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Abstract

Objectives Infant mental health (IMH), an area which focuses on the social and emotional development of infants in the context of the parent-
infant relationship, has become an increasingly prominent field of both research and clinical practice worldwide. IMH network groups are
initiatives which aim to facilitate continuous learning in the IMH approach, provide an opportunity for case discussion and encourage reflec-
tive practice. This study aimed to explore the experiences of staff working within an adult mental health (AMH) service and their participation
in a perinatal IMH network group (PIMH-NG).

MethodsThis study had a qualitative research design and the data were collected using a focus groupmethodology. Participants were recruited
from a PIMH-NG which aimed to provide staff working within an AMH setting with the opportunity for continuous development of IMH
knowledge. The data were analysed using thematic analysis.

ResultsThe data gathered from the focus group indicated that staff participating in a PIMH-NG enhanced their clinical skill, reflective practice
and supported the dissemination of IMH knowledge throughout their respective teams. The PIMH-NG facilitated this work by providing the
opportunity for continuous learning, reflective group discussion and ongoing peer support.

Conclusions The findings of this study indicate that incorporating elements of an IMH model into AMH services can be beneficial for staff,
service users and overall service delivery and development. These findings may be used to develop the structure and content of future network
groups of this nature.
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Introduction

The area of perinatal mental health is a major public health con-
cern. Mental health difficulties experienced during the perinatal
periodmake a significant contribution tomaternal and infant mor-
bidity and mortality, as well as having potentially long-term adverse
impact on children’s development (Stein et al. 2014; Howard &
Khalifeh, 2020). Perinatal mental health services that address paren-
tal mental health problems and optimise the parent-infant relation-
ship are expected to be highly cost effective because of the benefits
for parent’s physical andmental health, and for the long-term devel-
opmental outcomes for children (Bauer et al. 2014).

The estimated rates of perinatal mental health disorder in
Ireland are based on data from the UK population and are thought
to range between 22.4–24.4% of maternities (postpartum psychosis
0.2%; chronic serious mental illness 0.2%; severe depressive illness
3%; mild-moderate depressive illness and anxiety states 10–15%;
Post Traumatic Stress Disorder (PTSD) 3%; 15–30% adjustment

disorders and distress) (HSE, 2017). A recent review of studies
looking at prevalence rates of perinatal mental health problems
in the Irish context reported that a significant number of women
in Ireland are affected by perinatal mental health problems, but the
prevalence rates differ significantly between studies (Huschke et al.
2020) indicating a need for more robust epidemiological research
in this area.

In Ireland, perinatal mental health services have recently begun
development. In 2016, following on from the publication of the
first National Maternity Strategy (Department of Health, 2016),
the Health Service Executive (HSE) developed a model of care
for specialist perinatal mental health services (SPMHSs) (HSE,
2017) and its implementation is ongoing. Within this model, a
national clinical pathway for the provision of perinatal mental
health services is proposed, of which the SPMHS is a component.
The SPMHS is focused primarily on the needs of women with
moderate to severe mental health problems which is estimated
to occur in approximately 3.5% of maternities in Ireland. Of note,
a recent report from the Royal College of Psychiatrists has recom-
mended expansion of the service in the UK for 10% ofmothers who
have recently delivered (Royal College of Psychiatrists, 2021).
Other components of the PMH clinical pathway include general
practitioners, primary care teams, maternity hospitals, generic
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and specialist adult mental health (AMH) services, specialist parent-
infant mental health (IMH) services, disability services and other
agencies. It is recommended that there is an integrated PMH care
pathway across all health and social care services providing care
to people and their families using these services, so that there is a
consistent, co-ordinated, timely and evidence-based care response.

One of the principles of good quality PMH service provision is
the dual function of assessing and treating maternal mental health
difficulties and actively supporting the parent-infant relationship
(Royal College of Psychiatrists, 2021). Currently, service develop-
ment is orientated towards addressing maternal mental health care
needs and less attention has been given to the parent-infant rela-
tionship and the infant’s mental health. Perinatal-IMH services
provide specialist support and therapeutic interventions for
parent-infant relationships in pregnancy and the early years and
are a component of the PMH clinical pathway as described in
the model of care (HSE, 2017). However, they are not widely avail-
able in Ireland, and this is acknowledged as a significant and
important gap to address (HSE, 2017). Given the potential impact
of parental mental health difficulties on the attachment relation-
ship and developing infant, it is critical for an effective and quality
PMH care pathway that consideration is given to both maternal
and IMHneeds. It is vital that these needs are screened for, assessed
and appropriately responded to by all components, including
AMH services, involved in the perinatal care pathway. The provi-
sion of high quality perinatal mental health services requires edu-
cation and skills training programmes on perinatal and IMH for
members of the workforce in each of the components of the care
pathway, including AMH services.

Rationale for implementing an IMH model to AMH services

At the time of this study, SPMHS teams were in the early stages of
development and were not operational in some of the hospital
groups. The responsibility of care for women with moderate to
severe mental health difficulties lay primarily within community
AMH teams. However, a recent audit carried out in Ireland indi-
cated that women with perinatal mental health difficulties referred
to psychology within AMH services in Ireland waited an average of
35 weeks for their initial appointment (Doyle & Tierney, 2018).
This is significantly longer than the timeframe of 1 month recom-
mended by NICE guidelines (NICE, 2014). Due to these extensive
waiting times and considering the importance of early intervention
in perinatal and IMH care, it is necessary that all AMH teammem-
bers have the knowledge and skills to identify these difficulties and
provide evidence-based preventative care and interventions for
these women and infants. As a result, the interdisciplinary IMH
approach is both appropriate and necessary within AMH teams
in secondary care.

The IMH model

The IMH approach, based on the pioneering work of Selma
Fraiberg in the early 1980s, has become an increasingly prominent
field of both research and clinical practice worldwide (Fraiberg
et al. 1975, Fraiberg, 1980). The IMH model is a multidisciplinary
approach to supporting the social and emotional development of
infants aged 0–3 years. IMH focuses on infant development within
the context of early caregiving relationships and places an empha-
sis on encouraging and strengthening parental caregiving capacity
and early relationship development (Weatherston & Browne,
2016). The Michigan Association for Infant Mental Health
(MI-AIMH) has led the way in developing a model of training

and service development for IMH practitioners which embodies
these foci. The resultant MI-AIMH model supports the training
of staff from across multiple disciplines, such as psychology, nurs-
ing, social work or psychiatry, to become IMH practitioners,
develop their reflective practice and to learn specific skills and
competencies which are essential within IMH service provision
(Hayes et al. 2015). The IMH framework outlines different levels
in which IMH practitioners can intervene in order to support
families and their children. These include: concrete assistance;
emotional support; developmental guidance; early relationship
assessment and support; advocacy and infant-parent psycho-
therapy (Weatherson, 2002). Each of these aspects are briefly sum-
marised in Table 1.

Development of the North Cork IMH model

In 2003, clinical psychologists working as part of the North Cork
Child, Adolescent and Family Service had identified a significant
gap in service delivery and the absence of a framework for service
provision for infants and toddlers and their caregivers in the 0–3
age group. To address this gap, two clinical psychologists from the
service pursued MI-AIMH Endorsement® and were awarded the
qualification of ‘Level 3 IMH specialist’ in 2006 (Hayes et al.
2015). To be awarded this endorsement, candidates must develop
and demonstrate substantial competency across several areas iden-
tified by the MI-AIMH such as theoretical knowledge; law, regu-
lation and agency policy; working with others; communication and
reflective practice (MI-AIMH, 2011).

To address the gap within the wider service delivery for the 0–3
year age group within Ireland, a national framework for the deliv-
ery of IMH training was developed and piloted within this North
Cork service. A 3-day IMH masterclass was facilitated by Dr
DeborahWeatherston, an international IMH supervisor and men-
tor along with two local IMH specialists in 2006. This masterclass
was guided by the MI-AIMH Competency Guidelines® and aimed
to disseminate awareness of the IMH model to interdisciplinary
staff working in child and family services within the region. The
topics covered within this masterclass included: the theoretical
underpinnings of IMH, understanding the parent-infant relation-
ship, assessment and intervention strategies, the development of
therapeutic relationships and reflective practice. In order to facili-
tate sustainability of the IMH approach and provide staff with the
opportunity to consolidate and develop their skills in this area, an
IMH network group (IMH-NG), comprised of the ten profession-
als who had attended the masterclass was established in
November 2006.

Following the success of the initial IMH-NG, in 2009 two fur-
ther IMH-NGs were established in North Cork through replication
of the IMH training model. These newly established IMH-NGs
were expanded to include wider members of the North Cork com-
munity working with young infants and their families which
included staff working in childcare, community-based family
resource centres and domestic violence services. An evaluation
of NG members’ experiences of participating within these groups
revealed significant improvements in IMH knowledge, clinical
skill, service policy and delivery and an increased understanding
of the importance of caregiver relationships in promoting the
social and emotional health of young children (Hayes et al. 2015).

Development of a perinatal and IMH network group

In 2016, some of the clinicians participating in this study who had
previously worked in an IMH service, recognised a need for
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promotion and education of perinatal and IMH principles and
practices within AMH teams within the region. A 2-day master-
class was organised and delivered to a number of AMH service staff
in June 2017. In August 2017 the perinatal and IMH (PIMH) net-
work group was established. In line with the North Corkmodel, the
focus of this PIMH-NG was to provide staff with the opportunity
for continuous development of IMH knowledge and to provide a
space for discussion around the application of this knowledge to
clinical practice. The PIMH-NG structure consists of a 1.5 hour
meeting on the first Thursday of every month. To date, as the
group is being established, it is co-ordinated and facilitated by three
psychologists who have previously worked in an IMH service. The
group received guidance and resources from a local IMH specialist
during its formation. The aim of the PIMH-NG is to provide a
reflective space in which staff can consolidate their learning and
develop a wider knowledge base around IMH through group dis-
cussion using evidence-based literature. The PIMH-NG also aims
to enhance staff clinical practice and professional skill in the IMH
model and provide of a shared language and understanding in
which young children and their relationship with their caregivers
can be conceptualised (Hayes et al. 2015). This PIMH-NG had
been in operation for 1.5 years when the facilitators of the group
made the decision to evaluate members’ experiences of participat-
ing within the group in order to consolidate future goals and
inform future group content and structure.

The present study

The present study explored the experiences of the members of the
PIMH-NG and what they felt were the benefits and challenges of
participating within this group. Data was collected from a 1-hour
focus group in which seven members of the PIMH-NG responded
to open-ended questions about their experiences of participating in
the group. All participants also completed a 12-item questionnaire
incorporating demographic and descriptive information regarding
their attendance of the group as well as their employment
experience.

Method

Participants

Seven of the nine active members of the PIMH-NG took part in
the focus group for this study. At least one member of each dis-
cipline was represented in the group. All participants were
working in community-based AMH services within the same
region in Ireland. Demographic data from the sample is pre-
sented in Table 2. Although specific information was not gath-
ered as part of the questionnaire, the opportunities that staff had
to work with the 0–3 age group in their current roles included
parent and infant groups, direct therapeutic work with parents
and their children as well as individual therapeutic work with
parents in which the parent-infant relationship was integrated
throughout.

Data collection

Focus group

The researcher completed a 1-hour focus group with seven out of
the nine activemembers of the PIMH-NG, two of whomwere facil-
itators of the group. To explore the experiences of participating in a
PIMH-NG within an AMH service, the researcher asked a series of
open-ended questions. These questions asked participants to dis-
cuss what they felt were the benefits and challenges of participating
in the group, what the barriers or facilitators to the work within the
group were, what improvements could be made, and what their
vision was for the future of the group. The focus group was
audio-recorded and transcribed. Data analysis was performed on
the transcript.

Demographic Questionnaire

A 12-item questionnaire was administered to gather descriptive
information about the seven participants. The items included
age, gender, discipline, level of qualification, work experience with
the 0–3 age group and other age groups, number of own children
and duration of group membership.

Data analysis

The focus group was transcribed and analysed using Thematic
Analysis (Braun & Clarke, 2012). Analysis was comprised of six
stages:

i. Familiarisation with the data followingmultiple readings of the
transcript

ii. Generating initial codes via open coding
iii. Searching for themes
iv. Reviewing potential themes
v. Defining and naming themes
vi. Consolidation of themes

In addition to the above six steps, the themes and supporting
quotes were reviewed by the second author in order to ensure rig-
our and trustworthiness of the data.

Reflexive positioning

The first author has previously been employed as researcher within
the field of perinatal mental health and, as such, places great value
on raising awareness of the IMHmodel as well as increasing service
user access to interventions based on this model. The author’s

Table 1. Dimensions of IMH service provision

Infant mental health service provision

Concrete assistance Support for families to meet their basic
needs, for example, food, shelter, medical
care

Emotional support Emotional support to families who face
immediate crises related to the care of their
children, for example, infant who is unwell at
birth, hospitalisation of a child

Developmental guidance Provision of information that is specific to
infant’s developmental needs and care.

Early relationship
assessment and support

Opportunities for parents to build and use
their relationship with the IMH practitioner to
nurture, protect, steady and enhance their
understanding of their infants.

Advocacy Speak on behalf of parents to help them to
meet their basic needs, help them negotiate
systems such as social welfare or with finding
childcare.

Infant-parent
psychotherapy

Opportunities for parents to identify and
express their emotions related to earlier
traumas this reducing the risk of inadequate
care and of repeated dysfunction in the
parent-infant relationship
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reflexive positioning was considered throughout all stages of the
data collection and analysis.

Results

The analysis of the transcript of the focus group identified four
major themes: (i) Bringing the knowledge out: Influences on clini-
cal practice and service delivery, (ii) The benefits of group-based
learning for developing IMH knowledge, (iii) External factors that
facilitate the PIMH-NG and (iv) Evaluating and re-defining the
focus of the network group. These could be further elaborated into
sub-themes as outlined in Table 3.

Theme 1: Bringing the knowledge out: Influence on clinical
practice and service delivery

Enhanced clinical practice
Participants reported that they utilised the knowledge they had
developed around IMH and attachment within their everyday
clinical practice. It was noted that participation in the NG had
helped participants to see their clients, or the behaviour of their
clients, from a developmental perspective. Being familiar with
the models of attachment and IMH due to their discussion within

the NG also aided with case conceptualisation and in developing an
understanding of client behaviour. This knowledge allowed partic-
ipants to view their clients’ difficulties from a different perspective.
PX2:‘ : : : you’re asking more, what happened to them, what went on
in their life rather than what’s wrong with them’. Participants also
described that it was beneficial to discuss attachment concepts with
clients as it helped clients to understand their own difficulties and
thus served as a motivating factor for change. This was affirmed by
PX6 who noted that ‘sometimes people need to develop a little bit of
awareness as to the reason why they do the things they do and then
that can evoke change’. PX2 also described that some of the models
of attachment that were learned about within the group provided
them with a language with which they could talk to clients about
attachment. PX2: ‘it’s given me a kind of an easy way to talk to cli-
ents and I suppose other clients as well about attachment concepts’.

Dissemination of IMH knowledge
It was identified by participants that they were helping to raise
wider awareness of IMH and attachment by discussing these con-
cepts amongst their colleagues and at team meetings. Participants
illustrated that this knowledge was shared by discussing their own
individual cases amongst the team and also by contributing and
framing wider case discussions within the team from an attach-
ment perspective. PX2 outlined that: ‘there is a value in just being
able to talk about this stuff at team meetings even if we aren’t work-
ing directly with any of the cases, that we bring that way of talking
about what’s going on, that, you know, even in adult mental health
how people are behaving, to bring that perspective’. Several partic-
ipants agreed that disseminating IMH knowledge in this manner
could shape how other team members interacted and thought
about their own clients. PX6 described that ‘if we’re bringing that
message to our teams from being in this reflective space, that in
essence is shaping how interventions and how people are dealing
with people who come to the service’.

Increased reflective practice
It was agreed by all participants that the PIMH-NG group provided
an opportunity for them to develop their reflective practice.

Table 2. Demographic data of the focus group participants

Questionnaire item Focus group (n= 7)

Discipline (n, %)

Psychologist 2 (28.57%)

Occupational therapist 2 (28.57%)

Social work 3 (42.86%)

Nursing 1 (14.29%)

Age, mean (range) 37.6 years
(34–42 years)

Education (n, %)

Bachelor’s degree 2 (28.57%)

Master’s degree 3 (42.86%)

Doctorate 2 (28.57%)

Own children (n, %)

Yes 5 (71.43%)

Years working in AMH

Mean (range) 5.86 years
(2–11 years)

Any experience with 0–3 years? (n, %) 7 (100%)

Mean (range) 4.85 (1–13 years)

Experience with children under 18 years? (n, %) 6 (85.71%)

Mean (range) 3.93 years
(1–13 years)

4–6 Years (n, %) 6 (85.71%)

7–12 Years (n, %) 5 (71.43%)

13–18 Years (n, %) 4 (57.14%)

Opportunity to work with 0–3 in current role? (n, %) 5 (71.43%)

Months attending PIMH-NG

Mean (range) 12.86 months
(4–19 months)

Table 3. Themes and sub-themes emerging from the PIMH-NG focus group

Themes Sub-themes

Theme 1: Bringing the knowledge out:
Influences on clinical practice and service
delivery

Enhanced clinical
practice
Dissemination of IMH
knowledge
Increased reflective
practice

Theme 2: The benefits of group-based learning
for developing IMH knowledge

Continuous learning
Reflective group
discussion
The network group as
a ‘secure base’
Organisational
structure of the group

Theme 3: External factors that facilitate the
PIMH-NG

IMH Masterclass
Management support
Links with other
network groups

Theme 4: Barriers to carrying out the work of
the PIMH-NG

Staff Movement
Supervision
Development of IMH
initiatives
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Participants discussed how this was beneficial in their clinical work
as it allowed them to not get caught up in the presenting behaviour
of clients. PX7 described that ‘It’s very easy to get caught up in that
whereas if you can take the step back and realise as PX6’s saying, you
know, if they’re doing it for a reason, it’s their answer, it’s their way
to cope’.

Theme 2: The benefits of group-based learning for
developing IMH knowledge

Continuous learning
Focus group participants identified that regular PIMH-NG atten-
dance provided them with the ongoing opportunity to develop and
build knowledge around IMH and attachment. Monthly atten-
dance allowed participants the opportunity to continuously learn
and develop competencies in these areas and reflect on how to
apply it to their clinical practice. PX1: ‘ : : : you have the model of
attachment and you have here constantly reminding you and help-
ing you to learn about it’.

Reflective group discussion
All participants identified that they particularly valued the reflec-
tive space that the group provided. The process of reflective discus-
sion within the group allowed for sharing different or alternative
perspectives on the articles and materials provided. PX7 described:
‘So I know I leave feeling re-energised. I feel, yes, I’ve reflected on
something, I could see a different perspective. I think we get so caught
in our own viewpoint’. Participants reported that the fact that the
group was comprised of multidisciplinary colleagues was beneficial
for the learning as eachmember brought something different to the
table. A number of participants agreed that having different per-
spectives facilitated the reflective aspect of the group, the further
development of IMH skills and helped inform participants of
how to implement IMH practice within the wider AMH service.
PX1 stated: ‘you really need, you know, a group of colleagues, multi-
disciplinary colleagues around you, thinking about it, reflecting in
order to, em, in order to develop your own skills : : : ’.

The network group as a ‘secure base’
It was highlighted that being involved in the network group pro-
vided participants with ongoing peer support in developing IMH
knowledge and applying it to practice. PX3: ‘ : : : it’s when you’re in
a team and some people don’t have an interest in perinatal they
don’t really want to hear about the attachment or the bond or any-
thing like that, do you know whereas here I suppose the interest is
here. You can discuss it here’. It was identified by several partici-
pants that the work would be difficult to do alone and it was noted
that meeting regularly as part of the PIMH-NG was beneficial
within the work. PX1 reported: ‘I think having a group of like-
minded interested people who are, who want to do it too, em, I think
those bits are really important like they were saying earlier, you can’t
kind of do it alone’. Participants reported that attending the group
and having the support from other members whilst also being
reminded of the evidence base of attachment and IMH research
helped them to keep IMH at the forefront of their clinical practice
and in the agenda of discussions with other members of the
teams. This was highlighted by PX1: ‘at least you have the model
of attachment to look and you have here constantly reminding
you and helping you to learn about it and it helps you to formulate
my clients’.

Organisational structure of the group
Focus group participants identified that they found the organisa-
tion and structure of the monthly meetings facilitated their ability
to attend regularly and to continue to build on their IMH knowl-
edge within each session. Participants outlined that they appreci-
ated the work that the facilitators put into booking the meeting
room and sending out the reading material in advance. PX4 noted:
‘it’s brilliant like having articles kind of provided for you. You know
that you don’t have to kind of go looking for them’ It was identified
that these elements, as well as the 80% attendance rule, facilitated
their regular attendance.

Theme 3: External factors that facilitate the PIMH-NG

IMH masterclass
Participants agreed that the IMH masterclass, facilitated by a local
IMH specialist, was the precipitating factor for the establishment of
the PIMH-NG. PX5: ‘I suppose if you’re looking back to what facili-
tated the group I suppose it’s the masterclass really like, we wouldn’t
be here only for the masterclass’. Additionally, having an IMH spe-
cialist in the area who provided the reading materials, which were
mapped on to specific IMH competencies, guided the structure and
content of the initial PIMH-NGmeetings. This was highlighted by
PX2: ‘having an infant mental health specialist in our general area
who has provided themasterclass and that and has, it’s really impor-
tant then providing the reading materials’.

Management support
All participants had been supported at a managerial level to allo-
cate 1.5 hours of their monthly schedule to attend the PIMH-NG.
There was acknowledgement among participants that in order for
the work of the group to continue, that ongoing support at a mana-
gerial level would be required. PX2: ‘going forward that’ll be really
important that they, that there’s continual support of it’.

Links with other NGs in the area
Focus group participants discussed that when the PIMH-NG had
been established for 1 year, they had linked in with another net-
work group in the area which had been running for a number
of years. It was described that linking in with another network
group had supported them to evaluate their objectives and
described that this had energised the group again. PX1: ‘we’d kind
of been set up a year and we were like where are we, what are we
doing and we brought in one of the other teams network groups
whose been running for years and even I think that energised us
all again’.

Theme 4: Barriers to carrying out the work of the PIMH-NG

Staff movement
It was acknowledged by the participants of the group that staff
movement could be both a positive and a negative aspect.
During the focus group it was described that a number of members
had moved or had experienced changes to their roles of employ-
ment within the AMH service. As a result of this, some of themem-
bers had left the PIMH-NG and it was noted that this was
something that impacted on the group and on service develop-
ment. Other participants who had changed role but were still
attending the group reported that they had sometimes questioned
whether it was still appropriate to attend the NG due to this. PX1:
‘I’ve moved roles once or twice, it’s kind of like, oh god, should I be
attending : : : can I justify it, is it helpful’. On the other side of that it
was also discussed that staff movement could be seen as a positive
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aspect, particularly for the indirect aspect of the work, where NG
members were able to further share IMH knowledge within differ-
ent teams. Moving roles also gave some participants the opportu-
nity to reflect on how successful their work around raising
awareness of IMH had been when they found that the new team
weren’t as familiar or up to date with IMH research or attachment
concepts. PX1: ‘I think I took for granted that all teams were shaped
like that’. It was identified by participants that, moving forward, it
would be important to invite newmembers to join the NG tomain-
tain the structure of the group and replace those members who
had left.

Supervision

It was suggested by a number of participants that, moving forward,
PIMH-NG facilitators would need ongoing supervision from an
IMH specialist. The function of this supervision would be to guide
the structural aspects of the group such as sourcing materials and
readings for developing IMH competencies as well as providing
clinical supervision so that the PIMH-NG facilitators could create
and provide the reflective space for other NG members. PX2
affirmed that: ‘whoever is kind of facilitating the group will need
supervision or some support in directing that piece as well so that
we have that parallel process of whoever is facilitating the group
has supervision and so help create that reflective space : : : ’.

Development of IMH initiatives

It was identified within the group discussion that as part of the
work was raising awareness and understanding about IMH and
attachment, the next step was further service development in
the form of therapeutic groups that ran adjunct to the AMH ser-
vice. With the increase in knowledge and awareness of IMH it was
also discussed that new groups or IMH initiatives would be needed
tomeet the forecasted growth of demand of referrals or requests for
PIMH support within the AMH service. PX2 outlined that: ‘some-
times I think it was helpful that we were able to set up some of the-
: : : initiatives so that we can bring it up in the team and that then we
can say, ‘yeah actually you can go maybe to this group’ and I think it
just, em, it’s important that there’s also that bit happening’.

Discussion

This study explored the experiences of the members of a PIMH
network group and what they felt were the benefits and challenges
of participating in a continuous learning and reflective practice
group. The data gathered from the focus group indicated that par-
ticipant involvement in the PIMH-NG enhanced their clinical skill,
reflective practice and supported the dissemination of IMH knowl-
edge throughout their respective teams. The PIMH-NG facilitated
this work by providing the opportunity for continuous learning,
reflective group discussion and ongoing peer support. Lastly, the
group identified a number of barriers that had arisen since the
group’s inception. These barriers included: staff movement,
the need for supervision from an IMH specialist moving forward
as well as the need for training and the further development of
IMH initiatives.

The findings of this study are consistent with those of Hayes
et al. (2015) who reported that staff who participated in IMH-
NGs demonstrated increased clinical knowledge and skill in the
area of IMH as well as increased capacity for reflective practice.
This study also highlighted that multidisciplinary input and sup-
port from higher management were facilitating factors for this

work. However, Hayes et al. (2015) reported that disseminating
information to other colleagues who were not informed by IMH
was a significant challenge for the participants in their study
whereas the participants in the current study reported no difficul-
ties in this regard. In fact, the dissemination of IMHknowledge was
a significant benefit of their participation within the group. In line
with the findings of the current study, an evaluation of Cork City
Parent-Infant NG (Reaney 2017) also reported that both the multi-
disciplinary and peer support aspects of the group facilitated NG
members’ promotion of the IMH model. This discrepancy may
have been due to the inclusion of a broader range of disciplines
based across a wider range of community-based programmes
and services in the North Cork IMH-NG study rather than solely
the inclusion of mental health services as per the current study.
Furthermore, both peer support and regular attendance have pre-
viously been highlighted as facilitating factors for those participat-
ing in collaborative peer supervision groups for staff working
within the IMH field (Thomasgard et al. 2004). This study contrib-
utes to the developing evidence base surrounding the benefits of
bring IMH knowledge into AMH practice. A further study of
the impact of IMH specific training for staff working in an
AMH context also reported that the development of expertise in
IMH allowed them to foster a greater understanding of their adult
clients as well as an insight into the intergenerational pathways of
mental health difficulties (Hughes et al. 2019).

Staff working within generic and specialist AMH services are
well placed to prevent, identify and intervene in cases where either
IMH or the parent child relationship are at risk. Psychiatrists, as
clinical leads and drivers of service development within mental
health services, have a key clinical and leadership role to play in
the promotion, prevention and early intervention of PIMH diffi-
culties. It is crucial that all staff are provided with opportunities
to develop PIMH knowledge and skills that are evidence based
and within this, it is important that reflective practice is included
as an essential component of professional development. As such
the IMH-NGmodel of training and education is a useful approach
to developing workforce knowledge and skills.

Strengths and Limitations

A notable strength of this study was the exploration of the expe-
riences of staff who participated in a PIMH-NG but who were
employed in an AMH setting. Previous studies within this area
have primarily reported on the experiences of staff participating
in NGs while working within child and family settings whereas this
study focused on the experiences of staff applying the IMH model
within an adult context. This study therefore provides a unique and
novel perspective within this area of research. Although the sample
size was small, it was appropriate for the exploratory nature of this
study. Some limitations of this research include the use of focus
group methodology, which is sensitive to the biases of a group set-
ting, the wide range in the duration of whichmembers were attend-
ing the group (4–19 months) and the unequal representation of
staff members from a nursing background. These factors may have
had an impact on the nature of the themes which emerged during
the focus group discussion.

Future Directions

A number of future directions have been identified by the network
group. Firstly, the group aims to diversify the current membership.
The inclusion of diverse perspectives from different disciplines as
well as other services and agencies working within the PMH care
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pathway would enrich the learning environment within the net-
work group. To this end, members of the network groups are pro-
viding IMH workshop trainings to diverse cohorts of professionals
which will generate interest in IMH-NG membership. According
to the Irish Association for Infant Mental Health, there are cur-
rently up to 15 similar network groups meeting across the country.
A further aim of the PIMH-NG is to create links with a ‘network of
network groups’ which will support all network groups within
Ireland to ensure that they are aligned to their role, function
and practice to support IMH knowledge and skills acquisition
among members in alignment with international best practice
and fidelity.

Conclusion

To date, the North Cork IMH network group model has success-
fully been expanded to a number of different regions within Ireland
(Irish Association for Infant Mental Health, n.d.). As the PIMH
network group who participated in the current study is comprised
of staff who are predominantly working within AMH services, this
group does not represent the traditional model of the IMHnetwork
group approach. However, this study highlights that staff partici-
pation in an IMH continuous learning group can have benefits for
staff, service users and overall service delivery and development.
This study contributes to the evidence base supporting the devel-
opment of knowledge of the IMH model, associated theory and
practice implications for staff working within AMH services.
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