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Helping parents to cope with
infant regulatory disorders
Ian St James-Roberts1 and Clare Llewellyn2*
1Thomas Coram Research Unit, University College London, London, United Kingdom, 2Research
Department of Behavioural Science and Health, University College London, London, United Kingdom
The term Regulatory Disorders (RDs) refers to infants and young children who
cry a lot, have poorly organised sleep-waking, or whose feeding is impaired.
The characteristic they share is a failure to acquire autonomous self-control of
these key behaviours, which most children develop in the first postnatal year.
The concept of RDs is helpful in highlighting this question of how infant
self-regulation is, or isn’t, accomplished, in drawing these characteristics
together and distinguishing them from others, and in focusing research and
clinical attention on a common, but relatively neglected, set of concerns for
families. The main focus for research into RDs has been on the nature and
causes of the infant behaviours involved. Here, the aim is to highlight the part
played by parents, since that is central to the provision of clinical services for
RDs. Three points are made. (1) The contributions of parents include:
detection and monitoring of RDs; generating the resulting healthcare service
costs; maintaining their own wellbeing, since that is in their infant’s best
interest; delivering interventions to help infants and families, which are almost
always provided by parents. Parenting may be involved in maintaining RDs in
some cases. (2) Substantial differences exist between infant RD cases in the
behaviours involved, the age at which they present, the complexity and
severity of the RD, and in their persistence over time and age. Most cases
have one, rather than all three RDs, making them the most common type
seen by clinicians. Evidence is summarised that interventions tailored to fit the
RD involved can be effective in these cases. Multiple and sustained RDs are
much rarer, but associated with greater risk of long-term psychological and
behavioural impairments. They are a priority, but less is known about the
contributions of parenting and child factors to these cases. (3) The focus on
parents with infants requires joined-up paediatric and adult mental health
services. After summarising three main requirements for such services, an
example designed to fulfil these requirements is described to illustrate what a
service for supporting families with RDs might look like.
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Introduction

One of the most important tasks for young children is to develop control of their own

sleep, waking and feeding behaviours. This transition to infant autonomous regulation of

these crucial behaviours does not always go smoothly. The term Regulatory Disorders

refers to cases involving prolonged infant crying, poorly organised sleep-waking, or

impaired feeding. Surveys have found that more than a third of infants exhibit at least

one of these behaviours, making them common challenges for parents and families and

costly concerns for healthcare systems (1, 2). For brevity, we will refer to infant and

child Regulatory Disorders and their synonyms Regulatory Disturbances and Regulatory
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Problems as RDs. Together with this collection of articles, the

publication of three systematic reviews, the most recent including

meta-analysis of 30 studies, is evidence of the growing interest

in RDs (3–5).

Historically, the main focus for research into RDs has been on

the nature and causes of the infant behaviours involved. In

contrast, the aims in this article are to: (1) Highlight the

importance of parental contributions and the need for equal

attention to them; (2) Propose that the focus for primary

healthcare services should include supporting parents in gaining

coping skills; (3) Summarise the evidence that methods

developed by psychologists and psychiatrists to support parental

mental health, including cognitive behaviour therapy, provide

cost-effective techniques for this purpose.

Because our focus is on parents, it is worth saying at the outset

that we do not intend to imply that parents cause infant RDs. There

is ample evidence that all three RDs are associated with parental

factors, such as anxiety, depression, and parenting behaviours,

particularly in clinical samples (6–15). However, these are

observational studies, which leave the direction of causation

unclear. That is, these studies cannot establish whether the

parenting factor was the initial trigger for the infant RD, whether

the infant RD caused the parental problem, or whether a third

factor (such as genetic confounding) contributed to both parental

and infant elements. We cannot assume that all infants are

inherently good at regulating their crying, sleep, or feeding. Some

may be slower to mature or learn, or have a strong biological

basis to their behaviour, so that they need extra parenting

support compared to most infants. There is evidence, for

example, that some babies cry a lot in spite of highly sensitive

and responsive parenting (16, 17).

In principle, randomised controlled trials (RCTs), which

intervene to change parenting behaviours in one group, compared

to a control group, provide the strongest evidence about

causation. We will examine the available RCTs in more detail

below, but it is sufficient here to note that the findings are

complex and leave causal directions uncertain. Similarly, a recent

systematic review of the evidence was unable to conclude whether

inadequate parenting contributes to infant RDs (5). Behaviour

genetic studies, which provide a powerful tool for examining

causation, indicate too that RDs are complex problems with

multiple interacting causes (18–21). Lastly, there is evidence that

factors within young infants are often involved (22). However,

these factors are heterogeneous, that is, they vary greatly between

cases. Understanding that diversity is essential for interventions

designed to help infants and their families, particularly where

parents are responsible for delivering the interventions, as they

usually are. We will return to develop these points below.
Heterogeneity among infant and child
RDs

The term and concept of RDs is helpful in identifying

characteristics shared by some young children, distinguishing

them from other characteristics such as intellectual impairments,
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and focusing research and clinical attention on a common, but

relatively neglected, set of concerns for families. As noted above,

the three RD types share a focus on the acquisition of

autonomous self-control, that is, young children’s ability to

regulate their own crying, sleeping and feeding behaviours.

Although the notion of RDs is helpful, there are substantial

differences between individuals in the behaviours involved, the

age at which they present, the complexity and severity of the RD,

and in their persistence over time and age. Infant crying and

parental concern about unexplained or “excessive” crying peaks

at about 5–6 weeks of age, occurs most often in the afternoon

and evening, and reduces substantially by 12 weeks of age

(23–26). In contrast, infant sleep problems involve waking at

night in older infants (27, 28). Newborn infant sleeping periods

are short and vary little between day and night. By three months

of age, most infants begin to sleep for longer periods in the night

than day, and by six months about 70% of them have the long

night-time sleep periods typical of mature sleep-waking and

highly valued by parents (27). The approximately 30% of infants

who do not make this transition are said to have poorly

regulated sleep, or “sleeping problems” (27).

The development of infant feeding self-regulation is particularly

complex. From birth, infants need to coordinate sucking, breathing

and swallowing to establish effective feeding. Sucking is initially

automatic and reflexive, but becomes voluntary by four months of

age. Infants must learn to recognise, respond to, and express their

internal biological signals of hunger and satiety to caregivers to

regulate milk intake. At about six months complementary feeding

begins, during which infants acquire oral motor skills in biting,

chewing and swallowing a range of textures and flavours, as well

as the ability to self-feed. Disorders of feeding can occur if any of

these aspects of early feeding is impaired. Feeding problems often

emerge during key feeding transitions, such as moving from

breast- or bottle-feeding to cup-feeding, starting solid foods, or at

the initiation of self-feeding.

It is important to distinguish clinically relevant feeding

problems from developmentally typical behaviours that parents

nevertheless find troublesome. Refusal of new foods (neophobia)

affects many toddlers towards the end of the first year, but often

resolves with time. “Picky eating” is the rejection of both familiar

and unfamiliar foods, leading to inadequate variety or quantity of

foods consumed, which too is common among infants and

toddlers (29, 30).

In contrast, severe and prolonged feeding disturbances are

classified as either “avoidant/restrictive food intake disorder”

(ARFID) (29) or pediatric feeding disorder (PFD) (31). ARFID is

defined as persistent failure to meet appropriate nutritional and/

or energy (calorie) requirements, alongside any of: failure to

achieve expected weight gain or weight faltering; significant

nutritional deficiency; dependence on nutritional support (e.g.,

tube-feeding or nutritional supplements); or marked interference

with psychosocial functioning. Feeding disturbances can occur in

any of, or all of, three domains: feeding/eating too little (poor

appetite and low interest in feeding/food); eating a very restricted

number of foods (avoidance of foods based on sensory

sensitivity, such as texture or taste); or fear of feeding/eating due
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to conditioned aversion (often following unpleasant consequences

such as vomiting or abdominal pain). For ARFID to be

diagnosed the feeding disturbance cannot be caused solely by a

concurrent medical or developmental condition or must exceed

that which would be expected with the condition; lack of

available food and culturally sanctioned practice must also be

ruled out. PFD is broader than ARFID and includes feeding

disturbances directly caused by medical co-morbidities and

developmental delay, as well as those occurring in healthy infants

who are otherwise developing as expected. PFDs are defined as

the inability to consume sufficient food and liquids to meet

nutritional and hydration requirements (e.g., infant is growing

slower than expected or experiencing weight faltering), and

include feeding impairments linked to any of medical, nutritional,

skill-based or psychosocial dysfunction. Chronic (vs. acute) PFDs

persist for ≥ 3 months. Both ARFID and PDF are relatively new

definitions (first appearing in 2013 and 2019, respectively).

As well as differences in the developmental course of the three

RD types, most individuals have one or other, not all three. Their

prevalence varies according to the definition and methods used, but

parents typically report excessive crying in around 10%–20% of

1-3-month-old infants (26, 32), and sleep problems in about 30%

of 6-12-month-old infants (28, 33, 34). About 25% of parents

report a feeding difficulty of some kind in otherwise healthy

infants (1), and up to 50% of infants and toddlers are reported

to be “picky eaters” (30). In comparison, in a large cohort of

five-month-old German infants, 4.2% had both sleep and feeding

problems, 4.6% crying and sleeping problems, 3.9% crying and

feeding problems, and just 1.9% had all three RDs (22).

In the long-term, the causes underlying these differences

between RD cases are an important target for research. There is

already evidence that infants and toddlers with multiple and

persistent RDs are particularly likely to have serious long-term

impairments such as attention, cognitive and behavioural

problems (3, 4, 35). This alone indicates a need to prioritise

identification and support for these cases. In addition, it suggests

that some individuals have impaired physiological and/or

psychological regulatory systems which are responsible both for

their early RDs and for later impairments in their social,

emotional and behavioural development. However, that does not

seem to be true for most cases with single crying, sleeping or

feeding RDs (4, 36–40). The peak in infant crying in the early

weeks typically resolves without any intervention by 3–4 months

of age, and most infants who cry a lot at this early stage then

develop normally (36, 38, 41). Crying problems do occur at later

ages, but are much rarer and are associated with long-term

mental and behavioural impairments, suggesting that these cases

may differ from those whose crying is confined to the early

months (40, 42–45). Most infant and toddler sleep problems are

transitory or intermittent, so that only around 5% have sleep

problems across multiple ages (46–48). However, severe and

persistent sleeping problems do predict later disorders,

particularly anxiety and emotional disorders, in some cases

(49, 50). Chronic picky eating (from infancy or toddlerhood to

childhood), also affects a small number of children

(approximately 3%–4%) (30, 51, 52): for most, this is a transient
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phase. Yet, single infant feeding RDs, too, are sometimes

associated with emotional and behavioural disturbances later in

childhood (53, 54). What distinguishes these cases remains

uncertain, although here too RD severity may be a key factor.

For example, one study found that 63% of infants diagnosed

with ARFID between 1.5 and 3 years of age continued to have

moderate or severe malnutrition at 11 years of age (53). Adults

seeking treatment for ARFID commonly report longstanding

highly selective feeding beginning in early infancy, such as only

accepting one type of formula, or having difficulty transitioning

from exclusive milk-feeding onto solid foods (55).

Unless this heterogeneity between, and even within, the three

RDs is explicitly recognised, the risk is that infants found to have

them will be thought of as a homogeneous group with a

common underlying neuro-behavioural and psychological

condition needing a common treatment. Indeed, some reports

have already grouped individuals with single and multiple RDs

together without acknowledging their diversity.

Because RDs have only recently been recognised by researchers

and clinicians, we lack routine surveillance methods for identifying

them. It follows that research studies have had to devote

considerable resources to finding cases, particularly those with

multiple problems which are much rarer. This alone makes it

easy to understand why some recent studies have amalgamated

multiple and persistent RD cases (22, 35). Yet, there is already

evidence that single crying, sleeping and feeding problems often

involve normal individual differences in developmental processes,

while infant learning is more critical for sleeping RDs, and some

forms of feeding disorders, than for excessive crying in early

infancy (1, 17, 56, 57). It follows that any remedial intervention

needs to take these differences, as well those between single and

multiple RD cases, into account. Clinicians need to know that

most RD cases they encounter will involve single problems, and

to have resources available to identify them and to deliver a

suitably tailored, cost-effective, intervention. In turn, being given

this guidance by their trusted healthcare professional should

provide many parents with immediate reassurance and practical

help. We will revisit below what such a service might look like.
Parental contributions to infant and
child RDs

1. Identification of RDs and Impact on Healthcare Services.

For obvious reasons, parents, not infants or young children,

approach healthcare services for guidance and are responsible for

the associated costs. Ideally these initial contacts should lead to

objective measures to distinguish the infant behaviours and

identify the physiological and psychological factors underlying

them. Existing methods, such as audio and video recording,

polygraphy, and actigraphy can provide some evidence of this

type (58–60). However, these methods are currently

cumbersome, expensive, have their own limitations (61), and are

not widely used. Instead, most studies have relied on parental

reports of RDs, measured as yes/no responses or ratings of RD
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severity (e.g., none/mild; moderate; severe), overlooking the

evidence that individual parental characteristics and

vulnerabilities influence how parents perceive, respond to, and

report infant RDs (62–64). It follows that, where a parental

report is all that is available, it is unclear how far it measures an

infant or parent. This is less critical for clinical purposes, since

clinicians start with a parental report of a RD, then seek to

unravel the infant, parental, and situational factors involved step

by step. Further, interventions for RDs are almost always

delivered by parents, so that supporting them is likely to be

inherent in any intervention. Fortunately, methods for screening

parental wellbeing are available for clinical use and can be

included in the intervention process. For research trying to

understand the infant part of RDs, however, objective measures

which distinguish infant from parental components of RDs are

needed. The implication is that parental reports are a key part of

clinical practice, but should be thought of as “red flags”

identifying families in need of support rather than as definitive

measures of infants or children.

2. The clearest evidence that parental responses to RDs may

sometimes contribute to good or poor outcomes at later ages

comes from randomised controlled trials (RCTs). In

particular, there is substantial RCT evidence that intervention

programmes based on behavioural principles and delivered by

parents are effective in improving night-time sleeping in

infants 6 months old or older (27, 56). There are, however,

caveats to this conclusion:

• The findings apply in the short to medium term, but often

wash out long-term, such as by 9 years of age (65). This

leaves unclear whether parents did not sustain their

allotted parenting methods, or whether the child’s

underlying vulnerabilities re-asserted themselves.

• Although many parents find behavioural programmes

helpful and effective (66–68) some find them

unacceptable and consider their disadvantages to

outweigh their benefits (69).

• In infants under six months old, most RCTS have found

behavioural interventions effective in preventing sleep

problems (57, 70–75) but some found little or no benefit

(76–78). This may be because of infant immaturity,

because many parents experiment with a variety of

parenting methods during early infancy (79, 80), or

because these studies failed to achieve significant

differences between intervention and control groups.

Parents sometimes omit to follow all the recommendations

involved in behavioural programmes (17), making RCTs

involving infants particularly hard to carry out. When

planning clinical interventions, parents’ individual and

culturally-based judgements need to be taken into account.

In sum, these RCT findings indicate that behavioural methods can

be recommended by professionals to help many families to manage

infant sleep problems in the short to medium term (65). As well as

this evidence, clinicians need to assess parents’ preferences, and

discuss other ways of coping, from the outset (47).
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With regard to feeding problems, the consensus among

clinicians is that a parent need not worry if a child is:

• Eating something from each of the main food groups on most

days (vegetables or fruit; potatoes, pasta, bread or rice; meat,

fish or pulses; milk, cheese or yoghurt)

• Gaining weight as expected (i.e., following their weight centile)

• Active and healthy

However, many parents find feeding problems to be stressful and

there is clinical and epidemiological evidence that parents who

feel anxious about their infant’s food or milk intake may adopt

controlling (e.g., pressuring or force-feeding) or indulgent feeding

practices (e.g., cajoling or making a different meal), which can

prolong or exacerbate feeding problems (6, 9, 64). Instead,

responsive feeding—responding appropriately, quickly, and

sensitively to an infant’s feeding cues—is considered by

professional organisations worldwide to be the optimum

approach for parents to follow to support infants in developing

healthy feeding behaviours. With responsive feeding, parents

offer age-appropriate foods, model eating, provide structure

(what, when and where to feed) and set reasonable limits; infants

are allowed to reject or accept foods, and to self-feed without

pressure. Responsive feeding is a core recommendation for the

prevention and treatment of infant feeding problems, with

parents being advised to focus on how to feed rather than the

amount of food consumed by the infant (64).

Within a responsive feeding framework, a helpful recent review

has summarised the different behavioural strategies parents could

implement for each type of feeding problem (64). The UK’s

Scientific Advisory Committee on Nutrition, too, has

recommended: (1) repeated exposure to new foods (giving the

infant many opportunities to try a new food, without pressure) is

important for their acceptance; and (2) offering a variety of

foods helps infants increase their acceptance of new flavours

(81). A single RCT found that following a “baby-led weaning

approach” (letting the infant self-feed from the start of

complementary feeding) resulted in earlier self-feeding, less

pickiness and greater enjoyment of food at 2 years of age,

compared to traditional spoon-feeding (65). More RCTs are

needed, but this evidence indicates that parents can be supported

in preventing or resolving feeding difficulties if they arise and, at

the very least, not making them worse (44).

Altogether, the evidence above makes it plausible that

parenting in response to early RDs may sometimes influence

later child development outcomes. It also points to parenting

strategies which may form part of a clinical intervention which is

helpful for many RD cases involving sleep or feeding problems

in at least the short to medium term.

Twin studies are powerful designs for disentangling the relative

contribution of genetic and environmental influences on variation

in behaviour, and there have been several such studies of infant

sleep and feeding (although not infant crying). On the whole,

these studies indicate that both genetic and environmental factors

are important, although their relative influence varies across the

behaviours. In infancy, genetic factors explain only 17% of the

variation in parent-reported sleep duration, with environmental
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factors playing the most important role and, in particular, those

that are shared entirely by co-twins (e.g., parental sleep hygiene

practices) (82). In contrast, genetic factors play a major role in

shaping variation in some feeding behaviours, explaining

53%–84% of individual differences in enjoyment of feeding,

responsiveness to feeding cues, satiety sensitivity and feeding

speed, during the period of exclusive milk-feeding at around

3 months of age (18). Picky eating and neophobia also show

moderate to high genetic influence (46% and 58% respectively)

in toddlerhood (16 months), while environmental influences

shared by co-twins are more important for picky eating (46%)

than for neophobia (22%) (19). In the first longitudinal study of

picky eating and neophobia combined, spanning 5 age points

from toddlerhood to early adolescence, shared environmental

influence was only observed at 16 months of age, but had

disappeared by early childhood; on the other hand, genetic

influences on picky eating and neophobia increased over time

(e.g., from 60% at 16 months of age to 84% by 3 years of age)

(20). The most recent systematic review, too, has concluded that

feeding disorder causation typically involves a complex process of

interplay between genetic and parenting factors (83). There is no

evidence of shared environmental influence on ARFID; rather,

susceptibility to this disorder is largely heritable (79%), at least in

childhood (21). Collectively, these twin studies indicate that

parents may find it easier to resolve sleep problems than feeding

problems, and that feeding problems may be more modifiable in

infancy and toddlerhood than in childhood. These studies also

underline that parents are often not to blame for the onset of

feeding problems, and that they may need considerable support

with managing them.

Although RCTs and behaviour genetic studies provide strong

evidence about causation, they are difficult and costly to

implement, particularly where long-term follow-up is involved.

Instead, most studies, particularly of multiple RDs, have

employed observational designs, often prospectively at successive

ages, using statistical analyses to unravel the contribution of

infant and parental factors. In particular, the Bavarian

Longitudinal Study has followed up a large cohort of medically

at-risk infants and families from birth (35, 84), incorporating

normative community groups and a parallel study in Finland for

comparison. Strengths include some use of objective measures

and reports from professionals to substantiate parental reports.

In their most recent publication, this study has followed up the

participating infants to 26–30 years of age (22). Broadly, these

researchers propose a “cascade” model whereby early multiple

and persistent RDs predispose some individuals to emotional,

behavioural, and attentional problems in childhood, which then

predispose them to psychological, behavioural and social

regulatory disorders as adolescents and adults, independent of

the contribution of parenting factors. These conclusions are

reminiscent of the New York Longitudinal Study of temperament

in the 1960s-80s, which first provided scientific credence for the

view among parents that some children are constitutionally

difficult. However, with the advances in methodology and

conceptual modelling employed by the Bavarian study, their

conclusions are particularly authoritative.
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While the Bavarian study may be the leading one of its kind, a

2020 systematic review of relationships between parenting

behaviour and infant regulation examined 107 studies, most of

which were observational (5). They found few consistent results.

They were unable to draw any conclusions about the

contribution of inadequate parenting to infant RD development,

but found evidence of a relationship between positive parenting

behaviour and positive infant self-regulation, with differences

according to age, measurement method and infant behaviour.

Specifically, maternal sensitivity, responsiveness, supportiveness

and positive affect were associated with good infant self-

regulation. Whether this relationship reflects effects of parenting

on infant behaviours, indicates that well-regulated infants are

easier for parents to care for, or is due to a third factor such as

shared genetic influence, remains unclear. Rather, the implication

of this finding is to point to the need for more methodologically

robust studies of how RDs affect parental emotions and coping

behaviours, as well as studies of positive and negative parenting.
Targeting healthcare interventions
for RDs

Arising from the points made above, an obvious question is

whether infant crying, sleeping and feeding problems are

problems for infants or parents? The starting point, at least for

healthcare interventions, is to anticipate “both”. Despite calling

them infant problems, the immediate impact of RDs is on

parents. Although many parents cope, there is evidence that

substantial numbers will experience distress, frustration, anxiety

and/or depression (12, 13, 85), while a small minority will harm

the infants in their care (86). Even if the infants involved are

healthy, parental wellbeing is in their best interests. Regardless,

too, of whether parents maintain infant RDs, they have to cope

with them on a daily basis and, in most cases, to deliver the

intervention programme clinicians recommend. The lack of

evidence that parenting causes infant RDs needs to be kept in

mind, since parents who perceive clinicians to be blaming them,

or who lose trust in their clinician, are unlikely to maintain

involvement as partners in supporting their infant’s development.

Historically, recognition of the need to focus on parents as part

of RDs can be traced back to the need to prevent “Shaken Baby

Syndrome”, now known as Abusive Head Trauma (87). This

form of infant abuse was found to result in brain injury and

often triggered by infant crying (88). Studies of ways to raise

parental awareness of the dangers of Abusive Head Trauma, and

evaluations of their effectiveness, followed (88). Other adverse

outcomes of infant crying reported include abandoning breast

feeding, over-feeding, and impaired parent-child relationships

and child development (89). Since that time, the list of RDs has

broadened to include other behaviours which challenge parents,

and services to safeguard infants and children have been

introduced by many healthcare providers (90).

The focus on parents with infants requires traditional

professional boundaries to be crossed, to join up paediatric and

adult mental health services. As these joined-up services embed
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in healthcare systems, there is a need to consider what form they

should take and who should provide them. Their nature is likely

to depend on the healthcare systems involved and the resources

available to them. Because we are most familiar with the UK

National Health Service, we will focus on the experience and

evidence accumulated in the UK, but the core requirements seem

likely to be similar across countries and healthcare systems.

Requirement 1: The services need to be embedded in primary

healthcare, that is, in provisions which provide front-line

surveillance, monitoring and safeguarding for all parents with

infants and young children, with links to tertiary services where

specialised treatments are needed. In the UK, General

Practitioner doctors, community nurse Midwives and Health

Visitors, and allied professionals, provide services of this sort. In

particular, Health Visitors provide statutory healthcare for all

families at ages which coincide with infant RDs, traditionally

involving home visits which allow them an opportunity for

surveillance. Approached from an adult mental health

perspective, the UK Maternal Mental Health Alliance, and

Managed Clinical Network for Perinatal Mental Health in

Scotland, have developed services to support parental

(particularly maternal) mental health in the community (91–93).

These adult services do not at present include an explicit focus

on infant RDs, in spite of evidence that irritable, unsettled

infants can trigger mental health impairments in vulnerable

mothers (94). They do not yet provide joined-up services, but

have the potential to develop them.

Requirement 2: The services must be shown to be effective, and

cost-effective, in supporting families tackling RDs. In particular,

where attention to RDs needs to be added to existing workloads,

the service needs to deliver better value for money. As an

example, studies of interventions to prevent Abusive Head

Trauma in Canada and North America have published evidence

that the interventions are cost-effective over the longer-term (95).

In the UK, the National Institute for Health and Care Excellence

recommends a stepped-care model for parental wellbeing

support, including during the postnatal period (92). This model

involves use of low-cost supports in most cases, with more

expensive interventions, such as direct one-to-one contacts,

reserved for cases with additional needs. Fortunately, suitable

online healthcare provisions, such as websites and apps, have

coincided with these recommendations (96–99).

Requirement 3: the service needs to include two main elements:

(i) gathering information about the infant behaviours involved,

including their impact on parents and the need for further steps

to support infant wellbeing; (ii) exploring and supporting

parents’ coping, including their emotions, thoughts and actions.

Many parents find RDs stressful and they are associated with

parental frustration and poor mental health (12, 13, 85). While

the direction of causation remains uncertain, interventions need

to assess, support and safeguard both infants and parents.

Clinical groups in America and Germany have developed

family interventions designed to support both parents and

infants and children, including those with RDs (100, 101).

Because they are delivered by clinicians directly to parents, they

may be relatively expensive, particularly for primary care use in
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the general community. To date, most of the evidence of their

effectiveness has come from case-studies without control groups,

but one controlled study compared three such treatments with

routine services when delivered to 193 mothers with postpartum

depression. The treatments included interaction guidance based

on Mc Donough’s (101) principles, a psychodynamic treatment

which included a focus on parental attachment, a non-directive

counselling approach, and treatment as usual in the UK NHS

(102). Compared to routine services, all three interventions

reduced maternal depression at 4.5 months, although only

psychodynamic therapy met clinical criteria for improvement.

However, none of the interventions continued to show

improvements at the 9-month outcome assessments and none of

them improved on the spontaneous rate of remission from

depression at longer-term (9, 18 or 60 month) outcomes.

Similarly, a randomised controlled trial of a psychological

intervention to improve maternal depression in the UK found

improvements, but not clinically significant long-term benefits

(103). It is plausible that cases where maternal postnatal

depression is triggered by an infant RD will remit if the RD

involved resolves, but the evidence available does not, as yet,

confirm that explanation.
An example: the Surviving Crying (SC)
service and study

Because of the fledgling nature of services to support parents of

infants with RDs, this intervention is briefly described to give a

blueprint for what a service for families with RDs might look

like. As its title indicates, the intervention was developed to

support parents with infants they judge to be crying excessively.

This includes recognising that infant crying, and parental

concern about it, peak in the first few postnatal months, and that

interventions involving parenting can be helpful, but not reliable

in stopping the “unsoothable” crying bouts which are the

primary concern for many parents (85, 104). It follows that

interventions for this RD type need to be delivered early, rapidly,

and to target helping parents to cope in getting through this

trying period.

The SC intervention includes three main elements: a website, a

booklet based on the website, and a short programme of Cognitive

Behaviour Therapy (CBT) sessions delivered to parents by a

specially trained healthcare professional, such as a Health Visitor

(89). All participating parents are provided with the website and

booklet, while about half choose to have the, more expensive,

CBT sessions (89). CBT-based methods were selected because of

evidence of their effectiveness in supporting adult mental health

and wellbeing, including parents during the postnatal period, and

because they are recommended for this purpose by the National

Institute for Health and Care Excellence (105).The CBT-based

sessions with parents follow a manual designed to provide the

professional with step-by-step guidance. Typically, sessions start

with history-taking to identify the crying features worrying the

parent, since these are what have brought the parent to seek

help. As well as the crying amount, this commonly includes
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parent’s inability to soothe the baby, concern that the crying is a

sign of ill health, worry that the baby is not getting enough to

eat, and anxiety that the crying is the parent’s fault and reflects

inadequate parenting. The Crying Patterns Questionnaire (25)

provides a brief standardised, freely available, interview for

collecting this information. This is used to assess the crying,

show parents their concerns are being taken seriously, confirm

the infant’s health, provide reassurance and guidance, and

identify any follow-up or referral needs. When used at successive

ages, it allows progress to be tracked.

This first part of the session needs to be tailored to the RD in

question. The Brief Infant Sleeping Questionnaire (34) is suitable

for screening for infant sleep problems, and the Infant and Child

Feeding Questionnaire can identify infants or children at risk of

a paediatric feeding disorder (106). “What matters to me” is a

questionnaire developed by parents of children with ARFID

(107) to capture their concerns, perceived impact on their child

and themselves, and their hopes for treatment/goals, which can

be used to assess outcomes that parents value highly.

The second part of each session turns attention to the parent

(s), using CBT-based techniques to support them in developing

coping strategies which help them manage their emotions and

actions and ensure their own and their infant’s wellbeing. Steps

to take if the baby’s crying becomes overwhelming are prominent

both in the CBT-based sessions and website/booklet.

Standardised questionnaire assessments of depression and anxiety

are used to track parents’ mental health and wellbeing. This part

of the intervention appears likely to be broadly similar across

different RD types.

The findings from this study so far are that receipt of the SC

materials was associated with improvements in parental mental

health and coping, that both parents and Health Visitors wanted

the SC materials to be included in the NHS, and that Health

Visitors could be trained, mostly online, to deliver the materials

successfully under routine NHS conditions (108). Supported by
Frontiers in Child and Adolescent Psychiatry 07
the UK National Institute for Health and Care Research, a

randomised controlled trial to evaluate the effectiveness and cost

of the resulting SC service is underway. Further information is

available on request.
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