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ABSTRACT

Background: At any given time, 14% of Canadian children experience clinically
significant mental disorders, which frequently persist into adulthood. Canadian public
policy has emphasized specialized treatment services, yet these services only reach 25%
of children with disorders. Prevention programs hold potential to reduce the number of
children with disorders in the population. To inform policy-making, we systematically
reviewed the best available research evidence on programs for preventing conduct
disorder (CD), anxiety and depression, three of the most prevalent mental disorders in
children.

Methods: We systematically identified and reviewed randomized controlled trials (RCTs)
on programs intended to prevent CD, anxiety and depression in children aged 0-18 years.

Results: Fifteen RCTs met selection criteria: nine (on eight programs) for preventing CD;
one for anxiety; four (on three programs) for depression; and one for all three. Ten RCTs
demonstrated significant reductions in child symptom and/or diagnostic measures at
follow-up. The most noteworthy programs, for CD, targeted at-risk children in the early
years using parent training (PT) or child social skills training (SST); for anxiety, employed
universal cognitive-behavioural training (CBT) in school-age children; and for depression,
targeted at-risk school-age children, also using CBT. Effect sizes for these noteworthy
programs were modest but consequential. There were few Canadian studies and few that
evaluated costs.

Discussion: Prevention programs are promising but replication RCTs are needed to
determine effectiveness and cost-effectiveness in Canadian settings. Four program types
should be priorities for replication: targeted PT and child SST for preventing CD in
children’s early years; and universal and targeted CBT for preventing anxiety and
depression in children’s school-age years. Conducting RCTs through research-policy
partnerships would enable implementation in realistic settings while ensuring rigorous
evaluation. Prevention merits new policy and research investments as part of a
comprehensive public health strategy to improve children’s mental health in the
population.

MeSH terms: Primary prevention; mental disorders; public health; child; adolescent;
health policy; review

Mental health, or social and emo-
tional well-being, is fundamental
to healthy child development.

Yet at any given time, an estimated 14% of
children (or over 800,000) in Canada
experience mental disorders that cause sig-
nificant symptoms and impair their func-
tioning in multiple domains.1 The causes
and consequences of these disorders
impede children’s development and pre-
vent them from thriving. Mental disorders
frequently persist, causing ongoing distress
and disability in adulthood, at consider-
able cost to individuals and to society.2-4 In
Canada, the direct and indirect costs
attributable to mental disorders are esti-
mated to exceed $14 billion annually.5

Given the prevalence and the persistence
throughout the lifespan, mental disorders
are arguably the leading health problems
that Canadian children face after infancy.

Historically, Canadian public policy for
children’s mental health has emphasized
specialized treatment services for individu-
als with disorders, yet only 25% of chil-
dren with disorders have typically accessed
such treatment services.1 Given the num-
ber of children affected and the limited
reach of specialized treatment services, fur-
ther investments in the status quo are
unlikely to impact the health of the popu-
lation.6 Prevention programs hold poten-
tial to reduce the number of children with
disorders by intervening before disorders
emerge to reduce early symptoms and sub-
sequent diagnoses, thereby reducing the
number of children in need in the popula-
tion.7-9 However, few programs currently
exist in Canada with a focus on preventing
mental disorders in children.10 Prevention
is also a low priority in Canadian health
policy overall –– public health, including
prevention, comprises just 5.5% of all
provincial health expenditures.11

Ideally, prevention programs should
address causal risk and protective factors
starting in childhood.12 While causal path-
ways remain uncertain and while risk and
protective factors are rarely specific in chil-
dren, well-designed prevention studies can
nevertheless contribute new etiologic
knowledge while also determining which
programs are effective. Given the relapsing
and remitting nature of many mental dis-
orders, it is crucial that prevention studies
also measure long-term maintenance of
effects.13 Prevention researchers advocate
that policy-makers should implement pro-
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grams on the basis of sound prevention tri-
als.7,8,13 However, beyond single studies,
systematic reviews are needed so that policy-
making may be informed by accumulated
bodies of the best available research evi-
dence.14

Given the potential importance of pre-
vention for children’s mental health, we
undertook this systematic review of the
best available research evidence on prevent-
ing mental disorders in children in order to
inform policy-making. Our goal was to
ascertain which programs might be effec-
tive and appropriate for implementation in
Canada. We considered prevention as one
component of a comprehensive public
health strategy to improve children’s men-
tal health (see Figure 1).1 To capture high-
quality research evidence, we sought ran-
domized controlled trials (RCTs) that eval-
uated child outcomes at long-term follow-
up. To ensure policy relevance, we sought
to include a range of mental disorders.
Conduct disorder (CD), anxiety and
depression are among the most common in
Canadian children – with estimated preva-
lence rates of 4.2%, 6.4% and 3.5% and
affecting an estimated 238,000, 340,000
and 186,000 children, respectively.1 These
disorders also represent a spectrum of
social and emotional disorders that may be
preventable. Therefore we focused on
these. Other recent comparable systematic
reviews have not focused on prevention
exclusively,15 on this range of disorders16,17

or on the full range of children’s ages (0-18
years).18-24

METHODS

We sought articles describing RCTs on
programs for preventing CD, anxiety and
depression in children aged 0-18 years.
Table I outlines the search strategy. We
focused on child outcomes at follow-up,
requiring assessment of at least two symp-
tom measures or at least one diagnostic (or
proxy of incidence) measure directly relat-
ed to the disorders of interest. Table II
outlines the inclusion criteria. Two review-
ers conducted the searches, assessed all rel-
evant abstracts and retrieved all relevant
articles. These two reviewers independently
applied the inclusion criteria, derived an
initial short-list of accepted RCTs and ver-
ified the quality of each trial using an
adapted version of a standardized

checklist.25 Two additional reviewers then
independently applied the inclusion crite-
ria to the short-list to derive the final list of
accepted RCTs and extracted data on trial
and program characteristics and outcomes.
At all stages of the review, agreement was
reached on approximately 95% of deci-
sions. Differences were resolved by consen-
sus. All reviewers then interpreted the find-
ings.

RESULTS

Of 465 articles initially retrieved, 30 arti-
cles describing 15 RCTs met inclusion cri-
teria. Nine trials addressed CD,26-47 one
addressed anxiety,48,49 four addressed
depression50-54 and one addressed all three
disorders.55 Most of the 435 excluded trials
failed to meet criteria regarding attrition
rates, follow-up rates or reporting of find-
ings at follow-up. Trial and program char-
acteristics are described in Table III.
Outcomes for CD are described in Table
IV, anxiety in Table V, depression in Table
VI and all three in Table VII. Quality
scores ranged from 26-36/45 with a medi-
an of 32/45, suggesting that all included
RCTs were at least of moderate quality.
None reported harmful effects. Few specif-
ically assessed risks such as stigmatization
and labeling for targeted programs.6

Preventing conduct disorder
For CD (see Tables III, IV), nine RCTs on
eight different programs met inclusion cri-
teria.26-47 Seven trials demonstrated signifi-
cant reductions in at least two conduct-

related symptom and/or one conduct-related
diagnostic measure at follow-up,26-29,32,33,37-47

while two demonstrated reductions in one
symptom measure only.30,31,34-36 One trial
comprised a replication.30,31 Four program
trials were particularly noteworthy – for
rigorously assessing diagnostic measures
(Fast Track,26-28 Johns Hopkins32,33), or for
measuring outcomes over 15 years of follow-
up or more (Nurse Visitation,37-39 Perry
Preschool 40-44). All four significantly
reduced two or more symptom measures,
and two (Fast Track and Johns Hopkins)
significantly reduced diagnostic measures.
Magnitudes of effect were reported for sig-
nificant findings in six RCTs.26-28,30-33,40-47

For significant symptom reductions, mag-
nitudes of effect ranged from effect size
(ES) 0.39 for Johns Hopkins32,33 and
28% reductions for Perry Preschool,40-44 to
ES 0.12 for Tri-Ministry.46,47 For signifi-
cant diagnostic reductions, magnitudes of
effect ranged from odds ratio 0.4 for Johns
Hopkins32,33 to 10% reductions for Fast
Track.26-28 The four most noteworthy pro-
grams targeted at-risk children on the basis
of conduct symptoms and/or low income,
employing parent training (PT), child
social skills training (SST) or combina-
tions. These programs were typically deliv-
ered over one to two years in homes,
preschools or schools by clinicians or
teachers. Few programs were studied in
Canada. Estimates of net fiscal returns
were reported for two programs only:
Nurse Visitation as $180 (US) per parent;39

and Perry Preschool as $7 for each
$1 invested.41

TABLE I
Search Strategy

Sources • Searches of Medline, PsycINFO, Cochrane Database of Systematic Reviews
• Hand searches of previously identified systematic reviews15-24

Terms • Prevention or early child development, and mental disorders or conduct disorder or
anxiety disorders or depressive disorders

Limits • English language articles published 1981 through 2003
• Focus on children aged 0-18 years

TABLE II
Program Trial Inclusion Criteria

• Clear descriptions of participant characteristics, settings and interventions
• Interventions implemented before diagnosable mental disorders emerged in majority of

participants
• Random allocation of participants (or clusters) to intervention and comparison groups
• Maximum attrition rates of 20% post-test
• Post-test follow-up of one year or more
• Measures of child symptoms and/or diagnoses related to conduct, anxiety or depressive disorders
• At least two symptom measures and/or one diagnostic (or proxy incidence) measure reported at

follow-up
• Child outcomes assessed according to two or more sources (child, parent, teacher and/or

clinician-observer)
• Levels of statistical significance reported at follow-up for both intervention and comparison

groups



Preventing anxiety
For anxiety (see Tables III, V),
one RCT on the universal Friends
program met inclusion crite-
ria.48,49 This trial demonstrated
significant reductions in anxiety
(and depression) symptom mea-
sures and in rigorous anxiety (and
depression) diagnostic measures at
one-year follow-up. Magnitudes
of effect were reported for diag-
nostic reductions as 8% for the
whole sample, but 54% for at-risk
children, implying considerably
greater effects when targeted at
children with symptoms. Friends
employed cognitive-behavioural
training (CBT) delivered by
teachers over 12 sessions with
school-age children in Australia.
Costs were not estimated.

Preventing depression
For depression (see Tables III, VI),
four RCTs on three different pro-
grams met inclusion criteria.50-54

Two trials on the Coping with
Stress program first demonstrated
significant reductions in rigorous
depression diagnostic measures at
one-year follow-up,50 then signifi-
cant reductions in three depression
symptom measures as well as one
rigorous diagnostic measure at
two-year follow-up.51 Magnitudes
of effect were reported for the
diagnostic measures in both trials:
11% reductions;50 and 17% reduc-
tions with a hazards ratio 2.2.51 In
the two other RCTs, significant
reductions were demonstrated in
only one (anxiety, not depression)
symptom measure,52,53 or no mea-
sures.54 Coping with Stress targeted
school-age children with depressive
symptoms50 or with symptoms and
depressed parents,51 employing
child CBT delivered by clinicians
over 15 sessions in schools or clin-
ics. The other two programs also
employed school-based CBT but
with fewer sessions52,53 or in uni-
versal format.54 Costs were not
estimated for any programs. Both
Coping with Stress trials were con-
ducted in the United States (US),
the others in Australia.TA
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Preventing all three disorders
For preventing internalizing and externaliz-
ing disorders (see Tables III, VII), one RCT
on the Help Starts Here program met inclu-

sion criteria but did not demonstrate signifi-
cant reductions in any symptom or diagnos-
tic measures.55 This program targeted low-
income school-age children who had symp-

toms and whose parents had difficulties.
The program employed child drama thera-
py, delivered by teachers in schools in the
United Kingdom. Costs were not estimated.

TABLE IV
Outcomes for Preventing Conduct Disorder

Fast Track  (26-28)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p ES

TRF Conduct symptoms Teacher NA ns 0.01 NA NA NA NA
TOCA Conduct symptoms Teacher NA 0.01 0.19 NA NA NA NA
TR-CBC Conduct symptoms Teacher NA 0.01 0.27 NA NA NA NA
PR-CBC Conduct symptoms Parent NA 0.01 0.20 NA NA NA NA
PDR Conduct symptoms Parent NA 0.05 0.15 NA NA NA NA
SED Requiring special education Teacher NA NA NA NR NR 0.05 0.14
DISC** Diagnosis any conduct disorder Clinician, parent NA NA NA NR NR ns 0.07
Other** Problem-free DISC, SED, TOCA, PDR All NA NA NA 37.0 27.0 0.01 0.21

Incredible Years I  (29)
Measure Child Outcome Source Group Continuous* Dichotomous**

I vs. C I C
p ES % % p ES

CBCL Conduct symptoms Parent NA ns NR NA NA NA NA
ECBI Conduct symptoms Parent NA ns NR NA NA NA NA
DPICS Conduct symptoms Clinician NA 0.05 NR NA NA NA NA
CII Conduct symptoms Clinician NA 0.05 NR NA NA NA NA
TRF Conduct symptoms Teacher NA ns NR NA NA NA NA
DPICS 30% reduction in conduct problems Clinician High DPICS NA NA 73.0 69.0 ns NR

Incredible Years II***  (30, 31)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

ECBI Conduct symptoms Parent NA ns NR NA NA NA NA
CBCL Conduct symptoms Parent NA ns NR NA NA NA NA
CII Conduct symptoms Clinician NA ns NR NA NA NA NA
DPICS Conduct symptoms Clinician NA ns NR NA NA NA NA
DPICS 30% reduction in conduct problems Clinician High DPICS NA NA 80.0 48.0 0.01 NR

Johns Hopkins  (32, 33)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % OR p

TRCB-CF Conduct symptoms Teacher Child SST 0.01 0.39 NA NA NA NA
PT 0.05 0.29 NA NA NA NA

DISC** Diagnosis of conduct disorder Child, parent Child SST NA NA NR NR 0.42 0.05
PT NA NA NR NR 0.69 ns

Montreal Prevention  (33-36)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

SBQ Conduct symptoms Teacher NA ns NR NA NA NA NA
Self-report Conduct symptoms Child NA 0.05 NR NA NA NA NA
Court records Conduct symptoms Justice records NA ns NR NA NA NA NA

Nurse Visitation  (37-39)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

PINS Conduct symptoms Child To birth ns NR NA NA NA NA
To 2 y ns NR NA NA NA NA

PINS Conduct symptoms Justice records To birth ns NR NA NA NA NA
To 2 y ns NR NA NA NA NA

Running away Conduct symptoms Child To birth 0.01 NR NA NA NA NA
To 2 y 0.01 NR NA NA NA NA

Police contact Conduct symptoms Child To birth ns NR NA NA NA NA
To 2 y ns NR NA NA NA NA

Arrests Conduct symptoms Child To birth 0.05 NR NA NA NA NA
To 2 y 0.05 NR NA NA NA NA

Arrests Conduct symptoms Parent To birth ns NR NA NA NA NA
To 2 y 0.05 NR NA NA NA NA

Arrests Conduct symptoms Justice records To birth ns NR NA NA NA NA
To 2 y ns NR NA NA NA NA

Convictions Conduct symptoms Child To birth 0.01 NR NA NA NA NA
To 2 y 0.01 NR NA NA NA NA

School Conduct symptoms School records To birth ns NR NA NA NA NA
suspensions To 2 y ns NR NA NA NA NA
CBCL Conduct symptoms Parent To birth ns NR NA NA NA NA

To 2 y ns NR NA NA NA NA
...continues next page



DISCUSSION

To inform policy-making, we systematical-
ly reviewed the best available research evi-
dence on programs for preventing CD,
anxiety and depression, three of the most
prevalent mental disorders in children.
Fifteen RCTs met our criteria: nine (on
eight programs) for preventing CD; one
for anxiety; four (on three programs) for
depression; and one for all three. Ten
RCTs demonstrated significant reductions
in child symptom and/or diagnostic (or
proxy) measures at follow-up. The most
noteworthy programs, for CD, targeted at-
risk children in the early years using parent
training (PT) or child social skills training
(SST) (Nurse Visitation, Perry Preschool,
Fast Track, Johns Hopkins); for anxiety,
employed universal cognitive-behavioural
training (CBT) in school-age children
(Friends); and for depression, targeted at-
risk school-age children, also using CBT
(Coping with Stress). Effect sizes for many

noteworthy programs were modest but
consequential. For example, given current
Canadian prevalence rates,1 even 10% inci-
dence reductions (e.g., Fast Track) could
result in 24,000 fewer cases of CD, while
8% reductions (e.g., Friends) could result
in 27,000 fewer cases of anxiety, and 11%
reductions (e.g., Coping with Stress) could
result in 20,000 fewer cases of depression.
Overall, however, there were few Canadian
studies and few that evaluated costs.

On balance, our findings suggest that
four types of programs merit consideration
in Canadian settings: in the early years for
CD, targeted PT and targeted child SST;
and in the school-age years for anxiety and
depression, universal and targeted CBT.
These programs appear feasible for
Canadian settings. Yet do the available
RCTs justify implementation? Applying
proposed standards56 for addressing this
question, at a minimum, trials require
replication to determine effectiveness and
cost-effectiveness in typical Canadian set-

tings. The noteworthy programs we high-
light should be priorities for Canadian
replications. However, policy-makers can
implement these programs, ideally main-
taining fidelity to the original protocols
and concurrently evaluating outcomes
using RCT methods. RCTs are costly but
arguably warranted given the considerable
public investments in many unevaluated
programs currently.7 As well, the opportu-
nity cost of not implementing prevention
programs bears consideration. For exam-
ple, preventing one case of CD may save
an estimated $1.5 million (US) in cumula-
tive lifetime costs.57

Our findings also raise considerations for
researchers. While included RCTs were
moderately rigorous, many nevertheless
exhibited limitations: lack of blinding; fail-
ure to designate and report primary out-
come measures at all time points; failure to
report magnitudes of effect; and reliance
on symptom measures more than diagnos-
tic measures (of incidence). We concur

TABLE IV – continued
Outcomes for Preventing Conduct Disorder

Perry Preschool  (40-44)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

5+ Arrests Conduct symptoms Child, justice records NA 0.05 28% NA NA NA NA
Income Low income Child, state records NA 0.05 22% NA NA NA NA
Welfare Ever on welfare Child, state records NA 0.05 21% NA NA NA NA
income

Schools & Homes in Partnership  (45)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

TRF Conduct symptoms Teacher NA ns 0.04 NA NA NA NA
CBCL Conduct symptoms Parent NA ns 0.03 NA NA NA NA
PDR Conduct symptoms Parent NA 0.01 0.24 NA NA NA NA
CB Conduct symptoms Parent NA 0.05 0.18 NA NA NA NA

Tri-Ministry  (46, 47)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

CISSAR Conduct symptoms Clinician Child SST ns 0.30 NA NA NA NA
Reading ns -0.10 NA NA NA NA
Combined ns -0.02 NA NA NA NA

DSM Scale Conduct symptoms Teacher Child SST 0.05 0.12 NA NA NA NA
Reading ns -0.04 NA NA NA NA
Combined ns -0.18 NA NA NA NA

Parent Child SST 0.05 0.16 NA NA NA NA
Reading ns -0.13 NA NA NA NA
Combined ns 0.01 NA NA NA NA

* Direction favouring intervention unless negative sign CISSAR Code for Instructional Structure in Student Academic Response
** Diagnostic (or proxy incidence) measure CII Coder Impression Inventory
*** Replication DISC Diagnostic Interview Schedule for Children
I Intervention DPICS Dyadic Parent-Child Interactive Coding System
C Control ECBI Eyberg Child Behavior Inventory
ES Effect size PDR Parent Daily Report
OR Odds ratio PINS Person in Need of Supervision
NA Not applicable PR-CBC Parent Rating of Child Behavior Change
NR Not reported SBQ Social Behavior Questionnaire
ns Not significant (p>0.05) TOCA Teacher Observation of Classroom Adaptation
CB Coercive Behavior TR-CBC Teacher Rating of Child Behavior Change
CBCL Child Behavior Checklist TRF Teacher Report Form



TABLE V
Outcomes for Preventing Anxiety

Friends (48,49)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p ES/OR

SCAS Anxiety symptoms Child All 0.05 NR NA NA NA NA
High SCAS 0.05 NR NA NA NA NA

RCMAS Chronic anxiety Child All 0.05 NR NA NA NA NA
High SCAS ns NR NA NA NA NA

CDI Depressive symptoms Child All 0.05 NR NA NA NA NA
High SCAS 0.05 NR NA NA NA NA

SCAS** Anxiety score > high-risk cut-off Child All NA NA 3.8 12.2 0.01 NR
ADIS-C** Diagnosis anxiety or depression Clinician, child High CDI, SCAS NA NA 15.0 68.8 0.01 NR

* Direction favouring intervention NR Not reported
** Diagnostic (or proxy incidence) measure ns Not significant (p>0.05)
I Intervention ADIS-C Anxiety Disorders Interview Schedule for Children
C Control CDI Children’s Depression Inventory
ES Effect size RCMAS Revised Children’s Manifest Anxiety Scale
OR Odds ratio SCAS Spence Children’s Anxiety Scale
NA Not applicable

TABLE VI
Outcomes for Preventing Depression

Coping with Stress I (50)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

CES-D Depressive symptoms Child NA ns NR NA NA NA NA
HAM-D Depressive symptoms Clinician, child NA ns NR NA NA NA NA
K-SADS-E** Diagnosis any depressive disorder Clinician, child NA NA NA 14.5 25.7 0.05 NR

Coping with Stress II*** (51)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p HR

CES-D Depressive symptoms Child NA 0.01 NR NA NA NA NA
HAM-D Depressive symptoms Clinician, child NA 0.05 NR NA NA NA NA
CBCL Internalizing symptoms Parent NA ns NR NA NA NA NA
K-SADS- E Suicide symptoms Clinician, child NA 0.04 NR NA NA NA NA
K-SADS- E** Diagnosis major depression Clinician, child NA NA NA 8.0 24.7 0.01 2.16

Penn Prevention (52, 53)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

CDI Depressive symptoms Child All ns NR NA NA NA NA
High CDI ns NR NA NA NA NA
Low CDI ns NR NA NA NA NA

RCMAS Anxiety symptoms Child All 0.01 NR NA NA NA NA
High CDI ns NR NA NA NA NA
Low CDI 0.05 NR NA NA NA NA

CBCL Internalizing symptoms Parent All ns NR NA NA NA NA
High CDI ns NR NA NA NA NA
Low CDI ns NR NA NA NA NA

Problem Solving for Life (54)
Measure Child Outcome Source Group Continuous* Dichotomous*

I vs. C I C
p ES % % p OR

BDI Depressive symptoms Child High BDI ns NR NA NA NA NA
Low BDI ns NR NA NA NA NA

YSR Internalizing symptoms Child High BDI ns NR NA NA NA NA
Low BDI ns NR NA NA NA NA

BDI** Depressive score > high-risk cut-off Child High BDI NA NA 39.8 46.7 ns NR
ADIS-C** Diagnosis any depressive disorder Clinician, child NA NA NA 9.9 8.4 ns NR

* Direction favouring intervention unless negative sign BDI Beck Depression Inventory
** Diagnostic (or proxy incidence) measure CBCL Child Behaviour Checklist
*** Replication CDI Children’s Depression Inventory
I Intervention CES-D Center for Epidemiologic Studies Depression Scale
C Control HAM-D Hamilton Depression Rating Scale
ES Effect size K-SADS-E Schedule Affective Disorders & Schizophrenia Epidemiologic Version
OR Odds ratio RCMAS Revised Children’s Manifest Anxiety Scale
NA Not applicable YSR Youth Self-Report
NR Not reported



with others who suggest standardized
approaches for prevention RCTs, particu-
larly consistently reporting long-term out-
comes and magnitudes of effect, and con-
sistently assessing reductions in inci-
dence.56 Researchers could also greatly
enhance policy relevance by evaluating
cost-effectiveness.

The issue remains that current Canadian
health investments, with their predominant
emphasis on health care, are not meeting the
mental health needs of children in the gen-
eral population.1 Without greater attention
to prevention, the unnecessary lifelong dis-
tress and disability associated with mental
disorders in the population will continue.6-8

Looking forward, research-policy partner-
ships would enable program implementa-
tion in realistic settings while facilitating rig-
orous evaluation. Such partnerships could
also enable researchers to support policy-
makers to make difficult choices to advance
prevention, such as reallocating funds from
treatment services or from unproven pro-
grams.58 Prevention merits new policy and
research investments if we are to improve
the mental health of Canadian children.
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RÉSUMÉ

Contexte : En tout temps, 14 % des enfants canadiens éprouvent des troubles mentaux patents, qui
persistent souvent jusqu’à l’âge adulte. Les politiques gouvernementales du Canada mettent
l’accent sur les services de traitement spécialisés, et pourtant ces services n’atteignent que 25 %
des enfants qui présentent des troubles. Les programmes de prévention pourraient réduire le
nombre d’enfants atteints de troubles mentaux dans la population. Pour améliorer la formulation
des politiques, nous avons systématiquement examiné les meilleurs résultats de recherche
disponibles sur les programmes de prévention de trois des troubles mentaux les plus fréquents chez
les enfants : le trouble des conduites, l’anxiété et la dépression.

Méthode : Nous avons systématiquement répertorié et examiné les études randomisées et
contrôlées (ERC) portant sur les programmes de prévention du trouble des conduites, de l’anxiété et
de la dépression chez les enfants de 0 à 18 ans.

Résultats : Quinze ERC respectaient nos critères de sélection : neuf de ces études (associées à huit
programmes) portaient sur la prévention du trouble des conduites, une étude portait sur l’anxiété,
quatre études (associées à trois programmes) portaient sur la dépression, et une seule étude portait sur
les trois troubles à la fois. Dix ERC faisaient état d’une baisse significative des symptômes chez les
enfants et/ou des mesures diagnostiques lors du suivi. Pour le trouble des conduites, les programmes
dignes de mention ciblaient les jeunes enfants à risque au moyen de la formation parentale ou de
l’acquisition de compétences sociales par les enfants; pour l’anxiété, les programmes les plus
intéressants faisaient appel à la formation cognitivo-comportementale universelle chez les enfants d’âge
scolaire; et pour la dépression, ils ciblaient seulement les enfants d’âge scolaire à risque, mais comme
les programmes de prévention de l’anxiété, ils utilisaient la formation cognitivo-comportementale. Tous
ces programmes méritoires ont eu des effets modestes, mais indirects. Les études canadiennes étaient
peu nombreuses, tout comme les études analysant les coûts des programmes.

Analyse : Les programmes de prévention sont prometteurs, mais pour en déterminer l’efficacité et la
rentabilité, il faudrait reproduire les ERC dans un contexte canadien. Quatre types de programmes
devraient être étudiés en priorité : ceux qui utilisent la formation parentale et l’acquisition de
compétences sociales par les enfants pour prévenir le trouble des conduites chez les enfants en bas
âge; et ceux qui utilisent la formation cognitivo-comportementale, universelle ou ciblée, pour
prévenir l’anxiété et la dépression chez les enfants d’âge scolaire. Des partenariats entre chercheurs
et décideurs permettraient de mener de telles études en milieu naturel et garantiraient leur
évaluation rigoureuse. La prévention est une stratégie qui mérite que l’on investisse dans de
nouveaux projets de politiques et de recherche s’inscrivant dans une stratégie de santé publique
globale pour améliorer la santé mentale des enfants à l’échelle de la population.




