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KEY POINTS

� Importance of early childhood mental health: Early childhood, including the perinatal

period, is a critical time for addressing mental health, as environmental factors during

this time can have lasting effects on children’s and their families’ mental health.

� Multigenerational approach: Mental health in infancy and early childhood is inherently

multigenerational, as the child’s development is closely linked to caregiver’s well-being.

Recognizing and addressing mental health in both children and caregivers is essential,

starting during the prenatal period.

� Community-centered strategies: Community-oriented approaches are effective in ad-

dressing mental health issues in young children and their families. Collaborative efforts

within communities can help eliminate barriers to care and address social determinants

of health contributing to mental health burdens.

� Cultural considerations: Cultural humility and awareness are crucial when working with

families during sensitive periods like pregnancy and early childhood. Mental health pro-

viders should be flexible in delivery of interventions to meet the diverse needs of families

and involve them in cocreating solutions. Addressing systemic issues like racism is also

essential in improving outcomes for historically marginalized communities.
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INTRODUCTION

To address the children’s mental health crisis, it is critical to focus on and invest in

perinatal, infant, and early childhood mental health.1 Scientific evidence suggests

that this period is particularly salient and sensitive to environmental perturbations

that have lasting effects on the health and mental health of children and their families.2

Even as the American Academy of Child and Adolescent Psychiatry (AACAP) and

other organizations declared a National Emergency in children’s mental health in

October 2021, there has been limited consideration of infant and early childhood

mental health and the role it plays in the current mental health crisis.2,3

This study aims to provide evidence as to (1) why addressing the children’s mental

health crisis needs to involve a developmental perspective and focus on early child-

hood, by providing an introduction to infant and early childhood mental health, (2)

the importance in expanding clinical considerations beyond the index patient and

include multigenerational mental health as well as social determinants of health

(SDOH), and (3) provide clinical examples of multigenerational interventions that

have demonstrated promising results within communities. We aim to underscore

the effectiveness of community-oriented strategies in mitigating the mental health

crisis from its earliest underpinnings and simultaneously demonstrate the importance

of including community members in the cocreation of mental health solutions in order

best serve those we hope to engage in healing.

BACKGROUND

Mental health challenges begin early. Epidemiologic studies demonstrate that 9% to

12% of children aged 2 to 5 years have amental health disorder.4 Early onset of mental

health problems impair functioning across multiple domains and are often predictive

of psychopathology and impairment later in childhood and in adulthood.4,5 Much

less is known about mental health disturbances in children aged younger than 2 years.

However, evidence suggests that the perinatal period (from pregnancy up to 1–2 years

postpartum) is a time of increased biological and psychological vulnerability to psy-

chopathology for parents and offspring due to increased biological, psychological,

and social demands of pregnancy and the postpartum period.2 In fact, studies sug-

gests that maternal depression and other caregiver mental health conditions and

trauma can impact the social-emotional development of infants and the parent–

infant relationship, with mental health disturbances potentially starting before the

age of 2 years.6

Supporting the emotional development of infants and young children mandates a

consideration of their broader environment. Children develop in the context of relation-

ships and primary caregivers are inextricably linked to infant mental health.7 In other

words, infant mental health is by its very nature multigenerational mental health. Not

only because multiple facets of early caregiving influence a child’s development but

so too does the infant and young child influence the parent and their environment.8

Working with infants and young children provides unique opportunities to support

adult and child mental health together by holding the caregiver and child both in

mind with respect to assessment and treatment.

Clinician treating children need to be equipped with strategies to recognize and

treat mental health problems in young children and consider the context of their fam-

ilies and broader ecological contexts. Recognizing psychopathology or risk for psy-

chopathology in young children, including the relationships between children and

their caregivers, can lead to interventions that are best suited for a child and family’s

needs. By implementing preventive practices for young children as a part of treatment
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and care, young children at risk for mental health problems can follow a different tra-

jectory. Ideally, the current strain on our mental health system will be relieved by

reducing the prevalence of mental health disorders in older children and adolescents.

Expanding infant and early childhood mental health practices beyond the confines

of clinical offices is imperative in meeting the needs of the community. Even before a

mental health crisis was declared, many communities, particularly historically margin-

alized communities, were experiencing overwhelming challenges in accessing mental

health support.9 Psychiatrists working with children and adults need to build an aware-

ness of what supports are available to families with young children and strive to work in

partnership with other disciplines working with families in the community to truly sup-

port a continuum of care. By working within communities, not only can we eliminate or

mitigate barriers to care but also more accurately assess the SDOH that contribute to

mental health burdens.

In alignment with this edition of child and adolescent psychiatry (CAP) clinics, this

article strives to encourage a paradigm shift in the field of CAP, advocating for the inte-

gration of multigenerational infant mental health interventions within communities that

can also extend the critical work of psychiatrists and mental health clinicians. We also

highlight ways to support caregivers and community members to participate in the

delivery of interventions typically safeguarded for use by clinicians. Through collective

efforts that empower families and promote community resilience, we can envision a

future where every child has a nurturing start to life, paving the way for healthy social,

emotional, and developmental trajectories.

DEFINING MULTIGENERATIONAL PERINATAL AND INFANT AND EARLY CHILDHOOD

MENTAL HEALTH

Perinatal mental health typically focuses on mental health in pregnancy and post-

partum (up to 1 year) but tends to bemore caregiver focused. On the other hand, Infant

and Early Childhood Mental Health (IECMH) focuses on integrating both clinical and

research activities that are devoted to helping children aged 0 to 5 years. A common

definition of infant mental health is “the young child’s capacity to experience, regulate,

and express emotions, form close and secure relationships, and explore the environ-

ment and learn. All of these capacities will be best accomplished within the context of

the caregiving environment that includes family, community, and cultural expectations

for young children. Developing these capacities is synonymous with healthy social and

emotional wellbeing.”10 “Infant” as it relates to IECMH often refers to a child during the

first 3 years. However, focusing on birth to 3 years of age “starts too late and ends too

soon.”8 Therefore, prenatal experiences also need to be considered as a part of

IECMH. Thus, the Perinatal mental health and IECMH fields need to work synergisti-

cally to support infant–caregiver mental health. Intrinsic in the definition is the consid-

eration of the caregiving environment, including the caregivers. Therefore, IECMH is

by definition multigenerational mental health and parental mental health during these

early years.

Because of its emphasis on environmental influences, IECMH provides a portal to

address disparities and SDOH as a way to promote positive developmental outcomes.

Families regularly encounter stressors that are compounded by the effects of poverty

and systemic racism, as well as the presence of adverse childhood experiences

(ACEs).11 For children, these experiences can continue to have an effect into adoles-

cence and adulthood. Some children who experience “toxic stress,”12 meaning stress

that overwhelms their capacity to cope, have been shown to undergo changes to their

brain that affect their executive functioning and their ability to regulate their emotions
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and behaviors.13 Adults with a history of ACEs are more likely to experience poor

physical and mental health.12 As they have children of their own, the cycle of toxic

stress can continue resulting in intergenerational transmission of mental health risk.

Not all communities are affected by ACEs equally. While 45% of children in the United

States have experienced at least 1 ACE, that number rises to 61% and 51% for Black

and Latinx children, respectively.14 This is not surprising given the disproportionate

impact of systemic racism, which is a root cause of multigenerational poverty and his-

torically divested neighborhoods.9 Moreover, ACEs and poverty have a cyclical rela-

tionship. People living in poverty are more likely to experience ACEs, and ACEs

have a strong correlation with poverty.15,16

IECMH interventions—and their multigenerational approach—are a critical part of

the solution in ameliorating the impact of ACEs on families, dismantling intergenera-

tional transmission of mental illness and supporting healthy social emotional develop-

ment. At their core, these interventions aim to foster healthy relationships between

caregivers and their children—a protective factor for those at risk for mental health

disorders.

CULTURAL CONSIDERATIONS IN INFANT AND EARLY CHILDHOOD MENTAL HEALTH

Infants and young children are particularly dependent on their caregivers and their

environment to provide security, nurturance, and the critical early caregiver–child in-

teractions that form the building blocks for healthy brain development. Not only are

caregiving practices intricately linked to a family’s cultural beliefs but also social forces

operating in the broader environmental context—including racism, discrimination,

disparate access to treatment, and systemic bias—impact young children vicariously

through their caregivers.17

Racism has been widely documented as a factor affecting outcomes during preg-

nancy, postpartum and the first years of life. Research indicates that maternal mortal-

ity rates are elevated among Black women, with similar disparities observed among

American Indian/Alaska Native women when contrasted with their White counter-

parts.9 Additionally, studies have revealed that Black and Latinx infants are more likely

to be delivered in hospitals with heightened rates of neonatal morbidity and mortality,

marked by factors such as increased infection rates, inadequate staffing, higher

patient–nursing ratios, and inferior quality neonatal intensive care units.9

Furthermore, research has demonstrated the negative impact of racism and

discrimination on the well-being of caregivers and children during the toddler and pre-

school period. For example, Black children are more likely to experience higher rates

of suspensions and expulsions in preschools leading to disruptions in education and

childcare as well as negative psychological consequences for children and their

caregivers.18

There is a clear need for clinicians working with children and families during this sen-

sitive period to be particularly attuned to the effects of racism at the systemic and in-

dividual level. Part of that requires cultural humility and consistent reflective practices

(described in a later section). Working with perinatal individuals and families with

young children can create a particular vulnerability to cultural blind spots that can

impact care. Some assessments and interventions are provided in the home, adding

intensity to interactions and layers of complexity to the balance of power dynamics.

The presence of a baby can evoke strong emotions and trigger our own unconscious

memories and internal representations formed from our early caregiving experiences.

Clinicians’ knowledge of the rapid brain development of infants and young children

can create a sense of urgency, which may impair our ability to maintain a reflective
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stance—meaning the ability to reflect and “put oneself in the other’s shoes” while also

being attuned to one’s reactions. Clinicians working with young children and their

caregivers must then be particularly intentional about cultural humility—and particu-

larly conscious of the ways in which our own cultural stories and biases impact the

families we serve—in order to avoid reproducing patterns of historical and current

oppression.19

A work group of the Irving Harris Foundation developed The Diversity-Informed Te-

nets for Work With Infants, Children and Families,20 a set of aspirational principles

grounded in diversity, equity, and inclusion, and designed to promote awareness of

the social justice issues and forces of oppression that impact our work with infants

and families. The Tenets are rooted in the principle that self-awareness and intentional

action are critical for individuals, agencies, and systems of care who work with or on

behalf of young children and families,20 and are foundational to applying a cultural

lens.

A cultural framework begins with creating the opportunity, space, and safety for

caregivers to share their stories, beliefs, and concerns. Thoughtful consideration of

the physical space—including the availability of culturally and linguistically diverse

books, toys, art, and handouts—as well as the family’s preferences and feelings about

the location, structure, and participants should help guide assessment planning.21

Explicitly asking caregivers about their cultural background and upbringing, their

views on parenting practices, their beliefs about the problem and possible causes/so-

lutions, and their feelings about the meaning of play can inform a better understanding

of the broader cultural context; exploring the cultural expectations and beliefs of family

and community members regarding diagnosis and treatment (both prior to beginning

treatment and in an ongoing manner as treatment progresses) can support caregiver

engagement in interventions.21 Taking the time to create safe spaces and therapeutic

relationships to discuss cultural aspects of care will help navigate any potential issues

that may arise during the treatment course.

When clinically working with families, it is crucial to utilize interventions that have

been developed with families of diverse backgrounds. However, many existing inter-

ventions have been developed within academic settings and with limited input from

families or diverse voices. There is an overall dearth of interventions developed, adapt-

ed, or evaluated in families of diverse cultural backgrounds.22,23 Additionally, many in-

terventions are structured to be used in psychiatric care settings, which is problematic

because families tend to engage in their communities and not necessarily in psychiat-

ric centers. Finally, the lack of community input limits the generalizability of interven-

tions, and the ability for them to be sensitive and responsive to the needs of diverse

families and contexts. In a later section, we discuss some promising interventions

and community settings that are important to consider when supporting IECMH.

MULTIGENERATIONAL MENTAL HEALTH IN EARLY CHILDHOOD EDUCATION

CENTERS

Mental Health Consultation in Early Childhood Education Centers

Programs providing mental health consultation within childcare centers strive to sup-

port the workforce to maximize social emotional development and have demonstrated

success in reducing teacher-rated behavior problems and preschool expulsions.18

However, parents are not always involved in this work. Yet, parents are central to

the healthy development of their children in the early years, particularly for children

who spend a large percentage of time in childcare.24 At the same time, providing

mental health supports within childcare can help to overcome multiple barriers,
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particularly for families that experience perceived racism in health care and live in

areas where there is a lack of mental health services and where there is a perceived

stigma in receiving mental health support in the community.

Place-based Mental Health in Early Learning Environments

Offering mental health services within early childhood education centers, specifically

centers that service children experiencing poverty, provides a unique portal to over-

come barriers to care. Embedding multigenerational mental health supports within

early learning sites, also referred to as place-based care, offers a solutions-focused

approach that both circumvents traditional barriers and offers new opportunities to

strengthen relationships with families and community organizations. More specifically,

offering parenting interventions in childcare settings can mitigate significant financial

barriers (ie, transportation costs), which is cited as one of the primary reasons for

dropping out of treatment.25 Place-based care also leverages the naturally occurring

community relationships (ie, between childcare staff and caregivers) that can scaffold

entry into services and reinforce treatment-seeking behaviors. Furthermore, early

childcare centers represent a population of very young children where interventions

can have a big impact in preventing the development of firmly entrenched mental

health problems.26 This population is typically a group of children and caregivers

with a common geographic location and a resulting shared microculture leading to op-

portunities to adapt programs to the needs of the environment through caregiver

input. Parenting interventions, adult individual and group therapy supports, and devel-

opmental evaluations are all well positioned for dissemination in this type of setting.

Feasibility for this approach was demonstrated through a collaboration between an

academic university hospital and a community Early Headstart/Headstart program in

the Mid-Atlantic region.27 The Family Wellbeing Program (FWP) was developed to

support families with children attending early childhood education centers in underre-

sourced communities in the mid-Atlantic region. The FWP aimed to promote

emotional and behavioral well-being in families, prevent the development of mental

health problems, and treat clinically significant impairment when necessary. As a

multigenerational program (providing services to both caregivers and children), it pro-

vides evidence-based practices designed to meet the varying levels of families’ needs

including mindful parenting classes, individual therapy for parents, dyadic (ie, parent–

child) therapy, and peer-led parenting groups.

Peer-to-peer Mental Health Support in Early Education Settings

In addition to the benefits of traditional mental health clinical offerings, initial data from

the Coates and colleagues study27 demonstrated positive results for families that

engaged in this program. Notably, the most well-attended aspect of the program

was the peer-led parenting group. These groups also had the highest level of parent

satisfaction based on a survey evaluation. Prior evidence demonstrates that group

therapy attendance is associated with decreased levels of self-stigma related to

seeking help. Programs that include a group component, particularly those led by

peers, indicate that they play an important role in mitigating barriers for families in

need of mental health support.27

These results also highlight the key role peer-professionals or peers with lived expe-

rience can play in leveraging the expertise of the community and expanding the peer

workforce to support family mental health during this period.28Given the feasibility and

acceptability of this program, particularly the peer-to-peer support, further research is

needed to examine its impact on IECMH outcomes. Overall, this study shows promise

in programs that provide a continuum of multigenerational services collocated within
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an early childhood education setting. Given its promise in meeting the needs of com-

munities, it is a starting point for this burgeoning approach to mental health care that

goes beyond traditional practice models in traditional practice spaces.

With an expansion of these types of programs, additional evaluations will be neces-

sary to determine how they directly impact changes in behavioral and mental health

symptoms in both caregivers and their young children. Furthermore, evidence-

based interventions offered in these programs need to be tailored to meet the needs

of the community. More work needs to be done to include community members in

cocreating adaptation of evidence-based interventions and to train nonlicensed care-

givers to take part in the delivery of interventions when possible, given its demon-

strated effectiveness in prior studies.27,29 Supporting teachers and staff through

mental health consultation and broader systemic policies (ie, early childhood caregiver

pay equity) is also a critical component in addressing themental health needs of young

children and the individuals who care for them.

PEDIATRIC MEDICAL SETTINGS: COLLABORATIVE CARE APPROACHES

Workforce shortages in child psychiatry are particularly severe for young children, even

though rates of mental health problems in young children are similar to rates in older

children.30 Furthermore, significant disparities exist in access to evidence-informed

treatment and best practices for young children. Children insured by Medicaid are

more likely than commercially insured children to be prescribed psychiatric medica-

tions and are 2 to 3 times as likely to beprescribed antipsychotics.31Disparities likewise

exist in access to treatment of perinatal depression—although rates of postpartum and

maternal depression are higher among underserved racial and ethnic minority groups,

they are less likely to initiate care and less likely to continue treatment.30,32,33

One method for increasing accessibility and mitigating disparities is providing sup-

port and interventions in the places families already visit. Pediatric primary care (PPC)

settings are trusted environments, and pediatricians have longitudinal relationships

with children and families.34 Evidence-informed program models range from

provider-level training (including Project ECHO) to telephonic mental health consulta-

tion for PPC clinicians, to embedded on-site mental health specialists, and even to

brief interventions in the PPC setting.

Healthy Steps is a population-based model for children aged 0 to 3 years and their

families that embeds a licensed child development specialist in the PPC setting to co-

manage care along with the medical provider. The model includes universal screening

for child developmental/social-emotional/behavioral needs and family needs, short-

term consultation and care coordination for families with mild concerns, and well-

child visits with the developmental specialist for families most at risk. Family needs

screening includes maternal depression, food insecurity, housing instability, transpor-

tation needs, and interpersonal safety, along with referrals for caregivers if needs are

identified. The model has demonstrated improved parent-related outcomes including

increased sensitivity in interactions, safe sleep practices, and avoidance of harsh

discipline techniques, as well as child-related outcomes including increased likelihood

of secure attachment, increased timely well-child care, and decreased parent report of

behavior problems.35

Child psychiatry access programs (CPAPs) help pediatricians enhance their capac-

ity to manage mental health concerns by providing point-of-care child psychiatry

expertise via telephone. The first such program, the Massachusetts Child Psychiatry

Access Program (MCPAP), has demonstrated clinician satisfaction, clinician self-

reported improvement in their ability to meet the mental health needs of their
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patients,36 and parent satisfaction with their primary care physician (PCP’s) handling

of their child’s mental health concerns after the PCP consulted with MCPAP.37 There

are now 46 existing or developing CPAPs across as many states, with most programs

offering resource/referral support and provider trainings in addition to telephonic

consultation. One statewide tele-mental health consultation program—which included

televideo consults and medication reviews in addition to telephone consultation for

providers—resulted in a 42% decrease in statewide use of psychopharmacologic pre-

scriptions for children aged under 5 years and a decreased need for residential treat-

ment/hospitalization for high-need children in the foster care system.38

Building on the success of the MCPAP model, MCPAP for Moms was launched in

2014 to support obstetrician-gynecologists and other frontline health care clinicians

with identifying and managing perinatal mental health and substance use concerns

via provider-to-provider psychiatric consultation, face-to-face evaluation with the pa-

tient when needed, and resource and referral support. The program has demonstrated

high utilization and increased rates of frontline health care provider willingness to

address perinatal mood disorders.39 There are currently 19 active perinatal psychiatry

access programs, with more in development. These programs are currently imple-

menting measures to ensure there is increased focus and adaptations to serve individ-

uals from diverse backgrounds.

In addition to the CPAP model, there are a handful of ECHO (Extension for Commu-

nity Health) addressing IECMH (Oklahoma’s Infant Mental Health ECHO and Mary-

land’s KKI-Network for Early Childhood Tele-education), which have been effectively

training and improving clinician confidence in identifying and treating mental health,

emotional, developmental and behavioral and problems (MEDB), specifically in early

childhood.40 Maryland recently received a federal grant, Transforming Pediatrics for

Early Childhood, which will include an ECHO training Healthy Steps consultants along-

side pediatric providers in MEDB disorders. These programs highlight the need to

further train the workforce in IECMH topics in order to leverage the expertise concen-

trated in disparate geographic locations.

A next frontier in psychiatric consultative programs will be to center work on the

family needs across the perinatal and early childhood period and have the 2 models

(pediatric and perinatal consultation) work synergistically. An example of leading

work in this area is Michigan’s MC3 program, which incorporates a relational lens in

working with pregnant, postpartum, and families with infants and young children.

By “going where the families are”—providing support in the medical home and help-

ing clinicians meet their families’ mental health and social needs—collaborative care

approaches hold promise for reducing disparities in access to quality treatment and

culturally responsive community-based supports. However, there is a critical need

to engage families and communities in intervention development (cocreation) and

evaluation to ensure family voice/community needs are at the center of these efforts.

INTENSIVE PSYCHIATRIC CARE: DYADIC APPROACHES

Although a lot of mental health care can be conducted in settings where families live

and visit, some families require more intensive psychiatric support. It is critical for psy-

chiatrists to know about resources availble for pregnant, postpartum, and families with

young children who require more intensive psychiatric support. Currently, much of the

psychiatric care for parents is “adult” focus, as opposed to having a focus on dyadic/

relational aspects of the parent and parental role. However, particularly during this

early period of parenthood, the dyadic approach is essential. Despite the fact that

approximately 15% to 20% of perinatal individuals experience psychiatric symptoms
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and conditions that can have significant effects on the dyad, few options for treatment

of individuals with moderate-to-severe symptoms exist.41 Even fewer take into ac-

count a dyadic approach. Incorporating infants is key to engaging women/caregivers

in more intensive treatment. Often the lack of integration of infant and dyadic services

is a barrier for perinatal individuals who may not have the support, resources, or ability

to otherwise engage in more intensive treatment.42

A burgeoning group of interventions for parents during this period is beginning to

emerge to support parents in the continuum of care they may require. In the United

States, there are currently a few psychiatric inpatient units for pregnant and post-

partum individuals that allow infants in order to prevent separation and work on dyadic

components; evaluations of these show promising results.43 Additionally, the Perinatal

Intensive Outpatient Programs (IOPs) and Partial Hospital Programs (PHP) have been

developed in the United States, many that allow infants and others that specifically

work with dyads. These programs have programming that incorporates group psy-

chotherapy, as well as individualized treatment. Some programs also include dyadic

work and welcome infants into the programs by providing nursery support for mothers

to engage in their own individual treatment. Nursery care can provide a place for infant

observation, dyadic observation and support, as well as supporting mother–baby sep-

arations that may be particularly difficult for mothers who have anxiety or depression

or other symptoms. Some programs also offer infant massage as a way to support the

dyadic relationship.

To date, unfortunately, there are only approximately 23 perinatal IOPs in the United

States, and only a handful of PHP and mother–baby inpatient units. Studies to date

show high utilization of IOPs, PHP and mother–baby inpatient units, as well as high

acceptability, and positive pre–post effects on maternal psychiatric symptoms and

dyadic outcomes.44

CHALLENGES AND FUTURE DIRECTIONS

Supporting dyads and families during pregnancy, postpartum, and the first 5 years af-

ter birth are crucial. The burgeoning innovative programs we describe are beginning to

meet the needs of communities and families with young children. And much research

still needs to be done to increase services for families that take into consideration

SDOH, the voices of those with lived experiences, cultural and multigenerational as-

pects of mental health.45 Even more research is needed to systematically examine

how incorporating these aspects has immediate and lasting effects on the mental

health of caregivers, children, and their relationship. Even though families often

interact with the health care and educational settings during this period, these systems

often work in silos, are complex to navigate, and create barriers for accessing services

that could improve the health of caregivers and children. Clinicians can lend their voi-

ces to alert stakeholders and policymakers to the importance of IECMH. By doing so,

we can also center the lives and needs of caregivers and children who are crucial part-

ners in improving these systems, and dismantling longstanding systems of oppression

undergirding our current mental health crisis.

CLINICS CARE POINTS

� Focus on multigenerational approaches: Emphasize the significance of considering both

caregiver and child mental health in your care approach. Recognize that addressing the

mental well-being of caregivers alongside that of children is essential for comprehensive and
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effective care delivery. Treating only the caregiver or only the child can limit optimal mental

health outcomes for both.

� Prioritize cultural humility: Prioritize the development of culturally responsive care in your

practice. Understand that cultural awareness and sensitivity are vital for tailoring

interventions to diverse families effectively. Failing to do so may lead to misunderstandings,

miscommunication, and reduced engagement with families from different cultural

backgrounds.

� Center community voices: Building programs and providing interventions that involve peer

support modalities can enhance community engagement and promote mental health

among caregivers and their families.
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22. González MJ. Evidence-based practice with ethnically diverse clients. In:
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