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Our theme for June is babies’ development. 

New parents and parents-to-be are usually very interested to learn 
about how their babies will develop physically, emotionally and 
socially. They enjoy observing how their baby changes and starts to 
be aware of things, to interact and to do things that just a few weeks 
ago were not possible. It can be a source of daily joy to observe 
their baby exploring the world and to share new experiences, 
helping to make them safe and fun. Many parents are eager to find 
out more about what babies can and cannot manage at different 
stages and about how they can help them with scaffolding activities 
and encouragement. Lynne Murray is professor in developmental 
psychopathology at Reading University and has published 
extensively on the psychology of babies. In her research overview, 
she looks at how children’s communication develops in the first two 
years of life (p15).

Claire Maguire is a postnatal leader who, in response to demand from 
parents, now includes a session on baby development in her Early 
Days courses. She writes about how she covers this topic and how 
she tailors the session to help new parents gain confidence (p3).

Parents may ask practitioners for suggestions about books on 
babies’ development – but which books are most helpful? Lucy 
Markes provides a useful guide to four of the best-known ones (p4).

NCT’s Early Days courses help new parents adjust to parenthood, 
offering support and postnatal education at a time that many 
find demanding and exhausting. Sarah McMullen and I have 
analysed feedback provided by parents on our online survey 
about the courses. There is a high level of satisfaction, but also a 
desire for more practical tips and more information about babies’ 
development (p8).

In this issue, we introduce a new series. Research on topics relating 
to the transition to parenthood and first-years’ parenting is ongoing, 
and guidance changes frequently. It can be hard for practitioners 
to keep up-to-date and to answer parents’ questions with the best 
currently available information. The Evidence Made Easy articles, 
available as standalone PDFs as well as in the journal, provide 
accessible two-page guides based on current evidence. Heather Neil 
begins the series with a guide to introducing solid foods (p12).

Mary Newburn 
Head of research and quality, NCT

We have marked core information for NCT 
practitioners with a symbol to help you prioritise 
your reading and decide what might be useful for 
your training/CPD portfolio.
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How we get started 
I ask new parents to bring along their baby’s 
favourite toy or object to the session. If their 
baby is too young to have one, they can bring 
in a photograph from a magazine. 

The activity appeals to those with 
kinaesthetic styles of learning, and gives 
them an opportunity to discuss their baby’s 
personality. We explore why a baby might like 
such a toy, and why things like black-and-
white patterns, faces, crinkle noises, light 
and even the sight of the washing machine 
in action appeal to a baby. This allows 
me to slip in some information about the 
developmental changes that have enabled a 
baby to be interested in such things. 

It is also an opportunity for us to explore what 
parents look for in a toy and what character 
traits we assign to our children. Parents begin 
to realise that, while assigning character traits 
can have some positive effects, babies are 
not an extension of us but unique individuals. 
I also explain that first toys do not need to be 
expensive: what we do is more important than 
what we buy. 

Looking forward

I sometimes include an activity that looks 
forward to the baby’s first 12 months. In 
small groups I ask the parents to come 
up with a list of key milestones in the first 
year. As a large group we then examine the 
various suggestions. Sometimes we discuss 
the red flags health professionals will be 
looking out for, such as not responding to 
loud noises, or not smiling at people by the 
age of three months. 

The activity promotes a discussion about 
how they would feel if their baby didn’t reach 
a stage at the same time as their peers. 
I am careful to create a safe, supportive 
environment, reminding the group that 
babies can, as part of normal development, 
reach particular stages at widely different 
times. We explore the particular challenges 
of each stage, and I remind everyone how 
individual their baby is, explaining that there is 
no evidence to support a correlation between 
reaching milestones early and later IQ.1 
I round off this activity by asking them at what 
age they sat up or crawled. No one has been 
able to answer it yet. 

We move onto what to do with their baby 
during the day. Splitting the group into two 
(one with younger babies, one with older 
babies), I ask them to discuss how they 
can interact with a baby that is sitting up 
independently. The group with younger 
babies often comes up with activities 
related to tummy time, such as talking to 
your baby, singing and skin-to-skin contact 

Talking to 
parents 
about child 
development

Claire Maguire, a postnatal leader 
who has received very positive 
feedback from mothers responding 
to NCT’s confidential post-course 
online survey, shares her approach 
to running a regular session on 
child development as part of an 
Early Days course.

The first months with a new baby can be a 
challenging time for new mothers. My aim is 
to create a safe space where they can reflect 
upon their growing attunement to their baby, 
and gain confidence in their own ability to 
parent successfully. In the group sessions, I 
hope mothers will:

•  Receive validation that they are a ‘good 
enough’ mother

•  Be able to express joy and relief and 
any concerns 

•  Develop a set of questions to ask a 
potential childcare provider 

•  Discuss safety in the home and any 
anxieties they have 

•  Think about how much we project adult 
emotions onto our baby

Learning to go off-topic

After qualifying as a postnatal leader in 2011 
I was initially unwilling to deviate from the 
topics covered in tutorials or the toolkit. I 
deflected requests from mothers to cover 
child development, because I thought it 
would heighten any existing anxiety. 

My change of heart came when I put myself in 
the parent’s shoes. As a former fashion buyer 
I knew what my target customer should look 
like but the brand would not have survived 
unless I also gave them plenty of what they 
wanted. I decided to listen to all requests and, 
using layered learning, wove the extras in.
I now include one session on play and baby 
development that helps show mothers they 
are doing a good job and that celebrates the 
joys of parenthood.

through massage. We talk about how these 
activities help to create positive attachment. 
We discuss the importance of responding 
to a baby’s new skills with enthusiasm, 
showing emotion in the face to help develop 
empathy.2 We talk about why it’s also 
important to respond to emotions, even 
negative ones such as irritability and pain 
or discomfort, as this also helps the baby’s 
developing brain.3  

The group assigned to talk about older 
babies usually comes up with a long list of 
activities and toys. We analyse why they feel 
lots of activities are necessary – perhaps it 
is because some new parents feel a lack of 
confidence and seek validation in what they 
are doing.

We talk about what toys are useful with babies 
at the sitting stage. I pass around Elinor 
Goldschmied’s treasure basket and explain 
how babies learn through their senses.4 
Babies understand many words by five 
months, so I explain that talking to your baby 
enhances communication skills.5

A discussion of questions to ask a childcare 
provider comes next. Parents often ask about 
safety in the home, and share practical ideas. 
We finish the session with a discussion on 
overstimulation: how quickly it happens in a 
young baby, how to spot it, why it happens 
and how to calm the baby. We talk about the 
long-term impact that calming a baby has on 
his or her development.6 

Mothers appear to leave the session buoyant 
and feeling that they are doing a good job. 
The session helps meet their expectations 
of the course and with layered learning we 
actually cover many mother-focused topics 
with in-depth reflection.
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Books about 
babies’ 
development: 
sharing with 
parents

Many new parents and parents-to-be 
are interested in books that will inform 
them about babies’ development. 
Postnatal tutor Lucy Markes looks at 
what’s available..

Many new parents want to understand their 
baby’s world, so that they can appreciate 
his or her point of view and respond 
appropriately. They may be anxious about 
developmental milestones and how to 
encourage their baby to reach these. There 
are many books they could turn to. These 
often have very different approaches and are 
based on contrasting theories. This article 
looks at four such books, what they’re about, 
the ways in which parents may find them 
helpful, and their limitations.

The Wonder Weeks

The Wonder Weeks by husband and wife 
co-authors Hetty van de Rijt and Frans Plooij 
has been popular with new parents in the 
Netherlands ever since it was first published 
there in 1992.1 The authors’ main premise 
is that babies and young children all go 
through huge developmental leaps forward 
at reasonably predictable times, and that 
when they first enter a new developmental 
stage their behaviour will become 
challenging, at least for a short time. This is 
described as a ‘fussy phase’, and van de Rijt 
and Plooij acknowledge just how difficult life 
as a parent can be during these times. They 
describe life from the baby’s and also the 
parent’s point of view, and include a lot of 
quotes from parents. These certainly help to 
normalise the feelings of anger and irritation 
that all parents will feel at times, though 
the authors on several occasions caution, 
‘Having these feelings is not abnormal or 
dangerous, but acting on them is.’ There are 
many practical ideas in the book, but these 
are generally offered as suggestions rather 
than advice. This book might help parents 
who are finding that their baby seems to 

have suddenly gone from ‘easy’ to ‘difficult’ 
by giving a possible underlying reason for 
this change in behaviour. 

The Babysense Secret

Megan Faure will be familiar to many NCT 
practitioners for her work on the ‘womb to 
world’ approach, encouraging parents to 
consider the environment that the baby has 
been in for nine months and ways in which 
the transition for the baby can be eased by 
making the outside world as ‘womb-like’ as 
possible. She explores this in the early part 
of her latest book, The Babysense Secret, 
but much of the book involves advice about 
establishing a ‘painless’ routine, and avoiding 
over-stimulating the baby.2 Faure is a keen 
advocate of dummies, stating that when 
a baby is between the age of two and six 
weeks, parents should ‘stretch her feeds 
as close to three hours apart as possible by 
encouraging non-nutritive sucking (either 
hand to mouth or a dummy)’. This is an 
improvement on the earlier version of this 
book, which recommends offering ‘cooled 
boiled water with a pinch of brown sugar 
from a spoon or bottle.’3

Practitioners should also be aware that in 
her current book Faure acknowledges the 
guidelines stating that babies should sleep 
in the same room as their parents for the 
first six months, but then goes on to suggest 
strongly that babies should be moved to 
their ‘own sleep space’ before three or four 
months old. For these reasons, I would be 
reluctant to include this book in a class 
library or to recommend it to parents, as 
certain aspects seem to contradict some 
current evidence-based guidelines.

Child Sense

Like Faure, Priscilla Dunstan emphasises 
the baby’s sensory world, but in Child Sense 
she takes this much further with the notion 
that we all (babies and adults alike) have a 
dominant sense that strongly influences 
how we respond to the world.4 She believes 
that if parents can identify their baby’s 
dominant sense (and their own), they will 
be able to tailor their baby’s environment 
and the way they interact with him or her 
in the most appropriate way. For example, if 
a baby’s visual sense dominates, he or she 
would be very sensitive to visual stimuli, and 
might feel overwhelmed by a very bright 
moving mobile.

Dunstan has questionnaires to help parents 
identify which sense is dominant for their 
babies and themselves –  these have the 
limitations of all such questionnaires, when it 
may be that the answer is ‘sometimes’ rather 
than yes or no! However, Dunstan offers 

her theories in a very non-dogmatic way, 
and illustrates them with many examples 
from her long career working with families. 
Some parents may find her approach helps 
them make sense of their baby’s behaviour, 
especially when they find this challenging. 

In a similar way to The Wonder Weeks, 
there is a sense in Dunstan’s book that the 
author is providing a perspective that helps 
parents to appreciate that it is not all about 
what they do or fail to do as parents that 
influences their babies’ behaviour. This could 
be quite liberating for new parents who are 
finding the transition to parenthood harder 
than expected, and therefore both books 
might be useful additions to a practitioner’s 
toolkit, whether as ideas to offer or as 
resources to lend out or suggest. 

The Baby in the Mirror

Charles Fernyhough’s book The Baby in the 
Mirror is an unusual mix of a very personal 
account of his evolving relationship with 
his daughter from before her birth to the 
age of three, combined with an exploration 
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A book in a quote 
The Wonder Weeks
‘Sometime around eight weeks, your 
baby will begin to experience the world 
in a new way....Until he begins to feel 
more comfortable in this new world 
he will want to cling to his mommy for 
comfort. This time, the fussy phase 
could last anywhere from a few days to 
two weeks.’ (p56)

The Babysense Secret
‘Once you understand your baby’s 
sensory personality...and her current 
stage in filtering input, you will be better 
equipped to stimulate her, keep her 
content, and develop gentle routines 
that foster healthy sleep and feeding, 
and you will have an easier life as a 
mother.’ (p17)

Child Sense
 ‘Because of their highly tuned aural 
sensitivity, auditory children rely on 
familiar sound patterns for a basic sense 
of security, especially when they are 
getting ready to go to sleep.’ (p115)

The Baby in the Mirror
‘She was a newborn child and yet she 
embodied all that a human being could 
ever be. Like the goddess in the story, 
she seemed to have come from a place 
outside the world, to teach me how my 
life would unfold.’ (p47) 
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of current ideas and theories about child 
development.5 He uses observations of his 
daughter as a way to test these theories, 
and notes how they manifest themselves 
during her early years. The book is variously 
moving, funny and intellectually challenging. 
It does not at any stage offer ‘advice’, and 
what shines through is the intense interest 
Fernyhough has in his daughter.

Although this is partly as a result of his 
professional background and the material 
he needed to gather for the book, the strong 
emotional bond is so clear to see. This 
book helps illustrate that what our children 
really need from us as parents is a genuine 
interest in them and their world that is non-
judgemental and loving. It will not appeal to 
all parents, but is a delightful read for those 
who are interested in exploring some complex 
theories of baby brain development through 
the medium of one father’s story. 
Available at NCT Shop at £8.99. To place 
an order please email contactus@nctshop.
co.uk or call 0845 8100 100

Ultimately it is useful to remember that no 
book, however well-researched, can reflect 
the unique complexity of an individual baby or 
child. No one author has a monopoly on ideas 
about early parenthood, and as practitioners 
we need to stress that parents should pick 
and choose which ideas and approaches 
seem to resonate with them. 
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First 1,000 Days Awards 2014

The All-Party Parliamentary Group on 
Maternity (APPGM) wants to recognise 
the excellence in the work that midwives, 
health visitors and other outstanding 
professionals do in the first 1,000 days 
of parenthood. NCT, as the secretariat 
for the APPGM, is asking for your 
nominations in the following categories:

1.  Addressing health inequalities 
and improving outcomes for mothers 
and babies

2.  Effective working in a 
multidisciplinary team

3.  Involvement of service users in the 
development and design of services 
for families with children under two

4.  Support for fathers and mothers in 
postnatal care

5.  A perinatal mental health service 
for parents at risk of or experiencing 
depression

Please request a nomination form from 
appgawards@nct.org.uk. Deadline 
Monday, 23 June 2014.

Winners will be announced at the Annual 
NCT and All-Party Parliamentary Group for 
Maternity Awards in November 2014.
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My midwife 
says… I’m having 
a big baby

Women who are told they are 
expecting a big baby may feel 
worried. Sophie Hinsliff, a midwife 
and antenatal teacher, looks at 
how practitioners can discuss this 
with parents. 

As an NCT practitioner (NCTP), I have 
followed several online discussions about 
pregnant women’s experiences when their 
babies measure larger than average. This 
can lead to interventions, such as extra 
ultrasound scans, and to conversations with 
midwives or doctors about potential risks 
at birth.1,2 Women and partners may feel 
anxious and disempowered. As practitioners, 
we can help by being well-informed about 
the research and practice in this area. 

In this article, we consider the implications 
of larger-than-average fetal size and 
the reliability of predicting birthweight. 
Then we discuss how practitioners can 
combine the use of research evidence with 
communication skills when teaching. 

How much does size matter? 

‘Fetal macrosomia’ means a larger-than-
normal baby, and is used to describe a 
variety of birthweights above 4,000g.3 In a 
review of 17 studies, Rossi et al found that 
researchers used varying thresholds to 
define macrosomia, ranging from 4,000g to 
5,000g.4 Macrosomic babies can be further 
categorised as symmetric or asymmetric. 
Most larger babies (around 70%) are 
classified as having symmetric macrosomia: 
the size of their head, chest and abdomen 
are all proportionately larger. 

Asymmetric macrosomia refers to a baby 
with a ‘thoracic [chest] and abdominal 
circumference that is relatively larger than 
the head circumference’ (p78).3 This can 
occur when women have unstable diabetes, 
and experience recurrent high blood glucose 
levels (hyperglycaemia) during pregnancy. 
Babies exposed to hyperglycaemia grow 
larger than usual, with particularly high 
levels of adipose tissue (fat) around the neck 
and shoulders. Their build and metabolism 

increase the likelihood of shoulder dystocia, 
which occurs when the baby’s shoulders 
become wedged inside the mother’s pelvis, 
instead of rotating to complete the birth.3,5 

Anecdotal evidence from NCTPs suggests 
that health professionals often emphasise the 
risk of shoulder dystocia when anticipating 
larger birthweight babies. It is a concern 
for health professionals as it needs to be 
managed expertly, and can lead to serious 
complications.6,7 As a result, it dominates the 
research literature on birthweight. 

If, during an antenatal session, parents raise 
the potentially alarming scenario of their 
baby getting stuck during labour, sensitive 
discussion is required. It will be reassuring 
to note that shoulder dystocia occurs in 
approximately 0.58% to 0.70% of births, and 
that health professionals are well-practised 
in management procedures designed to 
extend the capacity of the pelvis and enable 
the baby to be born.7 

Shoulder dystocia is notoriously difficult to 
predict; it can occur at births where no risk 
factors are apparent. One study found that 
48% of dystocias occurred among babies 
weighing less than 4,000g.7 Because a small 
proportion of babies weigh more than this, 
the remaining 52% of shoulder dystocias 
are distributed among a smaller group 
of babies. Hence the actual incidence of 
dystocia is higher among babies weighing 
more than 4,000g. It becomes progressively 
more likely as birthweight increases above 
4,500g.8,4 Nevertheless, most births of 
higher-weight babies occur without shoulder 
dystocia, suggesting that fetal size is a poor 
predictor.7 One consistent research finding 
is that shoulder dystocia and compromise 
at birth are both more likely for babies with 
asymmetric macrosomia.3 

Although the majority of shoulder dystocias 
resolve easily, there are risks to babies and 
mothers, including:

•  Brachial plexus injury (nerve damage) in 
2.3-16% of cases 

• Fracture of the baby’s arm (2-12%)

• Postpartum haemorrhage (11%) 

•  Third and fourth-degree perineal tears 
(3.8%).7 

Perinatal death is also possible.7,6,4 

In the UK, both maternal obesity and babies’ 
birthweight are increasing, and raised BMI 
can increase the chance of a larger baby.2 
Asymmetric macrosomia is associated 
with obesity in childhood and adulthood, 
and development of cardiovascular and 
metabolic problems.2,3 Raised BMI is affected 

by behavioural factors, such as diet9 but also 
structural factors such as poverty.10 

Measuring fetal growth in pregnancy 

Midwives are recommended to measure 
fetal size at each visit from 24 weeks of 
pregnancy.1 A tape measure is used to 
measure from the top of the pregnant 
woman’s uterus (fundus) to her pubic bone 
(symphysis pubis) – this is termed symphysis 
fundal height (SFH).11 At each appointment, 
the measurement is plotted onto a graph, 
known as a customised growth chart (CGC). 
CGCs are created individually, based on each 
woman’s ethnicity, height, weight and body 
mass index (BMI) at the beginning of the 
pregnancy.12 Although the accuracy of SFH 
measurements has been questioned,13 CGCs 
are a more sensitive tool than charts based 
on general population measurements. Their 
main focus is actually to detect ‘small for 
gestational age’ (SGA) babies, plotting below 
the tenth centile on the chart. These babies 
may be at increased risk of complications, 
particularly stillbirth.12 

Babies whose weight plots above the 
ninetieth centile are termed ‘large for 
gestational age’ (LGA). Amongst the general 
population, the approximate birthweight 
for the ninetieth centile is 4,000g. CGCs 
show us that each individual woman 
has her own range of normal, and that 
measurements may be inaccurate. Hence a 
woman attending our antenatal classes who 
measures on the ninetieth centile may give 
birth to a baby larger or smaller than 4,000g. 

Women whose SFH measurements 
consistently plot above the ninetieth centile, 
or accelerate suddenly, may be offered 
further investigations. Ultrasound scans can 
estimate fetal weight, using a combination 
of body measurements such as femur 
length, abdominal circumference and head 
circumference.3 A summary of some studies 
undertaken to date suggests that scans are 
right approximately 50% of the time when 
predicting birthweights above 4,000g,8 
although individual probabilities for different 
studies vary between 15% and 79%.14 

Women whose babies appear to be growing 
at an accelerated rate are likely to be 
offered a test for gestational diabetes 
mellitus (GDM).1 This condition can be 
associated with increased liquor volume 

Working with parents

‘Monitoring procedures and 
screening tests assess risk 
rather than giving accurate 
individual predictions.’

Perspective - NCT’s journal on preparing parents for birth and early parenthood • Issue 23 June 2014
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(polyhydramnios), and with increased fetal 
size,3 both of which contribute to a larger 
‘bump’. Unstable blood sugar is a significant 
factor for fetal growth and fetal compromise. 
There has been discussion in the research 
literature, however, about diagnostic 
parameters for GDM, and its effects will vary in 
each individual case.15 When talking to clients, 
it is important for NCTPs to bear in mind 
that monitoring procedures and screening 
tests assess risk rather than giving accurate 
individual predictions; therefore, for example, 
women with pre-existing or gestational 
diabetes will not automatically have a larger-
than-average baby. Women should be given 
information and help to understand the 
implications, including what is uncertain, so 
that they can make decisions. 

How can we help as practitioners?

As practitioners, we aim to help couples feel 
confident in anticipation of labour and to 
feel positive about giving birth, whatever 
the circumstances. As with any other topic, 
couples attending NCT classes will have 
a range of attitudes, with some feeling 
anxious about possible additional risks if 
their baby may be larger than average, and 
others frustrated about a growing tendency 
to medicalise pregnancy care. Sensitive, 
individually-focused discussion is needed. 
NCT training reinforces that use of language 
is key when working with parents, so 
throughout this article I have deliberately 
avoided the use of the term ‘big babies’. 

In some areas, women may be advised to 
plan for birth in an obstetric unit rather than 
in a birth centre or at home. 

To manage these discussions, NCTPs need 
to be familiar with local antenatal care 
practices and be confident in discussing 
the basis for them. As part of our role in 
supporting couples to make informed 
decisions, NCTPs are skilled in obtaining 
and sharing research. However, we also 
recognise that research cannot provide 
definitive answers about what is right for 
individuals.16,17 Some women may feel that 
a conservative approach is the right path 
for them. In this situation, we need to help 
clients trust their intuition about accepting 
help – perhaps needing support to move 
away from the birth they had hoped for and 
anticipated. Others will feel confident in 
their midwifery care and able to proceed as 
planned, and see how labour unfolds.

Antenatal teachers and midwives can 
draw on research evidence, professional 
experience, birth stories and intuition – the 
parents’ and our own, considering different 
‘ways of knowing’18 and the value we place 
on different kinds of knowledge. The BRAIN 

decision-making model encompasses these 
resources, and takes account of different 
ways of knowing.18 A key part of NCTPs’ 
training focuses on engaging pregnant 
women and partners with the physicality of 
birth. We encourage parents to use massage, 
try out different positions for labour, and 
to optimise their complex cocktail of birthing 
hormones.19 These skills can help increase 
parents’ confidence and trust in the 
birth process. 

Conclusion 

There is no clear, reliable way of predicting 
in pregnancy what a baby will weigh at 
birth. When routine antenatal care indicates 
a woman may be carrying a larger than 
average baby, health professionals may 
discuss implications for labour. Some 
women may subsequently be anxious about 
giving birth. 

The majority of babies defined antenatally as 
above the ninetieth centile are simply normal, 
well-grown babies.8 Women with larger-than-
average babies do not necessarily experience 
complicated births. However, hyperglycaemia 
and maternal weight can impact on a baby’s 
growth and health at birth. 

When working with a couple to discuss 
birthing a well-grown baby, NCTPs 
need to recognise any concerns the 
parents have and their attitude towards 
accepting professional advice and clinical 
interventions. We encourage couples to 
discuss and question assumptions – for 
example – that a ‘big’ baby may get stuck, 
and to take ownership of their birth. 
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Postnatal 
courses – what 
do mothers 
think? 

Feedback on NCT’s Early Days courses 
shows a desire for more information 
on childhood development and 
practical tips for parenting. Sarah 
McMullen, research and evaluation 
manager, and Mary Newburn, head of 
research and quality, report.

For many parents, adjusting to the physical 
and emotional demands of their new role 
can be a major challenge.1, 2 The postnatal 
period is a time of profound physical, 
emotional and social change, when parents 
are vulnerable to feelings of fatigue, anxiety, 
and isolation.3 It is widely recognised that 
postnatal care needs to go further than 
meeting immediate physical needs, and 
should also focus on ‘empowering the 
mother to care for her baby and herself 
in order to promote their longer term 
physiological and emotional wellbeing’.2 

Adapting to parenthood requires a range of 
new knowledge and skills, and mothers and 
fathers need confidence in their own ability 
to meet the demands of caring for a young 
baby.4, 5 However, many new parents may 
not have the social support or role models 
readily available for developing positive 
parenting behaviours or a sense of self-
confidence.6

The provision of postnatal education and 
support groups provides an opportunity for 
parents to develop knowledge, skills and 
confidence, although evidence about what 
works best remains limited.7 NCT postnatal 
Early Days courses offer a non-judgemental 
space to explore the adjustment to 
becoming a parent. Postnatal leaders (PNLs) 
develop their own course objectives within 
an overarching framework to:

•  Provide a supportive environment 
to enable parents to adjust to the 
practical and emotional demands during 
the transition into motherhood and 
fatherhood.

•  Normalise parents’ feelings and 
experiences about life with a young baby, 
such as anxiety, a sense of isolation or 
depression. 

•  Increase social support and establish a 
self-supporting group that continues to 
meet after the course ends.

•  Increase understanding of common 
dilemmas affecting parents, by exploring 
different approaches to life with a new 
baby, such as approaches to roles and 
relationships, baby sleeping, crying and 
feeding.

•  Increase confidence about making 
decisions that feel right for parents, their 
baby and their family regarding baby 
feeding and caring for their child.

•  Increase parents’ insights into 
approaches for responding positively to 
changes in couple relationships when a 
baby is born.

Evaluation of NCT Early Days courses takes 
place by way of a rolling programme of 
anonymous online feedback, managed by 
the NCT research and quality team. This 
is in addition to feedback collected by 
practitioners as part of reflective practice, 
and provides a nationally consistent 
feedback process to inform quality 
assurance and enhancement processes. As 
with any evaluation process, it is essential 
that key messages are reported effectively 
and that appropriate actions are taken to 
close the feedback loop. 

What do mothers like about NCT Early 
Days courses? 

Some 1,533 parents attended Early Days 
courses between January and September 
2013, and 614 (40%) accepted our 
invitation to complete the online survey. 
All respondents were women. Feedback 
for this course is generally very positive, 
and overall assessments have improved in 
comparison to data reported for 2011-12 
(Figure 1). Three-quarters rated their course 
as good or excellent overall, with a similar 
number saying that the course increased 
their confidence about being a parent 
and helped them adjust to life with a new 
baby. As many as eight in 10 mothers said 
the course made them feel less isolated, 
with nine in 10 saying mothers attending 
were supportive towards each other and 
that they would stay in touch. Women who 
reported a strengthening of social support 
in these ways were significantly more likely 
to rate the course positively. PNLs are 
highly regarded by the majority of parents 

attending Early Days courses, with 90-95% 
of parents reporting their PNL as warm and 
welcoming, well-organised, knowledgeable 
and willing to respond to individual needs.

These data show that Early Days courses are 
doing well in terms of supporting women 
through the emotional and social transition 
to motherhood, increasing confidence 
and reducing feelings of isolation. It is 
very pleasing to see a positive trend in the 
responses received since 2011-12, given 
the efforts of PNLs to reflect on previous 
feedback and enhance the quality of the 
courses.  This has included focused activities 
at study days and the postnatal leader 
forum, as well as the introduction of leaflets 
to provide written information for parents. 
The leaflets have received good feedback 
at a local and national level, and should be 
provided to parents attending postnatal 
courses as part of best practice.

Help to cope with emotional demands

Women also gave feedback on how much 
time they had wanted to spend on specific 
topics and whether sufficient time was 
spent on them. This provides a useful 
measure of what women are looking for 
when they attend an Early Days course and 
how well the courses are meeting their 
expectations. Interestingly, only one in 10 
mothers said that not enough time was 
spent on topics relating to the transition 
to parenthood, including expectations 
versus the reality of motherhood, adjusting 
to changing relationships and coping with 
change (Figure 2).

Many of the open text comments showed 
that women had really valued the time 
spent on social and emotional changes, 
often despite reporting that they had not 
considered these themes to be important 
before attending the course:

‘I was expecting the course to be mainly 
baby-focused and it was good to have the 
chance to talk about our own development 
as mothers.’

 ‘I cannot stress how instrumental the course 
has been for my wellbeing as a mother. I feel 
I have regained my identity, thank you.’
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‘A significant minority of 
parents would like to spend 
more time on practical 
tips for parenting and child 
development’



‘Most new mums want real practical advice 
about crying, sleeping, feeding, play and 
development etc. I found that the discussions 
were a bit vague so you didn’t really feel 
any wiser.’

 ‘Would have preferred more focus and time 
spent on baby development and how we can 
help as parents including sleep training and 
first aid’.

The challenge of balancing facilitation 
and information-giving: a key CPD issue

The lower levels of satisfaction with course 
content about practical aspects of baby care 
and child development appear to be related 
to a perceived imbalance between facilitation 
and information-giving. The main theme 
emerging from analysis of the open-ended 
feedback from parents related to the balance 
of discussion, activities and leader talk in 
the sessions. Nearly 20% of parents felt 
there was insufficient leader talk, and many 
comments suggested that the facilitative 
nature of the sessions had been perceived 
as a lack of information or structure. Fewer 
than half of parents reported learning a lot of 
new information, with the majority reporting 
learning ‘a little’. However, only one in 10 
thought there was too much full- or small-
group discussion, and only one in 10 thought 
there was too much time spent on group 
activities. This strongly suggests that it is not 
that parents feel uncomfortable with the level 
of discussion or activities in general, but that 
they would like to feel a greater increase in 
their knowledge from well-informed sources 
as part of these activities:

 ‘I wish we could have covered more topics 
and had been given more information 
on babies crying, sleeping techniques, 
parenting etc – it felt more like a catch-up 
and a coffee meeting rather than something 
we actually could learn from.’

‘It would have been useful to have been 
given information rather than us just hearing 
our experiences.’

‘I really wanted to learn a lot more about 
caring for my baby, different choices and 
their consequences. Many sessions were 
more like well-structured coffee mornings 
(which were of value for combating isolation) 
rather than sessions focused on learning and 
applying this learning in our own contexts.’ 

‘Lots of discussions on our feelings and 
thoughts and not enough information given 
to base these discussions on regarding 
the first year of a baby’s life. Would have 
preferred to come away from the course 
feeling that I had learned something as I did 
at the antenatal class.’

Evidence has shown that parents gain 

‘It has really developed my confidence as a new 
mum and has helped me with my anxieties as 
a new mum. It has helped me to realise that it’s 
OK to feel a bit out of sorts with things and at 
times feel aarrghh what have I done!!!’ 

 ‘I really needed somewhere to go to talk about 
how hard I was finding being a new mum and it 
really restored my confidence.’

Practical tips for parenting and child 
development

While most felt that emotional challenges 
and relationship changes were covered well, 

a quarter of mothers said that not enough 
time was spent on more practical aspects of 
looking after baby, including babies’ crying, 
sleeping or feeding. Furthermore, a third said 
not enough time was spent on babies’ physical, 
social and emotional development, and play 
and communication (Figure 2). When asked to 
think back to before the course, around 80% of 
women had wanted to spend more than just a 
little time on these topics: 

‘The best bits for me were parenting 
approaches and weaning. I would have liked to 
have done more on development.’

9

Figure 2. Percentages of parents reporting that the amount of time spent on particular 
topics was ‘not enough’, ‘about right’ or ‘too much’. 

The topics have been grouped into three themes: 1. child development 2. babies’ 
behaviour and care 3. women’s emotional and social transition.

Figure 1. Percentage of parents rating the course as good or excellent, 
and reporting that it made them feel more confident and less isolated
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significant benefit from taking part in group-
based and participative programmes.8 
However, maintaining an appropriate balance 
between facilitation and information-giving 
is challenging within an often-complex 
group dynamic. Clearly, parents are keen for 
significant time to be spent on the themes of 
practical baby care and child development, and 
this message needs to feed into the reflective 
process of continuing professional and course 
development for PNLs.

Inevitably, different women may seek different 
things from the course, depending on their 
experiences and their confidence in sourcing 
information and guidance. They will look to 
their PNL as a trusted source, and leaders 
must judge when to move between facilitating 
discussion and contributing information. 
PNLs have vast knowledge and experience of 
different babies and approaches to childcare, 
and can offer relevant points of evidence 
from research studies. The apparent desire for 
information may reflect a need for reassurance 
of mothers’ own approaches within a non-
judgemental, supportive environment. There 
is clearly much good practice to be shared 
within the practitioner community, and NCT 
places great value on reflective practice and 
continuing professional development.

The balance NCT is seeking is reflected in this 
parent’s comment:

‘I thought the mix of chat vs useful 
information was perfect. I was surprised how 
much I learned’.

References 

Key resources 
•  Postnatal leader Claire McGuire shares 

her experiences and good practice 
ideas on p3.

•  Professor Lynne Murray reviews the 
research on the development of 
children’s communication on p15.

•  Lucy Markes reviews books for parents 
on p4.

•  NCT practitioners can follow the link 
to child development in the NCT 
parenthood directory: https://babble.
nct.org.uk/antenatal-teacher/baby-
development-continuum 

•  Information sheets for inclusion in 
postnatal course packs can be viewed 
on Babble: https://babble.nct.org.uk/
news/nct-news/practitioner-packs-
postnatal-courses

•  NCT study days are being developed 
to address the themes discussed in 
this article, and relevant resources will 
be linked to in Practitioner Update and 
future editions of Perspective.

•  The origins, prevention and treatment 
of infant crying and sleeping 
problems: an evidence-based guide 
for healthcare. Ian St James-Roberts 
London: Routledge; 2013 

•  The psychology of babies: how 
relationships support development 
from birth to two. Lynne Murray. 
London: Constable & Robinson; 2014
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New NCT 
course will help 
practitioners 
support parents 
of babies up to 
two years 

In September, NCT launches the 
NCTParent practitioner qualification. 
NCT tutors Sue Edwards and 
Heather Neil explain why the new 
qualification is being offered and 
what it will involve.

This year NCT is launching a new level 5 training 
course, NCTParent practitioner, at the University 
of Worcester. Next year, the first graduates 
from the course will be able to begin running 
NCTParent courses, which will be aimed at 
parents of children from six to 24 months. The 
course is open to all NCT practitioners with a 
level 4 or 5 qualification. 

Why do we need a new course for parents?

 In 2010 the Field report recommended that 
parenting courses should be offered to all new 

parents on the understanding that it is hard to 
focus positively on parenting without a universal 
approach.1 In 2012, the government launched 
its CANparent trial, in which NCT participated.2 

Just as NCT’s antenatal courses are offered 
as a universal service, we feel that a range of 
parents may derive benefit from a parenting 
course. However, it is very important that it 
is empowering, enjoyable and responsive to 
their needs.

NCTParent 

The NCTParent course aims to build parents’ 
knowledge and self-awareness in order to 
increase confidence in their ability to be 
effective parents. With a better understanding 
of the needs of their child, combined with an 
acknowledgement of their own needs, parents 
will feel more able to parent in a way that suits 
their family. 

Underlying the NCTParent courses is the idea of 
‘good enough’ parenting. We aim to reduce the 
social pressure that mothers and fathers may 
feel to parent in a particular way, so NCTParent 
courses will emphasise the importance of 
ordinary, loving, warm, responsive parenting.3 

Initially, the courses will be offered by NCT 
directly to clients but, in the longer term, we will 
make it available to commissioners. 

The practitioner training

The practitioner course will be made up of two 
modules:

•  Facilitating NCTParent groups will focus on 
the skills needed to work with parents of 
babies up to the age of two. It will provide 

an opportunity to become familiar with 
the course framework and to develop and 
design relevant activities. Those with little 
experience of working in the postnatal 
period will be able to explore how this is 
different from working with antenatal 
groups. Those with experience of facilitating 
groups of new parents will have time to 
explore the different nature of working with 
parents with older babies. 

•  Developing Family concentrates on the 
knowledge base that practitioners will need, 
such as the evidence for approaches to 
common parenting concerns. The module 
will include a strong focus on the influence 
of the parent-child relationship, including 
a critical look at what can (and perhaps 
can’t) be learnt from key child development 
theories, particularly attachment theory, and 
from neuroscience. 

For information about applying, see www.
nct.org.uk/nct-college
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Here’s our guide for NCT practitioners to some of the background to this topic, including evidence, 

controversies and teaching tips.

What do parents want to know about 
solid foods? 

Parents want to know which foods to 
introduce and when. They want practical 
information on which foods will be safe and 
enjoyable for their baby, and which ones will 
support their baby’s development, health 
and growth. They may be aware of conflicting 
and confusing advice and practice, and lack 
confidence in their own judgment.1

What is current official guidance about 
when to introduce solid foods? 

Present guidance in the UK is that babies’ 
introduction to solid foods ‘should start 
at around six months old’,1 following 
endorsement by the UK’s Scientific Advisory 
Committee on Nutrition (SACN) 2 of a 
systematic review from the World Health 
Organisation in 2001, also published as 
a Cochrane review in 2002. The review 
concluded that the ‘optimal duration of 
exclusive breastfeeding’ was six months.3 

The guidance allows for some flexibility. If 
a baby’s carers decide (or are advised) to 
give solids sooner than six months, then the 
lowest safe age, the guidance states, is 
17 weeks. 

Before 2003, guidance from a 1994 report 
advised parents to introduce solid foods 
between four and six months old.4

What do parents do in practice? 

The Infant Feeding surveys carried out every 
five years in the UK since 1975 provide high-
quality observations on many aspects of 
feeding, including weaning.

The latest survey shows mothers tend to 
introduce solids earlier than six months.5  Just 
over half of all babies have had solids by the 
age of four months, and 75 % have had solids 
by five months. This is, however, later than 
earlier years.

What questions do parents raise about the 
introduction to solids? 

Sometimes, questions are raised about 
whether the guidance is realistic in practice, 
given that so few parents follow it. The 
evidence base of the guidance is sometimes 
questioned, too. 

NCT practitioners hear from parents that 
some healthcare professionals advise solids 
earlier than six months as a response to night 
waking. There is evidence that introducing 
solids does not affect the length of time 
babies sleep.6 Mothers may be told that the 
research behind the ‘six months’ guidance is 
only applicable to the developing world, but 
the data was collected from different settings, 
from the developed and developing worlds.3,7

It is also sometimes suggested that ‘they’ 
are about to change the guidance again, or 
even that it has already changed. SACN has 
guidance under review at all times, but there 
are no changes planned at the time of writing.

 The current guidance is well established. The 
updated Cochrane review of 2012 reached 
the same conclusions as in 2002, that six 
months exclusive breastfeeding should form 
the basis of public health guidance.7

Does the guidance apply to all babies?

Yes. Although there are no recent systematic 
reviews which include evidence for babies 
who are formula-fed, or both breast-fed and 
formula-fed, the guidance is intended for 
all babies.  

Does it have to be precisely ‘six months’?

No. Sometimes parents interpret the 
guidance as a ‘cut-off’ date, almost like a 
rigid ‘target date’. But babies are likely to be 
‘ready’ for solids at different ages, and ‘around 
six months’ gives scope for flexibility. Other 
important ‘readiness’ factors besides the 
baby’s age are development, behaviour and 
growth.  Parents may need to be supported 
in ‘watching their baby’ rather than ‘watching 
the calendar’. 

Is there a risk to babies’ health if solids are 
introduced too soon?

It’s clear that solids before 12 weeks are of 
no nutritional benefit, and there is evidence 
linking solids as early as this to a range of 
health problems, including coeliac disease, 
kidney damage and allergy.8 The lowest safe 
age for solids, SACN concluded, is 17 weeks. 

The effect of solids introduced after four 
months but before six months is less clear.  
Current studies don’t look at the different 

outcomes for babies of solids offered at 19 
weeks compared to, say, 23 weeks. 

From a physical health point of view there 
is certainly no harm in waiting until six 
months, and there may be benefits. We 
know breastfeeding still provides all a 
baby needs in terms of nourishment, and 
there continues to be a protection against 
infection. The evidence on allergy and atopy 
– asthma and eczema – is more confused, 
and we don’t have the evidence to state with 
certainty that solids before six months (but 
after 17 weeks) increases the risk or worsens 
any existing condition. 

Mothers of healthy, thriving babies should 
certainly be supported and enabled 
to continue to breastfeed exclusively to 
six months. 

It’s helpful for parents to know that if a baby, 
breastfed or formula-fed, is given solids 
before six months, but after 17 weeks, 
research suggests that any health risk is 
likely to be very small. For good health and 
nutrition, the solids should be limited and 
gradual, so they don’t start taking the place 
of milk. 

How do parents know if their baby is ready 
for solid food? 

Healthy, term babies tend to show 
the following behaviours and signs of 
development at around six months of age, 
which, when occurring together, indicate 
readiness for solid foods: 

•  They can hold their head steady, and can 
stay sitting up.

•  They can pick things up and put them into 
their mouth (development of hand-eye 
co-ordination).

•  They can swallow food easily (so they 
have grown out of the tongue-thrust 
movement that tends to push food out of 
the mouth).9 

The iron stores babies are born with are 
depleting, and although there is iron in both 
breastmilk and in formula, at around six 
months babies start to need more iron from 
their diet.10  

Introduction to solid foods
EVIDENCE 

MADE EASY
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What are the best first foods to select?

At six months, babies can have most foods. 
The NHS leaflet Introducing solid foods is a 
helpful document for parents.11 It includes 
tips on:

• Getting babies used to the idea of eating

• Avoiding added sugar, salty and fatty foods 

•  Before six months, avoiding foods that 
contain wheat, gluten, nuts, peanuts, 
peanut products, seeds, liver, eggs, 
fish, shellfish, cows’ milk and soft or 
unpasteurised cheese.

• What to do if a baby chokes

• Food hygiene

• Vitamin supplements

What’s baby-led weaning?

Baby-led weaning or  self-feeding involves 
giving babies ‘finger foods’ in the right size 
and shape to hold, rather than spoon-feeding 
with purees or mash. NCT’s First 1,000 
days study shows that most parents give a 
combination of finger foods and purees.12 

Which is the best way to wean?

This is a matter of personal choice, and not 
nutrition. Self-feeding means the baby’s 
appetite is in control, rather than the person 
offering the spoon in spoon feeding. Self-
feeding supports the baby’s development 
of co-ordination, and his explorations of 
taste and texture. However, there is no good 
evidence of different health or development 
outcomes from self-feeding or spoon-
feeding.  So far, studies that have looked at 
this are quite weak.13  Spoon-feeding is a 
more efficient way of ensuring sloppier foods, 
like yoghurt, or stews, or cereals with milk, 
actually get into the baby. 

Start4Life. Introducing solid foods
http://www.nhs.uk/start4life/
documents/pdfs/introducing_solid_
foods.pdf
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Parents need to know:

•  Guidance says that solid foods ‘should 
start at around six months’.   

•  The same guidance applies, whether 
their baby is formula-fed, breastfed 
or both.

•  Observation of their baby is a better 
guide to readiness than a date on 
the calendar.

•  There is no right or wrong way to offer 
solid foods and parents can follow 
whatever method they and their 
babies prefer.

Tips and teaching points

•  NCT offers Introduction to Solids 
workshops.

•  NCT works with Slow Food to support 
parents’ learning about nutrition 
beyond the first stages.14

•  NCT breastfeeding counsellors can 
support and inform parents with 
concerns about introducing solids.

•  There is no need to reduce a baby’s 
formula feeds or breastfeeds in the 
first weeks and months of solids.

•  As the weeks go by, a formula-fed 
baby should be offered less milk as 
the solids part of his diet increases. 
A breastfed baby will regulate his 
intake anyway.15,16

When parents want 
information

Some parents want information 
about when and how to wean, and 
which foods to offer. Managing these 
expectations may be a challenge for 
practitioners:

•  We want to encourage parents to 
feel confident to make decisions to 
meet their baby’s needs. 

•  NCT practitioners can support 
parents to think through the 
various options.

•  Providing them with information 
can help them to feel 
knowledgeable and confident. 

•  We can acknowledge that it can feel 
stressful to have to make so many 
decisions. 

•  We can refer parents to a 
breastfeeding counsellor, a health 
visitor, GP or a dietician. 
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A weekly Current Awareness Bulletin and monthly Key Research summaries are 
available to all NCT workers. To subscribe, email CAB or KRS to library@nct.org.uk

Spotlight on research
Guest Editor: Rosie Dodds

The Sutton Trust commissioned a detailed review of the literature 
on the relationship between early parenting, children’s attachment 
and outcomes including social, emotional, cognitive and language 
development. The evidence from more than 100 studies in 
industrialised countries shows that quality of early attachment 
affects the child’s social and emotional development, which in turn 
influences both their cognitive development and, ultimately, their 
life chances. 

There is also a summary of evidence on interventions that have 
potential to enhance parenting and promote attachment security, as 
well as socio-emotional development. A review of 70 experimental 
studies found the most effective interventions started when babies 
were six months old (although I do not know how many started 
earlier). The review concludes that promoting secure attachment 
should be a focus for policy and services for families with children 
under the age of three. 

Below is a shortened excerpt from the executive summary, but 
you can read the paper online at www.suttontrust.com/our-work/
research/download/265.

Moullin S, Waldfogel J, Washbrook E. Baby bonds: 
parenting, attachment and a secure base for children. 
The Sutton Trust. 2014.

The bond that children develop with their parents is fundamental to 
their flourishing.  
Parents help their children develop secure attachment by caring 
for them in a way that is warm, sensitive and consistent.  When 
parents tune into and respond to their needs, cries or distress and 
are a dependable source of comfort, children learn how to manage 
their own feelings and behaviour, and develop confidence and 
self-reliance. 

Many children do not have secure attachments. Around 1 in 4 
children avoid their parents when they are upset, because they 
ignore their needs. A further 15% resist their parents because they 
cause them distress. 
While the majority of children are securely attached, 40% are 
insecurely attached. Approximately 25% of children learn to avoid 
their parent when they are distressed, because the parent regularly 
ignores their emotional needs and, the highest risk, 15% of 
children – rising to 25% in disadvantaged cohorts – learn to resist 
the parent, because the parent often amplifies their distress or 
responds unpredictably.

The strongest predictor for being insecurely attached is having 
a parent who is not securely attached themselves. Parents who 
are living in poverty, have poor mental health or are young are 
also more likely to struggle with parenting and have insecurely 
attached children.

Children without secure parental bonds are more likely to have 
behaviour and literacy problems. 
Children with insecure attachment are at risk of the most 
prominent impediments to education and upward social mobility: 
behavioural problems, poor literacy, and leaving school without 
further education, employment or training. 

Boys growing up in poverty are two-and-a-half times less likely 
to display behaviour problems at school if they have secure 
attachments with parents in the early years. Among boys who lived 
under the poverty threshold at some point between 18 months 
and five years, those with secure attachments at 18 months 
were two-and-a-half times as likely as others to show positive 
adjustment – a lack of behavioural problems or below-average 
social skills – five-and-a-half years later. 

Rosie Dodds 

Rosie Dodds is a part-time 
senior policy adviser at NCT. 
Originally trained in nutrition 
and dietetics, she worked 
in clinical research before 
training as a breastfeeding 
counsellor. She then 
combined many skills and 
interests by joining NCT. Rosie 
has completed a permaculture 
design course and lives in an 
eco-house open to the public, 
so also spends time chopping 
wood and growing fruit and 
vegetables.

Kangaroo mother care (KMC) improves development in low 
birth weight babies
This study provides further evidence that KMC improves care for low birthweight (LBW) babies and 
their parents. 

Bera A, Ghosh J, Singh AK, Hazra A, et al. Effect of kangaroo mother care on growth and de-
velopment of low birth weight babies up to 12 months age. Acta Paediatr. 2014; doi: 10.1111/
apa.12618.

This study compared sustained KMC with conventional care for LBW babies considering growth and 
development up to 12 months. Five hundred mother-baby pairs were enrolled, in groups of five, in 
a parallel group controlled trial. The three smallest babies in each group received KMC, while the 
other two received conventional care. All babies were exclusively breastfed for six months. The in-
tervention group had KMC until the baby was equivalent to full term or weighed 2,500g. KMC babies 
rapidly achieved physical growth parameters similar to the control babies at 40 weeks corrected 
age. But after that, they surpassed them, despite being smaller at birth. At 12 months, motor and 
mental development were significantly better for KMC babies.

More parents need help to develop secure 
attachment with their children 
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The development 
of children’s 
communication 
in the first two 
years: a research 
overview 
By Lynne Murray, professor of 
developmental psychology at 
Reading University

This narrative research overview provides 
a summary of the development of normal 
social communication between parents and 
their baby during the first two years after 
birth, including a section on attachment 
relationships. This is based on literature 
searches and analysis undertaken for a new 
book on the psychology of babies.1 The 
article describes how different patterns 
of interaction between babies and their 
parents evolve in line with the baby’s wider 
development. This starts from the newborn 
baby’s basic attraction to other people, 
through to the two-year-old being genuinely 
cooperative, and able to understand that 
others might have different experiences 
from his own. These phases of typical 
communication are important for a child’s 
social, emotional and cognitive development. 
They lay the foundation for later emotional 
wellbeing, social co-operation, and academic 
learning. 

There was insufficient space to discuss 
development in babies who were born 
prematurely, or who may have impairments. 
Nor was there space to discuss the literature 
on the effects of maternal depression. This 
last topic is discussed in detail in a book 
chapter written with Peter Cooper.2 I refer to 
the baby using the masculine pronoun, to 
differentiate from the mother.  

Background
Unlike other mammals that are born 
with basic abilities enabling them to act 
independently, like standing or moving 
around, human infants are born largely 
helpless, and they remain highly dependent 
on other people for several years. This means 
that it is vital for them to be in an enduring 
relationship with someone who cares for 
them. This is essential for children’s physical 
survival, but also important for much more 
than that. In fact, social relationships are 
fundamental to young children’s emotional 

wellbeing, to their cognitive development, 
and to their being able to flourish across 
the life span. A child’s relationships are 
especially important during the first two 
years, when brain growth is particularly rapid, 
and when the foundations are laid for many 
fundamental skills. For this reason, infants are 
geared up to be social right from birth, and if 
parents understand infant communication in 
the first two years, before language gets fully 
underway, they are in a very good position to 
support their baby’s progress.   

How does normal communication between 
parents and their baby develop? 

The newborn period
Babies have an inborn attraction to other 
people. For example, even newborns will 
prefer to look at face-like patterns, rather 
than patterns with the same elements 
jumbled up.3 And they also prefer to look at 
faces that signal readiness for social contact 
– for example those that are facing forward 
towards the baby with eyes open, rather than 
in profile or with eyes closed.4 In the same way, 
newborn babies are born with a preference for 
the sound of a human voice, rather than a non-
human sound, even if it is of the same pitch 
and intensity as a voice.5 They even prefer 
voices that show the special quality called 
‘baby talk’ that people intuitively use when 
they speak to babies (this is high-pitched, 
simple speech, often with a ‘musical’ quality). 
More than this general attraction, though, 
babies also quickly pick up the particular 
features of the people who are involved in their 
care – their voice, their smell, and even their 
face – and already begin to show a preference 
for them within the first few days and weeks.6 
It is as though the baby comes into the world 
not just generally social, but ready to form 
relationships with particular people. This 
makes good sense, because being in a close 
relationship, looked after by someone who 
becomes intimately involved with him and 
knows him well is the best way to ensure that 
the baby receives the care he needs.

Further, although clear social communication 
is not yet well developed, these early signs of 
social readiness, along with much of newborn 
babies’ other behaviour (e.g. calming when 
being held or rocked, signs of discomfort if 
stimulation is too intense), are meaningful. 
Babies are constantly processing and 
adjusting to what is happening around them. 
It can be rewarding for parents to understand 
more about these early signals and cues, and 
enabling them to respond supportively.7,8,1

 On the parent’s side, a readiness to connect 
with the baby is also in place. In fact, 
whether parents or not, adults, and even 
children, show special responsiveness to 

babies. Recent brain research has shown, 
for example, that within just a fraction of a 
second of seeing a baby’s face, a very specific 
reaction is triggered that is linked to feelings 
of pleasure and reward, and that makes us 
want to interact with the baby.9,10 This is 
quite different from the response to seeing 
an adult’s face. And just as babies seem to 
be geared up to make special connection 
with their own carers, so parents too show 
particularly strong brain responses to the 
sight and sound of their own baby. Special 
hormones are involved in these reactions, 
and in particular, oxytocin.11 This hormone is 
produced when feeding a baby, but it is also 
involved in empathic feelings during other 
kinds of intimate contact, with levels rising in 
both mothers and fathers when, for example, 
touching or playing with their baby. 

These very basic early responses all help to 
get babies and their carers connected with 
each other in an emotional way. The word 
‘bonding’ is often used to refer to this process 
in parents, reflecting the idea that it sets 
them up to be emotionally committed to 
their child, and helps secure their care. The 
idea of ‘bonding’ first got off the ground more 
than 30 years ago and while it was helpful 
in encouraging hospitals largely to abandon 
the policy of separating parents from their 
baby, it also led to some difficulties.12,13 So, 
parents who, for whatever reason, could not 
spend much time with their baby in the first 
few days after birth, frequently worried that 
they might not be properly ‘bonded’, and that 
this would have long-term adverse effects. 
Subsequent debate suggested that the initial 
conclusions may have been overstated.14 
In my judgment a more balanced view has 
prevailed, including the understanding that 
parent-baby relationships may sometimes 
take a little while to evolve, without there 
necessarily being any negative consequences 
if connections are not immediately made, 
especially if general circumstances are good.  

Early communication - the period of ‘core 
relatedness’ from 2-4 months
In the very first few weeks, babies spend 
much of their time sleeping and feeding, and 
although a basic motivation and readiness 
to be in contact with others can be seen, 
babies’ responses are generally not obviously 
social at this time. Thus, if they make eye 
contact and engage with their carer, their 
mouth and facial movements are often 
rather formless, and eye contact is not 
often maintained for very long. By six weeks, 
however, babies’ sociability has generally 
shown a dramatic surge: they will more readily 
maintain eye contact, and if the person 
interacting with them is attentive and gives 
the baby time to be expressive, clear signs of 
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there is now a ‘topic’ for parent and baby 
to share. Particular games often develop 
into routines that become familiar for the 
baby, so that they can actively join in and 
anticipate each step in the sequence.  

The baby’s engagement in this new kind 
of play is also helped by special parental 
behaviour that is called ‘ostensive marking’, 
or ‘motionese’.20 Just as with the previous 
‘core relatedness’ period, parents are very 
expressive during these new games. They 
will use their facial expression, tone of voice 
and the timing of their actions to emphasise 
the key moments, or the climax of play, 
or highlight some feature of whatever the 
baby is looking at or handling. Although this 
behaviour by parents might seem trivial 
and unimportant, it actually seems to help 
the baby process what is happening and 
help him organise his experience. Studies of 
brain activity, for example, have shown that 
the baby’s responses are more active and 
more efficient when he looks at something 
if his social partner has just signalled their 
own interest in it, using these ‘ostensive 
markings’.21 This kind of behaviour also 
appears to help babies progress to the next 
stage of their social development, that is, the 
stage of ‘connected-up relatedness’.22  

The stage of ‘connected-up relatedness’ 
from 9-18 months 
The period from around nine-to-ten months 
sees an important shift in the way the baby 
engages with other people. The main feature 
of this development is the baby showing 
that he sees the connections between his 
own experience and other people’s.23 This 
includes his directing another person’s 
attention to something of interest through 
looks and points, being able to follow 
someone’s suggestions to do things,24 
checking on another person’s reactions 
before responding in uncertain situations, 
and even behaviours to entertain others, 
like ‘showing off’ or ‘clowning around’.25 At 
this stage, babies begin to like being helpful, 
and join in whatever someone else is doing. 
They are naturally motivated to share. 
Encouraging this behaviour, by finding ways 
to include the baby in simple tasks, such 
as putting clothes in the washing machine, 
or wiping the table and praising him, might 
mean that getting jobs done takes the 
parent a little more time, but it is a key way 
for them to help the baby become genuinely 
co-operative and keen to share in what 
others are doing.26 

Harnessing this impulse early on is an 
effective way to encourage sharing and 
cooperation and to prevent oppositional, 
aggressive behaviour becoming established.27

social engagement can reliably be seen. For 
example, the baby will now readily smile in 
response to his parents talking to him, and 
will actively vocalise, shape his mouth wide 
open, or move his tongue in what seems a 
very deliberate way, often making active arm 
and hand movements at the same time.15 
This kind of behaviour was called ‘pre-speech’ 
by one of the foremost researchers in the 
field, Colwyn Trevarthen, because although 
the baby obviously can’t talk at this age, 
this ‘pre-speech’ behaviour has many of the 
characteristics of actual speech.16 Indeed, 
parents often comment in response, ‘Oh, 
are you talking to me?’ or ‘What’s that you’re 
saying?’, as though the baby is becoming a 
genuine partner in a conversation.17

Just as parents of newborn babies show a kind 
of preparedness to respond to baby faces, so 
they also display a number of other semi-
automatic social behaviours during these later, 
more active, social contacts. For instance, at 
two-to-four months, if the baby turns towards 
his parent and makes eye contact, it is very 
common for parents to immediately greet the 
baby in a clear and stereotyped way – raising 
their brows, opening their mouth wide, and 
smiling. This ‘greeting’ response happens 
so quickly, and is so stereotyped, that it is 
considered an ‘intuitive parenting’ response. 
Aside from this greeting response, parents 
often find themselves quite unconsciously 
imitating many of the baby’s expressions, or 
marking them out expressively in a slightly 
exaggerated form. Babies seem to really like 
this kind of feedback, for when parents behave 
in this way babies will stay engaged for longer, 
and will show clear signs of pleasure. 

Although general responsiveness to baby 

cues seems to be pretty well universal, exactly 
which baby behaviours parents pick up on, 
and exactly how they respond, even during 
these early interactions, can vary. Some of 
this variability can reflect different cultural 
values – for example, whether parents value 
a child’s individuality or, by contrast, their 
affiliation and interdependence. Japanese 
and some African societies, for instance, have 
been found to place great value on closeness 
and affiliation, and these parents typically use 
touch (patting, rocking, kissing), rather than 
facial signalling, to respond and communicate 
with their baby.18 Unfortunately, research 
has focused almost entirely on parent-
infant relationships in North American and 
European populations, and knowledge about 
very different cultures is extremely limited, so 
this is an important area for new research.  

The period of topic-based relatedness’ 
from four-to-nine months 
After the first three-to-four months, babies’ 
abilities to engage with the wider world 
develop in a new direction. They begin to 
be able to see things in the distance as 
clearly as adults, and also begin to stretch 
out and grab hold of things that catch their 
attention.19 These new abilities change the 
nature of parent-infant social interactions. It 
is quite common, for instance, for the baby’s 
enjoyment of the earlier, purely face-to 
face, contact to wane. Instead, the baby will 
commonly turn away from his carer and 
become absorbed in something nearby. This 
behaviour triggers parents to adopt new ways 
of engaging with their baby. Commonly, they 
will play body games, such as ‘Round and 
round the garden’, or ‘Row, row, row the boat’, 
or use a toy to entertain the baby. What these 
new kinds of play have in common is that 

Perspective - NCT’s journal on preparing parents for birth and early parenthood • Issue 23 June 2014



17

seem problematic, studies have shown that in 
fact they find such situations stressful – their 
heart rate increases and levels of the stress 
hormone, cortisol, also increase.30,31 The 
second insecure pattern is called ‘ambivalent’ 
or sometimes ‘resistant’. Unlike avoidant 
insecurely-attached babies, those with this 
kind of attachment do show their distress in 
situations that challenge attachment, but 
their distress is very extreme, and sometimes 
mixed with anger, and the baby usually finds 
it hard to be reassured and stop crying when 
their carer returns. In this case, it as though 
the baby feels anxious about his carer’s 
availability, and he therefore finds it hard to 
disengage from them and enjoy exploring 
and being independent. The final category of 
attachment insecurity is called ‘disorganised’. 
Babies in this group seem to feel confused in 
situations like a carer’s brief departure and 
return, and will show odd (eg flapping hands), 
and sometimes contradictory behaviour (like 
starting to approach their carer when they 
return, but then veering away). This pattern 
of response in the baby is more likely where 
the carer has sometimes been frightening, for 
example shouting or behaving aggressively. 
It is thought to arise because the parent’s 
behaviour places the baby in a quandary as to 
how to respond, since the person he depends 
upon is at the same time the person who can 
cause him to be fearful.   

Long-term studies of children’s development 
have generally found that the pattern of 
attachment a baby establishes with his parent 
(in the research studies, this has usually been 
the mother since mothers have generally 
been the babies’ primary carers) is predictive 
of later behaviour. Children who are secure as 
babies tend to have more straightforward and 
satisfying relationships with others later on, 

Attachments 
As well as becoming more socially aware 
and seeing connections between his own 
experience and other people’s, by nine 
months babies have typically become aware 
of their dependency on the people who care 
for them. By this time, for example, babies 
often show what is called ‘separation anxiety’, 
and also ‘stranger fear’. Separation anxiety 
may seem rather puzzling to parents, as a 
baby who has always been content to stay 
on their own while the parent pops out of the 
room to answer the door or fetch something 
will suddenly cry at their departure. Similarly, 
in ‘stranger fear’, it may seem odd that a 
baby who has previously been happy to 
greet unfamiliar people and even be held 
by them, may suddenly show wariness, or 
even fear. In fact, although it might look as 
though the baby is taking a backwards step 
in development at such times, these new 
behaviours actually reflect a more mature 
awareness on the baby’s part of his need 
for his parent. Helping the baby manage 
these difficult feelings by being supportive 
and understanding, including talking to him 
about what is happening and acknowledging 
his feelings, will allow him to feel secure, so 
that he can then behave independently with 
confidence. 

The behaviours described above – stranger 
fear and separation anxiety – are both part 
of the wider development of the baby’s 
attachments. Almost all babies develop a 
sense of attachment to the particular people 
who care for them (these are usually their 
parents, but attachments can also develop 
to other carers, such as grandparents and 
professionals who are closely involved with 
the child). These are felt by the baby to be 
special relationships, and he will single these 
particular people out if he feels needy or 
distressed in preference to other people 
who may be present. Typically, therefore, the 
number of babies’ attachments is limited 
to just a few people. Exceptions are babies 
who have been brought up in extreme 
conditions with minimal personal care, as 
in the Romanian orphanages through the 
1990s, where specific attachments are not 
formed.28 Much research has been carried 
out into babies’ attachments, and several key 
conclusions have emerged. First, by around 
12-18 months, babies’ attachments to their 
carers are generally becoming settled into a 
clear pattern, when a distinction can be made 
between attachments that are ‘secure’, and 
those that are ‘insecure’. Researchers often 
assess the pattern of a baby’s attachment 
in a standard situation (called the ‘strange 
situation procedure’) that mildly challenges a 
baby’s attachment needs – for example, when 
his carer briefly leaves him (just a minute or 

two) in an unfamiliar environment, and then 
returns.29 In a secure attachment relationship, 
the baby can trust his attachment figure, 
and feels that he can depend on them to 
understand and support him when he is 
needy and vulnerable. It is as though that 
person is a ‘safe haven’ for the baby in times 
of difficulty. Babies who are secure in their 
relationship with their parent or other carer 
can, therefore, feel free to show their distress 
during the time when their carer leaves the 
room in the standard assessment, since they 
have become confident that their distress will 
be responded to, and that they will receive a 
caring response. Once comforted when their 
parent returns, they tend to recover quickly, 
and can resume playing easily. The secure 
pattern does not mean, then, that the baby 
will be overly dependent. On the contrary, the 
baby who feels he can rely on and trust his 
attachment figure can feel easily satisfied that 
his needs are met, and can then be free to 
express his feelings, explore his environment 
and be independent. 

While the majority of babies in research 
studies have been found to develop a secure 
attachment to their carers, this is not always 
so. Some babies may not have built up a 
sense that their carer provides a secure base 
for them, willing and able to support their 
needs. Researchers distinguish different 
patterns of attachment insecurity. The first 
is an insecure ‘avoidant’ pattern, where the 
baby avoids showing any distress in situations 
that secure babies would find upsetting (like 
the one described above of being briefly 
separated from their parent in an unfamiliar 
environment). It is as though the baby feels 
wary of showing his neediness, in case he is 
rejected, and tries to manage without help. 
Although these babies’ responses may not 
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and are less likely to have behaviour problems 
of either the ‘externalising’ (eg aggressive, 
oppositional) or the ‘internalising’ kind (eg 
anxiety, extreme shyness).32,33 By contrast, 
those who were insecure as babies have a 
raised risk of developing such difficulties. 
This is not to say that attachment insecurity 
inevitably leads to later difficulties. Indeed, 
the predictions from early attachment to 
later behaviour, while stronger than from 
many other aspects of infant development, 
are still quite modest. Nevertheless, fostering 
babies’ secure attachment is an important 
way of helping children to flourish. Barriers 
to parents being able to support the 
development of a baby’s secure attachment 
include the presence of marked stress in 
their lives, such as multiple deprivation 
during their own childhood, living in acute 
poverty, being in an abusive relationship, or 
experiencing difficulties such as depression. 
It is important to note, however, that early 
parent-child relationships difficulties can 
improve if circumstances change or if support 
is given, especially in the child’s early years. 
It is therefore always worth seeking support 
from health professionals, or other relevant 
support groups, if parents are struggling, 
as well as using resources that could help 
parents understand more about their baby’s 
attachment signals and cues.1,2  It is also 
worth noting that babies’ attachments 
to different people can vary, with each 
depending on the quality of care that has 
been given. If, for whatever reason, one carer 
is finding it difficult to support the baby’s 
security, the baby may benefit from another 
carer being involved.  

Social development in late infancy: social 
understanding and cooperation 
From around 15-18 months, the kind of 
‘connected-up’ relatedness that babies 
showed earlier, and that supports babies’ new 
awareness of their attachment relationships, 

develops into a more mature understanding 
of other people. This includes realising that 
other people might have thoughts and 
experiences that are different from their 
own.34 This new shift has been illustrated in 
neat experiments. 

Biscuits and broccoli 
In one classic study, for example, the baby 
is presented with two different kinds of 
food, and is asked to give someone (usually 
an experimenter) one of them: one kind 
of food is something the baby himself is 
known to like (in the classic study, this was 

biscuits), but which the other person has 
demonstrated they dislike (saying ‘yuk’ when 
they try one), while the second food is one 
the baby is known to dislike (in the study, 
this was broccoli), but that the other person 
has demonstrated to the baby they like 
(saying ‘yum, yum’ when they try it). In earlier 
infancy, babies seem to make no distinction 
between their own experience and someone 
else’s, and they will offer the other person 
what they themselves enjoy eating. By 18 
months, however, it is as though the baby 
can be more objective, and will now offer the 
food that is not to his own taste, but which 
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This article is based on a book for 
parents, students and professionals, The 
psychology of babies: how relationships 
support development from birth to two by 
Lynne Murray, and published by Constable 
& Robinson, 2014. The book gives a 
detailed account of babies’ development 
in four key areas - social understanding, 
attachments, emotions and self-control, 
and cognitive development. It uses many 
frame-by-frame photographic sequences 
(including the examples shown here), 
taken from videos, to help understand the 
nature of babies’ experiences, and the role 
that relationships can play in 
supporting them. 

Age at shift and phase Nature of social relationships

Newborn/first month 
Attraction to other people

Attraction to eyes, voice, maternal odour.
Relatedness is mainly through holding and touch.

2 months
Core relatedness

Babies are highly motivated to respond socially; they 
sustain eye contact, and show active social behaviours 
(e.g. smiles, vocalisations, gestures), and face-to-face 
interactions are close and emotionally expressive.

4-5 months
Topic-based relatedness

Babies’ vision improves and they begin to reach and 
grab things. Their interest shifts away from pure 
face-to-face contacts to focus on a topic. Interactions 
involve play with objects and body games.

9-10 months
Connected-up relatedness

Babies connect up their interests in the world with their 
communication skills, and they communicate directly 
with others about their shared interests. Interactions 
involve joint, more reciprocal play. Babies show more 
awareness of their attachments to particular people, 
e.g. they seek proximity to attachment figures, and 
show distress at separation

18 months
Co-operative relatedness

Babies understand that others’ experiences can be 
different from their own. The distinction between real 
and pretend is established. Social interactions can be 
genuinely cooperative and organised around shared 
goals and cultural values.
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Studies have shown that particular sorts of 
social interaction help the baby develop these 
new skills of social understanding: one is 
pretend play, where the baby is encouraged 
to imagine what the play characters are 
experiencing.38 

Talking to babies about the reasons why 
people do what they do, or about the feelings 
they experience in different situations, is a 
particularly important way of helping babies 
develop their understanding of others.39 This 
kind of talk can happen during any ordinary 
activity with the baby or in pretend play, 
but it is particularly likely to happen during 

picture-book sharing, when time can be 
taken to focus on the experiences, thoughts 
and feelings of the book characters. Picture-
book sharing is also a very good means of 
expanding a young child’s comprehension 
and vocabulary, since words are often clearly 
repeated, and links can be made to the child’s 
own experience.40,41 Indeed, researchers 
have referred to this activity as ‘a language 
acquisition device’, since parents tend to 
name things for the child in this context more 
than in any other. This is particularly effective 
when the adult follows the baby’s interests in 
the pictures, for example, letting him turn the 

the other person has shown they like.35 This 
ability to understand others’ points of view and 
be more objective can also be seen in other 
behaviours. These include babies being able to 
recognise themselves in a mirror,36 becoming 
able to trick other people into believing 
something that isn’t true, teasing others, or 
in their growing awareness of what it is to be 
‘naughty’.37 Alongside these new signs of social 
understanding, babies also develop a better 
sense of what it is to be co-operative, and they 
will join in projects with enthusiasm, as though 
they have a fuller understanding of the wider 
purpose behind others’ behaviour. 
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About Lynne  Murray 
Lynne Murray has been working as a 
developmental psychologist for over 
30 years. Her main research interest 
is the development of children 
growing up in difficult circumstances 
(e.g. where a mother suffers from 
depression or anxiety, or where the 
family lives in conditions of severe 
socio-economic adversity).  She 
has published widely in academic 
journals and is the author of The 
social baby, and co-editor of 
Postpartum depression and child 
development. Her most recent book 
is The psychology of babies: how 
relationships support development 
from birth to two. She is research 
professor in developmental 
psychology at the University of 
Reading, but also conducts her 
research in Italy and Africa. She 
is professor extraordinary at 
Stellenbosch University, South Africa.

Theory of Mind
‘Theory of mind’ is the ability to 
understand that someone else’s 
experience can be different from 
our own. (This is something that 
children on the autistic spectrum 
find difficult). Theory of mind skills 
are normally assessed in three-to-
four years olds, ie at a time when 
children can give verbal responses 
when asked about another person’s 
point of view. Understanding that the 
other’s point of view may be different 
from your own (see the ‘biscuit and 
broccoli’ experiment described in 
the article) develops in a preverbal 
form from around 18 months. This 
has been found to predict later 
performance in full, verbal ‘Theory of 
Mind’ assessments.44

Attachment and attachment parenting – 
what is the difference? 
What is attachment? The term attachment is used in research to describe the 
relationship that develops between a baby and the key people he depends upon to 
care for him. The security of a baby’s main attachment relationship is associated 
with better social and emotional adjustment in later childhood.

Who are the baby’s ‘attachment figures’? Babies usually develop attachments 
to just a few people – normally their parents, but grandparents, older siblings, 
professionals or others who are closely involved in the baby’s care, can also be 
attachment figures.  

Different kinds of attachment. The baby’s attachment to someone is described as 
either ‘secure’, as when he has a feeling of confidence in the relationship and trusts 
his attachment figure to respond to him when he feels vulnerable, or else ‘insecure,’ 
where this feeling of trust and confidence is reduced. Security is also associated 
with the child’s feeling confident to explore his environment at times when his 
attachment needs are not prominent. 

How common is secure attachment? In studies of populations that are not 
experiencing high levels of adversity, two thirds or more of babies are secure. 
However, the quality of attachments can change, for example, when parents who 
were having difficulties in responding to their child’s needs receive support for their 
parenting. 

Why are some babies secure? Security doesn’t seem to be related to a child’s 
genetic make-up. Parenting quality is important, and particularly the parent’s ability 
to respond to the child when they are feeling vulnerable (e.g. distressed, ill, or 
frightened) by giving comfort. Showing an understanding of the child’s attachment 
needs through talking to him has also been found to encourage security, as well as 
the parent’s support for the child’s impulse to explore and be independent. Fostering 
security, as described in research studies, is not, therefore, the same as what has 
been termed ‘attachment parenting’.

What is ‘attachment parenting’? Sometimes positive principles from research 
are crafted into a prescriptive programme or movement. This can help to promote 
awareness of positive approaches towards birth, feeding or other aspects of 
parenting. The importance of secure attachment has been promoted in a number 
of ways by different groups and individuals. Attachment Parenting International 
is one example. Others have coined terms, including the continuum concept,43 
intuitive parenting, and so on. However, the act of reifying an idea (turning it into 
practical advice) can have pitfalls and unintended consequences, such as being 
overly prescriptive or making claims that may not be fully grounded in reliable 
evidence, and can create parental anxiety and guilt unnecessarily. A criticism of 
the attachment focus – which is generally positive – might be that it encourages 
prolonged physical contact in many situations, whether or not the child 
expresses vulnerability. 

Lynne Murray with Mary Newburn
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pages backwards if he wants, or dwelling on a 
picture that seems to have particularly caught 
his attention.42

Conclusion 
From birth, babies engage in social contacts, 
and their carers’ responses help support 
babies’ psychological development in many 
ways. This includes the ability to understand 
other people’s experiences and co-operate 
positively with them, as well as the development 
of attachment security. In turn, these early 
milestones lay the foundations for further 
important developments in childhood and 
even adolescence. Much of what parents and 
other carers do when they engage with babies 
is done without thinking. Observational studies 
conducted over many decades, together with 
more recent brain research, show, however, that 
these responses are precisely adapted to babies’ 
capacities and exactly what they need.
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