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Mental disorders typically start in childhood and cause substantial individual and
collective burdens across the lifespan.! These disorders are also now the leading cause of
childhood disability worldwide.? Exacerbating the burdens, high childhood disorder prevalence
has been coupled with low children’s mental health service reach.® Service shortfalls have
persisted despite growing research evidence on effective interventions, and despite widespread
recognition that timely access to adequate health, social and educational services are
fundamental rights for all children.*® Yet Canada has lacked recent high-quality data to inform
policymaking to address these issues. The 2014 Ontario Child Health Study (OCHS) now
provides these data. This study has broad national applicability given its robust design, including
the use of rigorous diagnostic measures in a large representative sample in the general
population.” The study also has high policy relevance® in providing new data on: population
burden and service reach for emotional and behavioural disorders (including anxiety disorders,
depression, attention-deficit/hyperactivity disorder or ADHD, and conduct disorder); changes in
prevalence over time; and social influences on children’s mental health.*!? To inform
policymaking intended to improve children’s mental health outcomes in Canada we: 1)
summarize four of the 2014 OCHS findings with particular policy salience; 2) describe the
policy context for children’s mental health services which influences how these findings may be
used; and 3) propose six next steps given this policy context.

2014 OCHS Findings with Policy Salience
1. Prevalence of childhood mental disorders is high

2014 OCHS found that 18-22% of children aged 4 to 17 years had one or more mental
disorders involving both symptoms and impairment®—exceeding recent global prevalence
estimates of 13%.!® These 2014 rates may also underestimate the burden because children
younger than 4 and older than 17 years were excluded, as were some disorders (such as
substance use) and some populations (such as Indigenous children). Applying recent Canadian
population figures, the 2014 OCHS findings nevertheless mean that more than a million
children—or one in five—are affected at any given time.'*
2. Service reach for children with mental disorders is low

According to 2014 OCHS, only 22-33% of children with mental disorders had contact
with mental healthcare providers regarding mental health concerns.’ However, 60% had contact
with service providers in general, most often through schools.” (The quality and effectiveness of
services were not assessed.)
3. Needs have increased over time

2014 OCHS was structured to allow comparisons with 1983 OCHS. Overall disorder
prevalence increased by approximately 2% over the past 30 years—with increases in ADHD for
younger boys and in anxiety and depression for older girls and boys, but with decreases in
conduct disorder for older boys.!! “Need” may also be defined as the perception by young people
or parents/caregivers that professional mental health help is required. Using this definition, need
more than doubled over the past 30 years.!!
4. Social determinants influence children’s mental health

2014 OCHS also assessed the influence of income disparities and exposure to
neighbourhood adversities including incivility and criminality. Children from low-income
families had fewer mental health problems when living in poor compared to wealthy
neighbourhoods, but far more problems when exposed to neighbourhood adversity.!? These
findings suggest that relative socioeconomic disadvantage likely influences children’s mental



health, and that children from low-income families are disproportionately harmed by exposure to
adversities such as unsafe neighbourhoods.!?

Children’s Mental Health Services in Canada

What is the policy context in which these 2014 OCHS findings may be used? In keeping
with Canada’s constitutional arrangements, provinces and territories are responsible—and
accountable—for designing and delivering their own health, social and educational programs
including for children’s mental health.!> The federal government’s role, in comparison, is mainly
that of funder, although it can exert influence, for example, requiring adherence to core
principles such as universal access to “medically necessary services” in the case of the Canada
Health Act.!® Provincial/territorial autonomy has led to differing children’s mental health service
arrangements across the country.!” Yet common governance challenges remain and must be
addressed if the 2014 OCHS findings are to be used to improve child outcomes.

For children’s mental health, the main governance challenge is the diffusion of
responsibility and authority across multiple sectors and groups, with insufficient central expert
leadership and planning at the provincial/territorial level. Sectors typically span public health and
healthcare, early childhood education and schools, and children’s services including not only
mental health but also child protection and youth justice.'® Meanwhile, provider organizations
typically span health, children’s and education ministries, as well as regional health authorities,
school districts and contracted community agencies.'® For example, in Ontario when 2014 OCHS
was conducted, the Ministry of Children and Youth Services (MCYS) funded community-based
children’s mental health programs, provided through contracted agencies but with limited central
oversight.!” Related physician and hospital services were also provided through the Ministry of
Health and Long-Term Care (MOHLTC) but with limited coordination with MCYS."
Meanwhile schools provided additional programs but with little coordination with MCY'S or
MOHLTC." Services in many other provinces/territories have been similarly fragmented,
although not in all.*

This governance challenge causes several children’s mental health service problems.
Without central expert policy leadership, it is difficult to ensure the provision of effective
interventions as the standard of care, across all services being provided. For example, cognitive-
behavioural therapy (CBT) is effective with childhood anxiety and depressive disorders, and
parenting programs are effective with childhood behaviour disorders*> Yet these approaches are
still not widely available while unproven or ineffective approaches persist.?!?> Without coherent
policy leadership, it is also difficult to sustain adequately comprehensive children’s mental
health service planning. For example, public advocacy can be singularly focused on one age
group (such as adolescence) or one disorder (such as autism). Yet this singularity can give rise to
unbalanced and uncoordinated policy responses.* Addressing social determinants of children’s
mental health also requires coordinated “whole-of-government” responses—difficult to achieve
in the face of fragmentation.?*

A related challenge is public resourcing. Without effective governance and accountability
mechanisms, underfunding of children’s mental health services persists—evidenced by gaps in
crucial services and by unacceptable wait times for community-based services, in turn
contributing to increasing emergency room use.?>® Children’s mental health services are also
not tied to legislated mandates or required funding, in turn resulting in a continuous erosion of
budgets, wherever these are housed.

Our consideration of next steps takes this policy context into account. We propose six



initiatives that provinces/territories could undertake.

Proposed Next Steps
1. Ensure coherent policy leadership

Creating central expert leadership mechanisms is crucial to ensuring continuing and
coordinated children’s mental health commitments across all crucial sectors and groups at the
provincial/territorial level. Some province/territories have taken such steps governing child
health more generally, using legislation to mandate long-term coordination and “evidence-based”
planning.?® Legislation could similarly mandate continuing coherent central leadership—and
accountability—for children’s mental health.
2. Make and sustain comprehensive children’s mental health plans

Children’s mental health plans are also needed in each province/territory, covering the
full age range from birth through to early adulthood.?’ Given the limited reach of treatment
services at present, to substantially reduce prevalence such plans must have comprehensive
public health goals: 1) addressing social determinants and promoting healthy development for all
children; 2) preventing disorders; 3) intervening with all children with disorders; and 4)
evaluating intervention efforts by monitoring population outcomes.! Several provinces/territories
have implemented comprehensive children’s mental health plans—showing that this approach is
feasible.!” Some provinces have also made significant new prevention investments—for
example, implementing targeted parenting programs for very young children and universal CBT-
based programs for school-age children—showing that prevention capacity can be built.?®% Yet
plans must also be sustained to ensure enduring commitments to children, something few
provinces have achieved.!”-?%2
3. Ensure the use of effective interventions

To fully address the needs depicted by 2014 OCHS, effective interventions should be
used for both prevention and treatment. This includes ensuring appropriate dosing and fidelity
with psychosocial interventions. It also includes tracking and curtailing the use of unproven or
ineffective approaches, such as unevaluated therapies or inappropriate prescribing.??> Abundant
research evidence on effective children’s mental health interventions gives policymakers an
array of options.*> Requirements for the use of effective interventions have been embedded in
previous provincial children’s mental health plans showing that this approach is feasible.”® Some
jurisdictions have enacted legislation explicitly encouraging effective interventions for children’s
mental health, which Canadian provinces/territories could also consider.’* Beyond improving
child outcomes, tying funding to effective interventions could also reduce wasteful spending.*
4. Reach all children with mental disorders using innovative service approaches

2014 OCHS provides the basis for estimating the number of children with mental
disorders in each province/territory. The goal must be providing all these children with
appropriate care for their mental health needs—as is typical for physical conditions such as
childhood diabetes or cancer. Yet in keeping with the principle of “proportionate universalism”
treatment need not always involve specialized providers or teams.?* Rather, provincial/territorial
plans could focus on developing tiers of service that allow the efficient allocation of resources
aligned with type and intensity of need—across the continuum from promotion and prevention
through to specialized treatment. Access to care could also be enhanced by adopting (and
evaluating) innovative service models that extend the reach of specialist providers/teams.
Examples of such innovations include having primary care and other non-specialist providers
support children with less complex challenges, including in schools; implementing collaborative



care models with specialist teams supporting primary care and other non-specialist providers;>!
and exploring the use of effective digital or “e-health” modalities.>?
5. Address avoidable childhood adversity

The main social influences identified by 2014 OCHS—relative socioeconomic
disadvantage and exposure to neighbourhood adversity—have also long been described in the
research literature.>> Addressing social determinants should therefore be included in children’s
mental health planning, recognizing that initiatives will vary in scope and often require
collaboration at the federal, provincial/territorial and regional/local/municipal levels. Initiatives
to reduce family income disparities are already underway in Canada, for example, providing
proportionately greater child benefits to disadvantaged families, and beginning to address
extremes of social disadvantage affecting Indigenous children.*** Beyond this, exposure to
unsafe neighbourhoods is both a violation of children’s rights and an avoidable form of
childhood adversity. As an urgent policy priority, addressing this issue requires broadening
children’s mental health planning to include, for example, the housing, recreation and justice
sectors.

6. Ensure adequate and dedicated children’s mental health budgets

Given Canada’s health expenditures—now $254B annually and exceeding those of most
other wealthy countries on a per capita basis—resources are not lacking.’® Yet the service
shortfalls documented by 2014 OCHS suggest that children’s mental health has yet to be
established as a public funding priority. To fully address the service shortfalls, governments will
need to allocate dedicated new funding for children’s mental health—funding that is tied to
ensuring adequate governance mechanisms, increased service reach, effective interventions, and
improved child outcomes. Allocating dedicated new prevention funding will also help reduce the
incidence of mental disorders over time. As well, legislative mechanisms could be considered for
protecting children’s mental health budgets, as happens currently with child protection and youth
justice.

The case of autism in Canada shows that substantial increases in public funding are
possible.?? Experience from other high-income countries also shows that services can be
substantially increased. Australia, for example, doubled the proportion of children receiving
mental health services between 1998 and 2014.>” Most mental health problems start in childhood
then continue throughout adulthood.*® Beyond the high human costs, mental disorders in
aggregate cost Canadians an estimated $64B annually (2018 equivalent).’® New investments in
children’s mental health services could greatly reduce these long-term human and fiscal costs.

Conclusions

2014 OCHS depicts high levels of need: with 20% of children, or more than a million,
having one or more mental disorders at any given time; with fewer than a third of these children
having contact with mental healthcare providers; and with perceptions of need doubling over the
past 30 years. In essence, 2014 OCHS provides a 30-year “report card” on children’s mental
health, suggesting that for far too long Canadians have tolerated an inadequate patchwork of
services—which the public may be unaware of until children develop problems and families try
to get help. Yet provincial/territorial policymakers have a significant opportunity to realize better
outcomes over the next 30 years—potentially improving social and emotional wellbeing for
many thousands of children. These steps include: 1) ensuring coherent policy leadership; 2)
making and sustaining comprehensive children’s mental health plans; 3) ensuring the use of
effective interventions; 4) reaching all children with mental disorders by using innovative service



approaches; 5) addressing avoidable childhood social adversities; and 6) ensuring adequate and
dedicated children’s mental health budgets. Meeting mental health needs is a fundamental child
rights issue—one that all Canadians, and policymakers on their behalf, can be invited to
embrace. The 2014 OCHS findings are the clarion call to do this now.
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