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Abstract
Introduction  Early attachment relationships and positive childhood experiences are foundational to lifelong 
mental health, yet specialized services for children under six remain critically scarce. This study sought to characterize 
the service gap in infant and early childhood mental health (IECMH) in Eastern Ontario, Canada, as a first step in 
developing a logic model to inform creation of a program to support this population.

Methods  We completed a regional estimation model of IECMH concerns, conducted a semi-structured focus group 
with community mental health agencies, and administered a survey to pediatric physicians at a regional children’s 
hospital. Findings from the aforementioned evaluations informed the development of a logic model for a new, 
responsive, tertiary-level IECMH service.

Results  Disruptive behaviours emerged as the most frequently encountered IECMH concern, and respondents 
identified multiple systemic barriers to accessing care, including insufficient specialist services, prolonged wait times, 
limited inter-agency collaboration, and a lack of provider awareness and resources. These findings underscored 
the urgent need to use the logic model to develop a dedicated IECMH clinic, tailored to the unique needs of this 
vulnerable population.

Discussion  While developed within a Canadian regional context, this framework may serve as a flexible template 
for other jurisdictions seeking to establish or strengthen tertiary-level IECMH services. Adaptation to local service 
structures, workforce capacity, and population needs will be essential to ensure feasibility and sustainability. Future 
evaluation will be necessary to assess implementation outcomes, service utilization, and impact on child and family 
trajectories.
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Background
Mental health and prevalence in early childhood
Early childhood represents a critical window in human 
development, during which the foundations of lifelong 
emotional and psychological well‑being are established. 
Infant and Early Childhood Mental Health (IECMH) 
encompasses a young child’s capacity to form secure 
attachments, regulate emotions, and engage in learn‑
ing—processes that unfold within the complex interplay 
of family, community, and environmental influences [1]. 
Secure relationships with a primary caregiver, effective 
emotional regulation, and emerging social skills during 
this period are essential for healthy cognitive and psy‑
chosocial growth. Nonetheless, an estimated 17–20% of 
children under age seven receive a mental health (MH) 
diagnosis [2, 3]. In a cohort of Norwegian preschoolers, 
7.1% were diagnosed with a MH disorder at age four [4], 
and, despite being diagnosed earlier in life, these young 
children as just as likely to maintain their diagnosis over 
time as children who are diagnosed when they are older 
[5]. Additionally, in a sample of adolescents with a MH 
condition, 40% demonstrated vulnerabilities in social 
competence, internalizing and externalizing symptoms at 
age five [6]; further highlighting the importance of early 
identification and intervention.

IECMH presenting concerns may include parenting 
challenges, attachment disruptions, emotional dysregu‑
lation, developmental delays, and behavioural problems, 
which can escalate into conditions such as anxiety, 
depression, attention‑deficit/hyperactivity disorder, and 
oppositional defiant disorder [3]. In developmental psy‑
chopathology, IECMH problems are often organized 
using internalizing and externalizing dimensions to 
describe broad patterns of emotional and behavioral 
functioning. While this dimensional framework is use‑
ful for characterizing symptom profiles and developmen‑
tal trajectories, it has important limitations in infancy 
and early childhood [7]. Internalizing and externalizing 
constructs are descriptive rather than diagnostic, and 
early presentations frequently span multiple domains. 
For example, DSM-defined mood and anxiety disorders 
are typically grouped as internalizing conditions, while 
externalizing symptoms may be associated with disorders 
such as attention-deficit/hyperactivity disorder, opposi‑
tional defiant disorder, conduct disorder, or intermittent 
explosive disorder [8]. However, many conditions, partic‑
ularly trauma-related disorders, may manifest with both 
internalizing and externalizing symptoms, and symptom 
expression is often shaped by developmental stage, care‑
giving context, and relational stressors. As a result, dis‑
crete diagnostic boundaries are often difficult to apply in 
early childhood, underscoring the importance of devel‑
opmentally informed, relationship-based formulations 
that integrate symptom patterns, functional impairment, 

and relational context rather than relying solely on cat‑
egorical diagnosis [9, 10]. For example, disruptive behav‑
iours can include symptoms such as developmentally 
atypical aggression (e.g., hitting, biting], severe or fre‑
quent tantrums, oppositional behaviors, poor behavioral 
regulation, impulsivity, and difficulty complying with 
adult direction. In early childhood, these behaviors are 
understood as patterns of behavioral dysregulation rather 
than discrete diagnostic entities and may reflect a range 
of underlying processes, including emotional regulation 
difficulties, relational stress, trauma exposure, or emerg‑
ing neurodevelopmental differences. To prevent the 
progression of these concerns, and optimize outcomes, 
timely identification and intervention during early child‑
hood is imperative and proposed IECMH models should 
be intentionally designed to accommodate this devel‑
opmental and diagnostic complexity by prioritizing 
longitudinal assessment, relational understanding, and 
functional needs over rigid diagnostic classification [10].

Importance of prevention and treatment in early 
childhood
Early identification and intervention for MH concerns 
in early childhood is essential. Experiences and relation‑
ships occurring early in life play a pivotal role in brain 
development and long-term health outcomes of these 
children [11]. Previous research has demonstrated that 
MH syndromes diagnosed later in life have been identifi‑
able by preschool age or, in some cases, as early as infancy 
[12]. Thomson et al. (2019) reported that in a sample of 
adolescents diagnosed with a MH condition, 40% dem‑
onstrated vulnerabilities in social competence, as well as 
internalizing and externalizing symptoms, at age five [6]. 
Without early intervention, there is risk for severe, long‑
standing impacts on health. There are also social-related 
costs of untreated MH disorders, developmental, social 
and/or trauma concerns and long-term morbidity and 
mortality [13–15]. Moreover, providing timely access to 
appropriate services can support healthy social and emo‑
tional development, prevent worsening conditions, and 
reduce the burden on healthcare systems [16, 17]. As 
such, it is essential to identify and provide treatment for 
these symptoms as early as possible in a child’s life.

Lack of early childhood MH services in Canada
In children under age five, prevalence of MH disorders 
has been reported to be 16–18%, with approximately 
half being severely impacted [3]. Despite the high preva‑
lence of MH disorders in early childhood and well-doc‑
umented benefits of early identification and treatment, 
this specialization has continued to experience signifi‑
cant challenges of clinical workforce capacity for IECMH 
services for over 20 years [18, 19]. Recently, Saunders et 
al. (2022) reported that physician-based MH visits for 
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children aged 3–6 are significantly lower than for older 
children, raising the concern that symptoms may not be 
identified earlier in life and thus leading to a potential gap 
in IECMH services [20].

In a review of the importance of promoting IECMH in 
pediatric care, Buka et al. (2022) provided recommenda‑
tions for addressing the unmet needs of children with 
psychiatric illnesses [21]. Integrated care was identified as 
the primary suggestion, including collaboration between 
primary care providers, allied health professionals, child 
psychologists, and psychiatrists to create linkages across 
family-serving systems. There are multiple models rec‑
ommended for use when designing child and adolescent 
MH services and all have a common theme of working 
within a system of care model and service delivery can 
occur across a continuum rather than in silos [22, 23]. For 
IECMH specifically, Zeanah et al. (2004) proposes the use 
of a four-tier IECMH intervention spectrum, with dedi‑
cated focus on promotion, prevention, treatment, and 
maintenance [24]. At the first level, promotion activities 
target the general population and can be conducted with‑
out professional guidance or involvement, such as gen‑
eral parenting education and resources about social and 
emotional development intervention can occur across a 
spectrum of care or advocacy initiatives and awareness 
campaigns. Next, preventative resources aim to decrease 
risk factors associated with IECMH problems before they 
occur and/or increase related protective factors. These 
resources can be universal to all (e.g. education sessions 
through public health or daycare centres) or those who 
are at-risk of developing problems due to the presence of 
relevant at-risk factors such as adverse childhood expe‑
riences, familial history of MH disorders (e.g. primary 
care provider, school counsellor). In the third level (also 
called Tier 3), Zeanah et al. (2004) defines treatment as 
the highest level of intervention and are provided by 
specialized IECMH professionals. This section focuses 
on the treatment of existing concerns and provide psy‑
chotherapeutic supports to reduce symptomology and 
increase functioning by delivering specific IECMH 
assessment and treating the child, the parent(s) or the 
child and parent(s) together. Lastly, maintenance services 
focus on the compliance with long-term treatment with 
the primarily aim of preventing re-exacerbation of symp‑
toms and providing follow-up services after treatment is 
completed. Within this spectrum, children and families 
can enter services at any point along the continuum and 
may need services from more than one point simultane‑
ously or they move between service levels over time [24]. 
However, specialized, multidisciplinary assessment and 
intervention for infants and young children with severe, 
persistent, or complex MH and relational difficulties, 
often in the context of caregiver mental illness, devel‑
opmental complexity, or child protection involvement, 

typically are considered intensive treatment services (also 
called Tier 3 services) and occur through tertiary-level 
services, such as pediatric hospitals.

In Canada, integrated and specialized IECMH ser‑
vices are limited, leading to concerns around accessibil‑
ity of appropriate and timely services for these children 
and their families [25]. To understand this service gap in 
further detail, an unpublished preliminary environmen‑
tal scan was completed of IECMH services in Eastern 
Ontario in 2015. The study found that the community is 
well served by numerous prevention and early interven‑
tion services (e.g., parenting programs, playgroups, early 
screening, etc.) as well as promotion-based services (e.g., 
public health campaigns, educational resources, etc.). 
However, intervention-based services, which offer direct 
treatment for identified IECMH concerns, and collabora‑
tion among services across the stepped care framework, 
were critically lacking. This suggests a significant gap in 
service availability within the region, where children with 
diagnosed MH concerns are struggling to access neces‑
sary treatment from Tier 3 (specialized, intensive treat‑
ment) services. In addition, coordinated care is limited. 
Given the importance of early intervention in prevent‑
ing long-term MH challenges, it is essential to assess the 
specific IECMH service needs for Eastern Ontario and 
identify any gaps in tertiary-level MH services for this 
age group. This information is crucial to inform a logic 
model, which would serve to guide development of a pro‑
gram as well as serve as an example for other sites.

Objectives
The present study sought to examine the regional IECMH 
service needs in Eastern Ontario, with a focus on delin‑
eating gaps in both tertiary and community MH service 
provision. The study was designed to generate a compre‑
hensive logic model for a hospital-based IECMH service 
that could be implemented at a pediatric academic health 
centre. A secondary aim was to investigate the barriers 
that hinder timely and effective service delivery, as well 
as to capture the perspectives of both community agen‑
cies and pediatric hospital physicians regarding the inte‑
gration of specialized MH interventions for children aged 
0–6.

Context and methods
This mixed-methods study included the development of 
an estimation model for IECMH concerns in the Ottawa 
region, Canada’s capital city located in Eastern Ontario. 
We conducted a focus group with representatives from 
community organizations delivering IECMH services in 
Eastern Ontario. An online survey was also administered 
to pediatricians within the Children’s Hospital of Eastern 
Ontario (CHEO). CHEO, located in Ottawa, Ontario, 
is an academic pediatric hospital affiliated with the 
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University of Ottawa. The hospital serves patients across 
Eastern Ontario, Nunavut and Southeastern Quebec. The 
information gathered contributed to the development of 
a new clinic’s logic model. The study was approved by the 
institution’s Research Ethics Board (15/188X). Participa‑
tion was voluntary and all study participants provided 
informed consent.

Part 1: Regional estimation model
Estimation modeling was used to calculate the preva‑
lence of children from 0 to 6 years of age in our com‑
munity who stand to benefit from tertiary level MH 
services. Previous epidemiological research was used to 
provide estimated proportions of children with MH con‑
cerns overall at ~ 15% pooled prevalence [19] and ~ 5% 
for serious disorders [26]. Waddell et al. (2002) calculated 
the pooled prevalence by completing a literature review 
of six published articles reporting MH concerns in chil‑
dren and met their comprehensive screening criteria. Eli‑
gible articles had a representative sample comparable to 
Canadian population (e.g., United States, Australia, etc.), 
a minimum 1000 participants, children and adolescents 
ages 0–18 years, and standardized assessment protocols 
based on the DSM [8]. Estimated prevalence ranged from 
9.5 to 20.3% with an average of 14% across the six studies. 
Findings from the World Health Organization’s World 
Mental Health surveys on the global burden of mental 
disorders completed by Kessler et al. (2008) were used to 
estimate the prevalence of serious MH disorders. In their 
study, serious disorders were defined as a the presence 
of select disorders (e.g., non-affective psychosis, bipo‑
lar I disorder, substance dependence with physiological 
dependence syndrome), a suicide attempt in conjunc‑
tion with any other disorder; severe role impairment due 
to a mental disorder in at least two areas of functioning 
measured by caregiver-rated Sheehan Disability Scale 
[27] or having overall functional impairment from any 
disorder consistent with a Global Assessment of Func‑
tioning score of 50 or less [28]. This approach aligns with 
Canadian population-based MH research, which empha‑
sizes that clinically meaningful need is defined by the co-
occurrence of symptoms and impairment.

These prevalence rates were then applied to regional 
population census for children within this age group 
using the Government of Canada’s 2016 Census Profile 
[29]. This calculation generated an estimation model of 
children under 6 in the region who would benefit from 
MH intervention. This estimation model was subse‑
quently compared with the number of referrals received 
by our MH intake services to assess whether the needs 
of the IECMH population were being adequately met and 
to identify potential gaps in care related to both referral 
practices and service availability.

Part 2: Community: Focus group
The first component of the needs assessment involved a 
semi-structured focus group, which included community 
MH services and stakeholders who were members of the 
Ottawa Infant MH Steering Committee in 2016. Those 
represented on the Steering Committee either provided 
MH services for the 0–6 age group (and their families) or 
had an interest in developing these services. Stakehold‑
ers spanned many sectors; Ministry of Education school 
board MH representatives, supportive housing programs 
for parents who have experienced interpersonal violence, 
child welfare representatives, and early childhood edu‑
cation, to name a few. Focus group questions explored 
the participants’ roles within their agency, professional 
backgrounds, perspectives, and experiences in providing 
services to this population. Specifically, there were ques‑
tions designed to explore common MH concerns, ser‑
vice needs, challenges in accessing/delivering care, and 
opportunities to enhance collaboration among organiza‑
tions within the community (See Supplementary Mate‑
rial 1 for interview guide). The focus group discussion 
was transcribed in full.

Part 3: Tertiary health care: Children’s Hospital of Eastern 
Ontario (CHEO) physician survey
The second component of the needs assessment included 
a 5-question survey for physicians at a pediatric hospi‑
tal in Eastern Ontario. Eligible participants were invited 
to participate in the study and complete the survey in 
April 2016 via the Department of Pediatrics email list. 
The survey was administered using REDCap (Research 
Electronic Data Capture), a secure web-based platform 
for data collection [30]. Participation was anonymous 
and voluntary. All survey questions focused on children 
from ages 0–6, and their caregivers, and asked about 
the context in which participants see these clients (e.g., 
Emergency Department, Outpatient Clinic, etc.), most 
common needs and presenting problems encountered 
(e.g., toileting concerns, emotional regulation concerns, 
sensory issues, etc.), barriers and challenges when refer‑
ring children to MH services (e.g., waitlists, lack of 
information, etc.), level of confidence when selecting 
appropriate resource(s)/intervention(s), and their per‑
spective on the most important factors to consider when 
developing a hospital-based IECMH service (see Supple‑
mentary Material 1 for full survey).

Part 4: Creation of logic model
Logic models are an integral aspect of developing a new 
program and are helpful for communicating program 
expectations to all stakeholders, including staff and exter‑
nal collaborators [31]. The visual model typically sum‑
marizes important components of a program, including 
resources and other inputs, activities, outputs and 
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short- and long-term outcomes. The models are designed 
to explain the linkage between projected activities and 
how they will lead to specific outcomes [31]. The logic 
model was developed in collaboration with stakeholders 
based on the data collected from the estimation model, 
survey, and focus group.

Analysis
Thematic Analysis with a Grounded Theory approach 
(where observations give rise to new ideas) was con‑
ducted for the focus group and the open-ended survey 
questions using NVivo [32]. Data was analyzed by two 
separate team members. After preliminary analysis, the 
two researchers compared categories, and a third coder 
resolved any differences after discussion with the pre‑
liminary coders through discussion. Descriptive statistics 
were used to present the frequencies and percentages of 
responses for the first four survey questions and com‑
pleted using Microsoft Excel [33].

Results
Estimation model
Based on the population of the Ottawa region reported 
by the Government of Canada for 2016 (N = 932,243; 
[29]), it was estimated that children under age 6 account 
for 72,727 people (Fig. 1). After factoring in the esti‑
mated prevalence of serious mental impairment of 5.4% 
(n = 3,927), and an estimation of 1/5 youth with serious 
mental impairment receiving services, we estimated 785 
children under age 6 with tertiary level needs should be 
receiving services. Based on our institution’s administra‑
tive data, only 20 families were accessing hospital-based 
community-delivered MH services each year - a stark 
contrast to the outputs of the estimation model.

Focus group
The focus group consisted of eight members of the 
Ottawa Infant MH Steering Committee. Each of the par‑
ticipants were either a director or administrator from an 
Ottawa-based community MH agency that either pro‑
vides or has interest in developing MH services for this 
age group. Six major themes were identified: (1) Gaps in 

Fig. 1  IECMH Estimation Model for Ottawa, Ontario as of 2016
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service, (2) Barriers in accessing care, (3) System of care 
approach, (4) Collaborations between tertiary and com‑
munity care agencies, (5) Common referral questions, 
and (6) Common approaches to IECMH service delivery. 
See Table 1 for an overview of the themes and exemplar 
quotes.

Major themes
Gaps in service
Participants highlighted critical service gaps in the sup‑
port available for children, particularly those navigat‑
ing complex medical and social needs. Four subthemes 
emerged, including (1) availability for specialty/ter‑
tiary care service and expertise consultation, (2) hospi‑
tal liaison partnerships, (3) services for youth who have 
children under age six with special needs, and (4) psy‑
choeducation/prevention opportunities. Participants also 
identified a perceived gap in accessing specialized consul‑
tation for less prevalent MH conditions, such as Selective 
Mutism and Pica. Additionally, in cases where pediatri‑
cians require acute support they reported frequently 
encountered delays in psychiatric consultation. More‑
over, focus group participants expressed unique difficul‑
ties assisting young parents with children (0–6) who had 
medical needs. These parents are likely still in school and 
require both MH and medical support for their children, 
as well as for themselves. Some participants noted expe‑
riences where they had difficulty accessing support (e.g., 
social worker, liaison, etc.) to help when a young mother’s 
child is hospitalized. Lastly, participants described the 
need for more proactive education on available services 
to prevent future distress (e.g., in-hospital education at 
the time of birth, educational toolkits, community-based 
drop-in services, alternatives to the Emergency Depart‑
ment, etc.).

Barriers to IECMH service delivery
Participants identified barriers that hinder timely and 
effective IECMH service delivery in the Ottawa region. 
Three key subthemes emerged from participant experi‑
ences: (1) waitlists, (2) the need to foster communication 
and collaboration with CHEO, and (3) silos/role confu‑
sion over who has the capacity to serve specialty popula‑
tions. Participants described serial waitlists as a notable 
issue, with families experiencing delays in accessing ser‑
vices across multiple sectors. They noted that by the time 
an assessment becomes available, they may have already 
completed their work with the family or moved to fol‑
low-up. Participants acknowledged that the local pedi‑
atric hospital has started addressing attachment-related 
concerns but that dialogue between agencies remained 
limited. Participants also experienced uncertainty about 
which organization is responsible for specific popula‑
tions or services available. Some reported being caught 

in a referral loop, whereby they received referrals for 
conditions they believed to be managed by other ser‑
vices. In addition, they experienced confusion due to 
unclear inclusion/exclusion criteria and specific referral 
processes.

System of care approach
Participants identified a need for structured coordina‑
tion between CHEO and community agencies. Two 
sub-themes emerged: (1) strategic guidelines for com‑
munity agencies and (2) referral pathways. Participants 
highlighted the potential benefit of more clear, strategic 
guidelines, protocols and pathways to improve wait times 
and coordination among services. Further, the impor‑
tance of delivering concurrent medical and therapeu‑
tic services rather than sequential care was highlighted. 
Depending on the child or family’s needs, integrated and 
coordinate care (e.g. multiple services at the same time 
across different tiers within the system of care) may be 
more beneficial than receiving one service at a time and 
only moving to the other service if it does not work. For 
example, participants voiced their desire for further sup‑
ports around medication management from specialized 
providers (e.g., pediatric or psychiatry hospitalists) while 
the child and/or family is receiving other types of sup‑
ports elsewhere (e.g., psychoeducation groups, in-home 
visits, etc.). Participants felt as though they could only 
access physician supports once the child and/or family 
has exhausted other services.

Collaboration between tertiary and community care 
agencies
Participants discussed the need to enhance coordination 
between community services and tertiary care. Three 
subthemes emerged: (1) a helpline at CHEO, (2) shared 
resources, and (3) sharing research progress and findings. 
To increase accessibility of services, and potentially pre‑
vent emergency visits, participants mentioned the poten‑
tial benefit of developing service options for less acute 
cases, such as a specialized case-consultation collabora‑
tions, walk-in clinics and helplines staffed with multidis‑
ciplinary MH teams.

Common referral questions
Concerns were raised with the referral process for some 
specific conditions including Selective Mutism, attach‑
ment and separation anxiety concerns, as well as behav‑
ioural and parenting concerns. Participants frequently 
identified Selective Mutism as a reason for referral to 
specialized hospital-based services. Common symptoms 
leading to referral to other community-based agencies 
included attachment (e.g. separation anxiety) and behav‑
ioural concerns (e.g. aggression and self-regulation). Par‑
enting concerns were also common among focus group 
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Table 1  Focus group themes and exemplar quotes
Theme Subthemes Example
Gaps in Service Specialty/Tertiary care 

service and expertise
“We get some things that are out of our range like Pica and things that are a bit unusual that we would love 
to be able to consult with”

Hospital-based liaison 
partners

“I would like a hotline where we would be able to phone a professional or a go-to person at CHEO and say 
to them ‘this is what we’re coming in with, how can we… [can] you help us support this young person who 
has a child?’ There just seems to be that gap.”

Service for youth who 
have children (0-6) with 
medical needs

“We are looking at a lot of transitional aged youth too that are 17 or 18 years old with an infant and they 
are not really in the adult system, but they need assistance too because then they’re being triggered with 
their mental health issues at the same time that their child is with medical issues, and we’re trying to sup-
port both. To have a liaise would be key.”

Prevention and psycho-
educational resources

“I think CHEO looking at some of those preventative things [would be helpful], so that they can push right 
back to where the birth is actually happening, to push some of that information of what is available in the 
community, when they are in the hospital for those two days, when they start to run into trouble with… 
You know is there lactation information? All of those things, are they getting that prior to them landing at 
CHEO when they are distressed and the baby is a couple of weeks old”
“A toolkit [including] you could drop in at XXX and get some of these very same services instead of lining 
back up at CHEO.”

Barriers Serial waitlists “We go to [redacted], but the problem with that (even with … all of the great stuff that CHEO has in terms of 
the anxiety specialists and ADHD specialists) is one of timing. There’s a big waitlist here and a waitlist there.”

Foster communication 
and collaboration with 
CHEO

“I applaud the fact that CHEO is even now talking about attachment, because it’s a relatively new focus at 
CHEO. Certainly, [redacted] has had an infant MH team since 2006, and it has been a challenge in terms of 
having dialogue with CHEO because there has not been that kind of focus there.”

Silos/ Role confusion 
over who has capac-
ity to serve specialty 
populations

“We’re doing all of our work in isolation, then we may be finished with the family or in follow up with the 
family before we even get to the assessment.”

System of care 
approach

Strategic guidelines for 
community agencies

“The point when you decide what it is what you’re going to do and how you’re going to do it, is there 
the ability to have some kind of protocol with each of us"

Referral pathways “It would be amazing if we had the ability to do it at the same time, both in terms of accessing for our 
clients. … If CHEO is dealing with clients and the needs are complex, and you see a family that’s in need of 
more intensive therapy or some of the things that we can provide, it would be great if we could do it in a 
timely way so that CHEO could be doing their piece and we go home with that, and assist too.”

Collaborative ap-
proaches among 
tertiary and 
community care 
agencies

Access to Psychiatric 
consultation

“A call line from the family physicians and pediatricians to a psychiatrist. They’re doing it on the groundwork 
but just to be able to consult, something like that would be awesome.”

Shared resources “We have walk-in clinics, so is there some ability for us to combine resources there? Maybe once a month 
you might want to come to our walk-in or have psychiatry, psychology or OT there… Then the parents 
would not go to emerge if they could hang on or the other way around. I don’t know if CHEO would want to 
do something and then some of the other resources could be there at that time.”

Sharing research prog-
ress and findings

“There is possibly transfers of skills related to that research that would be of benefit to all our agencies.”

Common referral 
questions

Selective mutism “One of the things we are seeing where there is certainly a gap is the issue of selective mutism. For a while we 
were getting referrals for selective mutism and we very confidently said, ‘Well that’s a specialty and really it 
should be CHEO and we’ll help you connect with CHEO’.”

Attachment concerns 
(including separation 
anxiety)

“We also do a lot of attachment work with them too.”
“Separation anxiety would be one”

Behaviour (includ-
ing aggression and 
self-regulation)

“We have youths with children who have self-regulation issues themselves, so then, it’s very difficult for them 
to manage their self-regulation issues.”

Parenting concerns “Some parents are also asking questions about routines and how to implement them, how to better disci-
pline them, especially with older siblings involved.”

Common ap-
proach to Infant 
and Early Child-
hood MH

Shared language “The fact that CHEO has now begun to really develop the language of attachment certainly is very helpful 
from our perspective.”

Shared philosophy “I think it is extremely important that we have an understanding of what is the philosophy for 0-6 at CHEO”
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members, including scenarios where parents struggled 
with their own emotion regulation, leading to difficulty 
managing their child’s behaviour. In these cases, parents 
typically requested support with implementing consis‑
tent routines and structure, discipline strategies, and 
managing interactions between siblings.

Common approach to IECMH
The final theme focused on shared perspectives in ser‑
vice delivery, an essential element for collaboration and 
service alignment. Focus group participants expressed 
interest in developing a shared language to communicate 
about attachment related concepts. Additionally, partici‑
pants stated the importance of a shared philosophy and 
understanding with regards to the approach to MH ser‑
vices for this population at a tertiary care level.

Survey results
Out of 260 medical staff, 36 pediatric physicians from the 
local children’s hospital participated in the survey. Rep‑
resentation varied across different areas of the hospital, 
including outpatient clinics (60%), emergency depart‑
ment (42.9%), and inpatient units (20%), with a few prac‑
ticing within specialty programs (17.1%; Table 2).

Barriers to referrals for MH supports services
When referring children aged 0–6 to MH support ser‑
vices, long waitlists were reported as the most frequent 
barrier (71.4%; Table  2), followed by uncertainty about 
which program to refer to (65.7%). Additionally, 54.3% 
of respondents cited a lack of information regarding 
service availability and the absence of an available ser‑
vice to meet the child’s needs. Other challenges included 
the lack of available services to meet the parent’s needs 
(42.9%) and complicated referral procedures (40%). A 
smaller proportion of physicians (14.3%) reported other 
barriers not specified in the survey, such as ineligibility of 

a child due to age and school attendance. The expectation 
is that school-aged children are eligible for school-based 
services, which are often insufficient and inappropriate 
for the complex CHEO population.

Common needs and presenting problems in children aged 
0–6
When asked about the common needs of presenting 
problems in children under age six, respondents fre‑
quently identified disruptive behaviours as the most 
encountered concern (77.1%, Fig. 2). Approximately half 
of survey participants also reported seeing children pre‑
senting with feeding concerns (54.3%), attention diffi‑
culties (51.4%), language or speech delays (51.4%), sleep 
problems (45.7%), aggression (42.9%), emotional regula‑
tion difficulties (42.9%) and motor problems (40%). Phy‑
sicians reported that in about half of the children seen 
there were also concerns with parenting skills (48.6%).

Confidence in selecting resources for intervention
The reported level of confidence among respondents var‑
ied widely across presenting problems (Fig.  3). Almost 
two thirds of physicians indicated they were confident 
in handling developmental (57%) and abuse/neglect 
(60%) concerns. Conversely, almost half of respondents 
expressed they had little confidence or no confidence 
with encounters relating to anxiety/mood (46%), disrup‑
tive behaviours/attention concerns (43%), parent-child 
relationship and attachment concerns (63%), and parent‑
ing skills (55%).

Key considerations for developing a hospital-based MH 
program
Physicians identified several key factors in developing a 
CHEO-based program to better address the MH needs of 
children aged 0–6 and their families. All responses from 
CHEO physicians were categorized into themes outlined 
in Supplementary Material 2. The first theme focused 
on the core services that an IECMH program should 
provide. It was noted that these services should be well-
defined, inclusive, accessible, and supported by a multi‑
disciplinary team, with an emphasis on psychoeducation, 
attachment-based therapy, trauma-informed care, and a 
family systems approach.

Three additional themes emerged: referrals, commu‑
nity liaison, and prevention. A strong referral system 
was highlighted as essential, requiring streamlined pro‑
cesses, reduced wait times, and improved coordination 
through a community liaison/navigator to assist families. 
It was emphasized that prevention efforts should priori‑
tize early intervention and strengthen social support net‑
works for parents. Other critical considerations included 
multi-faceted care, clinician education, and structural 
improvements. Multi-faceted care should provide direct 

Table 2  Summary of survey participant responses (N = 36)
n (%)

Context for Seeing Children 0-6
Outpatient Clinic 20 (56)
Emergency Department 16 (44)
Inpatients 10 (28)
Specialty Program 6 (17)
Other 3 (8)
Referral barriers/challenges for MH services
Long waitlists 26 (72)
Uncertainty about which program to refer to 24 (67)
Lack of information regarding availability of services 20 (56)
No available service to meet need of child 20 (56)
No available service to meet need of parent 15 (42)
Complicated referral procedure 15 (42)
Other 5 (14)
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Fig. 3  Level of confidence reported by physician survey respondents by presenting problem

 

Fig. 2  Common needs and presenting problems in children aged 0–6
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support to providers, centralized online resources, and 
training for clinicians on early childhood MH interven‑
tions. Addressing structural issues, such as longer paren‑
tal leave, expanded childcare services, food insecurity, 
and housing instability, were also emphasized to ensure a 
more comprehensive and sustainable support system.

Logic model development
Based on our needs assessment, we determined a service 
gap existed for tertiary-level MH services for children 
aged 0–6 in our region, leading to the creation of a logic 
model to help address this important need (Fig. 4).

The goal of the program would be to provide services 
and education for IECMH in the hospital’s catchment 
area of Eastern Ontario and to liaise with community 
partners. Based on the information gathered through the 
needs assessment, three components of an ideal program 
emerged.

The first component is the provision of tertiary-level 
MH services. This would include a multidisciplinary 

team providing both assessment and treatment, with 
evidence-based attachment-informed therapeutic inter‑
ventions. Distinguishing developmentally normative 
behaviors from clinically significant psychopathology is a 
central challenge in IECMH. Within the proposed service 
model, referrals are screened for high-risk features using 
structured clinical screening tools (e.g. the HEADS-ED 
Under 6; [34]) alongside clearly defined inclusion crite‑
ria, including severity, persistence, functional impair‑
ment, risk to the child or caregivers, and evidence of 
relational disruption. This screening process helps ensure 
that transient, developmentally expected behaviors (e.g., 
normative separation anxiety or age-typical tantrums) 
are managed within primary care or community set‑
tings, while higher-risk presentations are prioritized for 
specialized assessment and treatment. Accordingly, the 
proposed model does not rely on rigid diagnostic clas‑
sification in early childhood. Instead, it emphasizes 
developmentally informed, longitudinal assessment that 
allows diagnostic understanding to evolve over time as 

Fig. 4  Program Logic Model
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developmental trajectories become clearer. Case formu‑
lation prioritizes functional impact and relational con‑
text rather than categorical diagnosis alone. Services 
and interventions offered by the tertiary-level clinic are 
family-centered, strengths-based and reflective, and 
involve either a caregiver or both a caregiver and child 
together. The primary goal of this service is to improve 
the MH and developmental outcomes of children in this 
age group and to support their families.

The second component of the logic model focuses on 
collaboration between CHEO and community agencies. 
This includes the role of a consultant who can provide 
specialized consultation to community agencies when 
managing complex cases, collaborating to deliver the 
highest quality of care. In addition, a hospital-based liai‑
son could assist families by connecting them with appro‑
priate services in our region. These efforts would support 
the provision of streamlined pathways to ensure timely 
access to services. With caregiver consent, referrals 
would be directed through a system navigation process, 
where clinical acuity, developmental complexity, and psy‑
chosocial risk are assessed to determine the appropriate 
service tier. Children with mild or emerging concerns are 
routed to primary (Tier 1) or secondary (Tier 2) services, 
while infants and young children presenting with severe, 
persistent, or diagnostically complex MH and relational 
difficulties are referred to tertiary-level IECMH services 
(Tier 3). Tertiary services maintain bidirectional rela‑
tionships with frontline and secondary providers, offer‑
ing consultation, shared care, and transition planning to 
ensure continuity and appropriate step-down following 
intensive intervention.

These relationships and interfaces to support commu‑
nity agencies and provider clinical consultation to pro‑
viders are mapped onto the ideal flow between frontline 
identification, centralized access, tiered service deliv‑
ery, and inter-agency collaboration within the regional 
IECMH system of care.

The third component of this program focuses on 
prevention and education, primarily through online 
resources (e.g., lists of available services, online edu‑
cational materials for clinicians and families, access to 
workshops for common parenting concerns, etc.). This 
component aims to increase awareness of healthy early 
development, attachment, and parenting skills, as well as 
to increased awareness of available services. Ultimately, 
these components aim to decrease downstream service 
use, and long-term MH concerns, using early prevention 
strategies. The proposed tertiary IECMH services devel‑
oped based on the logic model will be embedded within 
a broader, regionally coordinated system of care that 
includes frontline, community-based, and hospital-based 
partners. Referral pathways may originate from multiple 
entry points, including early childhood educators and 

childcare providers, primary care pediatricians and fam‑
ily physicians, public health services, community MH 
agencies, and child protection services to name a few, 
which also increases community awareness of the hos‑
pital-based service along with the education on IECMH-
related topics (e.g., healthy early development, parenting 
skills, etc.). This further supports frontline providers’ 
capacity to provide identify concerns related to early 
emotional–behavioural functioning, caregiver–child rela‑
tionships, or developmental risk, and initiate prevention 
activities and referral discussions with families for early 
intervention.

Discussion
The study’s findings affirmed that the pressing need 
for specialized IECMH services in Eastern Ontario is 
hampered by both systemic and operational barriers. 
Ultimately, this led to the creation of a logic model to 
guide the implementation of a specialized, tertiary-level 
IECMH program that can both provide needed treatment 
to children presenting with serious MH concerns and 
provide specialist support to community MH agencies.

The identification of service gaps, ranging from the lack 
of timely psychiatric consultation to the inefficiencies 
associated with existing referral networks, echoes earlier 
research that has demonstrated the critical importance 
of early identification and intervention in mitigating 
long-term psychopathology. The differing perspectives 
of community service providers and pediatric hospital 
physicians further underscore the multifaceted nature 
of the challenges involved. Community providers more 
frequently highlighted rare but complex presentations, 
such as selective mutism and attachment-related con‑
cerns, whereas hospital-based physicians more com‑
monly encountered developmental, attentional, and 
language delays. Despite these differences, both groups 
endorsed the concept of an integrated, cohesive care 
model that would bridge community and tertiary services 
through clear protocols, shared resources, and enhanced 
communication.

These outcomes are consistent with the broader litera‑
ture. Previous studies by Buka et al. (2022) and Saunders 
et al. (2022) have stressed the value of interprofessional 
collaboration and early intervention in reducing the 
adverse sequelae of untreated MH conditions [20, 21]. 
Additionally, the current findings lend further support 
to the argument that effective IECMH service provision 
requires, not only clinical innovation but also systemic 
restructuring to reduce wait times and streamline referral 
processes.

Internationally, IECMH service models share a strong 
emphasis on developmentally informed, relationship-
based care, though they vary in structure and delivery 
across different countries and cultures. In the United 
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States, IECMH services are often embedded within aca‑
demic medical centres or community-based programs 
and commonly draw on DC:0–5–informed frameworks, 
dyadic interventions, and consultation models integrated 
with pediatric and early intervention systems [7, 35]. In 
the United Kingdom, parent–infant MH teams are typi‑
cally situated within the National Health Service and 
emphasize early identification, attachment-based assess‑
ment, and close collaboration with health visiting and 
social care systems [36, 37]. Australian IECMH mod‑
els similarly prioritize early relational health and inter‑
disciplinary care, with services often embedded within 
broader child and family health systems and emphasizing 
stepped-care approaches and cross-sector collaboration 
[38, 39]. The logic model proposed for Eastern Ontario 
aligns with these international approaches through its 
focus on relationally informed assessment, longitudi‑
nal formulation, and integration across pediatric, MH, 
and developmental services. At the same time, it reflects 
the Canadian health system context, including provin‑
cially funded services and regional variability in access 
to specialized IECMH care. By situating IECMH ser‑
vices within a tertiary pediatric setting while maintaining 
strong partnerships with community and neurodevelop‑
mental services, the Eastern Ontario experience repre‑
sents a locally adapted implementation of internationally 
shared IECMH principles.

Several limitations of the current study warrant men‑
tion. The generalizability of these findings is limited due 
to the low response rate and participation from CHEO 
pediatricians and absence of direct feedback from com‑
munity pediatricians and family physicians. Addition‑
ally, without the data to understand the participants’ 
medical specialty or background, the potential for selec‑
tion bias is high due to the uncertainty around whether 
respondents’ interest in the survey was due to having a 
special interest in this topic. While the low response rate 
and potential for selection bias is a concern, previous 
research has demonstrated that pediatric physicians have 
lower response rates in web-based surveys compared to 
neurology, internal medicine and surgical counterparts 
[40]. Moreover, the focus on Eastern Ontario, while offer‑
ing rich insights into a specific service context, may not 
fully reflect the diversity of challenges present in other 
regions with differing resource profiles. Finally, although 
the study incorporated a wide range of perspectives 
from health and social service providers, the exclusion of 
direct input from parents and caregivers limits the abil‑
ity to fully capture the consumer experience of IECMH 
service delivery. When evaluating the implementation 
of the logic model and its impact on the community, 
there would be tremendous value in taking a co-design 
approach by incorporating voices from caregivers with 
lived experience in caring for a child with IECMH 

concerns in the development and conduct of any future 
evaluations. Lastly, it is important to recognize the sig‑
nificant developmental shift that occurs from birth to six 
years. Stratified analysis on the different developmental 
stages across the first six years of life (e.g. ages 0–3 vs. 
4–6 years) and understanding the impact of physician 
participants’ specific medical specialties was beyond the 
scope of this pilot study and should be explored further 
in the future.

While this article describes the service gap for IECMH 
treatment first identified in 2016, the concern remains 
a persistent challenge in 2026. The lack of coordinated, 
accessible services for infants and caregivers, with limited 
specialized providers and inconsistent provincial invest‑
ment was a problem identified in this environmental scan 
of Eastern Ontario. A decade later, these structural barri‑
ers remain largely unchanged and spans across Canada. 
National organizations continue to note shortages of 
clinicians trained in IECMH, long wait times, and frag‑
mented care pathways that prevent families from access‑
ing timely support during a critical developmental period 
[11]. Although pilot programs and policy discussions 
have emerged, they have not translated into widespread, 
sustainable service expansion. Moreover, the impact of 
the COVID-19 pandemic on children and caregivers’ 
MH cannot be ignored. The COVID‑19 pandemic sig‑
nificantly increased stress, anxiety, and caregiving strain 
among parents of young children due to disrupted child‑
care, reduced social supports, and heightened economic 
pressures [41]. These conditions also shaped young chil‑
dren’s developmental environments, with reduced peer 
interaction and increased household stress linked to 
impacts on early social‑emotional development [42]. As 
recent as 2025, with support from Children’s Healthcare 
Canada, Deloitte Canada published a detailed report 
highlighting the need for further investment in children’s 
healthcare by describing the estimated social return on 
investment for early intervention [43]. Pediatric MH 
was a focus throughout the report, with recommenda‑
tions focused on using scalable, stepped-care approaches 
across various population groups to reduce equity barri‑
ers and outcome improvements. Together, these factors 
highlight how same inequities and challenges encoun‑
tered in 2016 persist in 2026 along with new concerns 
impacting young children’s MH and development, under‑
scoring the ongoing need for coordinated system level 
reform and dedicated funding for the earliest years of life.

Considering the numerous identified service gaps and 
systemic barriers, the next phase of this project will be to 
focus on evaluating the implementation the logic model 
for a hospital-based IECMH service. The proposed 
model articulates a comprehensive framework that inte‑
grates components across the system of care continuum 
(from community-based prevention and promotion to 
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tertiary-level resources), delineating clear pathways for 
referral, assessment, and treatment for infants and young 
children with severe MH needs. Since the completion of 
the study, Kids Come First (Eastern Ontario’s regional 
coordinated access organization) developed an IECMH-
specific Pathway model for the Eastern Ontario [44]. 
The pathway uses the tiered system of care approach 
frequently recommended when designing child and 
adolescent MH services [22, 23] ranging from promo‑
tion/universal supports in Tier 1 (e.g., daycares, public 
health clinics, school programming, etc.), prevention/
early intervention in Tier 2 (e.g., school programming, 
psychoeducation groups, community health centres, etc.) 
and treatment/intensive treatment in Tier 3 (e.g., inter-
agency supports, hospital-based programming, etc.). As 
a specialized, hospital-based program (Tier 3), the logic 
model proposed in this study maintains the need for 
components required from tertiary-level and specialized 
supports in a tiered, system of care approach, including 
bidirectional relationships with frontline and commu‑
nity-based providers through consultation, shared care, 
and coordinated transitions, supporting both escalation 
to specialized treatment and step-down back to lower 
tiers as clinical needs evolve [23]. The subsequent imple‑
mentation, and rigorous evaluation, of this model will be 
critical in determining its effectiveness and scalability.

The findings of this mixed-methods study underscore 
the urgent need for a coordinated, integrated approach to 
IECMH in Eastern Ontario; a problem that continues to 
be a persistent challenge despite advocacy efforts. Both 
community service providers and pediatric physicians, 
highlight significant challenges in accessing timely and 
specialized care for young children and their families. By 
developing a unified, multidisciplinary IECMH service at 
CHEO, there is potential to significantly improve clini‑
cal outcomes, reduce long-term societal costs, and ulti‑
mately promote healthier developmental trajectories for 
children in the region. This integrated model represents 
not only a clinical imperative, but also a transformative 
opportunity to align early intervention strategies with 
broader system-wide reforms in MH care.
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