Assessment of Infant Mental Health Training Needs
Utah Association for Infant Mental Health (UAIMH)

January/February 2005

We are interested in your training and experience related to infant and early childhood mental health.  For the purpose of this assessment, infant and early childhood mental health is broadly defined as the continuum of mental health prevention, early intervention and relationship-based treatment services that help children birth to age 5 years develop the capacity to experience and regulate their emotions, form close interpersonal relationships, and explore the environment. 

It will take approximately 5-10 minutes to complete this Needs Assessment.

I
PROFESSIONAL BACKGROUND  

1) What is your main field of professional education? (Please check one)

( )  Social Work

( )  Psychology

( )  Psychiatry

( )  Child Development

( )  Nursing

( )  Medicine

( )  Early Childhood Education

( )  Licensed Counseling

( )  Other (Please specify) 

2) Highest level of education (Please check one)

( )  Associate

( )  Bachelors

( )  Masters

( )  Doctorate

( )  Other (Please specify): _______________________________

II 
CURRENT WORK SITUATION 

related to Infant and Early Childhood Mental Health (children birth to age 5)

3)  Please check the answer that best describes your experience with each intervention listed below:





Used Often

Sometimes Used
Never Used
Family therapy

_______

________

________

Relationship based



      Parent/child therapy
_______

________

________

Parenting education

       and support

_______

________

________

Individual child therapy
_______

________

________

Individual play therapy
_______

________

________

Group play therapy

_______

________

________

Behavior modification
            _______

________

________

Floor-time therapy/DIR
_______

________

________

Other (Please specify below) _______

________

________

4)  Time spent providing mental health services each week (estimated hours). 

(Please check all that apply)





Time

(  ) Children birth to age 3
________

(  ) Children age 3 to age 5
________

(  ) Full Time


________

(  ) Part Time


________

(  ) Other


________

5A)  Do you do social/emotional screenings for children birth to age 5? 

_____Yes    _____No

5B) If yes, which ones do you use?
______________________________

______________________________

6A)  Do you conduct mental health diagnostic evaluations for children birth to 5?

_____Yes    _____No

6B) If yes, which ones do you use?
______________________________

______________________________

7)  Which of the following populations are focuses of your practice?  (Please check all that apply)

(   )  Children birth to age 3

(   )  Children age 3 to age 5

(   )  Children who have been exposed to violence (e.g. domestic, community) 

(  )  Children whose parents suffer from mental illness 

(  )  Children with family relationship disturbances/disruptions 

(  )  Children with social/emotional disturbances 

(  )  Children whose parents are abusing substances 

(  )  Children with behavior issues 

(  )   Parents during the prenatal period 

(  )  Post-partum mothers 

(  ) Other: ​​​​​​​​​​​​​​_____________________________________________________________

______________________________________________________________________

III
TRAINING 

Related to Infant and Early Childhood Mental Health (children birth to age 5)

7A)  Have you received any training specifically related to infant/early childhood mental health? 


________yes   ________no

7B) If yes, what kind of training was this? 

(Please check all that apply)

(  )  Workshop

(  )  Undergraduate

(  )  Graduate

(  )  Clinical internship

(  )  Online training

(  )  Other (please specify) ___________________

7C)  What topics did the training cover? _____________________________________

________________________________________________________________________

7D) Who sponsored the training? ___________________________________________

8A)  Have you provided any training specifically related to infant/early childhood mental health? 


________yes   ________no

8B) If yes, what kind of training was this? 
(Please check all that apply)

(  )  Workshop

(  )  Undergraduate

(  )  Graduate

(  )  Clinical internship

(  )  Online training

(  )  Other (please specify) ___________________

8C)  What topics did the training cover? _____________________________________

________________________________________________________________________

8D) Who sponsored the training? ___________________________________________

9A) Would you be interested in receiving (more) training in infant/early childhood mental health? 


________yes   ________no

If yes:

9B) In what level of training would you be interested?

(Please check all that apply)

(  )  Continuing Education Credits

(  )  Undergraduate College Credit

(  )  Graduate College Credit

(  )  Graduate Certificate, including Clinical internship & supervision

(  )  Other (please specify) ___________________

9C) In what kind of training would you be interested? 

(Please check all that apply)

(  )  Workshops

(  )  Undergraduate courses

(  )  Graduate courses

(  )  Clinical internship

(  )  Clinical Supervision 

(  )  Online training

(  )  Other (please specify) ___________________

9D)  About which topics would you like to learn more? ________________________________________________________________________
________________________________________________________________________

________________________________________________________________________

9E) How frequently would you be able and willing to spend time on infant/early childhood mental health training?
(  )  Several days a week

(  )  Weekly

(  )  Bi-weekly

(  )  Monthly

(  )  Once every three months 

(  )  Once every six months

(  )  Once a year

9F) How much time would you prefer to spend in each course/workshop? 
(  )  One hour

(  )  Several hours

(  )  A day

(  )  Several days (e.g., weekend workshops, intensive trainings)

(  )  Other:___________________________________________

9G) How much time would you be willing to spend on travel? 
(  ) Less than one hour 

(  ) One hour

(  )  Several hours

(  )  A day

(  )  Several days (e.g., weekend workshops, intensive trainings)

(  )  Other:___________________________________________

IV.
SUPERVISION

10A)  How often do you receive supervision?

(  )  Weekly

(  )  Monthly

(  )  Annually

(  )  Supervised as needed

(  )  Never

(  )  Other___________  

10B)  How often do you provide supervision?

(  )  Weekly

(  )  Monthly

(  )  Annually

(  )  Supervised as needed

(  )  Never

(  )  Other___________  

11A)  Do you provide infant or early childhood mental health consultation?

(  )  Yes
(  )  No

11B)  If yes, please specify below the program(s) to which you provide consultation.

11C)  Would you like to be included in the UAIMH list of consultants?

(  )  Yes
(  )  No
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