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Introduction
In keeping with current definitions used by the World Health Organization (WHO),
mental health is a state of social and emotional well-being, not merely the absence of
disorder.1 As such, mental health is a resource for living, essential for all children to
thrive and essential for optimal human development and functioning across the lifespan.
Addressing the determinants of mental health and disorder in childhood may be the
most effective way to improve the mental health of the population. Here, we consider
what is needed to create mentally healthy communities in Canada, starting with children.
We begin by describing the current state of children’s mental health in Canada, including
the high prevalence of disorders, the current public policy response and the need for a
new integrated population health strategy. This strategy suggests several complementary
approaches to creating mentally healthy communities. We then consider each of these
approaches in turn: promoting healthy development for all children; preventing
disorders in children at risk; providing treatment for children with disorders; and
monitoring outcomes for all children. We conclude by discussing the implications for
new investments to create mentally healthier communities in Canada.

The Current State of Children’s Mental Health in Canada
Prevalence and Impact of Mental Disorders in Children
Mental health is fundamental to human development. Yet at any given time an estimated
14% of children in Canada (or more than 800,000) experience mental disorders causing
significant symptoms and impaired functioning at home, at school and in the
community.2 Approximately 50% of affected children experience more than one disorder,
adding greatly to their burden.2 Table 1 depicts disorder-specific prevalence in children,
together with estimates of the population affected in Canada.2
Mental disorders are important, first and foremost, because they cause distress for
children and prevent them from thriving and reaching their potential. The impact of
these disorders is often underappreciated. For example, children who experience
maltreatment (such as overt abuse or neglect) suffer immediate consequences, including
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the lack of positive adult supports that every child needs. These children are then less
able to participate socially and academically compared to other children.3 Without
intervention, they frequently go on to experience mental disorders such as conduct
disorder, anxiety and depression.4 These disorders compound their distress and further
impede their social and academic development. Such children are then at high risk of not
being able to fully participate in school, work, family and community life over the long
term. Mental disorders are also important for more utilitarian reasons. They frequently
persist into adulthood and are now a leading cause of disability in the population, with
estimated costs to Canadians exceeding $14 billion annually.5, 6 Given the high prevalence
and the high costs for individual children over the life course, mental disorders are
arguably the leading health problems that Canadian children face after infancy.
Table 1

Prevalence of
Children’s Mental
Disorders and
Population
Affected

Estimated
Prevalence
(Percent)

Age Range
(Years)

Estimated
Population*

Estimated
Population
Affected†

Any Anxiety Disorder

6.4

5–17

5,286,900

338,400

Attention-Deficit/
Hyperactivity
Disorder

4.8

4–17

5,642,600

270,800

Conduct Disorder

4.2

4–17

5,642,600

237,000

Any Depressive
Disorder

3.5

5–17

5,286,900

185,000

Substance Abuse

0.8

9–17

3,777,700

30,200

Autism Spectrum
Disorders

0.3

5–15

4,454,500

13,400

ObsessiveCompulsive Disorder

0.2

5–15

4,454,500

8,900

Disorder

Any Eating Disorder

0.1

5–15

4,454,500

4,500

Schizophrenia

0.1

9–13

2,088,200

2,100

Bipolar Disorder

<0.1

9–13

2,088,200

<2,100

Any Disorder

14.3

4–17

5,642,600

806,900

Notes
* Population estimates for children in each age range drawn from Statistics Canada, 2005.
† Estimated prevalence multiplied by estimated population.
Source
C. Waddell et al., “A Public Health Strategy to Improve the Mental Health of Canadian Children,” Canadian
Journal of Psychiatry 50, 4 (2005): pp. 226–233. Reproduced with permission.

The Current Public Policy Response
In children’s mental health, Canadian public policy-making has emphasized
“downstream” investments such as specialized treatment services for children after
disorders have developed.2 This emphasis is consistent with Canada’s approach to health
investments overall. Collective health expenditures exceeded $141 billion in 2005, but
only 6% went toward public health programs, including prevention.7 Yet despite the
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large treatment investments, an estimated 75% of children with mental disorders do not
receive specialized treatment services, according to well-designed epidemiological
surveys.2 The Senate of Canada recently acknowledged that “greater investment in
children’s mental health is required if it is to shed its label as the ‘orphan’s orphan’
within the health care system.”8
Another possible response is to make new investments in “upstream” programs before
disorders can develop. Upstream investments have the potential to address the causal
determinants of mental health and disorder, thereby reaching more children in the
population than specialized treatment services.1, 9 As awareness of the determinants of
health has grown, early child development (ECD) has risen on the Canadian public
policy agenda. However, few established ECD programs have a concerted focus on
mental health.10 Other upstream investments include prevention programs such as
parent training for behavioural disorders or cognitive–behavioural programs for
emotional disorders. Such programs hold considerable potential to prevent new cases of
mental disorders by reducing risk and enhancing resilience, thereby alleviating the
impact of disorders across the lifespan.1, 11 Yet prevention programs have not been
implemented in Canada, with few exceptions.10 Underlying these issues, there is no
systematic monitoring of indicators of children’s mental health outcomes in the
population as a whole.12 There is, therefore, no means of evaluating the impact of public
policy investments for children, or of balancing these investments over time.

A New Population Health Strategy for Children’s Mental Health
A new integrated population health strategy may improve children’s mental health by
promoting healthy development for all children, preventing disorders in children at risk
and monitoring outcomes for all children, in addition to providing effective treatment to
children with disorders, as depicted in Figure 1.2, 13, 14 The strategy encompasses upstream
and downstream interventions, recognizing that both are essential. This strategy suggests
several complementary approaches to creating mentally healthy communities. We now
consider each of these approaches in turn.
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Figure 1

A Population
Health Strategy
for Children’s
Mental Health

Promote
Healthy Development

Prevent Disorders

Provide Treatment
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Children at Risk

Children With Disorders

Monitor Outcomes
Source
C. Waddell et al., “A Public Health Strategy to Improve the Mental Health of Canadian Children,” Canadian
Journal of Psychiatry 50, 4 (2005): pp. 226–233. Reproduced with permission.

Promoting Healthy Development for All Children
Thinking about child development from a mental health perspective requires an
understanding of causal pathways. In the children’s mental health field, most research
has focused on understanding disorders (psychopathology) rather than well-being.
Research on causal pathways has articulated the interplay between genes and
environment, with mental disorders likely arising in individuals when adverse
experiences influence genetic expression over time.15 Much remains to be elucidated
about the role of genetics. Genes may be important in the causation of less-common
disorders such as autism and schizophrenia, but the social environment may be more
important for common problems such as conduct, anxiety and depressive disorders.15–17
However, aside from the impact of the social environment on individual disorders,
research in children’s mental health has yet to incorporate emerging evidence on the
social determinants of health in populations.
In multiple longitudinal studies over the past 20 years, health outcomes such as child and
adult mortality have been associated with socio-economic factors such as income,
education and occupation.18–20 In particular, socio-economic disadvantage relative to
others in the population—being at the lower end of a social gradient—is associated with
an array of poor health outcomes for children and adults, independent of factors such as
lifestyle or health care services.18, 21, 22 In Canada, socio-economic gradients have now
been established for child development in terms of emotional and behavioural
vulnerability and readiness to learn.23, 24 Socio-economic adversity in childhood has also
been demonstrated to predict mental health problems in adulthood.25 Socio-economic
adversity is postulated to “get inside the body” through the cumulative effects of
biological stress responses, consistent with hypotheses on the causation of mental

Ê4

Mentally Healthy Communities: A Collection of Papers

disorders through gene–environment interactions.25, 26 The available research suggests
that childhood is the optimal time to intervene to reduce social gradients in order to have
maximum impact on health outcomes in the population.23, 26
For children’s mental health, socio-economic adversity has yet to be firmly established as
a causal factor at the family, school and community levels.27, 28 However, relevant
research evidence is emerging from prospective epidemiological studies. For example,
improving socio-economic status for the most disadvantaged families in a community is
associated with reducing the incidence of behavioural disorders for children from those
families.17 Adversities such as child maltreatment and parental mental disorder are also
associated with socio-economic disadvantage.23 Reducing child maltreatment or reducing
the impact of parental mental disorder can reduce the incidence of child behavioural and
emotional disorders.11
Important health benefits for children and for the population may derive from
addressing socio-economic disparities.29, 30 Policy-makers are aware of emerging research
evidence on social gradients.31 However, policy-makers also require the articulation of
effective options for reducing gradients that they can implement and that the public can
debate and potentially support. Such options have yet to be articulated, as the case of
ECD illustrates.29 Canadians recently invested in an array of new (universal and targeted)
ECD programs, based on the research evidence around early learning disparities and
determined advocacy around the economic consequences of these disparities.32 These
new ECD investments constitute an important social experiment. Canadians now have a
crucial opportunity to carefully evaluate the impact of these investments on social
gradients. Ideally, this experiment will help articulate the options for policy-makers and
the implications for the public.
Regardless, the ECD emphasis on early learning means that little is known about the
potential impact of these programs on children’s social and emotional well-being.10 New
research is therefore needed to specifically inform policy options and public
conversations pertaining to social gradients and children’s mental health. Such research
could take the form of instituting public programs and carefully evaluating these, as with
ECD. Researchers could make useful contributions by working in partnership with
policy-makers to design and evaluate such programs and to raise public awareness of the
issues and options.

Preventing Disorders in Children at Risk
Considerable research evidence has accumulated on risk factors that specifically
predispose children to develop mental disorders and that may be the focus of prevention
programs. These factors appear to interact and to be common across the spectrum of
behavioural and emotional disorders.33 Risk factors at the child, family, school and
community levels include negative temperament; learning difficulties; exposure to
parental conflict; harsh or inconsistent parenting; child maltreatment; negative school
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experiences; lack of positive, ongoing adult supports; and lack of a sense of personal
purpose or efficacy.15, 27, 33 In keeping with the hypothesis that disorders arise through
gene–environment interactions over time, longitudinal studies are showing that
emotional and behavioural disorders are significantly more likely to develop when
children with genetic vulnerability also experience risk factors such as child
maltreatment.34, 35
A related body of research evidence has developed on the topic of resilience, or the ability
to overcome adversity. Longitudinal studies have shown that there is considerable
individual variation in how children respond to adversities such as child maltreatment.
In particular, these studies have demonstrated that not all children who experience
significant adversity experience negative mental health outcomes.36 The factors that
appear to be protective are the converse of risk factors, including positive temperament;
good learning abilities; warm and consistent parenting; safety and stability; positive
school experiences; positive, ongoing adult supports; and sense of personal purpose and
efficacy.36 Resilience is now being further characterized as a dynamic process, not merely
a set of traits or conditions, enabling children to overcome adversity and to thrive
differently in different contexts.37 For some children, the experience of overcoming
adversity may actually be beneficial, implying the goal would not be to eliminate all
adversity but rather to prevent or mitigate extremes of adversity.26, 37
The research on risk and resilience has now informed well-designed randomized
controlled trials to evaluate prevention initiatives. For some of the most common mental
disorders in children, these trials have demonstrated significant reductions in incidence
or in early symptoms, in some cases over 20 years or more of follow-up. Most of these
programs have been targeted towards at-risk groups starting early in life. For preventing
conduct disorder, the most noteworthy programs include parent training (such as
Prenatal Nurse Home Visitation); early child education combined with parent training (for
example, Perry Preschool); and child social skills training (for example, Fast Track, Johns
Hopkins).11 For preventing anxiety and depression, school-based cognitive-behavioural
programs (such as Friends and Coping With Stress) show similar results for older
children.11 Most programs reported modest effect sizes of approximately 10% reductions
in incidence (in addition to reductions in symptoms). These effects are not
inconsequential, given the number of children affected by mental disorders. If these
programs were widely implemented in Canada, preventing 10% of new cases could
significantly reduce the burden of conduct disorder, anxiety and depression.11
Not all mental disorders may ultimately be preventable. However, the efficacy of these
programs suggests that emotional and behavioural problems can often be prevented. It is
important to note that prevention programs have the added benefit of addressing both
the causal risk factors (for example, significantly reducing child maltreatment in the case
of Prenatal Nurse Home Visitation) and the ensuing mental disorders (such as conduct
disorder). These programs therefore have potential to address what may be considered a
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double disadvantage—experiencing the causes and the consequences—that many
children face. It is also useful to consider the cost savings associated with prevention. For
example, programs such as Prenatal Nurse Home Visitation and Perry Preschool have been
estimated to pay for themselves.11, 30 Preventing just one case of conduct disorder may
save an estimated $1.5 million (U.S.) in cumulative lifetime costs.38
Canadians currently make almost no investments in programs specifically aimed at
preventing the most common mental disorders in children.10 New investments in these
interventions would therefore appear to be warranted. Researchers could make a
valuable contribution here, too, by working in partnership with policy-makers in
designing and evaluating prevention programs and in raising public awareness of the
importance of prevention.

Providing Treatment for Children With Disorders
Treatment is one component of an integrated population health strategy for children’s
mental health, essential when disorders cannot be prevented. An estimated 75% of
children with mental disorders do not receive specialized treatment services (although as
many as 50% receive limited services through primary care or schools).2 It is unlikely that
Canadians would tolerate shortfalls of this magnitude for physical disorders requiring
specialized treatment, such as childhood cancer or adult cardiovascular disease.
However, there may be factors unique to children’s mental health that explain the
persistent shortfall: the stigma still associated with mental disorders, making it less likely
that children and families seek help; the relative “invisibility” of these disorders, making
it less likely that these children are detected; and the lack of widespread appreciation that
clinically significant mental disorders indeed exist in childhood.8
Treatment shortfalls are exacerbated by inefficiencies in the systems serving children.
Perhaps most importantly, effective and relatively inexpensive approaches remain
unavailable (such as parent training for conduct disorder or cognitive–behavioural
therapy for anxiety and depression), while potentially harmful and relatively expensive
approaches persist (such as incarceration for conduct disorder and inappropriate
psychotropic medication use for anxiety and depression).39, 40 As well, many practitioners
still emphasize seeing children in one-to-one encounters, limiting their reach compared
to other approaches such as seeing children in groups or consulting to primary care and
schools.41, 42 Compounding the situation, children’s services are uncoordinated and
fragmented across multiple sectors (including health, education and children’s
ministries) and multiple jurisdictions (including federal, provincial and municipal).43
Given the inefficiencies it is highly unlikely that increasing investments in services as
currently configured—simply doing more of the same—will appreciably increase
children’s access to effective treatments.9 Addressing existing inefficiencies in children’s
services would be the most expedient way to increase access to effective treatments for
children with disorders.41 The WHO and others have also contended that simply
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expanding treatment services will never suffice given the large number of children
affected.1, 9 Instead, these public health proponents advocate new investments in the
prevention of disorders, starting in childhood, as the only viable means of significantly
reducing the impact of mental disorders worldwide.1, 9
Treatment for children with disorders is an essential component of an integrated strategy
to improve the mental health of Canadian children. Expanded treatment investments
would appear to be warranted, conditional on these increasing children’s access to
effective treatments, and conditional on these being balanced by simultaneous
investments in upstream efforts to promote healthy development and prevent disorders.

Monitoring Outcomes for All Children
Underlying the current state of children’s mental health, there has been no systematic
monitoring and reporting of indicators of children’s mental health outcomes in the
population.12 As a result, there has been no means of systematically evaluating the
impact of public policy investments, and therefore no means of balancing investments
over time.
The Canadian Institute for Health Information (CIHI) has developed a comprehensive
population health indicators framework that includes health determinants, health status
and health care service system outputs.44 Such a framework could potentially be
populated with child outcome measures derived from the secondary analysis of publicly
available data that are collected on an ongoing basis.12 Such data may be available, for
example, through Statistics Canada’s National Longitudinal Survey of Children and
Youth (NLSCY) and through myriad provincial and territorial ministries of health,
education and children’s services.12
There have been efforts that partially meet the needs. The NLSCY has included measures
of health determinants and health status pertinent to children’s social and emotional
well-being.23 While not used for systematic monitoring by any province or territory as
yet, these data have nevertheless enabled researchers to evaluate the impact of ECD
programs such as the federal government’s Community Action Program for Children and
Ontario’s Better Beginnings, Better Futures.10 Similar uses could apply for mental health
interventions. The Early Development Instrument (EDI) also includes measures of social
and emotional well-being, in addition to measures of readiness to learn in kindergarten
children.45 The EDI is now being used in preschool populations across Canada, making it
possible to map and compare social gradients and school readiness across
communities.24, 45 The EDI has unrealized potential for use in mental health monitoring
and evaluation.12 As well, two provinces (Ontario and Quebec) have conducted
epidemiological surveys in representative samples of children, establishing the
prevalence of mental disorders as well as the utilization of treatment services by children
with disorders.2 These surveys provided highly informative cross-sectional data,
although they have yet to be repeated. Regarding the treatment service system itself,
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some provinces (Ontario and British Columbia) are attempting to systematically collect
data on outcomes for all children receiving mental health treatment services, using
instruments such as the Brief Child and Family Phone Interview.46, 47 When analyzed
together with health care data (such as on the use of psychotropic medications), it should
be possible to assess outcomes for those children who do receive treatment.12 Finally,
econometric data are collected and reported by CIHI on federal and provincial/territorial
health expenditures.7 To complete the monitoring picture, it would be useful to include
more specific analyses and reporting of children’s health spending.12
It appears that requisite public data may exist for comprehensively monitoring and
reporting on children’s mental health outcomes in the population and, potentially, for
evaluating the impact of public policy investments over time. However, there is still no
systematic use of these data to track Canadians’ collective progress towards improving
children’s mental health outcomes over time. Developing an outcome monitoring system
would support other efforts to create mentally healthy communities.12, 41

Implications for New Investments and Interventions
What is needed to create mentally healthy communities, starting with children?
An integrated population health strategy suggests several complementary approaches:
promoting healthy development for all children; preventing disorders in children at risk;
providing effective treatment to children with disorders; and monitoring outcomes for all
children over time. Given the unmet need in children’s mental health, researchers and
policy-makers in Canada could still make progress with all of these approaches.
Our review suggests several possible avenues of progress. One way to proceed is to
consider the expansion of current ECD programs to include concerted attention on
children’s social and emotional well-being in addition to early learning. Another way to
proceed is to encourage careful evaluations of public investments, particularly those that
address social gradients. Researchers and policy-makers could work in partnership on
such evaluations and on raising public awareness about social gradients. A third way to
proceed is through investment in interventions that have been shown to prevent common
mental disorders. Expanded treatment investments may also be warranted—provided
these actually improve children’s access to effective treatments and do not preclude
new investments in upstream interventions such as prevention programs. Finally,
comprehensive monitoring would track our collective progress towards improving the
mental health of all children. Such monitoring could have added benefits, not only of
placing the state of children’s mental health on the public agenda, but also of permitting
more careful consideration of the impact of public investments on children’s lives.
Ideally, researchers and policy-makers would work closely together to create mentally
healthy communities, starting with children. All children have the right to thrive and
meet their potential, yet many children unnecessarily experience the consequences of
mental disorders. Researchers and policy-makers in Canada could work towards
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mentally healthier communities for all children by addressing social gradients; by
attending to avoidable adversities and preventable mental disorders; by ensuring
effective treatment services; and by tracking collective progress on behalf of all children.
Investments in children’s mental health are among the most important investments that
any community and any society could make.

The views expressed in this paper do not necessarily reflect the views of the authors’
affiliated organizations, the Canadian Population Health Initiative or the Canadian Institute for
Health Information.
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