover the right 
practices to move the outcome over time.

This brings us to the second difference: using data to improve, not 
just prove. In collaboration, data is often used to pick a winner or 
prove something works. In collective impact, data is used for the 
purpose of continuous improvement. We certainly want to find 
what works, but Edmondson would argue that partners must be 
focused on using the data to spread the practices across programs 
and systems not simply scale an individual program.

Third, collaboration is often one more thing you do on top of 
everything else. People meet in coffee shops or church basements 
to figure out how to do a specific task together. For Edmondson, 
collective impact must become part of what you do every day – and 
it is truly about using data on a daily basis – in an organization and 
across community partners – to integrate practices that get results 
into your everyday contribution to the field.

And fourth, collaboration is often about falling in love with an 
idea. Somebody may have visited a program somewhere and seen 
something they liked so they advocated to bring it to town. The 
core assumption in their efforts is that success elsewhere will 
be consistent with success right here. The Edmondson approach 
to collective impact, which we have adopted in the Cincinnati 
region – as have communities across the StriveTogether network, 
is about advocating for those practices you know get results in 
your own backyard.

The voice of community partners is leveraged to protect and spread 
the best of what exists right here and now instead of what one hopes 
could get results down the line.
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neuroscientists, and policymakers demonstrate that high-quality 
early childhood education, including best practice home visitation, 
good prenatal care, quality infant and toddler childcare and quality 
preschool education help children get prepared for school. In fact, 
these quality early childhood interventions produce a greater return 
on investment than education interventions at any other time in a 
person’s life.

Quality early childhood education is a strategic investment that 
benefits children, families, schools, and society at large by improving 
children’s academic and life outcomes, creating a more robust and 
skilled local workforce, and decreasing public spending on special 
education, grade retention, and criminal justice costs. Research has 
also proven that quality early childhood education helps children 
develop critical non-cognitive skills that lead to long-term life, 
career, and relational success, such as persistence, self-control, 
emotional regulation, fewer behavioral problems, and increased 
executive functioning.

How we approach this work is equally as important as the fact that 
we have prioritized it. 

Collaborative Action vs. Collective Impact 
StrivePartnership and StriveTogether have spent a lot of thought 
and effort distinguishing between collaborative action and collective 
impact. Jeff Edmonson, Managing Director of StriveTogether, 
provided a thorough explanation of the differences between the 
two in a recent blog post focused on the subject. In his discussion, 
Edmonson dissects the variations between collaborative action 
and collaboration and brings it down to a level that goes beyond 
philosophy, to an actionable level.

Collective ImpactCollaboratin
Work Together to Move OutcomesConvene around Programs/Intiatives

Use Data to ImpproveUse Data to Prove

Is What You DoAddition to What You Do

Advocate for What WorksAdvocate for Ideas

←
←
←
←
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improve outcomes for children and students, cradle to career, by 
taking on a very unique and data-informed approach to changing 
systems, practices, and behaviors. Without taking this on, we would 
argue that communities will continue to see similar results - even 
if new money or new programming might help improve outcomes 
marginally and temporarily.

While we have a long way to go, 89 percent of StrivePartnership’s 
shared measures are trending in the right direction. That’s up from 
81 percent the previous year, and 68 percent four years ago. Progress 
is being made, but the partnership will continue its collective efforts 
until every child is succeeding, every step of the way, cradle to career.

To have transformative and sustainable impact on outcomes such as 
school readiness, reading and math scores, and college graduation 
rates, leaders must come together, across sectors, to rally around 
a set of shared and measurable goals - and then be willing to use 
good data to change the systems in which they operate.That includes 
revisiting and altering the practices that are not working, and the 
behaviors that have maintained the broken systems which have led 
to mediocre results and failures holding children and students back.

In 2014, StrivePartnership is building on the ongoing and successful 
efforts of United Way of Greater Cincinnati’s Success By 6® 
(SB6) initiative and further prioritizing the alignment of efforts and 
resources toward early education and the foundational development 
we know our kids need to succeed in school and in life. We’re going 
“all in” on expanding best practices that support children during the 
first 1,000 days of their lives – as well as dramatically expanding 
access to two years of quality preschool. In fact, our partnership 
has launched a new venture fund focused on these goals, and hopes 
make Cincinnati the first city in the county to offer universal quality 
preschool for all 3 and 4 year olds – irrespective of income.

The data supporting a reallocation of public spending toward early 
education is unambiguous. Ninety percent of a child’s brain develops 
before the age of 5, yet 90% of public spending occurs after the 
age of 6. Decades of research from economists, including Nobel 
Laureate Economist James Heckman, early childhood educators, 
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Professional Discourse
Collective Impact and Early Education

Greg Landsman, Melissa McCoy, Leigh Tami
Dramatic improvements in the areas of education and workforce 
will require a new collective impact approach, one based on new 
leadership infrastructure, a commitment to data-driven decision-
making and the practice of continuous improvement. Additionally, 
aligning work and resources to evidenced-based best practices and 
shared goals and outcomes is central to this method of change. 
In no area is this more important than in early education, or the 
first few years of a child’s life – when the vast majority of brain 
development occurs. This paper takes on subject of collective impact 
and early education, and argues that a significant commitment to 
and investment in early education is critical – as is the collective 
impact approach communities must take to get this right and have 
the greatest level of impact.

Collective Impact and Early Education
In education today, at all levels, and in every corner of every country, 
we can all point to pockets of great successes, seemingly intractable 
mediocrity, and undeniable failures. It’s the mediocrity and failures 
that have most puzzled education policy-makers and other concerned 
leaders and engaged parents for decades, if not longer. While there 
is no single answer or silver bullet to tackle education mediocrity 
and failures, the approach of outcomes-focused, collective impact 
is helping many communities make progress where others continue 
to struggle.

We are pursuing this approach in the Cincinnati, Ohio region 
through StrivePartnership while helping other communities do 
similar work through StriveTogether. These two entities work 
together to support the collective efforts of cross-sector leaders to 
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clinical psychologist, shares with us her professional knowledge 
and experience of the implications of parent-child relationship 
on the development of the child.  She elaborates on the various 
emotional deficits growing from a lack of appropriate parent child 
attachment patterns. 

On a personal note, as a mother of four girls, preparing this issue 
evoked many questions regarding what we have learned so far about 
childrearing. How had I prepared myself for my parental role – a 
role that is a boundless one? What is unconditional love, what do 
my girls require for the promotion of the quality of their own lives, 
what did I give them in their childhood and what do I still need to 
give? And finally – do these and other questions encapsulate what 
it takes to teach our own children how to be parents – parents like 
us or perhaps of a different type.
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parenting on the one hand, and the need for heightened awareness 
and sensitivity of professionals on the other – not only as a response 
to maternal mental health needs but also as professional scrutiny 
of the maternal-infant bond. 

The issue’s second section, Field Journal, presents professionals’ 
own impressions. This section comprises three articles by female 
professionals, written from a personal and professional perspective 
on the topics of prenatal education, parenting as part of a healthy 
lifestyle, and the million dollar question – is love enough?

The first article presents the views of Professor Mary Rudolf, head 
of Public Health, the Faculty of Medicine in the Galilee, Bar-Ilan 
University, from an interview that she gave to Noa Ben-David, 
director of JDC-Ashalim’s Early Childhood Division. 

The second article presents the prevalent contemporary trend 
regarding innovative pedagogy in prenatal education. In this article, 
Meirav Schreiber surveys the importance of familiarization with 
the innovative trend of emphasizing embryonic prenatal life, and 
of personal preparation for parenthood, and of the connection 
between the two for optimal newborn development. By connecting 
theory with practice, the author affords readers a glimpse into her 
own personal experience as a participant in a facilitators training 
course in the sphere of “prenatal education.”

The third article invites us to understand the “timelessness” of writing 
and research in the area of child rearing in general, and particularly 
of the parent-child bond. As suggested by Rivka Aridan, head of the 
Infancy programs area in JDC-Ashalim’s Early Childhood Division, 
this topic is as relevant today as it was in 1985, the year the book 
was first published. Though Rivka could have chosen a new and 
innovative book, she saw fit to emphasize the importance of this 
preoccupation by choosing a book from the 1980s. Childrearing, 
parenting and the parent-child bond are weighty topics. They require 
preparation, understanding of the role’s complex character, love, 
practical skills, and more.

The forth article, written by Hanna Kaminer, focuses on the risks 
and opportunities in the parent-child relationship.  Kaminer, a 
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article examines the collective impact model within the context of 
the importance of systemic work during early childhood in general, 
and particularly during infancy.

The second article briefly discusses the importance and innovativeness 
of promoting mother and child health in North America. Dr. Vered 
Kaufman-Shriqui and Dr. Anat Pessate-Schubert provide a concise 
overview of innovative trends in the sphere of theory, policy and 
practice through two main prisms: developmental and systemic. 
The first touches on the focus on maternal health during the pre-
pregnancy stage, while the second stresses the need to transition 
from influence in one isolated area of action to collective impact. 
This obtains amidst a process of continuous learning and professional 
training, alongside leading and conducting systemic intervention 
programs in complex situations. This article strengthens the collective 
impact approach that is discussed extensively in the first article.

The third article, by Professor Mitch Blair of London, England, a 
pediatrician and expert on children’s health, takes readers one step 
further and focuses on the importance of the systemic perspective 
and the collaborative viewpoint concerning policymaking in 
general, and particularly in the area of early childhood health. 
Blair indicates the necessity to create a policy continuum and to 
take an inter-organizational and inter-ministerial systemic view. In 
his article, Prof. Blair reviews the changes that have occurred in the 
promotion of early childhood health in England. He emphasizes 
the importance of investing in prevention, and of a holistic and 
inclusive perspective in order to promote significant change in the 
quality of life of very young children.

The fourth article, by Dr. Keren and Professors Guedeney and 
Tiano, abandons the inclusive perspective and beckons readers to 
engage in a topic that is important in its own right – the transition 
to parenthood. Before elaborating on the challenges of the parental 
role in childrearing, the writers focus on the challenges inherent in 
the transition to this role. Moreover, the writers raise the issue of 
parental mental health and its correlation with the developmental 
situation of children, especially that of infants. The discussion of this 
topic exposes readers to the complex challenges of procreation and 
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a one-time focused intervention on behalf of the children alone does 
not suffice; rather there is a need to work with the parents already 
during the prenatal stages. Second, intervention is necessary in 
training and promoting the professional development of relevant 
professionals at this stage of the child’s life, in strengthening day 
care facilities and maintaining a high professional standard, and 
overall in the promotion of a variety of synchronized interventions 
to generate meaningful, long-term and profound change. The current 
issue will expand on this and other topics. 

The first part of this issue, Professional Discourse, brings knowledge 
from an array of experts in the area of work with young children 
in general and particularly with those from newborn to three years 
of age. This section of the issue responds to three main questions 
that combine theory and practice: How it is correct to promote 
significant change in the area of early childhood wellbeing (the 
case of the United States), and why? What needs to be done to 
promote significant change in the area of infant health (the case 
of the United Kingdom)? The importance of these questions is 
articulated by two additional articles: the challenges of parenting 
from the Israeli mental health perspective, and a short review of 
the importance of the integrative perspective for promoting mother 
and child wellbeing in the United States and Canada.

The issue opens with an article by Greg Landsman, executive director 
of The Strive Partnership in Cincinnati, Ohio, USA. This article 
reflects the most innovative approach in the promotion of social 
change in communities at risk throughout the world. He contends that 
a survey of the educational undertakings in communities worldwide 
reveals varying levels of success – exceptional professional success, 
pockets of mediocrity, and of course the reverberations of failure. 
Landsman asserts that for many decades mediocre results and the 
experience of failure were the main factors that troubled education 
policymakers, local leaders, parents, and other interested parties. 
He adds that while no magic pill exists that will eliminate mediocre 
results or educational failures, the collective impact model succeeds 
in promoting significant change among many communities and 
in garnering better outcomes, where others continue to fail. The 
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Introduction
Professional Discourse: Challenges 
in the Developmental and Practical 
Areas in the Social World

Dr. Anat Pessate-Schubert
Ashalim attaches great importance to promoting a professional 
discourse as part of the overall discussion of ways to develop 
avenues of learning among professionals who work with children, 
youth and young adults at risk, and their families. 

The present issue provides a platform for both up close and distance 
learning: up close learning, in the sense of listening to the professional 
statements of Israeli experts regarding the importance of addressing 
the infancy and prenatal stages; and distance learning, in the context 
of studying models and modes of action from all over the world 
for the advancement of optimized work with infants, their parents, 
and professionals. 

Much has been written about the importance of investing in early 
childhood – on the right to an optimal beginning in life and on 
the importance of investing in the early childhood years as key to 
facilitating extrication from the cycle of poverty and as the gate to 
opportunities for learning and proper development. In addition, an 
investment in early childhood brings social and economic benefits 
on the individual, social and family levels. 

In order to address the challenges of early intervention, work 
must take place on the systemic level. Building partnerships and 
an integrative and holistic perspective can serve as a platform for 
promoting change among very young children in complicated at-risk 
situations, and among their parents and the professionals who work 
with them. This rests on a number of underlying assumptions. First, 
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Foreword
Itzik Zehavy, Acting Director – JDC-Ashalim
As an organization that engages in the planning and development 
of services for children, youth and young adults at risk, JDC-
Ashalim understands the need to place the stage of infancy – birth 
to age three – on the public agenda. This issue of Et Hasadeh is 
devoted entirely to infancy, and brings practice and theory together. 
This issue presents a wealth of relevant topics, such as the need 
to plan interventions on the continuum between prevention and 
treatment, the importance of working with parents, the need to train 
professionals in early childhood frameworks, and the construction 
of an overall policy for working with very young children from 
birth to three years of age. 

Researchers, policymakers and educators have called to take a wide 
view of infancy, already from the early stage of pregnancy. Their 
call indicates the need for action with relation to issues such as 
early identification of risk situations, attention to a healthy lifestyle, 
and community affiliation. Thus, JDC-Ashalim attributes great 
significance to the study, accompaniment, and evaluation of programs 
being developed that are designed to identify needs within this age 
group and to propose innovative models, guidance and training for 
professionals from diverse cultural and geographic communities.

We are grateful to our partners – in government, local authorities, 
various universities, women’s organizations, professionals in the 
field – as well as to the professionals in the Early Childhood Division 
for the vision, the undertakings and the advancement of work in the 
sphere of infancy. Special thanks go to the staff of JDC-Ashalim’s 
Knowledge and Learning Center, for producing this special issue.
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Noa Ben-David
Director of the Early Childhood Division at JDC-Ashalim. As director 
of the Early Childhood Division, Noa and her team spearhead the 
development of key programs for social and educational settings 
in the ultra-Orthodox and Arab sectors, programs dealing with the 
issue of parents and parenting during early childhood, and programs 
promoting a community-based approach to system-wide work in 
early childhood.

Meirav Shreiber
A certified therapist in creative and expressive modes, Meirav holds 
a BA in cinema from Tel Aviv University and a certificate from Beit 
Berl College in art and movement therapy. She facilitates Family 
Constellations using the Bert Hellinger method. She is a counselor 
of parents in prenatal education, certified by ANPEP, the Italian 
Association for Psychology and Prenatal Education. 

Rivka Aridan
Head of Infancy, Immigrant and ultra-Orthodox programs within 
JDC-Ashalim’s Early Childhood Division. She develops innovative 
programs that are culturally-customized for immigrant populations 
and the ultra-Orthodox sector, and she develops systemic perspectives, 
services and programs for children from birth to 3 years of age.

Hanna Kaminer
A Senior Clinical and Developmental Psychologist. She is the director 
of the Psychological and Developmental Clinic in Haifa, which is 
an early childhood treatment center. Dr. Kaminer was the founder 
of the “Milman Center – for children with Pervasive Developmental 
Disorders” (Autism) in Haifa and is on the management team of the 
Milman Center. She also teaches in the Department of Psychology, 
Haifa University, Israel, in the field of dyadic treatment. 



7

Mitch Blair
Consultant, pediatrician and specialist in child public health working 
out of the Northwick Park Hospital in Harrow. His primary research 
interests are in preventive child health programs, child health 
indicators, and complementary medicine usage in children. With a 
background in medical education, epidemiology and health services 
research, Dr. Blair currently directs a multi-professional group 
developing e-learning for the UK’s Department of Health.

Miri Keren
Child and adolescent psychiatrist, director of the Infant Mental 
Health Unit at Geha Mental Health Center, lecturer at Tel Aviv 
University, and head of the Early Childhood Psychiatry Course. She 
founded the Israeli branch of the Infant Mental Health Association 
and assisted in establishing seven infant mental health units in 
Israel. Currently, she is president of the World Association for 
Infant Mental Health (WAIMH).

Antoine Guedeney, MD
Child psychiatrist, and psychoanalyst at the Hôpital Bichat Claude 
Bernard in Paris, and Professor of Child & Adolescent Psychiatry 
at University Denis Diderot in Paris. Dr. Guedeney is a member of 
the Société Psychanalytique de Paris (SPP) and of the International 
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