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Abstract: Perinatal growth vulnerability (e.g., Small for Gestational Age, SGA) poses the goal to not
overlook subtle developmental susceptibilities and their impact on the parent–infant relationship. In
this case study, we examined the application of a video-feedback intervention program to support
parenting, the Primary Care-Video Intervention Therapy (PC-VIT), specifically developed to fit
pediatric care characteristics. The case presentation details the principal steps of the intervention
with the family of an SGA infant from birth up to toddlerhood. Findings for this family highlighted
initial worries about the infant’s growth. Along sessions, PC-VIT held maternal anxiety and sustained
parents’ abilities to recognize and talk about the infant’s developmental skills and regulatory abilities.
The PC-VIT shows the powerful opportunity to limit the impact of infant growth vulnerability on the
parent–child relationship and socio-emotional development. Pediatricians can prevent vulnerable
developmental milestones from clinical outcomes by implementing timely and effective strategies
embracing mental health and parenting-related issues.
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1. Introduction

Perinatal growth vulnerabilities (i.e., prematurity, low birth weight, low-to-moderate perinatal
risk) expose child neurodevelopment and behavioral growth with potential consequences for parental
attitudes and parenting behaviors [1]. Families with growth-vulnerable infants experience high levels
of irritability and parenting difficulties during the first years of the child’s life that might disrupt the
establishment of a healthy parent–child relationship [2]. Studies on preterm samples observe that
a scarcity of communicative signals on the infant side challenges parents’ understanding of infant
behaviors and make them activate compensatory responses [3,4]. Such compensatory behaviors, like
excessive scaffolding, can be highly adaptive supporting infant initiatives, but can eventually result
into intrusive and non-attuned parenting behaviors [5].

Among growth vulnerabilities, Small for Gestational Age (SGA) is a birth outcome classification
describing newborns delivered at a birth weight below the tenth percentile for gestational age in
their normal distribution reference curve. Being born SGA constitutes a risk factor for developmental
impairments (i.e., cognitive and motor), emotional behavioral problems, and later health diseases [6].
Despite a lack of studies specifically focused on SGA socio-emotional development, a few data have
pointed out early signs of atypical socio-emotional competences. Compared to normal birth weight
peers, SGA newborns show poor use of environmental stimuli [7] and higher negative affects, along
with difficulties in orientating to social and non-social environments [8]. In addition, significant
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delays have been observed in adaptive behaviors and social interactions domains in toddlerhood.
In terms of parenting experiences, greater maternal intrusiveness along with infant passivity during
interactive exchanges have been reported in SGA mother–infant dyads [9]. Besides, such parents are
often confronted with distressing information about fetal and offspring size [10], so that maternal
representations might be affected by a potential sense of inadequacy to provide the fetus with a
growth-promoting inner antenatal environment resulting into offspring low birth weight. Such
representations likely affect the mother’s emotional state, the engagement with the baby and her
attitudes and behaviors toward parental care. Overall, in SGA parent–infant dyads, both parental
difficulties and infant social vulnerability appear to potentially impact the establishment of a healthy,
safe, and nurturing parent–child relationship, and thus infant socio-emotional growth. Several
approaches have proved the efficacy of sustaining early parent–child interactions as a means to protect
and boost socio-emotional growth [11,12]. Indeed, parenting is an excellent port-of-entry for early
interventions directed to foster child development, and birth is the unique window for supporting
parenting, since newborn survival emerges as the first parental concern, making the family system
plastic and open to molding forces [13]. Unfortunately, in the absence of preterm delivery and/or
high-perinatal risk, SGA infants are very unlikely to receive tailored follow-up care, so that their
socio-emotional vulnerability and its effect on parenting might remain overlooked up to the onset of
later emotional and behavioral problems and mental-health outcomes [14]. Consequently, growth
vulnerabilities like SGA birth pose the clinical challenge of properly monitoring infant psychical
development, without overlooking the subtle socio-emotional susceptibility and its potential impact
on the parenting.

During the first year of a child’s life, pediatricians visit infants with their families earlier and
more often than any other health professionals, with the great advantage that parents value that
relationship and feel comfortable in openly discussing their concerns. Besides, infant’s physical growth
represents a primary index of health and its assessment constitutes an essential part of pediatric
care [15], giving the chance to explore parental mental representations surrounding a child’s growth.
Pediatric consultations represent a relational context for parents to share a focus on infant healthy
development and discuss their difficulties as parents. Therefore, primary care might constitute a timely
setting to provide and promote an integrated view of infant mental and physical health, as well as to
implement effective strategies nurturing a healthy and secure parent–child relationship.

1.1. Video-Feedback Interventions

Among early strategies to supporting parenting, Video Feedback (VF) is a powerful therapeutic
tool, guiding the parents to analyze and reflect on video clips of their own interaction with the child.
Evidence of VF effectiveness in early mother–child intervention is largely documented [12,16,17] and
several applications across therapeutic modalities are known [18–20]. In its application to parenting,
usually video-feedback is part of a multimodal approach also including instruction, therapeutic
counseling, and other forms of support. Some approaches use a short series of sessions with specific
themes designated to each session [21,22]. Other approaches base the choice of each session theme
upon the particular case [23–28].Video-feedback for supporting parenting can be used for simultaneous
purposes: (i) To aid parents to better notice and identify children’s cues; (ii) to recognize and perhaps
change parental behaviors; (iii) to better hypothesize the motivational roots of the child’s behaviors.
Overall, parents’ experience of observing themselves in the video aids achieving a more realistic
perspective on their relationship with their child [29]. In particular, they become more aware of
their own reactions and are supported in better hypothesizing the motivational roots behind the
child’s behaviors.

1.2. The Video Intervention Therapy and Primary-Care Video Intervention Therapy

Among video feedback interventions, Video Intervention Therapy [30] is a mentalization-based
cognitive-behavioral methodology. Beyond classical behavior-oriented techniques, it draws on
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mentalizationeliciting, and other techniques developed within VIT itself [30,31]. Mentalization refers
to the capacity to understand oneself and others in light of mental states [32]. In the specific context of
parenting, it represents the parental attitude of making sense of the child’s behaviors as an expression
of internal emotional and mental states. It is a powerful predictor of parent–child attachment security,
since parents are more likely to respond sensitively to a child’s signals when they can understand the
meaning and intentions of the child’s behaviors [33]. Besides, the parental capacity to treat the child
as a psychological agent positively impacts the child’s socio-cognitive development, stimulating his
or her own mentalizing capacity, autonomy, and self-regulation [34]. In VIT sessions, mentalizing
techniques are used to identify difficulties in the parent–child relationship and intervene to improve
the connection between the parent and child, teaching parents to recognize and understand their
child’s mental states through the support of the video.

The Primary Care-Video Intervention Therapy (PC-VIT [35,36]) program is an adaptation of the
original VIT [30], specifically developed to suit characteristics of a pediatric setting. Indeed, during the
pediatric consultations, pediatricians observe a widespread range of early parent–infant interactive
exchanges that provide a wealth of relevant cues about socio-emotional development and the parenting.
Besides, the pediatric context excels in being a suitable setting to address parenting and mental-health
issues surrounding atypical and/or vulnerable infant growth. The specificity of PC-VIT is that each
session focuses on the characteristic developmental challenge faced by the family during the first
year of a child’s life at different time points corresponding to the well-baby visit. Through the VF,
the pediatrician talk with parents about infant development, highlighting new skills and acquisitions
along with the potential demanding issues surrounding it.

Overall, in the light of parental needs and potential difficulties faced by parents of
growth-vulnerable infants, and based on evidence of VF effectiveness in supporting parenting
and child socio-emotional growth, we designed a case study to illustrate the application of a specific
VF intervention designed for the pediatric care context, in order to support the parents of an SGA
infant for the first 18 months of the infant’s life.

2. Methods

2.1. Case Illustration

The present case study illustrates the application of the innovative protocol of VF intervention,
PC-VIT [35,36], across the first year of a child’s life with the family of an SGA infant. The case reports
on a family belonging to a non-referred healthy group of primiparous parent–infant dyads attending a
pediatric primary care community center, located in Pordenone, in the north of Italy. Both parents had
an upper-intermediate level of education and were working full-time. Pregnancy was healthy and
delivery was spontaneous at 41 + 5 gestational weeks. The baby was born weighing 3130 g (below the
tenth percentile for gestational age). During the first year, growth was constant, but weight and length
ranged from the third to the tenth percentile for gestational age. The parents came to the first visit and,
during a clinical interview focused on newborn development, they reported high levels of anxiety
and worry concerning infant physical growth and the several episodes of crying and psychomotor
agitation. Based on this clinical observation, PC-VIT was applied by a pediatrician and psychotherapist
in order to address parental worries concerning a child’s weight and growth. Namely, the aim of the
intervention was to sustain parents in the emergence of their new parental abilities; specifically, parents
were encouraged and modelled to develop mentalizing attitudes toward their child’s behaviors.

2.2. The Primary Care-Video Intervention Therapy

PC-VIT was proposed during the first pediatric visit, between 15 and 30 days after birth; parents
were invited to receive VF consultations about physical and mental health along the typical content
of well-baby visits. During subsequent health report sessions, parents and infants were recorded
for about five minutes during face-to-face interaction. Shortly after registration, the pediatrician
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reviewed and commented on the video together with the parents. A specificity of PC-VIT is that each
session is focused on a specific developmental milestone (see Table 1), which is translated into different
stratagems proposed for family interaction. Indeed, VF was focused on the specific developmental
challenges faced by the family at each specific time point or anticipating upcoming ones. In the first
session, parents were asked to free play with their baby. In the second session, face-to-face triadic
exchange was proposed, serving for joint work on affective match and mismatch episodes. In the
third session, parents were asked to feed their baby; here, a relational focus on the child’s feeding is
introduced. In the fourth session, parents were asked to separate from their baby for a very short
time; this allows for focus to be on both parents’ and toddlers’ attitudes toward child autonomy and
separation. The last two sessions were centered on reading a book together (fifth session) and on
discipline (sixth session).

Table 1. PC-VIT structure.

PC-VIT Session Theme Task

1 month Touch and Cry Free contact
3 months Affective matching/Descriptive language Face to face
6 months Feeding Eating together
8 months Separation and Autonomy Separation procedure

12 months Reading Reading together
18 months Limit setting Don’t care procedure

Note: PC-VIT = primary care-video intervention therapy.

The general structure of each PC-VIT visit is summarized in Table 2. First, the pediatrician shows
a selected part of the video (Step 1). Second, parents are encouraged to share what caught their
attention (Step 2). Then, the pediatrician points out a series of positive interactive moments visible
in the video and shares the reasons for regarding them as positive. In addition, the pediatrician and
parents reflect together on one or more new actions that can be implemented at home to translate
positive moments into routine nurturing exchanges (Step 3). Last, the pediatrician summarizes the
main points elaborated in the session (Step 4).

Table 2. PC-VIT in the pediatric visit framework.
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2.3. Analysis of Parental Discourse

To provide an overview of potential changes in parental narrations throughout the intervention,
we longitudinally analyzed the quantity of parental discourse during the PC-VIT sessions. Parental
narratives constitute a powerful indicator of their thoughts, worries, and emotional states with respect
to a child’ development and health. In addition, they provide the possibility to explore parental
engagement in the intervention in terms of increased versus decreased verbal production. To investigate
patterns of parental discourse, we first identified specific thematic areas referring to the following: (a)
General themes of pediatric visits and (b) targets of PC-VIT. In particular, the first area defines the
infant’s physical growth (e.g., “I used to breastfeed every three hours”; “I should remember vitamin
D”). The second area identifies discourse on “mental health and developmental skills” (e.g., “He turns,
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we find him in all positions on the bed”). Then, we selected four areas to describe the main goals
of PC-VIT. Namely, two areas fit discourse related to parenting (e.g., “We’re parents, so we try! . . .
everything is still new for us”; “We have the task of encouraging his personality”) and parental worries
related to the child’s growth (e.g., “We panicked because the banana’s slice was too big”; “Is it true that
his weight at six months should be double of his birth weight?”). The last two areas focus on parental
discourse identifying the child as a psychological agent. We called them child’s agency (e.g., “I see,
he tries to communicate his needs”; “He is very exacting”) and child regulatory abilities (e.g., “He
wants the body contact to calm down”; “For some days he has been waking up uneasily, I wonder if it
might be the teeth”). Each PC-VIT session was entirely videotaped and transcribed verbatim. A fixed
video camera was used placed at the wall, in front of the setting for video recording an VF, at about
1.5 m distance. From the initial transcription, text was divided into sentences, normalized removing
punctuation (e.g., ellipses) and were separated for mother and father verbal productions. Then, all
non-clear verbal expressions and/or sentences with no contents were removed. The remaining maternal
and paternal sentences were manually gathered according to the six above-mentioned categories. We
performed preliminary analyses of frequencies to quantify the amount of text (sentences) produced by
each parent across each thematic area and along the six PC-VIT sessions.

3. Results

3.1. Development of Parental Discourse

Figure 1 graphically depicts the rate of change across time in the quantity of parental discourse
from the first well-baby visit, in the postpartum period, to the eighteenth month of the child’s life.
Through visual inspection, one can observe that areas eliciting the most maternal and paternal verbal
expressions refer to parenting, parental worry, and child’s agency. In particular, “parenting” and
“parental worry” texts were present from the beginning of the intervention. On the contrary, overall,
less discourse was produced referring to the child’s physical growth. That might be due to the
structure of a PC-VIT session, where in the first part of the visit the child’s medical examination
takes place. Generally, the parents used that moment for requests and clarifications related to their
son’s development.
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Regarding discourse development along the intervention, maternal worry about her child’s
growth was highly reported in the first three months of the child’s life; then, after a decrease in the
third and fourth sessions, it increased again at 12 months.

Another interesting point is that, progressively, the parents reflected one another in the quantity
of their discourse related to parental worries. Namely, across sessions, higher father involvement
emerged, whereas maternal verbal production decreased, so that from the third session, the parents
displayed a very similar pattern of discourse, remaining stable for the rest of the intervention. Another
interesting outcome that emerged through our observation of parental narratives was the possibility
for the parents to reflect about their son as an interactive agent. Notably, the parental focus on the
child’s agency appeared to be present from the first session, whereas attention to the child’s emotion
and state regulation appeared to emerge in parents’ discourses around the fifth session. As expected,
parental mentalization of the child’s internal states required more effort than a focus on the child’s
behavior. This increased attention to the child’s regulation around the sixth month of the child’s life
might represent that, along the intervention, a shift of focus from behaviors to the child’s internal states
took place.

3.2. Clinical Vignette: Eating Together (Third Session)

To give the readers a close view of PC-VIT, we present a clinical vignette to directly observe
the application of PC-VIT principles within a single session. Parental worries about the growth are
likely to become particularly salient along the weaning process, where parents of SGA infants might
underestimate the infant’s competencies. Weaning truly matters to parents in general, representing a
turning point in a child’s nutrition and autonomy. This is likely to be even truer for parents of children
with growth vulnerability. We present the third pediatric session (around the sixth month of life).
Generally, at this time point, parents are asked to feed their baby with a banana as the interactive
stratagem that elicits discussion about feeding and weaning. As follows, we provide some extracts of
the VF session to observe the interactive dynamics between the pediatrician and parents during VF.

In this first extract, the pediatrician explores parental feedback about the video (Step 2). He
provides an emotionally available relational context allowing the mother to report on her worries and
sustains maternal comments on the infant’s activity:

Pediatrician: So, we saw this little part [of the video], what do you think?
Dad: That he is very active.
Mom: uhm . . . (punted)
Pediatrician: (smile at the mother) . . . try not to focus on the piece of banana . . . [the pediatrician refers to
previous mother’s comments on the fear of suffocation].
Mom: He acts, he’s interested, he wants to experience something new, he wants to touch it.
Pediatrician: Yes! There you see this, how he puts his hands, he wants to try, to smell. Beyond the fear, which
is a very common fear most of parents have . . . this fear might limit your possibility to look at how your child
is growing up. As we said, you can start placing some smashed food on the table or on the plate and then you
increase, you will, you will be reassured seeing that he is capable . . . he is programmed for this!

Then, the pediatrician comments on the feeding interaction with parents (Step 3). He starts
pointing out the infant’s interest and agency toward this new experience. By showing the child’s
abilities, he aims at promoting a more positive and less worried point of observation. Additionally, he
accepts and validate the parents’ worries, giving reassurance.

Pediatrician: Here, look at how interested he is! Did you see how he hooked [the banana slice]?
Mom: We panicked a bit, the slice was too big!
Pediatrician: Okay it’s normal . . . Look here, is he nibbling it?
Mom: Yes, yes!
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Pediatrician: Ok, here he brings the banana, can you see? Did you see that he feeds? Oh, how interested he is in
this new thing! Well, what we have here? He takes [the banana], so he has his own initiative too, he puts a little
of control in this thing, unlike [what he can do with] the teaspoon.
Dad: Yes, there he is passive
Pediatrician: With the teaspoon it’s just right to the mouth and stop! That’s also okay, but it might not be just
that! Here (indicating the monitor with the baby holding the banana) he sees it, it has a color, a smell, he takes it,
he hunts it. So, these two things can go a bit together: a little you two taking control, a little he does.
Mom: Maybe, to relieve this anxiety a bit . . . we can start with a small piece of banana! Here, I had a little bit of
anxiety, but for example last night it was a smaller piece and I felt calmer, I crushed it a bit
Dad (to the mother): I see, this is my concern too. But if the doctor says no, I think there is no danger
Pediatrician: No, absolutely. Not with such soft things.

Then, the pediatrician suggests replicating the interactive experience of feeding and eating at
home (Step 3) and gives some general advice.

Pediatrician: Also, eating together is a great idea, because he learns a lot by looking. If he is the only one who
eats, and only eats with the spoon, he learns a little: just to receive the spoon.
Dad: So, you say, while we eat, can we also give him something?
Pediatrician: Give him some small pieces, some sauce . . .
Dad: Bread?
Pediatrician: A small piece of pasta, bread is good too, most of all I recommend variety. There are children who
only eat only bread . . . but children need variety in food.
Dad: Ok.

Last, the pediatrician goes back to parental worries that emerged in previous sessions and during
the first part of this VF and links them with new emerging challenges for the parents: control and
discipline (Step 4).

Pediatrician: So, what do you think of him, how is he growing up? This moment of eating also reflects other
areas of his growth. He is now with his own desires, initiatives, this new willingness to do something. How is
this thing?
Mom: Oh, that show us he’s growing, he changed a lot just in a month, even in few weeks!
Dad: He shows us that he has his own intelligence, his intent, his desires and needs, and he tries to communicate
them in his own way.
Pediatrician: Perfect!
Mom: He has his own personality, which is not easy!
Pediatrician: What do you mean?
Mom: That when he wants something you can see it; he makes you understand, like he cries.
Pediatrician: And, how do you stand with this new willingness, intentionality, which is emerging now?

Overall, the clinical vignette highlights the positive impact that a family-oriented, mental
health-focused pediatric visit can have on a vulnerable family. Observing VF during such a consultation
enables to directly observe how PC-VIT works on the crucial issue of a child’s vulnerability. Indeed,
several difficulties can emerge during this developmental stage, with the possibility to negatively
impact the parent–child relationship. Using VF at this crucial point allows direct observation of
how sustaining parents fosters their abilities in recognizing their child’s competences. This might
reduce parental worries and potential negative practices deriving from such fears. In particular, the
pediatrician used the video to show the parents their son’s interest toward food/world exploration. By
doing that, he shifted the parental focus from their worry of suffocation to the child’s abilities. This took
place in a non-judgmental and relational context, which allowed the parents to freely discuss between
each other about potential alternative strategies to handle this turning point of child development.
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4. Discussion

We presented the application of the innovative video-feedback protocol, the Primary Care-Video
Intervention Therapy (PC-VIT), which combines a relational perspective and a focus on infant mental
health and parenting, with the daily activity characterizing a pediatric setting. The intervention was
delivered to a family (mother and father) of a Small for Gestational Age infant, a perinatal condition of
growth vulnerability resulting in a birth weight below the tenth percentile for gestational age, with the
weight ranging between the third to tenth percentile along the first year of life. The intervention was
aimed at decreasing parental worries about the child’s growth and sustaining parental mentalizing
abilities, intended as the parental ability of making sense of the child’s behaviors as expressing internal
emotional and mental states [32]. Overall, the PC-VIT appeared to allow parents to progressively
decrease worries and better recognize the child’s behaviors.

With this vulnerable family, the use of PC-VIT might result as particularly relevant in the
developmental stage of weaning. Referring to the clinical vignette, a short interactive feeding sequence
appears as being enough to activate parental worries concerning the infant’s feeding skills. Here,
the relational and non-judgmental context of PC-VIT is aimed at allowing parents to share their
emotional states while feeling understood, supported, and sustained in their initiatives. We observe
that the pediatrician guidance might potentially sustain parents in shifting the attention from personal
preoccupation towards the observation of infant competencies and initiatives. In this way, PC-VIT
could modify both parents’ subjective experience of a delicate moment and their interactive behaviors,
making them more aware of their reactions and giving more realistic views of their child [29]. An
enhanced ability to recognize infant autonomy and competences during relevant milestones, such as
the weaning process, might be transferred into more sensitive and attuned daily interactions. This is
highly relevant for healthy socio-emotional development, since interpersonal regulation processes
taking place during interactive exchange between mother and infant foster an infant’s daily learning of
progressively more sophisticated autoregulation [37,38]. In this growth-vulnerable family, without
timely and focused interventions, such worried parental representations might have progressively
intensified, obscuring the possibility to recognize infant competencies and thus causing long-term
damage to the quality of feeding interactions.

Overall, findings observed through clinical vignettes and the analysis of parental discourse might
help to evidence that early application of PC-VIT has the potential to rapidly teach parents to recognize
infant’s communicative skills and progressively identify his self—and emotion-regulatory abilities,
so that parents become more able to speak about their son’s competences. These characteristics are
fundamental for child development, nurture a secure parent–child attachment, and represent early
markers of socio-cognitive development [39]. A specific feature of PC-VIT sustaining such parents’
learning processes is the temporal contingency of video recording and VF. Indeed, parents’ emotional
involvement is still active during VF, which aids them to freely report on their emotional states. Second,
the pediatrician can then intervene on potential misinterpretations of a child’s behavior driven by
parental emotions, replacing parental fears and sense of inadequacy with new interpretations of a
child’s actions that can modify parental inner states underlying negative thoughts and attitudes.

In regards to the application of VF in a pediatric context, PC-VIT seems to suit the well-baby visit
setting, which appears to be a particularly valid context for early interventions in subclinical families.
Indeed, within the routine activity, the pediatrician can prevent vulnerable infants from a clinical
outcome, by accompanying and sustaining their parents throughout the foremost fragile developmental
milestones. This kind of intervention can easily meet the need for early support in families with
growth-vulnerable infants, who are unlikely to receive tailored follow-up care despite their known
vulnerability [1,9]. Besides, the timely identification of developmental fragilities in socio-emotional
development (as well as early signs of parental difficulties or fatigue), and the development of tailored
strategies of intervention before clear clinical manifestations might positively impact on health costs
that may occur from later interventions. Further, this timely interventions may limit the overuse of
health care resources, which characterize parents perceiving their infants as vulnerable [40].
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The study has some limitations. First, the lack of external measure to assess parental emotional
state along the intervention and their involvement, as well as their change in child-care behaviors,
strongly limit clear interpretation and the generalization of findings. In addition, with the current
findings it is not possible to disentangle the positive effect of the intervention to the decrease of
parental worries due to child healthy development. Future studies comparing PC-VIT intervention and
typical well-baby visits are warranted to detail the investigation and assess for the potential positive
effects on the socio-emotional development, or on the parental relationship as directly associated
to the effectiveness of the intervention. Beyond these limitations, our preliminary findings support
the encouraged shift in pediatric care towards more family-centered and mental health-focused
approaches [41]. Pediatric health care providers have been called upon to develop strategies enhancing
parent–child interactions [42]. Indeed, the present case study firstly shows that PC-VIT might provide
an innovative answer to this point, allowing the pediatrician to address a focus on familiar and
relational issues surrounding each child’s milestones and to promote an integrated approach to child
development, where socio-emotional health is sustained along with physical growth.

5. Conclusions

Parenting is challenged by SGA vulnerability increasing worries about physical growth that might
influence the healthy development of a parent–child relationship. Video-feedback shows the powerful
opportunity to limit the impact of SGA growth vulnerability on parent–child and socio-emotional
development by sustaining parental engagement and mentalization.

The exemplification provided by this case study serves as example to generalize PC-VIT protocols
to all these contexts of growth vulnerability or perinatal fragility that do not require immediate clinical
interventions, but rather would benefit from timely preventive and supporting programs sustaining
socio-emotional development. Besides, our case study allows to reflect upon the importance for
pediatric general health providers to promote an integrated view of child development, implementing
effective ad-hoc strategies to monitor mental health, by sustaining emotional abilities and nurturing
healthy parent–child relationships. Indeed, we hope this study to be meaningful for pediatricians and
general health providers in order to be aware of the developmental risk of SGA children and of the
challenges that parenting in these contexts undergoes.

Author Contributions: Conceptualization, S.F. and G.D., methodology, C.S. and S.F.; formal analysis, C.S.;
writing—original draft preparation, C.S.; writing—review and editing, C.S., A.S.; supervision, G.D., A.S. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Acknowledgments: The authors wish to thank Livio Finos for the suggestions in text analyses.

Conflicts of Interest: The authors declare that the study was conducted in the absence of any commercial or
financial relationships that could be construed as a potential conflict of interest.

References

1. Sacchi, C.; De Carli, P.; Mento, G.; Farroni, T.; Visentin, S.; Simonelli, A. Socio-Emotional and Cognitive
Development in Intrauterine Growth Restricted (IUGR) and Typical Development Infants: Early Interactive
Patterns and Underlying Neural Correlates. Rationale and Methods of the Study. Front. Behav. Neurosci.
2018, 12, 1–11. [CrossRef] [PubMed]

2. Westrupp, E.M.; Mensah, F.K.; Giallo, R.; Cooklin, A.; Nicholson, J.M. Mental Health in Low-to-Moderate
Risk Preterm, Low Birth Weight, and Small for Gestational Age Children at 4 to 5 Years: The Role of Early
Maternal Parenting. J. Am. Acad. Child Adolesc. Psychiatry 2012, 51, 313–323. [CrossRef] [PubMed]

3. Miles, M.S.; Holditch-Davis, D. Compensatory Parenting: How Mothers Describe Parenting Their 3-Year-Old,
Prematurely Born Children. J. Pediatr. Nurs. 1995, 10, 243–253. [CrossRef]

4. Montirosso, R.; Arrigoni, F.; Casini, E.; Nordio, A.; De Carli, P.; Di Salle, F.; Moriconi, S.; Re, M.; Reni, G.;
Borgatti, R. Greater Brain Response to Emotional Expressions of Their Own Children in Mothers of Preterm
Infants: An FMRI Study. J. Perinatol. 2017, 37, 716. [CrossRef]

http://dx.doi.org/10.3389/fnbeh.2018.00315
http://www.ncbi.nlm.nih.gov/pubmed/30631266
http://dx.doi.org/10.1016/j.jaac.2011.12.004
http://www.ncbi.nlm.nih.gov/pubmed/22365467
http://dx.doi.org/10.1016/S0882-5963(05)80021-1
http://dx.doi.org/10.1038/jp.2017.2


Int. J. Environ. Res. Public Health 2020, 17, 1796 10 of 11

5. Howe, T.-H.; Sheu, C.-F.; Hsu, Y.-W.; Wang, T.-N.; Wang, L.-W. Predicting Neurodevelopmental Outcomes at
Preschool Age for Children with Very Low Birth Weight. Res. Dev. Disabil. 2016, 48, 231–241. [CrossRef]

6. Puga, B.; Gil, P.; De Arriba, A.B.; Labarta, J.I.; Romo, A.; Mayayo, E.; Ferrández Longás, Á. Neurocognitive
Development of Children Born Small for Gestational Age (SGA). An Update. Pediatr. Endocrinol. Rev. 2012,
9, 716–726.

7. Figueras, F.; Eixarch, E.; Meler, E.; Iraola, A.; Figueras, J.; Puerto, B.; Gratacos, E. Small-for-Gestational-Age
Fetuses with Normal Umbilical Artery Doppler Have Suboptimal Perinatal and Neurodevelopmental
Outcome. Eur. J. Obstet. Gynecol. Reprod. Biol. 2008, 136, 34–38. [CrossRef]

8. Watt, J. Small-for-Gestational Age Infants: Perinatal, Physical and Social Factors in the First Year of Life. N.
Z. Med. J. 1989, 102, 469–472.

9. Feldman, R.; Eidelman, A.I. Neonatal State Organization, Neuromaturation, Mother-Infant Interaction, and
Cognitive Development in Small-for-Gestational-Age Premature Infants. Pediatrics 2006, 118, e869–e878.
[CrossRef]

10. Geva, R.; Eshel, R.; Leitner, Y.; Valevski, A.F.; Harel, S. Neuropsychological Outcome of Children with
Intrauterine Growth Restriction: A 9-Year Prospective Study. Pediatrics 2006, 118, 91–100. [CrossRef]

11. Bakermans-Kranenburg, M.J.; van IJzendoorn, M.H. The Hidden Efficacy of Interventions: Gene×
Environment Experiments from a Differential Susceptibility Perspective. Annu. Rev. Psychol. 2015,
66, 381–409. [CrossRef] [PubMed]

12. Fukkink, R.G. Video Feedback in Widescreen: A Meta-Analysis of Family Programs. Clin. Psychol. Rev. 2008,
28, 904–916. [CrossRef]

13. Brazelton, T.B. How to Help Parents of Young Children: The Touchpoints Model. J. Perinatol. 1999, 19, S6–S7.
[CrossRef] [PubMed]

14. Simões, R.V.B.; Cruz-Lemini, M.; Bargalló, N.; Gratacós, E.; Sanz-Cortés, M. Brain Metabolite Differences
in One-Year-Old Infants Born Small at Term and Association with Neurodevelopmental Outcome. Am. J.
Obstet. Gynecol. 2015, 213, 210.e1–210.e11. [CrossRef] [PubMed]

15. Singhal, A. Long-Term Adverse Effects of Early Growth Acceleration or Catch-up Growth. Ann. Nutr. Metab.
2017, 70, 236–240. [CrossRef] [PubMed]

16. Bakermans-Kranenburg, M.J.; Van Ijzendoorn, M.H.; Juffer, F. Less Is More: Meta-Analyses of Sensitivity and
Attachment Interventions in Early Childhood. Psychol. Bull. 2003, 129, 195. [CrossRef]

17. Juffer, F.; Struis, E.; Werner, C.; Bakermans-Kranenburg, M.J. Effective Preventive Interventions to Support
Parents of Young Children: Illustrations from the Video-Feedback Intervention to Promote Positive Parenting
and Sensitive Discipline (VIPP-SD). J. Prev. Interv. Community 2017, 45, 202–214. [CrossRef]

18. Dozier, M.; Peloso, E.; Lindhiem, O.; Gordon, M.K.; Manni, M.; Sepulveda, S.; Ackerman, J.; Bernier, A.;
Levine, S. Developing Evidence-Based Interventions for Foster Children: An Example of a Randomized
Clinical Trial with Infants and Toddlers. J. Soc. Issues 2006, 62, 767–785. [CrossRef]

19. Juffer, F.; Steele, M. What Words Cannot Say: The Telling Story of Video in Attachment-Based Interventions.
Attach. Hum. Dev. 2014, 16, 307–314. [CrossRef]

20. Marvin, R.S.; Cooper, C.; Hoffman, K.T.; Powell, B. The Circle of Security Project: Attachment-Based
Intervention with Caregiver–Preschool Dyads’. Security 2002, 4, 248. [CrossRef]

21. Cassidy, J.; Woodhouse, S.S.; Sherman, L.J.; Stupica, B.; Lejuez, C.W. Enhancing Infant Attachment Security:
An Examination of Treatment Efficacy and Differential Susceptibility. Dev. Psychopathol. 2011, 23, 131–148.
[CrossRef] [PubMed]

22. Powell, B.; Cooper, G.; Hoffman, K.; Marvin, B. The Circle of Security Intervention: Enhancing Attachment in
Early Parent–Child Relationships; Guilford Publications: New York, NY, USA, 2013.

23. Beebe, B.; Steele, M. How Does Microanalysis of Mother-Infant Communication Inform Maternal Sensitivity
and Infant Attachment? Attach. Hum. Dev. 2013, 15, 583–602. [CrossRef] [PubMed]

24. Downing, G.; Wortmann-fleischer, S.; Von Einsiedel, R.; Jordan, W.; Reck, C. Video Intervention Therapy for
Parents With Psychiatric Disturbance. Infant Early Child. Ment. Heal. core concepts Clin. Pract. 2013, 261–280.
[CrossRef]

25. Papoušek, M. Resilience, Strengths, and Regulatory Capacities: Hidden Resources in Developmental
Disorders of Infant Mental Health. Infant Ment. Health J. 2011, 32, 29–46. [CrossRef] [PubMed]

26. Papousek, M.; Schieche, M.; Wurmser, H. Disorders of Behavioral and Emotional Regulation in the First Years of
Life: Early Risks and Intervention in the Developing Parent–infant Relationship; ERIC: Washington DC, USA, 2007.

http://dx.doi.org/10.1016/j.ridd.2015.11.003
http://dx.doi.org/10.1016/j.ejogrb.2007.02.016
http://dx.doi.org/10.1542/peds.2005-2040
http://dx.doi.org/10.1542/peds.2005-2343
http://dx.doi.org/10.1146/annurev-psych-010814-015407
http://www.ncbi.nlm.nih.gov/pubmed/25148854
http://dx.doi.org/10.1016/j.cpr.2008.01.003
http://dx.doi.org/10.1038/sj.jp.7200248
http://www.ncbi.nlm.nih.gov/pubmed/10685286
http://dx.doi.org/10.1016/j.ajog.2015.04.011
http://www.ncbi.nlm.nih.gov/pubmed/25891998
http://dx.doi.org/10.1159/000464302
http://www.ncbi.nlm.nih.gov/pubmed/28301849
http://dx.doi.org/10.1037/0033-2909.129.2.195
http://dx.doi.org/10.1080/10852352.2016.1198128
http://dx.doi.org/10.1111/j.1540-4560.2006.00486.x
http://dx.doi.org/10.1080/14616734.2014.912484
http://dx.doi.org/10.1080/1461673021013163
http://dx.doi.org/10.1017/S0954579410000696
http://www.ncbi.nlm.nih.gov/pubmed/21262044
http://dx.doi.org/10.1080/14616734.2013.841050
http://www.ncbi.nlm.nih.gov/pubmed/24299136
http://dx.doi.org/10.1136/bcr-2012-008281
http://dx.doi.org/10.1002/imhj.20282
http://www.ncbi.nlm.nih.gov/pubmed/28543562


Int. J. Environ. Res. Public Health 2020, 17, 1796 11 of 11

27. Beebe, B. Brief Mother-Infant Treatment: Psychoanalytically Informed Video Feedback. Infant Ment. Health J.
2003, 24, 24–52. [CrossRef]

28. Fonagy, P.; Steele, M.; Steele, H.; Moran, G.S.; Higgitt, A.C. The Capacity for Understanding Mental States:
The Reflective Self in Parent and Child and Its Significance for Security of Attachment. Infant Ment. Health J.
1991, 12, 201–218. [CrossRef]

29. Leyton, F.; Olhaberry, M.; Alvarado, R.; Rojas, G.; Dueñas, L.A.; Downing, G.; Steele, H. Video Feedback
Intervention to Enhance Parental Reflective Functioning in Primary Caregivers of Inpatient Psychiatric
Children: Protocol for a Randomized Feasibility Trial. Trials 2019, 20, 268. [CrossRef]

30. Downing, G.; Bürgin, D.; Reck, C.; Ziegenhain, U. Interfaces between Intersubjectivity and Attachment:
Three Perspectives on a Mother–Infant Inpatient Case. Infant Ment. Heal. J. Off. Publ. World Assoc. Infant
Ment. Heal. 2008, 29, 278–295. [CrossRef]

31. Crugnola, C.R.; Ierardi, E.; Albizzati, A.; Downing, G. Effectiveness of an Attachment-Based Intervention
Program in Promoting Emotion Regulation and Attachment in Adolescent Mothers and Their Infants: A
Pilot Study. Front. Psychol. 2016, 7, 1–17. [CrossRef]

32. Fonagy, P. Affect Regulation, Mentalization and the Development of the Self ; Routledge: Abingdon, UK, 2018.
33. Slade, A.; Holland, M.L.; Ordway, M.R.; Carlson, E.A.; Jeon, S.; Close, N.; Mayes, L.C.; Sadler, L.S. Minding

the Baby®: Enhancing Parental Reflective Functioning and Infant Attachment in an Attachment-Based,
Interdisciplinary Home Visiting Program. Dev. Psychopathol. 2020, 32, 123–137. [CrossRef]

34. Sharp, C.; Fonagy, P. The Parent’s Capacity to Treat the Child as a Psychological Agent: Constructs, Measures
and Implications for Developmental Psychopathology: Topic Review. Soc. Dev. 2008, 17, 737–754. [CrossRef]

35. Facchini, S.; Martin, V.; Downing, G. Pediatricians, Well-Baby Visits, and Video Intervention Therapy:
Feasibility of a Video-Feedback Infant Mental Health Support Intervention in a Pediatric Primary Health
Care Setting. Front. Psychol 2016, 7, 179. [CrossRef] [PubMed]

36. Facchini, S.; Simonelli, A.; Sacchi, C.; Miscioscia, M.; Martin, V.; Downing, G.L. Intervention Vidéo Dans
Les Soins Primaires Du Jeune Enfant (PC-VIT): La Consultation Du Pédiatre Comme Nouvelle Voie d’
Intervention Précoce En Vidéo-Feedback Video Intervention Therapy in Primary Care as a New Way for
Early Intervention Utilisat. Devenir 2018, 30, 101–123. [CrossRef]

37. Chambers, P.L.; Mahabee-Gittens, E.M.; Leonard, A.C. Vulnerable Child Syndrome, Parental Perception
of Child Vulnerability, and Emergency Department Usage. Pediatr. Emerg. Care 2011, 27, 1009. [CrossRef]
[PubMed]

38. Feldman, R. Parenting Behavior as the Environment Where Children Grow. In Cambridge Handbooks in
Psychology. The Cambridge Handbook of Environment in Human Development; Mayes, L.C., Lewis, M., Eds.;
Cambridge University Press: Cambridge, UK, 2012; pp. 535–567. [CrossRef]

39. Tronick, E. The Neurobehavioral and Social-Emotional Development of Infants and Children (Norton Series on
Interpersonal Neurobiology); WW Norton and Company: New York, NY, USA, 2007.

40. Eisenberg, N.; Spinrad, T.L.; Eggum, N.D. Emotion-Related and Its Relation to Children’s Maladjustment.
Annu. Rev. Clin. Psychol. 2010. [CrossRef] [PubMed]

41. Ordway, M.R.; Webb, D.; Sadler, L.S.; Slade, A. Parental Reflective Functioning: An Approach to Enhancing
Parent–child Relationships in Pediatric Primary Care. J. Pediatr. Heal. Care 2015, 29, 325–334. [CrossRef]

42. Simpson, T.E.; Condon, E.; Price, R.M.; Finch, B.K.; Sadler, L.S.; Ordway, M.R. Demystifying Infant Mental
Health: What the Primary Care Provider Needs to Know. J. Pediatr. Heal. Care 2016, 30, 38–48. [CrossRef]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1002/imhj.10042
http://dx.doi.org/10.1002/1097-0355(199123)12:3&lt;201::AID-IMHJ2280120307&gt;3.0.CO;2-7
http://dx.doi.org/10.1186/s13063-019-3310-y
http://dx.doi.org/10.1002/imhj.20177
http://dx.doi.org/10.3389/fpsyg.2016.00195
http://dx.doi.org/10.1017/S0954579418001463
http://dx.doi.org/10.1111/j.1467-9507.2007.00457.x
http://dx.doi.org/10.3389/fpsyg.2016.00179
http://www.ncbi.nlm.nih.gov/pubmed/26909063
http://dx.doi.org/10.3917/dev.182.0101
http://dx.doi.org/10.1097/PEC.0b013e318235bb4f
http://www.ncbi.nlm.nih.gov/pubmed/22068058
http://dx.doi.org/10.1017/CBO9781139016827.031
http://dx.doi.org/10.1146/annurev.clinpsy.121208.131208
http://www.ncbi.nlm.nih.gov/pubmed/20192797
http://dx.doi.org/10.1016/j.pedhc.2014.12.002
http://dx.doi.org/10.1016/j.pedhc.2015.09.011
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Video-Feedback Interventions 
	The Video Intervention Therapy and Primary-Care Video Intervention Therapy 

	Methods 
	Case Illustration 
	The Primary Care-Video Intervention Therapy 
	Analysis of Parental Discourse 

	Results 
	Development of Parental Discourse 
	Clinical Vignette: Eating Together (Third Session) 

	Discussion 
	Conclusions 
	References

