
Clinical Perspectives 

The Case for Emergency Orders Under the CYFSA: A Paradigm Shift            
in Youth Mental Health Care      
Mitesh Patel, BSc, MScCH:HPTE, MD, FRCPC1 , John Aoun, BSc, MD, FRCPC2 , Jason Langer2

1 Psychiatry, University of Toronto, 2 University of Toronto 

Keywords: certification, mental health act, children's mental health, mental health crisis 

https://doi.org/10.62414/001c.161547 

JAACAP Connect 
Vol. 13, Issue 3, 2026 

Across many jurisdictions, youth in crisis are supported by parallel systems of mental 
health legislation and child protection frameworks, but these systems are often poorly 
integrated, leading to gaps in care for highly vulnerable young people. This article 
contrasts psychiatric involuntary admission laws for young people in Ontario, Canada, 
similar to civil commitment statutes in the United States, with child welfare legislation 
that permits secure, community-based treatment. While hospital-based civil 
commitment models prioritize imminent risk, they often fail to address the chronic 
trauma, environmental instability, and caregiver incapacity that drive many youth crises. 
In contrast, child-protection–based secure treatment legislation allows earlier, 
developmentally informed intervention with mandated family involvement and 
multidisciplinary care. This article argues for a paradigm shift toward broader adoption 
and expansion of secure, trauma-informed residential treatment models within child 
protection frameworks. For American and global audiences, the Ontario experience 
illustrates how bridging mental health and child welfare legislation can reduce reliance 
on crisis-driven hospitalization, promote continuity of care, and better align systems 
with international child rights standards. Child and adolescent psychiatrists are 
positioned to lead this shift through clinical expertise, cross-sector collaboration, and 
policy advocacy. 

INTRODUCTION 

Canada’s publicly funded health care system ensures access 
for insured individuals, including citizens, permanent res
idents, and many eligible non-citizen residents, regardless 
of income or health status.1 In Ontario, Canada’s most pop
ulous province, youth experiencing acute mental health or 
safety crises may access involuntary mental health care 
through 2 distinct legislative pathways. One pathway is in
voluntary psychiatric hospital admission under the Men
tal Health Act (MHA).2 The other is admission to a secure, 
community-based treatment program under the Child, 
Youth, and Family Services Act (CYFSA) through Emer
gency Orders.3 
These 2 pieces of legislation serve different but comple

mentary functions. The MHA is a mental-health–specific 
statute that governs voluntary and involuntary psychiatric 
hospital admissions, authorizing detention, assessment, 
and inpatient stays when strict criteria for imminent risk 
are met. By contrast, the CYFSA is a broader child and 
family statute that governs child protection, developmental 
supports, and family services and provides the legal author

ity for secure, community-based treatment when a child is 
in need of protection. 
Despite these different roles, the current youth mental 

health system in Ontario is heavily weighted toward the 
MHA pathway. Hospitals that can admit youth under the 
MHA are numerous and widely distributed, while there are 
only 3 secure treatment programs operating under the 
CYFSA. As a result, many youth with crises driven primarily 
by trauma exposure, environmental instability, or caregiver 
limitations, rather than by an acute psychiatric illness 
meeting MHA thresholds, are left without a developmen
tally appropriate pathway to care.4 
This article reviews how legislation can be operational

ized to better serve youth in crisis. The CYFSA and MHA 
can be understood as complementary systems, with the 
CYFSA Emergency Order pathway playing a far more 
prominent role than it currently does. We first describe the 
legislative pathways themselves, compare their scope and 
impact, and explore the international relevance of expand
ing secure treatment. 
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LEGISLATIVE PATHWAYS FOR YOUTH IN CRISIS 

THE MENTAL HEALTH ACT 

The Ontario MHA, first introduced in 1967 and updated 
over time, is the legislation that governs voluntary and in
voluntary psychiatric hospital admissions across the lifes
pan.2 For youth, as for adults, the MHA authorizes deten
tion for assessment and treatment when the individual is: 

“suffering from mental disorder of a nature or quality 
that likely will result in (a) serious bodily harm to the 
person; (b) serious bodily harm to another person; or 
(c) serious physical impairment of the person” (Section 
15)2 

THE CHILD, YOUTH, AND FAMILY SERVICES ACT 

The CYFSA is Ontario’s primary legislation governing child 
protection, child and youth services, and family supports.3 
It reflects a child- and family-centered approach that em
phasizes developmental needs, safety, and continuity of re
lationships. The CYFSA states that a child is in need of pro
tection if: 

“the child has suffered physical harm, inflicted by the 
person having charge of the child, or caused by that 
person’s failure to adequately care for, provide for, su
pervise, or protect the child” (Section 74(2))3 

The CYFSA includes provisions for Emergency Orders 
and Secure Treatment Orders. Emergency Orders permit in
voluntary admission of a child or youth to a secure treat
ment program in the community for up to 30 days. Secure 
Treatment Orders, granted by civil courts, may authorize 
longer-term treatment when criteria are met and may fol
low an Emergency Order admission. These orders allow for 
intensive, structured, and multidisciplinary intervention in 
an involuntary, therapeutic environment outside the hospi
tal system. 

ADMISSIONS UNDER THE CYFSA VS THE MHA 

BROADER INTERVENTIONAL SCOPE 

The MHA’s risk-based criteria are intentionally narrow to 
protect civil liberties. While appropriate for adult popula
tions, they can inadvertently exclude youth who are highly 
vulnerable but not imminently dangerous. Children and 
adolescents experiencing chronic self-neglect, exploitation, 
or escalating risk behaviors may not meet the MHA thresh
old, yet their circumstances clearly warrant intervention. 
By contrast, the CYFSA defines risk in a broader, child-

centered way, focusing on whether caregivers can ade
quately provide for the child’s safety, supervision, and de
velopmental needs. This allows for earlier intervention. 
Emergency Orders under the CYFSA thus create a pathway 
for youth whose crises arise from environmental and rela
tional factors, rather than solely from acute psychiatric ill
ness. 

FAMILY INVOLVEMENT AND SOCIAL SYSTEMS 
ENGAGEMENT 

The CYFSA’s preamble and guiding principles emphasize 
the importance of maintaining family connections where 
safe, supporting continuity of relationships, and respecting 
cultural identity. The MHA, by design, does not legislate 
family engagement or cross-sector collaboration; its focus 
is on hospital-based risk management. As a result, dis
charge planning from MHA admissions may be uneven, and 
youth may return to environments where the underlying 
drivers of crisis remain unaddressed.5 

DURATION AND CONTINUITY OF INTERVENTION 

Under Form 1, the MHA authorizes involuntary hospital ad
mission for up to 72 hours, with additional forms required 
for ongoing involuntary status. Clinicians are required to 
end certification once the youth no longer meet the immi
nent-risk threshold. Youth may then decline further treat
ment, even when their broader environment, trauma his
tory, or developmental vulnerabilities leave them at high 
risk of relapse. This can lead to a pattern of rapid ad
missions and discharges, fragmented care, and repeated 
crises.5 

CYFSA Emergency Orders authorize secure treatment for 
up to 30 days, with the possibility of longer Secure Treat
ment Orders if criteria are met. This longer timeframe sup
ports comprehensive assessment, stabilization, trauma-in
formed therapy, skill development, and gradual 
reintegration planning. It better matches the developmen
tal needs of children and adolescents, particularly those 
with complex trauma and attachment disruptions. 

APPEALS AND RIGHTS PROTECTIONS 

The CYFSA includes a robust rights framework for children 
and youth. Those aged 12 years or older must be informed 
of their rights, be given an opportunity to participate in de
cisions, and have access to advocacy, often through the Of
fice of the Children’s Lawyer. Appeals processes related to 
secure treatment are designed to be timely and accessible, 
balancing protection with autonomy. 
The MHA also includes rights advisement and review 

mechanisms, such as Consent and Capacity Board hearings. 
However, these processes were originally designed with 
adults in mind and may be less tailored to the developmen
tal and communication needs of children and adolescents. 
In practice, CYFSA secure treatment programs may offer 
more consistent opportunities for youth-friendly advocacy 
and participation in care planning. 

DISTINCT BUT COMPLEMENTARY ROLES 

The MHA and CYFSA serve fundamentally different, yet 
complementary, roles in responding to youth in crisis. 
The MHA is appropriate when youth mental disorders 

create an immediate risk of serious harm that requires hos
pital-based containment, rapid medical assessment, and 
short-term stabilization. The CYFSA is designed for situ
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ations where a youth’s safety and development are com
promised by caregiver incapacity, trauma, chronic environ
mental risks, or complex behavioral patterns that cannot be 
adequately addressed by hospital-based care alone. 
In practice, youth often move between these pathways. 

For example, a young person may initially be admitted to 
the hospital under the MHA during an acute crisis, but their 
longer-term stabilization and safety may be better sup
ported by a CYFSA secure treatment admission. Conversely, 
a youth in secure treatment under the CYFSA may occa
sionally require brief MHA admissions for acute exacerba
tions of mental health symptoms. A balanced system would 
recognize that both are essential, with the CYFSA offering a 
critical complement to the MHA for youth whose crises are 
rooted in trauma, protection, and developmental concerns. 

EVIDENCE BASE SUPPORTING CYFSA PATHWAYS 

Internationally, evidence from trauma-informed residential 
and secure treatment programs indicates that integrated, 
multidisciplinary models can reduce crisis presentations 
and support longer-term recovery. These models typically 
combine psychiatric care, psychotherapy, education, and 
family intervention in a structured environment, similar to 
CYFSA secure treatment programs. 
Cost analyses further demonstrate that hospital-based 

psychiatric care is substantially more expensive.6 This 
highlights the potential for more efficient resource use 
when CYFSA pathways are expanded. 

ONTARIO’S CURRENT LANDSCAPE: CRITICAL 
GAPS 

Despite the CYFSA’s legislative potential, its implementa
tion remains severely constrained. Only 3 secure treatment 
programs operate under the CYFSA across the province, 
each with distinct practices and varying levels of psychi
atric involvement. Youthdale Treatment Centres, a commu
nity-based organization, provides one of these programs 
and exemplifies an integrated model combining intensive 
psychiatric care with trauma-informed therapeutic inter
ventions, education, and family work. Youthdale accepts 
youth under Emergency Orders deemed in need of protec
tion due to high-risk behaviors, trauma, and environmen
tal instability, and it offers a structured pathway from sta
bilization to reintegration. 
The other 2 programs provide limited direct psychiatric 

involvement. One does not accept Emergency Orders, lim
iting access to Secure Treatment Orders only; the other ac
cepts very few Emergency Orders annually. These inconsis
tencies create a patchwork system where a youth’s access to 
CYFSA secure treatment depends heavily on geography and 
local program policy. Rural and northern regions are partic
ularly underserved. 
In contrast, more than 60 Schedule 1 hospitals in On

tario are authorized under the MHA to admit youth for psy
chiatric care, although only a minority have dedicated child 
and adolescent inpatient units. This disparity illustrates the 

structural tilt toward hospital-based care and underscores 
the need to expand and standardize CYFSA pathways. 

INTERNATIONAL RELEVANCE 

The challenges faced in Ontario are not unique. Many juris
dictions grapple with balancing hospital-based crisis care, 
community-based mental health services, and child pro
tection responsibilities.7 In some countries, such as New 
Zealand and parts of Australia and the United Kingdom, 
youth justice and child protection systems have developed 
therapeutic residential and secure models that integrate 
mental health treatment, education, and family work. 
These models similarly aim to reduce reliance on emer
gency departments and custodial settings. 
For the United States in particular, where civil commit

ment laws and child protection statutes vary by state and 
county, Ontario’s experience highlights the potential ben
efits of integrated legislative approaches. US systems typi
cally rely on separate mental health commitment laws and 
child welfare statutes, neither of which consistently pro
vides for secure, trauma-informed, community-based treat
ment analogous to CYFSA Emergency Orders. 

IMPLICATIONS FOR CHILD AND ADOLESCENT 
PSYCHIATRISTS 

Child and adolescent psychiatrists play a crucial role in 
both the MHA and CYFSA pathways. In the CYFSA Emer
gency Order process, psychiatrists play a central role in as
sessing whether a youth’s presentation meets criteria for 
involuntary secure community-based admission, integrat
ing information about mental health symptoms, develop
mental functioning, trauma history, and environmental 
risks. During secure treatment admissions, psychiatrists are 
responsible for providing psychiatric stabilization, diagnos
tic clarification, and ongoing medication management 
within a multidisciplinary, trauma-informed model of care. 
For clinicians outside Ontario, these implications high

light the broader importance of understanding local legisla
tion, building partnerships with child protection and com
munity agencies, and engaging in system-level advocacy to 
ensure that youth have access to developmentally appropri
ate, trauma-informed care. 

CONCLUSION 

Ontario’s CYFSA Emergency Order framework offers an un
derused but essential pathway for youth whose crises stem 
from trauma, environmental instability, and developmental 
vulnerabilities not well addressed through the MHA alone. 

PLAIN LANGUAGE SUMMARY 

Many young people go to the hospital during a mental 
health crisis, but they may not be admitted for treatment 
because they do not meet all the criteria. This article ex
plains another option used in Ontario, Canada: commu
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nity-based secure treatment through child protection laws. 
We describe how this pathway allows for earlier, trauma-fo
cused care with strong involvement from families and sup
port teams. We reason that it reduces repeated hospital vis
its and offers youth a recovery plan. These ideas may help 
other regions create better support systems for children 
and teens in crisis. 
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