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Abstract This paper reviews how child and youth mental
health care services in Canada, the United States, and the
Netherlands are organized and financed in order to identify
systems and individual-level factors that may inhibit or dis-
courage access to treatment for youth with mental health
problems, such as public or private health insurance cover-
age, out-of-pocket expenses, and referral requirements for
specialized mental health care services. Pathways to care
for treatment of mental health problems among children
and youth are conceptualized and discussed in reference to
health insurance coverage and access to specialty services.
We outline reforms to the organization of health care that
have been introduced in recent years, and the basket of ser-
vices covered by public and private insurance schemes. We
conclude with a discussion of country-level opportunities
to enhance access to child and youth mental health services
using existing health policy levers in Canada, the United
States and the Netherlands.

Keywords Mental health - Youth - Health care - Canada -
United States - Netherlands
Introduction

Until recently, there has been very little cross-national
focus on how mental health services, particularly for
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children and youth, are organized and financed. Large-scale
modifications to existing health insurance schemes, such
as the Affordable Care Act and more recent Congressional
bills in the United States (US), have been intertwined with
a broadening dialogue about the optimal structure, appro-
priations, and delivery of mental health services for young
people. These discussions have been guided typically by
previous research that has found that the availability and
cost of health services highly influences a provider’s will-
ingness to refer to specialty services, and the subsequent
uptake and engagement with services by children and youth
(Flisher et al. 1997; Stiffman et al. 2004). The organization
of providers and health insurance coverage are two central
health systems components that intersect with economic,
social, geographical, and other determinants of health to
influence access to care (Cohen and Peachey 2014; Zwaan-
swijk et al. 2007).

In the current financial climate and rising demand for
mental health services among young people, it is impor-
tant to understand best practices internationally that can
improve service accessibility, and reduce financial and
organizational barriers to obtaining services at the patient
level (Stiffman et al. 2010). The purpose of this review is to
provide a synthesis of how mental health care services are
organized and financed in three developed nations in order
to understand differences in two key elements of mental
health care policy that impact access to care: the organiza-
tion of mental health services and health insurance cover-
age. This review builds on existing literature that has exam-
ined access to mental health care for children and youth
in developed countries, and extends this work by focus-
ing specifically on three countries that have similar levels
of economic development and health outcomes (i.e., life
expectancy): Canada, the US and the Netherlands (Naderi
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and Meier 2010; Prins et al. 2011; Sareen et al. 2007;
World Health Organization 2016).

Context for Addressing Mental Health Concerns

There has been growing awareness that mental health
problems are highly prevalent and have significant impact
on children, youth, and their families. In the US, 21.4% of
youth 13-18 years old are reported to have a serious mental
illness (Merikangas et al. 2010). It has also been estimated
that 29.1% of Canadians aged 13-19 years have mental
health problems, and a 2006 cohort study of Dutch youth
aged 11-16 found that 18-19.9% of boys and 15.8-22.8%
of girls experienced mental health problems (Mental Health
Commission of Canada 2012; Vollebergh et al. 2006). Con-
cerns of mental illness extend to its serious impact on the
lives of youth as well as on society more broadly. Nota-
bly, suicide is the second leading cause of death among
youth globally (World Health Organization 2014). Moreo-
ver, in Canada, the economic burden of mental illness
has recently been estimated at 51 billion dollars per year,
including health care costs, lost productivity, and reduc-
tion of various quality-of-life health indicators (Smetanin
et al. 2011). Families are also affected by a young person’s
mental illness, and caregivers of children and youth with
mental health problems have been shown to experience
higher rates of stress and psychological problems, as well
as financial and employment challenges, disruptive changes
to family functioning and daily life, and difficulty finding
mental health care services (Rowe 2012; Ward-Griffin et al.
2005). To address these concerns, mental health has been
elevated to the forefront of policy agendas in many devel-
oped countries, including Canada, the US, and the Nether-
lands, where there have been recent efforts to develop and
implement changes to the organization, funding, and provi-
sion of child and youth mental health services (for a brief
summary, see Table 1).

Although services are financed, planned, and delivered
differently across Canada, the US, and the Netherlands,
it is important to understand the common array of ser-
vice providers that interact with children and youth with
mental health problems because of the impact of referral
requirements and insurance coverage on access to health
care (Peachey et al. 2013; Prins et al. 2011; Stiffman et al.
2004). In all three countries, primary health care settings
are where most youth with mental illness are diagnosed,
treated, and referred for either specialist or tertiary services
(Goodrich et al. 2013; Wang et al. 2007). In particular, gen-
eral practitioners (also known as family physicians) are the
prevailing access point or “gate keepers” for secondary and
tertiary level mental health services (Xierali et al. 2013).
For example, research in the Netherlands has found that
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61.1% of sampled adolescents enter mental health care via
referrals by family doctors, and the remaining 38.9% access
services via other providers, such as school-based health
care professionals (Zwaanswijk et al. 2007). The education
system and schools, which can vary across jurisdictions
regarding available resources to detect and address men-
tal health problems, are important venues for reaching and
providing services to youth with mental illness (Kutcher
and Wei 2012). Over 98% of secondary schools and 67% of
primary schools in the Netherlands have access to Special
Care Advice Teams that assist with the detection and treat-
ment of mental health problems among children and youth
(Forti et al. 2014). Additionally, non-profit organizations
and private mental health care providers deliver services
to children and youth with mental health problems, such
as private practice psychologists in Canada (Cohen and
Peachey 2014). Depending on individual circumstances,
youth may also receive services through child welfare and
juvenile justice agencies if they are under the care of the
government, or charged with breaking the law (McCormick
et al. 2015).

Rationale for International Comparisons

This paper focuses on mental health services for children
and youth in Canada, the US, and the Netherlands because
they have similar levels of economic development, overall
social and demographic profiles, and health care systems
(Exter et al. 2004; Kutcher 2011; Rice et al. 2013). Previous
research has also found that the perceived need for mental
health services is very similar in these countries (Sareen
et al. 2007). Furthermore, because each country has devel-
oped strategies in the past 5 years to improve access to
health care services, they are ideal case studies for exam-
ining recent health policies that support enhanced access
to services for children and youth. For example, the Men-
tal Health Commission of Canada released the Evergreen
Framework for child and youth mental health services,
as well as a subsequent national mental health strategy in
2012, and all Canadian provinces and territories have intro-
duced individual mental health strategies (Goldbloom and
Bradley 2012; Hampton 2010; Kutcher 2011; Kutcher and
McLuckie 2009; Peachey et al. 2013).

In the US, mental health has also become a national
population health priority. The Office of Disease Prevention
and Health Promotion (2015), in their 2020 Healthy Peo-
ple Initiative, identified broad goals for addressing access
to services and improving mental well-being (National
Alliance on Mental Illness 2014). Some of the objectives
included efforts to bolster the proportion of children who
receive treatment to 75.8% and increase screening for men-
tal health problems in juvenile residential facilities from 58
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to 64% (Office of Disease Prevention and Health Promotion
2015). In the Netherlands, a similar national health care
initiative was developed to guide planning and resource
allocation for mental health services. Specifically, a Dutch
mental health policy for 2012-2017 was agreed upon by
ten key groups, including the national government, Dutch
Psychiatric Association, and the Dutch Association of Psy-
chologists [Administrative Agreement on the Future of
Mental Health Care 2013-2014 (2012)]. A central compo-
nent of this agreement was to reorient health care services
away from institutions by reducing the number of psychiat-
ric inpatient beds by one-third, and bolstering treatment in
the community by enhancing the role of general practition-
ers and other mental health care providers.

Mental Health Care Services
Health Care Insurance Schemes

A complex array of mental health services are financed
through a combination of public and private payers in all
three countries. Publicly funded health insurance is avail-
able in Canada to all citizens and permanent residents, and
insurance coverage and eligibility is determined by each
province and territory. In contrast, youth in the United
States can receive coverage from one of three sources:
(1) Medicaid, a health care program for people with low
incomes and limited resources; (2) private health insurance,
which may be an employee benefit or purchased directly;
and (3) the Children’s Health Insurance Program (CHIP),
which provides coverage for youth from working families
with incomes too high to qualify for Medicaid but too low
to afford private health insurance. Notably, based on the
Affordable Care Act (ACA) in 2010, eligibility for Med-
icaid coverage was substantially expanded and states were
required to include mental health services as an “essential
benefit” in their insurance programs (Barry and Huskamp
2011). In addition to Medicaid, youth may also be covered
through private health insurers, with varying amounts of
coverage for mental health care services (Rice et al. 2013).
In the Netherlands, health insurance is made available
primarily through private insurance providers (Rosenau and
Lako 2008; Schifer et al. 2010). Traditionally, there has
been a two-tiered insurance system in the Netherlands: (1)
compulsory insurance for individuals who are below a cer-
tain income threshold, and (2) voluntary insurance for those
who have exceeded this threshold (Muiser 2007; Prins et al.
2011). However, major health care reforms introduced in
2006 required all residents to obtain private health care
coverage for basic services and private insurance compa-
nies to cover all applicants regardless of pre-existing condi-
tions (Schifer et al. 2010). Furthermore, Dutch youth under
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the age of 18 must now be registered with their caregivers’
insurance fund, although the insurance premiums for youth
are subsidized completely by the government (Forti et al.
2014; Muiser 2007).

Financing of Health Care and Governance Structures

Across Canada, the US, and the Netherlands, mental health
care services are funded similarly through federal or state-
based governments that collect and distribute funding to
smaller jurisdictions (e.g., provinces, municipalities, health
care organizations) for health care delivery. Although fed-
eral governments collect and reallocate funding, the provi-
sion of health services is typically decentralized to allow
specific locales to make decisions on the types of services
that are provided (Buck 2003). Specifically, in Canada,
funding for outpatient and inpatient youth mental health
care is under the direct responsibility of provincial or ter-
ritorial ministries of health, with service delivery of outpa-
tient and inpatient care, emergency, and community mental
health provided by smaller health regions (Escober-Doran
et al. 2010; Jacobs et al. 2010). Public sector funding for
youth mental health services may also be provided through
non-health ministries (Jacobs et al. 2010). For example,
the Ministry of Children’s and Youth Services in Ontario
funds a variety of mental health services and the Ministry
of Children and Family Development provides services in
British Columbia for youth with mental health problems.

Public funding for youth mental health care in the US
is provided through a combination of federal, state, and
local governments. Medicaid is a joint partnership between
the federal government and the 50 states and it insures the
largest proportion of children and youth (Howell 2004).
Although various federal guidelines (e.g., mental health
parity) are followed, states individually decide what child
and youth services to cover in their jurisdiction with the
funding provided by the federal government. Since enroll-
ment requirements were revised in 2010, almost half of all
American children have been eligible for Medicaid or CHIP
(Center for Medicaid and CHIP Services 2015). Additional
youth mental health services are supported through funding
provided by federal government agencies such as the Sub-
stance Abuse and Mental Health Services Administration
(SAMHSA), which has responsibility for providing ser-
vices through the Children’s Mental Health Initiative and
the Centers for Medicare and Medicaid Services Psychiat-
ric Residential Treatment Facility Demonstration Program
(Centers for Medicare and Medicaid Services 2014; Mann
and Hyde 2013). Similar to Canada and the Netherlands,
children and youth in the US also have varying access to
mental health programs provided locally through schools,
the juvenile criminal justice system, and non-profit organi-
zations (Sundararaman 2009).
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Recent Dutch policies have emphasized the decentraliza-
tion of mental health services for children and youth (Hil-
verdink and Berg-le Clercq 2014). Prior to 2015, the Dutch
Youth Care System was comprised of three service types:
(1) universal services (e.g., child care, school), (2) preven-
tive services (e.g., parenting support, general social work),
and (3) specialized services (e.g., child protection services,
youth mental health care services) (Bosscher 2014). As of
January 1, 2015, municipalities are responsible for pro-
viding child and youth mental health services. Funding is
delivered to municipalities based on a cost-allocation for-
mula from the national government, where there is a single
funding system for all youth care (Hilverdink 2013).

Publicly Funded Health Insurance

The availability and types of services covered by public
health insurance programs are an important determinant
of service accessibility. Health insurance coverage directly
influences access to services by children and youth from
low-income families that are unable to independently
finance short or long-term treatment for psychological
problems (Alang 2015; Bradley and Drapeau 2014; Cohen
and Peachey 2014). There is variability in the type of men-
tal health services and treatments that are covered by pub-
licly funded health insurance in Canada, the US, and the
Netherlands. Although youth are eligible for child and
youth mental health services in all Canadian provinces and
territories up to their 18th birthday, research has shown
that youth who may be transitioning to adult mental health
services can encounter barriers to care between 16 and 19
years of age, which, in turn, may impact treatment adher-
ence and overall health outcomes during this critical period
(Davidson and Cappelli 2011). In the Netherlands, youth
mental health services are oriented towards patients either
under 18 years of age or under 23 years of age depend-
ing on the treatment provider (Forti et al. 2014). However,
health insurance coverage eligibility changes after age 18
in the Netherlands, and user fees for some services become
applicable such as long-term hospital admissions over 365
days.

There is universal and unlimited access to hospitals,
specialists, and family doctors in Canada, and all prov-
inces employ a limited number of psychologists who pro-
vide publicly funded psychotherapy to children and youth
(Peachey et al. 2013). Once youth transition to the adult
system at 18 years of age, however, there is limited access
to publicly funded psychological services, and the major-
ity of these services require individual payment. Moreover,
youth with mental health problems who do not have per-
manent resident status, are foreign visitors, or have lost or
expired health care cards have limited access to publicly
funded mental health services (Bunn et al. 2013).

The US currently requires all Americans to have either
privately or publicly funded health insurance that includes
coverage for mental health services, although this may
change with legislative reforms under different administra-
tions. The uninsured and Americans who receive Medicaid
were the most impacted by the ACA due to relaxation of
eligibility requirements and expansion of covered services
(Buck 2003, 2011). Similar to Canada, there are significant
variations in the type and amount of youth mental health
services covered by public insurers at the state-level, and
some states have reduced funding for child and youth men-
tal health services in recent years (Cummings et al. 2013;
Howell 2004). A similar approach has been used in the
Netherlands where all residents must obtain basic health
insurance from a private provider of their choice, and any
additional coverage can be purchased from a private insurer
at their discretion (Prins et al. 2011).

Privately Insured Mental Health Care Services
and Out-of-Pocket Expenses

The availability and basket of services covered by private
health insurance, or the requirement to pay for services
out of pocket, are important factors that influence access
to child and youth mental health services, particularly for
youth from low-income families (Alang 2015; Cohen and
Peachey 2014). There are commonalities across Canada,
the US, and the Netherlands in the types of services not
covered by public health insurance that require out-of-
pocket payment or private health insurance. In Canada and
the Netherlands, there is a requirement for private health
insurance to obtain timely access to child and youth mental
health services such as pharmaceutical drugs and psycho-
therapy. In Canada, private health insurance may be pur-
chased from employers or groups depending on availabil-
ity, and individuals can purchase health insurance at their
own expense directly from insurance companies. Private
health insurance for children and youth is often provided
via parents or caregivers through private employer health
plans or directly out-of-pocket. All Provinces and Territo-
ries have some level of publicly funded psychological ser-
vices for children and youth under 18 years of age, however
there are significant barriers to obtaining these services,
including long wait-lists (Picard 2013). As an alternative,
children and youth can obtain more timely access to pri-
vate practice psychologists, social workers, and counselors
in the community on a fee-for-service basis. These services
are only covered by private insurance or out-of-pocket pay-
ment (Peachey et al. 2013). Most private health insurance
plans in Canada cover individuals for private psychological
services up to a maximum of $300-$500 dollars, which in
some provinces can equate to only approximately 2—4 h of
therapy (Nunes et al. 2014).
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In the US, most child and youth mental health services
are funded by either private insurance or out-of-pocket
payments (Garfield 2011). As of 2006, 39.7% of child and
youth mental health service expenditures were through pri-
vate insurers, and 21.3% were direct out-of-pocket expenses
(Soni 2009). More recently, the Mental Health Parity and
Addiction Equity Act (MHPAEA) required private insur-
ers to cover mental health services at the same level as
their coverage for physical health problems (United States
Department of Labor 2010). The majority of employers
have covered mental health services under their insurance
plans (in compliance with the MHPAEA), and these plans
often have more generous coverage than privately pur-
chased insurance, perhaps due to cost-sharing and negoti-
ated coverage by large corporate groups (Rice et al. 2013).

Youth mental health care in the Netherlands is gener-
ally covered under the required basic insurance plan that
accounts for 11.3% of annual Dutch health care expen-
ditures (Schifer et al. 2010; Schut et al. 2013). However,
coverage of mental health care in the Netherlands distin-
guishes between primary health care (less severe mental
health problems requiring short-term treatment) and sec-
ondary care (more severe, chronic mental health problems
requiring continuous treatment), and there are limits on
what is covered by the basic plan (Forti et al. 2014). For
example, the basic insurance plan covers up to 365 days
in hospital through the Health Insurance Act. If additional
institutionalization is required, funding for patient care is
transferred to the Exceptional Medical Expenses Act, and
once patients reach 18 years of age, user fees are payable
(Kroneman et al. 2016). For outpatient mental health ser-
vices, there is a requirement to pay a deductible up to €350
(approximately 450 USD) (Schéfer et al. 2010). In primary
care, insurance covers eight sessions with a copayment of
€10 (approximately 13 USD) for each session, whereas sec-
ondary care requires a copayment of €15.60 (approximately
20 USD) per session for an unlimited number of sessions
(Forti et al. 2014).

Equity in Access to Mental Health Services
Pathways to Care

Although general practitioners are the central gatekeep-
ers to specialized mental health services for children and
youth in most developed countries there are subtle varia-
tions in practice that can greatly increase or reduce access
to treatment (Anderson et al. 2013; McGrath et al. 2011;
Nunes et al. 2014). As shown in Fig. 1, children and youth
may access mental health services without a referral from
a general practitioner depending on insurance or fund-
ing schemes. In some jurisdictions, youth can also access
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treatment directly through community services and the
educational sector without a referral.

In Canada, general practitioners have a central role in
referring youth to specialized or tertiary-level care, and
they are usually gatekeepers for obtaining privately insured
mental health services in the community. Although out-
of-pocket payment for private practice mental health ser-
vices usually does not require a referral from a general
practitioner, insurance providers often require physician
referral in order to reimburse individuals (Roberge et al.
2014). Moreover, a recent study assessing Canadian post-
secondary students’ health care plans found that 50% of
them required a referral from a physician in order to access
private mental health services (Nunes et al. 2014). Cana-
dian general practitioners often report challenges referring
patients to treatment due to long wait-lists or a general lack
of services (Bradley and Dreapeau 2014; Peachey et al.
2013).

American youth access mental health services through
a variety of pathways, with the most common being the
primary health care sector; the education or juvenile jus-
tice system, and child welfare agencies (Maschi et al. 2009;
Samargia et al. 2006). Previous research suggests that most
youth receive basic mental health services in the educa-
tional system where youth may receive immediate sup-
ports or be referred to specialty mental health care (Farmer
et al. 2003). Primary health care providers are the second-
most popular pathway through which youth receive mental
health services, however some providers experience dif-
ficulties identifying and providing services for youth with
mental health needs (Stiffman et al. 2000).

Mental health services for children and youth in the
Netherlands have undergone significant changes in recent
years that place a much greater emphasis on treating child
and youth mental health problems within primary health
care practices. Although general practitioners have tradi-
tionally been a primary point of entry to child and youth
mental health services, since 2014 referrals from general
practitioners became a requirement for access to special-
ized services (Kroneman et al. 2016). Unfortunately, simi-
lar to Canada and the US, a substantial number of Dutch
youth with mental health problems are not adequately diag-
nosed by general practitioners and may not receive appro-
priate services (van Beljouw et al. 2010). In addition to
the traditional suite of primary health care physicians and
referrals to specialist providers, primary care psychologists
(PCPs) are available to treat youth with less severe men-
tal health problems (Forti et al. 2014). PCPs can work in
private practice in the community and group practices with
general practitioners and typically provide cognitive-behav-
ioral therapy or client-centered therapy (Verhaak et al.
2013). In the 2009 basic health insurance package, patients
were covered for up to eight sessions with a PCP (Schéfer
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Fig. 1 General Pathways of Youth Mental Health Care and Funding
Sources in Canada, the US, and the Netherlands. Although this fig-
ure represents general linear pathways within each country, individual

et al. 2010), and supplemental insurance covered up to 12
sessions (Derksen 2009; Peachey et al. 2013). A recent
study examining the outcomes of clients who had been
treated by PCPs in the Netherlands found that most clients
had significant improvements following the standard eight-
or-fewer sessions (Verhaak et al. 2013). The overall utiliza-
tion of PCP services among children and youth in the Neth-
erlands grew in recent years perhaps due to the increased
emphasis on primary health care for management of mental
health problems (Zwaanswijk et al. 2011).

Discussion

Health Insurance Availability and Coverage

The availability and scope of services covered by public or
private health plans are strong predictors of service utili-

zation that can exacerbate existing socio-economic health
inequities (Alang 2015). Being covered by publicly funded

jurisdictions and cases may vary in complex ways. Funding for these
services is provided by levels of government (federal and state or pro-
vincial) and the private sector

health insurance programs, such as Medicaid in the US, has
been found to reduce cost-related barriers to service acces-
sibility whereas excluding psychological services in the
community (Canada) from public health insurance impedes
access to care (Bradley and Drapeau 2014; Cohen and
Peachey 2014). Although Canada, the US, and the Neth-
erlands use a mixed private—public payer system, there is
high variability in insurance coverage. Canada relies on
universal public health insurance for traditional ‘medical’
services, and on individual private health insurance or per-
sonal finances for coverage of outpatient mental health ser-
vices, including access to private counselors and psycholo-
gists in the community and pharmaceutical therapies (Levit
et al. 2013). In contrast, the US and Netherlands gener-
ally require residents to obtain either publicly or privately
funded health insurance for all medically relevant services,
which typically includes coverage of treatments not cov-
ered by public health insurance in Canada (Naderi and
Meier 2010). In recent years, the US federal government
has compelled insurers to include mental health services as

@ Springer
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an essential benefit in their health plans, whereas in Canada
pharmaceutical therapies and the majority of psychologi-
cal therapy are only available through partial or restricted
reimbursement from private insurance or out-of-pocket
expenditures and typically only following a referral from
a general practitioner (Barry and Huskamp 2011). In the
Netherlands, patients must pay a deductible to access com-
munity-based mental health services and specialized men-
tal health services have low deductibles and are generally
not limited by the number of sessions (Schéfer et al. 2010).
Enhancing access to mental health care services could be
improved in Canada by adopting the individual mandates
used in the US and the Netherlands, which would expand
insurance to families that do not have coverage (Rosenau
and Lako 2008). It is also possible that the basket of ser-
vices covered by publicly funded health insurance could
also be expanded in Canada, similar to CHIP in the US, to
include psychological health care services and pharmaceu-
tical drugs for children and youth that are currently unin-
sured or partially covered by private health insurance plans
(Howell 2004). Addressing income-related gaps in mental
health care accessibility could improve the availability of
services in the community, and also work to reduce reli-
ance on costly hospital services that have been increas-
ing among children and youth in recent years (Cohen and
Peachey 2014; Rogers et al. 2017).

Regional Variations in Mental Health Care Availability

One of the central determinants of access to mental health
services is the geographic availability of services. In par-
ticular, rural and northern places in Canada and the US
have been consistently found to have very limited access
to mental health services, which in turn, often requires
families to travel long distances to urban areas for specialty
consultations or treatment (Cummings et al. 2013). The
availability of mental health services in rural and northern
communities is directly tied to how services are organized
and funded across the overall health system at the national
and regional level (Jiménez-Rubio et al. 2008). Financing
of mental health services for youth has been decentralized
in the Netherlands in recent years, which is also consistent
with Canada’s practice of making provinces responsible
for funding and delivering the vast majority of health care
services. In contrast, federal-level reforms in the US have
influenced how states plan and deliver mental health ser-
vices. The models used to deliver and fund services among
the three countries has created variability in the proportion
of funding allocated to child and youth mental health by
region, and province or state (Jiménez-Rubio et al. 2008).
The Netherlands has implemented a federal cost-allocation
formula for funding programs that is delivered by munici-
palities in the area of child and youth mental health services
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(Kroneman et al. 2016; Schifer et al. 2010). This single
funding stream, and the formula used to allocate funds, is
much different than current practice in Canada and the US
where mental health care services are planned and financed
more locally by provinces, states, or regional health author-
ities. The Dutch approach to earmarking funding for men-
tal health services in government transfers could work to
address concerns in Canada and the US that mental health
services are inequitably funded and highly variable in the
types and quality of available services by region (Mossialos
et al. 2015).

Primary Health Care

In each of the three countries included in this review, pri-
mary health care is the central component of the health care
system, and family doctors are gatekeepers to specialty ser-
vices. The scope of primary health care practices and the
ability of general practitioners to recognize mental health
problems have been found to be a key determinant of the
early diagnosis and treatment of psychological disorders
among children and youth (Anderson et al. 2013). In the
Netherlands, there has been a focus on integrating psycho-
logical services by inserting mental health professionals
(e.g., PCPs) into primary health care (e.g., family physician
practices) in order to increase treatment accessibility (Exter
et al. 2004; Schoen et al. 2007). There has been a similar
emphasis on primary health care in some Canadian prov-
inces, such as in Ontario where Family Health Teams were
introduced in 2005 and Quebec where 95 mental health
care teams were established through health and social
service centers (Fleury et al. 2012). The interdisciplinary
structure of Ontario’s Family Health Teams are based on
the needs of the community (Gocan et al. 2014). Family
Health Teams in Ontario can provide in-house counseling
services and visiting psychiatry services, and social work-
ers are employed in some Family Health Teams to work
with patients and consult with general practitioners (Mul-
vale et al. 2008). Although there are challenges with inte-
grative and inter-sectorial teams of service providers (e.g.,
common communication of diagnostic and treatment deci-
sions, privacy issues), this approach has been successfully
instituted in multiple systems (e.g., Palinkas et al. 2014;
Watson et al. 2014) and could be implemented elsewhere.
A recent evaluation of Family Health Teams in Ontario
(Canada) found high patient satisfaction and improved
access to health care services, although there continued to
be high wait-times for mental health services and limited
programming for children and youth with mental health
problems (The Conference Board of Canada 2014). The
integration of mental health care in family physician prac-
tices has the potential to increase the early diagnosis and
treatment of mental health problems among children and
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youth, and improve general practitioner capacity to diag-
nose and treat patients in the community (Kates et al. 2011;
Stiffman et al. 2000).

Requiring referrals to specialty mental health care ser-
vices (e.g., psychologists) can create barriers to care by pre-
scribing how children and youth enter, interact, and remain
connected to health care providers (Peachey et al. 2013;
Stiffman et al. 2004). Referrals to specialist mental health
services are generally not required in the US but vary by
health insurance plan, whereas referrals are required in
Canada and the Netherlands. Not requiring referrals for
reimbursement or access to services has the potential to
shift some demand from general practitioners to commu-
nity resources that have more frequent contact with chil-
dren and youth (Anderson and Lowen 2010). Reducing
referral requirements can also encourage school-based ser-
vice providers and others in the social services sector who
are often in an advantageous position to recognize behavio-
ral changes to more efficiently direct children and youth to
mental health services.

Conclusion

In recent years, the mental health of children and youth has
been a priority in the three identified countries, and there
have been both stagnant (Canada) and significant (US and
the Netherlands) reforms to health insurance schemes that
generally improve access to mental health care. Reducing
barriers to mental health care utilization by children and
youth must be addressed at the systems-level in terms of
how services are organized and funded, and also at the indi-
vidual level by limiting referral requirements. General prac-
titioners are central to the delivery of basic health care in
all three countries; however, there are varying requirements
for referral to specialist services, which determine patient
pathways to care. Addressing barriers to services that are
embedded in national health care systems and policies
requires taking an international approach to identifying best
practices that improve access to mental health care services
by children and youth. Furthermore, regardless of chang-
ing political climates, it is important that reforms within
each country should continue to advance the well-being of
youth based on objective national and international health
outcome data.

Acknowledgements This research was supported by grants from
the Canadian Institutes of Health Research and from the Social Sci-
ences and Humanities Research Council.

Compliance with Ethical Standards

Conflict of interest The authors have no conflict of interest to de-
clare.

Ethical Approval This article does not contain any studies with
human participants performed by any of the authors.

References

Sareen, J., Jagdeo, A., Cox, B. J., Clara, I, ten Have, M., Belik, S.
L., ... Stein, M. B. (2007). Perceived barriers to mental health
service utilization in the United States, Ontario, and the Neth-
erlands. Psychiatric Services, 58, 357-364. doi:10.1176/
ps.2007.58.3.357.

Administrative Agreement on the Future of Mental Health Care
2013-2014. (2012). Retrieved from http://www.ggznederland.
nl/uploads/assets/National %20Agreement%200n%20the %20
Future%200f%20Mental %20Health%20Care.pdf.

Alang, S. M. (2015). Sociodemographic disparities associated with
perceived causes of unmet need for mental health care. Psychiat-
ric rehabilitation journal, 38(4), 293-299.

Anderson, J. E., & Lowen, C. A. (2010). Connecting youth with
health services systematic review. Canadian Family Physician,
56(8), 778-784.

Anderson, K., Fuhrer, R., Schmitz, N., & Malla, A. K. (2013). Deter-
minants of negative pathways to care and their impact on ser-
vice disengagement in first-episode psychosis. Social Psychia-
try & Psychiatric Epidemiology, 48, 125-136. doi:10.1007/
s00127-012-0571-0.

Barry, C. L., & Huskamp, H. A. (2011). Moving beyond parity—men-
tal health and addiction care under the ACA. New England Jour-
nal of Medicine, 365, 973-975. doi:10.1056/NEJMp1108649.

Bosscher, N. (2014). The decentralization and transformation of the
Dutch youth care system. Retrieved from Youth Policy in the
Netherlands website: http://www.youthpolicy.nl/yp/download-
syp/Publications-The-decentralisation-and-transformation-of-
the-Dutch-youth-care-system.pdf.

Bradley, S., & Drapeau, M. (2014). Increasing access to mental health
care through government-funded psychotherapy: The perspec-
tive of clinicians. Canadian Psychology, 55, 80-89. doi:10.1037/
a0036453.

Buck, J. A. (2003). Medicaid, health care financing trends, and the
future of state-based public mental health services. Psychiatric
Services, 54, 969-975. doi:10.1176/appi.ps.54.7.969.

Buck, J. A. (2011). The looming expansion and transformation of
public substance abuse treatment under the Affordable Care Act.
Health Affairs, 30, 1402-1410. doi:10.1377/hlthatf.2011.0480.

Bunn, S., Fleming, P., Rzeznikiewiz, D., & Leung, F. H. (2013).
Understanding the demographic characteristics and health of
medically uninsured patients. Canadian Family Physician, 59,
276-281.

Center for Medicaid and CHIP Services. (2015). Medicaid by Popula-
tion: Children. Retrieved from http://www.medicaid.gov/medic-
aid-chip-program-information/by-population/children/children.
html.

Centers for Medicare and Medicaid Services. (2014). State Medicaid
& CIHP policies for 2014. Retrieved from http://www.medicaid.
gov/medicaid-chip-program-information/by-state/by-state.html.

Cohen, K. R. & Peachey, D. (2014). Access to psychological services
for Canadians: Getting what works to work for Canada’s mental
and behavioural health. Canadian Psychology/Psychologie Can-
adienne, 55(2),126—130. doi: 10.1037/a0036499.

Cummings, J. R., Wen, H., & Druss, B. G. (2013). Improving access
to mental health services for youth in the United States. Jour-
nal of the American Medical Association, 309, 553-554.
doi:10.1001/jama.2013.437.

@ Springer


http://dx.doi.org/10.1176/ps.2007.58.3.357
http://dx.doi.org/10.1176/ps.2007.58.3.357
http://www.ggznederland.nl/uploads/assets/National%20Agreement%20on%20the%20Future%20of%20Mental%20Health%20Care.pdf
http://www.ggznederland.nl/uploads/assets/National%20Agreement%20on%20the%20Future%20of%20Mental%20Health%20Care.pdf
http://www.ggznederland.nl/uploads/assets/National%20Agreement%20on%20the%20Future%20of%20Mental%20Health%20Care.pdf
http://dx.doi.org/10.1007/s00127-012-0571-0
http://dx.doi.org/10.1007/s00127-012-0571-0
http://dx.doi.org/10.1056/NEJMp1108649
http://www.youthpolicy.nl/yp/downloadsyp/Publications-The-decentralisation-and-transformation-of-the-Dutch-youth-care-system.pdf
http://www.youthpolicy.nl/yp/downloadsyp/Publications-The-decentralisation-and-transformation-of-the-Dutch-youth-care-system.pdf
http://www.youthpolicy.nl/yp/downloadsyp/Publications-The-decentralisation-and-transformation-of-the-Dutch-youth-care-system.pdf
http://dx.doi.org/10.1037/a0036453
http://dx.doi.org/10.1037/a0036453
http://dx.doi.org/10.1176/appi.ps.54.7.969
http://dx.doi.org/10.1377/hlthaff.2011.0480
http://www.medicaid.gov/medicaid-chip-program-information/by-population/children/children.html
http://www.medicaid.gov/medicaid-chip-program-information/by-population/children/children.html
http://www.medicaid.gov/medicaid-chip-program-information/by-population/children/children.html
http://www.medicaid.gov/medicaid-chip-program-information/by-state/by-state.html
http://www.medicaid.gov/medicaid-chip-program-information/by-state/by-state.html
http://dx.doi.org/10.1037/a0036499
http://dx.doi.org/10.1001/jama.2013.437

964

Adm Policy Ment Health (2017) 44:955-966

Davidson, S., & Cappelli, M. (2011). We’ve got growing up to do:
Transitioning youth from child and adolescent mental health
services to adult mental health services. Retrieved from
http://www.excellenceforchildandyouth.ca/sites/default/files/
policy_growing_up_to_do.pdf.

Derksen, J. (2009). Primary care psychologists in the Netherlands:
30 years of experience. Professional Psychology: Research and
Practice, 40,493-501. doi:10.1037/a0015743.

Escober-Doran, C., Jacobs, P., & Dewa, C. (2010). Sources of rev-
enue for nonprofit mental health and addictions organizations in
Canada. Psychiatric Services, 61, 1032-1034. doi:10.1176/appi.
ps.61.10.1032.

Exter, A. D., Hermans, H., Dosljak, M., Busse, R., Ginneken, E. V.,
Schreyoegg, J., & Wisbaum, W. (2004). Health care systems in
transition: Netherlands 2004. In R. Busse, E. Ginneken, J. van
Schreyogg, & W. Wisbaum (Eds.), European Observatory on
Health Care Systems, World Health Organization Regional
Office for Europe.

Farmer, E. M. Z., Burns, B. J., Phillips, S. D., Angold, A., & Costello,
E. J. (2003). Pathways into and through mental health services
for children and adolescents. Psychiatric Services, 54, 60—66.
doi:10.1176/appi.ps.54.1.60.

Fleury, M. J., Imboua, A., Aubé, D., & Farand, L. (2012). Collabora-
tion between general practitioners (GPs) and mental healthcare
professionals within the context of reforms in Quebec. Mental
Health in Family Medicine, 9, 77-90.

Flisher, A. J., Kramer, R. A., Grosser, R. C., Alegria, M., Bird, H. R.,
Bourdon, K. H., ... Narrow, W. E. (1997). Correlates of unmet
need for mental health services by children and adolescents.
Psychological Medicine, 27(05), 1145-1154. doi:10.1023/B:M
HSR.0000044745.09952.33.

Forti, A., Nas, C., van Geldrop, A., Franx, G., Petrea, I., van Strien,
Y., & Jeurissen, P. (2014). Mental health analysis profiles
(MhAPs): Netherlands (OECD Health Working Paper No. 73).
Retrieved  from  http://www.oecd-ilibrary.org/social-issues-
migration-health/mental-health-analysis-profiles-mhaps-
netherlands_5jz158z60dzn-en.

Garfield, R. L. (2011). Mental health financing in the United States: A
primer, The Kaiser Commission on Medicaid and the uninsured.
Retrieved from https://kaiserfamilyfoundation.files.wordpress.
com/2013/01/8182.pdf.

Gocan, S., Laplante, M. A., & Woodend, K. (2014). Interprofessional
collaboration in Ontario’s family health teams: A review of the
literature. Journal of Research in Interprofessional Practice and
Education, 3(3), 1-19.

Goldbloom, D., & Bradley, L. (2012). The Mental Health Commis-
sion of Canada: The first five years. Mental Health Review Jour-
nal, 17,221-228. doi:10.1108/1361932121128920.

Goodrich, D. E., Kilbourne, A. M., Nord, K. M., & Bauer, M. S.
(2013). Mental health collaborative care and its role in primary
care settings. Current Psychiatry Reports, 15, 383. doi:10.1007/
$11920-013-0383-2.

Hampton, M. J. (2010). Child and adolescent mental health policy

and plans in Canada: An analytical review. Canadian Journal of

Psychiatry, 55, 100-107.

Hilverdink, P. (2013). Generalist working with youth and families in
the Netherlands. Retrieved from Youth Policy in the Netherlands
website: http://www.youthpolicy.nl/yp/downloadsyp/Generalist-
working-with-youth-and-families_in-The-Netherlands.pdf.

Hilverdink, P., & Berg-le Clercq, T. (2014). Solid ground for early
intervention: Findings of an international review in the Nether-
lands. Retrieved from Youth Policy in the Netherlands website:
http://www.youthpolicy.nl/yp/downloadsyp/Solid-ground-for-
intervention.pdf.

Howell E. M. (2004). New federalism: National survey of Amer-
ica’s families: Access to children’s mental health services

@ Springer

under Medicaid and CHIP. Washington, DC: The Urban
Institute. Retrieved from: http://www.nhchc.org/wp-content/
uploads/2011/10/accessmentalhealthservices.pdf.

Jacobs, P., Dewa, C., Lesage, A., Vasiliadis, H.-M., Escober, C.,
Mulvale, G., & Yim, R. (2010). The cost of mental health and
substance abuse services in Canada: A report to the Mental
Health Commission of Canada. Edmonton, AB: Institute of
Health Economics.

Jiménez-Rubio, D., Smith, P. C., & Van Doorslaer, E. (2008).
Equity in health and health care in a decentralised context:
Evidence from Canada. Health Economics, 17, 377-392.
doi:10.1002/hec.1272.

Kates, N., McPherson-Doe, C., & George, L. (2011). Integrat-
ing mental health services within primary care settings:
The Hamilton Family Health Team. The Journal of Ambu-
latory Care Management, 34, 174-182. doi:10.1097/
JAC.0b013e31820f6435.

Kroneman, M., Boerma, W., van den Berg, M., Groenewegen, P., de
Jong, J., & van Ginneken, E. (2016). The Netherlands: Health
system review. Health Systems in Transition, 18(2):1-239.

Kutcher, S. (2011). Facing the challenge of care for child and youth
mental health in Canada: A critical commentary, five sugges-
tions for change and a call to action. Healthcare Quarterly, 14,
14-21. doi:10.12927/hcq.2011.22359.

Kutcher, S., & McLuckie, A. (2009). Evergreen: Towards a child
and youth mental health framework for Canada. Journal of the
Canadian Academy of Child and Adolescent Psychiatry, 18,
89-91.

Kutcher, S., & Wei, Y. (2012). Mental health and the school envi-
ronment: Secondary schools, promotion and pathways to care.
Current Opinion in Psychiatry, 25, 311-316. doi:10.1097/
YCO.0b013e3283543976.

Levit, K. R., Stranges, E., Coffey, R. M., Kassed, C., Mark, T. L.,
Buck, J. A., & Vandivort-Warren, R. (2013). Current and future
funding sources for specialty mental health and substance
abuse treatment providers. Psychiatric Services, 64, 512-519.
doi:10.1176/appi.ps.201200298.

Mann, C., & Hyde, P. S. (2013). Coverage of behavioral health ser-
vices for children, youth, and young adults with significant men-
tal health conditions. Joint CMCS and SAMHSA Informational
Bulletin. Retrieved from http://medicaid.gov/Federal-Policy-
Guidance/Downloads/CIB-05-07-2013.pdf.

Maschi, T., Schwalbe, C. S., Morgen, K., Gibson, S., & Violette, N.
M. (2009). Exploring the influence of gender on adolescents’
service needs and service pathways. Children and Youth Services
Review, 31,257-264. doi:10.1016/j.childyouth.2008.07.018.

McCormick, S., Peterson-Badali, M., & Skilling, T. A. (2015). Men-
tal health and justice system involvement: A conceptual analy-
sis of the literature. Psychology, Public Policy, and Law, 21(2),
213-225. doi:10.1037/1law0000033.

McGrath, P. J., Lingley-Pottie, P., Thurston, C., MacLean, C., Cun-
ningham, C., Waschbusch, D. A., ... Chaplin, W. (2011). Tel-
ephone-based mental health interventions for child disruptive
behavior or anxiety disorders: Randomized trials and overall
analysis. Journal of the American Academy of Child & Adoles-
cent Psychiatry, 50, 1162-1172. doi:10.1016/j.jaac.2011.07.013.

Mental Health Commission of Canada. (2012). Changing direc-
tions, changing lives: The mental health strategy for Canada.
Retrieved from http://strategy.mentalhealthcommission.ca/pdf/
strategy-text-en.pdf.

Merikangas, K. R., He, J., Burstein, M., Swanson, S. A., Avenevoli,
S., Cui, L., ... Swendsen, J. (2010). Lifetime prevalence of
mental disorders in U.S. adolescents: Results from the national
comorbidity survey replication-adolescent supplement (NCS-A).
Journal of the American Academy of Child & Adolescent Psy-
chiatry, 49, 980-989. doi:10.1016/j.jaac.2010.05.017.


http://www.excellenceforchildandyouth.ca/sites/default/files/policy_growing_up_to_do.pdf
http://www.excellenceforchildandyouth.ca/sites/default/files/policy_growing_up_to_do.pdf
http://dx.doi.org/10.1037/a0015743
http://dx.doi.org/10.1176/appi.ps.61.10.1032
http://dx.doi.org/10.1176/appi.ps.61.10.1032
http://dx.doi.org/10.1176/appi.ps.54.1.60
http://dx.doi.org/10.1023/B:MHSR.0000044745.09952.33
http://dx.doi.org/10.1023/B:MHSR.0000044745.09952.33
http://www.oecd-ilibrary.org/social-issues-migration-health/mental-health-analysis-profiles-mhaps-netherlands_5jz158z60dzn-en
http://www.oecd-ilibrary.org/social-issues-migration-health/mental-health-analysis-profiles-mhaps-netherlands_5jz158z60dzn-en
http://www.oecd-ilibrary.org/social-issues-migration-health/mental-health-analysis-profiles-mhaps-netherlands_5jz158z60dzn-en
https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8182.pdf
https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8182.pdf
http://dx.doi.org/10.1108/1361932121128920
http://dx.doi.org/10.1007/s11920-013-0383-2
http://dx.doi.org/10.1007/s11920-013-0383-2
http://www.youthpolicy.nl/yp/downloadsyp/Generalist-working-with-youth-and-families_in-The-Netherlands.pdf
http://www.youthpolicy.nl/yp/downloadsyp/Generalist-working-with-youth-and-families_in-The-Netherlands.pdf
http://www.youthpolicy.nl/yp/downloadsyp/Solid-ground-for-intervention.pdf
http://www.youthpolicy.nl/yp/downloadsyp/Solid-ground-for-intervention.pdf
http://www.nhchc.org/wp-content/uploads/2011/10/accessmentalhealthservices.pdf
http://www.nhchc.org/wp-content/uploads/2011/10/accessmentalhealthservices.pdf
http://dx.doi.org/10.1002/hec.1272
http://dx.doi.org/10.1097/JAC.0b013e31820f6435
http://dx.doi.org/10.1097/JAC.0b013e31820f6435
http://dx.doi.org/10.12927/hcq.2011.22359
http://dx.doi.org/10.1097/YCO.0b013e3283543976
http://dx.doi.org/10.1097/YCO.0b013e3283543976
http://dx.doi.org/10.1176/appi.ps.201200298
http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-05-07-2013.pdf
http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-05-07-2013.pdf
http://dx.doi.org/10.1016/j.childyouth.2008.07.018
http://dx.doi.org/10.1037/law0000033
http://dx.doi.org/10.1016/j.jaac.2011.07.013
http://strategy.mentalhealthcommission.ca/pdf/strategy-text-en.pdf
http://strategy.mentalhealthcommission.ca/pdf/strategy-text-en.pdf
http://dx.doi.org/10.1016/j.jaac.2010.05.017

Adm Policy Ment Health (2017) 44:955-966

965

Mossialos, E., Wenzl, M., Osborn, R., & Anderson, C. (2015).
International profiles of health care systems, 2014. New York,
NY: The Commonwealth Fund.

Muiser, J. (2007). The new Dutch health insurance scheme: Chal-
lenges and opportunities for better performance in health
financing (WHO Discussion Paper No. 3). Retrieved from
http://www.who.int/health_financing/documents/dp_e_07_3-
new_dutch_healthinsurance.pdf.

Mulvale, G., Danner, U., & Pasic, D. (2008). Advancing commu-
nity-based collaborative mental health care through interdis-
ciplinary family health teams in Ontario. Canadian Journal
of Community Mental Health, 27(2), 55-73. doi:10.7870/
cjemh-2008-0018.

Naderi, P. S., & Meier, B. D. (2010). Privatization within the Dutch
context: A comparison of the health insurance systems of
the Netherlands and the United States. Health, 14, 603-618.
doi:10.1177/1363459309360790.

National Alliance on Mental Illness. (2014). State Mental Health Leg-
islation 2014: Trends, Themes & Effective Practices. National
Alliance on Mental Illness (NAMI), Arlington, VA.

Nunes, M., Walker, J. R., Syed, T., De Jong, M., Stewart, D. W.,
Provencher, M. D., ... Furer, P. (2014). A national survey of
student extended health insurance programs in postsecond-
ary institutions in Canada: Limited support for students with
mental health problems. Canadian Psychology, 55, 101-109.
doi:10.1037/a0036476.

Office of Disease Prevention and Health Promotion. (2015). Men-
tal health and mental disorders. Retrieved from http:/
www.healthypeople.gov/2020/topics-objectives/topic/
mental-health-and-mental-disorders.

Palinkas, L. A., Fuentes, D., Finno, M., Garcia, A. R., Holloway, I.
W., & Chamberlain, P. (2014). Inter-organizational collabora-
tion in the implementation of evidence-based practices among
public agencies serving abused and neglected youth. Adminis-
tration and Policy in Mental Health and Mental Health Services
Research, 41, 74-85. doi:10.1007/s10488-012-0437-5.

Peachey, D., Hicks, V., & Adams, O. (2013). An imperative for
change: Access to psychological services for Canada. A report
to the Canadian Psychological Association. Toronto, ON: Health
Intelligence.

Picard, A. (2013). Exposing Canada’s ugly mental-health secret. The
Globe and Mail, October 13, 2013.

Prins, M., Meadows, G., Bobevski, I., Graham, A., Verhaak, P., van
der Meer, K., ... Bensing, J. (2011). Perceived need for mental
health care and barriers to care in the Netherlands and Australia.
Social Psychiatry and Psychiatric Epidemiology, 46, 1033—-1044.
doi:10.1007/s00127-010-0266-3.

Rice, T., Rosenau, P., Unruh, L. Y., Barnes, A. J., Saltman, R. B., &
van Ginneken, E. (2013). United States of America: Health sys-
tem review. Health Systems in Transition, 15, 1-431.

Roberge, P., Fournier, L., Menear, M., & Duhoux, A. (2014). Access
to psychotherapy for primary care patients with anxiety disor-
ders. Canadian Psychology, 55, 60-67. doi:10.1037/a0036317.

Rogers, S. C., Mulvey, C. H., Divietro, S., & Sturm, J. (2017). Esca-
lating Mental Health Care in Pediatric Emergency Departments.
Clinical Pediatrics. doi:10.1177/0009922816684609.

Rosenau, P. V., & Lako, C. J. (2008). An experiment with regu-
lated competition and individual mandates for universal
health care: The new Dutch health insurance system. Jour-
nal of Health Politics, Policy and Law, 33, 1031-1055.
doi:10.1215/03616878-2008-033.

Rowe, J. (2012). Great expectations: a systematic review of the lit-
erature on the role of family carers in severe mental illness,
and their relationships and engagement with professionals.
Journal of Psychiatric and Mental Health Nursing, 19, 70-82.
doi:10.1111/5.1365-2850.2011.01756.x.

Samargia, L. A., Saewyc, E. M., & Elliott, B. A. (2006). Foregone
mental health care and self-reported access barriers among ado-
lescents. The Journal of School Nursing, 22, 17-24. doi:10.1177/
10598405060220010401.

Schifer, W., Kroneman, M., Boerma, W., van den Berg, M., Westert,
G., Devillé, W., & van Ginneken, E. (2010). The Netherlands:
Health system review. Health Systems in Transition, 12, 1-229.

Schoen, C., Osborn, R., Doty, M. M., Bishop, M., Peugh, J., & Muru-
kutla, N. (2007). Toward higher-performance health systems:
Adults’ health care experiences in seven countries, 2007. Health
Affairs, 26, w717-w734. doi:10.1377/hlthaft.26.6.w717.

Schut, E., Sorbe, S., & Hgj, J. (2013). Health care reform and
long-term care in the Netherlands (OECD Economics
Department Working Papers No. 1010). OECD Publishing.
doi:10.1787/5k4dlw04vxOn-en.

Smetanin, P., Stiff, D., Briante, C., Adair, C. E., Ahmad, S., & Khan,
M. (2011). The Life and Economic Impact of Major Mental 1lI-
nesses in Canada: 2011 to 2041. RiskAnalytica on behalf of the
Mental Health Commission of Canada, Ottawa, Ontario.

Soni, A. (2009). The Five Most Costly Children’s Conditions, 2006:
Estimates for the US Civilian Noninstitutionalized Children,
Ages 0—17. Agency for Healthcare Research and Quality.

Stiffman, A. R., Hadley-Ives, E., Doré, P., Polgar, M., Horvath, V. E.,
Striley, C., & Elze, D. (2000). Youths’ access to mental health
services: The role of providers’ training, resource connectivity,
and assessment of need. Mental Health Services Research, 2,
141-154. doi:10.1023/A:1010189710028.

Stiffman, A. R., Pescosolido, B., & Cabassa, L. J. (2004). Building
a model to understand youth service access: The gateway pro-
vider model. Mental Health Services Research, 6(4), 189-198.
doi:10.1023/B:MHSR.0000044745.09952.33.

Stiffman, A. R., Stelk, W., Horwitz, S. M., Evans, M. E., Outlaw, F.
H., & Atkins, M. (2010). A public health approach to children’s
mental health services: Possible solutions to current service inad-
equacies. Administration and Policy in Mental Health and Men-
tal Health Services Research, 37(1-2), 120-124. doi:10.1007/
$10488-009-0259-2.

Sundararaman, R. (2009). The U.S. mental health delivery system
infrastructure: A primer. Congressional Research Service.
Retrieved from https://www.fas.org/sgp/crs/misc/R40536.pdf.

The Conference Board of Canada. (2014). Final Report: An External
Evaluation of the Family Health Team (FHT) Initiative. Ottawa:
The Conference Board of Canada.

United States Department of Labor. (2010). Fact Sheet: The Mental
Health Parity and Addiction Equity Act of 2008 (MHPAEA).
Retrieved from http://www.dol.gov/ebsa/newsroom/fsmhpaea.
html.

van Beljouw, 1., Verhaak, P., Prins, M., Cuijpers, P., Penninx, B., &
Bensing, J. (2010). Reasons and determinants for not receiving
treatment for common mental disorders. Psychiatric Services,
61,250-257. doi:10.1176/appi.ps.61.3.250.

Verhaak, P. F. M., Kamsma, H., & van der Niet, A. (2013). Mental
health treatment provided by primary care psychologists in the
Netherlands. Psychiatric Services, 64, 94-97. doi:10.1176/appi.
ps.201100541.

Vollebergh, W. A., Van Dorsselaer, S., Monshouwer, K., Verdurmen,
J., van der Ende, J., & ter Bogt, T. (2006). Mental health prob-
lems in early adolescents in the Netherlands. Social Psychia-
try and Psychiatric Epidemiology, 41, 156-163. doi:10.1007/
s00127-005-0979-x.

Wang, P. S., Aguilar-Gaxiola, A., Alonso, J., Angermeyer, M. C.,
Borges, G., Bromet, E. J., ... Wells, J. E. (2007). Worldwide
use of mental health services for anxiety, mood, and substance
disorders: Result from 17 countries in the WHO world mental
health (WMH) surveys. Lancet, 370, 841-845. doi:10.1016/
s0140-6736(07)61414-7.

@ Springer


http://www.who.int/health_financing/documents/dp_e_07_3-new_dutch_healthinsurance.pdf
http://www.who.int/health_financing/documents/dp_e_07_3-new_dutch_healthinsurance.pdf
http://dx.doi.org/10.7870/cjcmh-2008-0018
http://dx.doi.org/10.7870/cjcmh-2008-0018
http://dx.doi.org/10.1177/1363459309360790
http://dx.doi.org/10.1037/a0036476
http://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders
http://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders
http://www.healthypeople.gov/2020/topics-objectives/topic/mental-health-and-mental-disorders
http://dx.doi.org/10.1007/s10488-012-0437-5
http://dx.doi.org/10.1007/s00127-010-0266-3
http://dx.doi.org/10.1037/a0036317
http://dx.doi.org/10.1177/0009922816684609
http://dx.doi.org/10.1215/03616878-2008-033
http://dx.doi.org/10.1111/j.1365-2850.2011.01756.x
http://dx.doi.org/10.1177/10598405060220010401
http://dx.doi.org/10.1177/10598405060220010401
http://dx.doi.org/10.1377/hlthaff.26.6.w717
http://dx.doi.org/10.1787/5k4dlw04vx0n-en
http://dx.doi.org/10.1023/A:1010189710028
http://dx.doi.org/10.1023/B:MHSR.0000044745.09952.33
http://dx.doi.org/10.1007/s10488-009-0259-2
http://dx.doi.org/10.1007/s10488-009-0259-2
https://www.fas.org/sgp/crs/misc/R40536.pdf
http://www.dol.gov/ebsa/newsroom/fsmhpaea.html
http://www.dol.gov/ebsa/newsroom/fsmhpaea.html
http://dx.doi.org/10.1176/appi.ps.61.3.250
http://dx.doi.org/10.1176/appi.ps.201100541
http://dx.doi.org/10.1176/appi.ps.201100541
http://dx.doi.org/10.1007/s00127-005-0979-x
http://dx.doi.org/10.1007/s00127-005-0979-x
http://dx.doi.org/10.1016/s0140-6736(07)61414-7
http://dx.doi.org/10.1016/s0140-6736(07)61414-7

966

Adm Policy Ment Health (2017) 44:955-966

Ward-Griffin, C., Schofield, R., Vos, S., & Coatsworth-Puspoky, R.
(2005). Canadian families caring for members with mental ill-
ness: A vicious cycle. Journal of Family Nursing, 11, 140-161.

Watson, G. K., Carter, C., & Manion, 1. (2014). Pathways to care for
youth with concurrent mental health and substance use disor-
ders. Ontario Centre of Excellence for Child and Youth Mental
Health. Retrieved from http://www.excellenceforchildandyouth.
ca/sites/default/files/policy_concurrent_sa_and_mh_disorders.
pdf.

World Health Organization (2014). Preventing suicide: A global
imperative. Geneva, Switzerland: WHO Press. Retrieved
from http://www.who.int/mental_health/suicide-prevention/
world_report_2014/en/.

World Health Organization (2016). World Health Statistics 2016:
Monitoring health for the SDGs. Retrieved from http://www.
who.int/gho/publications/world_health_statistics/2016/EN_
WHS2016_TOC.pdf?ua = 1.

@ Springer

Xierali, I. M., Tong, S. T., Petterson, S. M., Puffer, J. C., Phillips,
R. L. Jr., & Bazemore, A. W. (2013). Family physicians are
essential for mental health care delivery. Journal of the Ameri-
can Board of Family Medicine, 26, 114-115. doi:10.3122/
jabfm.2013.02.120219.

Zwaanswijk, M., Van Der Ende, J., Verhaak, P., Zwaanswijk, F. M.,
Bensing, J. M., & Verhuist, F. C. (2007). The different stages and
actors involved in the process leading to the use of adolescent
mental health services. Clinical Child Psychology and Psychia-
try, 12, 567-582. doi:10.1177/1359104507080985.

Zwaanswijk, M., van Dijk, C. E., & Verheij, R. A. (2011). Child
and adolescent mental health care in Dutch general practice:
Time trend analyses. BMC Family Practice, 12, 133-143.
doi:10.1186/1471-2296-12-133.


http://www.excellenceforchildandyouth.ca/sites/default/files/policy_concurrent_sa_and_mh_disorders.pdf
http://www.excellenceforchildandyouth.ca/sites/default/files/policy_concurrent_sa_and_mh_disorders.pdf
http://www.excellenceforchildandyouth.ca/sites/default/files/policy_concurrent_sa_and_mh_disorders.pdf
http://www.who.int/mental_health/suicide-prevention/world_report_2014/en/
http://www.who.int/mental_health/suicide-prevention/world_report_2014/en/
http://www.who.int/gho/publications/world_health_statistics/2016/EN_WHS2016_TOC.pdf?ua%20=%201
http://www.who.int/gho/publications/world_health_statistics/2016/EN_WHS2016_TOC.pdf?ua%20=%201
http://www.who.int/gho/publications/world_health_statistics/2016/EN_WHS2016_TOC.pdf?ua%20=%201
http://dx.doi.org/10.3122/jabfm.2013.02.120219
http://dx.doi.org/10.3122/jabfm.2013.02.120219
http://dx.doi.org/10.1177/1359104507080985
http://dx.doi.org/10.1186/1471-2296-12-133

	Comparing Strategies for Providing Child and Youth Mental Health Care Services in Canada, the United States, and The Netherlands
	Abstract 
	Introduction
	Context for Addressing Mental Health Concerns
	Rationale for International Comparisons
	Mental Health Care Services
	Health Care Insurance Schemes
	Financing of Health Care and Governance Structures
	Publicly Funded Health Insurance
	Privately Insured Mental Health Care Services and Out-of-Pocket Expenses

	Equity in Access to Mental Health Services
	Pathways to Care

	Discussion
	Health Insurance Availability and Coverage
	Regional Variations in Mental Health Care Availability
	Primary Health Care

	Conclusion
	Acknowledgements 
	References


