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ON FEBRUARY 8, 2017, Ontario’s Minister of Health and Long-Term Care, Dr. Eric Hoskins,
announced the plan to implement up to nine integrated service hubs for youth across the
province. This announcement reinforced a recommendation of Ontario’s Mental Health and
Addictions Leadership Advisory Council.

Youth Wellness Hubs Ontario will offer integrated services—including mental health and
addiction services, primary care, and community and social services—for youth between the ages
of 12 and 25. Through collaboration among many different providers and sectors, integrated
services hubs provide easy and rapid access to services that address the needs of youth across
multiple domains of their lives. The initiative reflects a partnership between the Ministry of
Health and Long-Term Care and the Ministry of Child and Youth Services, with support from the
Graham Boeckh Foundation.

There are many barriers that impact the ability of young people to get the care they need. Early
intervention through stepped care and integrated service models like youth wellness hubs are
emerging as a potentially effective (and cost-effective) method for addressing youth mental
health and addiction concerns, while also improving treatment and access to care outcomes.

Ultimately, Youth Wellness Hubs Ontario will serve as a critical step toward improving Ontario’s
mental health and addiction services for youth and young adults.



Youth Wellness Hubs Ontario aims to improve access and service standards for young people
through integrated youth mental health and substance use services. These hubs will be places
where young people aged 12-25 years can receive walk-in access to high-quality, integrated,
“one-stop-shop” mental health and substance use services, as well as other health, social, and
employment supports.

The following values and commitments are central to YWHO. We will:

e Take a service approach that’s youth-centred, developmentally-informed, and holistic.
e Strive for meaningful engagement and co-creation.

e Aim to ensure access, equity, and inclusion for diverse youth.

e Increase visibility and address stigma.

e Collaborate across sectors and stakeholders.

e Evaluate our work and commit to quality improvement.

RESEARCH SHOWS THAT mental health and substance use disorders impact one in five Canadian
youth (Boyle & Georgiades, 2010). In fact, about 90% of all adolescent health problems are due to
mental disorders (Tylee, Haller, Graham, et al., 2007). But many youth still aren’t receiving the
care they need. Several studies have found that youth face many access barriers to mental
health services (Tylee, Haller, Graham, et al., 2007; Wang, Berglund, Olfson, et al., 2005). As a
result, only 25-30% of youth with mental health and substance use challenges access specialized
treatment, most of which is not accessed at the time of highest need (Boyle & Georgiades, 2010;
Merikangas et al, 2011; Ratnasingham, Cairney, Manson, et al., 2013; Henderson, Cheung,
Cleverley, et al., 2017). In 2016, average wait times for some youth mental health services in
Ontario typically exceeded six months, putting youth at significant risk while they wait for
treatment (Office of the Auditor General of Ontario, 2016).

Compared to the general population, youth also face elevated rates of depression and anxiety
(Begg et al., 2007). Suicide remains the second leading cause of death among young people
(Public Health Agency of Canada, 2016). Nine out of ten deaths are associated with a diagnosable
mental illness (Mann et al., 2005).



In terms of the social cost, the lifetime burden of mental disorders starting in childhood
translates into $200 billion of lost productivity across Canada. Mental health problems among
adolescents can translate into a premature loss of life, the onset of chronic iliness and a variety of
other social and behavioural health issues. For instance, poor mental health in adolescence has
links to substance use, poor sexual and reproductive health, low educational achievement,
unemployment, crime, risk-taking behaviours, self-harm, and inadequate self-care (UNICEF,
2011). Further, when left untreated, early-onset mental health disorders are associated with
teenage pregnancy (Kessler et al., 1997), unstable employment (Kessler, Foster, Saunders, &
Stang, 1995), school failure (Kessler et al., 1995), early marriage, and marital instability
(Forthofer, Kessler, Story, & Gotlib, 1996)and domestic violence (Kessler, Walters, & Forthofer,
1998)

THE GOOD NEWS: there are potentially effective treatments for youth experiencing mental
health and addiction problems. But the lack of early, affordable, access to these services remains
a barrier to youth well-being, and recently there has been a significant rise in emergency hospital
visits. Delivery of youth mental health services through emergency departments is costly and
does not provide an appropriate setting for care for most youth. In Ontario alone, there was a
32% increase in the number of young people who visited emergency departments (EDs) between
2006 and 2011 (MHASEF Research Team, 2015). In British Columbia, ED visits for youth increased by
85% between 2009 and 2013 (BC-YSCI, 2015). This percentage continues to climb (MHASEF
Research Team, 2015; CIHI, 2015).

Youth and families have identified Ontario’s youth mental health system as fragmented, under-
resourced, unresponsive, and inefficient (Kozloff et al., 2013). There’s an urgent need for
improvement in the following areas:

e Reduced wait times and removal of barriers to accessing care

e Improved clarity about where to go for help

e Improved communication and coordination between services and between ministries
responsible for services

e Comprehensive and meaningful engagement of youth and their families

e Elimination of mandated service transitions for youth to the adult care system at age 18
and provision of supported and seamless transitions when transitions are required

e Improved information about quality and outcomes of services



e Appropriate care given at the right time by the right provider

While there are effective evidence-based mental health interventions for youth, which come with
clinical guidelines that ensure a level of standardization and adherence to treatment protocols,
there’s still a lot to learn about how these interventions work across various settings and contexts
(Henderson, Cheung, Cleverley, et al., 2017; Hetrick, Simmons, Thompson, et al., 2011).

BECAUSE ROUGHLY 75% of all adult mental disorders begin before the age of 18 (Tylee, Haller,
Graham, et al., 2007), the adolescent years mark a critical period. This is a time when mental
health can be promoted, and mental health problems can be addressed—especially in home and
school environments (Mental Health Promotion Foundation Paper, 2016). In fact, preventive
interventions aimed at youth between the ages of 12 and 25 provide greater personal, economic,
and social impacts than interventions or preventive efforts carried out at any other time (World
Health Organization and Calouste Gulbenkian Foundation, 2014)

Integrated approaches to care can help identify problems early—and improve outcomes. For
instance, Access Economist, a health economics consulting group from Australia, estimated that
for every dollar invested in mental health treatment, $3.26 is saved (2009). Early intervention and
prevention efforts on conduct disorders through social-emotional learning programs have shown
a return of investment as high as $9.42 (Ashton, 2017). Helping young people get access to
comprehensive, integrated care is a key way to reduce both individual suffering and larger social
and economic impacts (Henderson, Cheung, Cleverley, et al., 2017).

By “integrated care,” we mean services that address the needs of youth through multidisciplinary
collaboration across care providers, services, and sectors (McGorry, Tanti, Stokes, et al., 2007).
Integrated care models also address youth needs across multiple domains of their lives, such as
mental health, substance use, physical health, education, employment, and housing. Integrated
care is usually combined with a model called “stepped care,” which tailors service intensity to
youth need. The goal: providing the ‘right service’ at the ‘right time’ by the ‘right provider.’ In
addition, equitable partnerships with youth and other sectors can promote innovative and
equitable new ways of providing services. They can also create lasting changes in perceptions,
behaviours, and policies that have negatively impacted youth in the past (Blanchet-Cohen, Mack,
& Cook, 2011).



A “stepped” care model is organized according to an individual’s type (and intensity) of treatment
needs. Intensity can be stepped up or down depending on a youth’s level of need. Here, more
intensive and expensive interventions are only implemented after less intrusive, less costly
interventions have proven to be unsuccessful (Davison, 2000). Integrated stepped care models
have been shown to positively influence clinical treatment outcomes, namely by decreasing
symptoms and increasing the psychological and adaptive functioning of youth (van der Leeden et
al., 2011; Zatzick et al., 2014). Such models have also demonstrated positive impacts on health
system outcomes, including increased access to care, reduced wait times, and improved
perceptions of care (Rickwood et al, 2015).

Youth Wellness Hubs Ontario will address current problems in the health care system—without
replacing existing services—by building an integrated and collaborative model of care. By
providing services in youth-friendly, non-traditional “mental health treatment” settings, YWHO
aims to decrease stigma toward mental health and substance use treatment and to improve how
diverse youth access care.

THE WORK OF the Youth Wellness Hubs Ontario initiative aligns closely with many other
provincial strategies and local initiatives. This collection of work is an indication that momentum
is growing for integrated care models within the youth mental health and substance use sector,
and that the time is right for Ontario to dedicate itself to enhancing and expanding integrated
youth service hubs in the province. Some examples of these influential strategic documents
include:

. Ontario’s ten-year Comprehensive Mental Health and
Addiction Strategy is built on foundational pillars such as a) ensuring early identification
and intervention, b) providing the right care, at the right time and in the right place, and
c) developing integrated service coordination.

° This blueprint for creating a health care
system that is “patient-centred” focuses on the need to a) improve patients’ access to the
right care, and b) deliver better coordinated and integrated care in the community, while
c) providing these services closer to home.


http://www.health.gov.on.ca/en/common/ministry/publications/reports/mental_health2011/mentalhealth_rep2011.pdf
http://www.health.gov.on.ca/en/ms/ecfa/healthy_change/docs/rep_patientsfirst.pdf
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Youth Wellness Hubs Ontario builds on similar initiatives already underway in Canada, such as
ACCESS Open Minds (Pan-Canadian) and Foundry (British Columbia), as well as previous
international initiatives in Ireland (Jigsaw) and Australia (Headspace).

There are also four existing research-funded hubs in Scarborough, Toronto East, Central Toronto
(YouthCan IMPACT), and Chatham-Kent (ACCESS Open Minds), and many communities across the
province are also delivering hub-like services. To build upon this existing work in local
communities across the province, YWHO will:

e Support communities to understand their assets;

e Bring them together into a collaborative process to better understand the needs
and strengths of their youth; and

e Customize implementation of YWHO values, standards, and services to optimize
youth outcomes.

YOUTH WELLNESS HUBS Ontario will serve as a critical step toward improving Ontario’s mental
health and addiction services for youth and young adults by:

e Providing rapid access to easily identifiable mental health and substance use services with
walk in, low-barrier services and clear service pathways

e Providing evidence-based interventions matched to individuals’ level of need, and
supported transitions to specialized care services when the severity of need is evident

e Integrating mental health, substance use, primary care, vocational, housing, and other
support services into a one-stop shop model of care offered in a youth-friendly space

e Reducing transitions between services through an expanded age range for youth services
(12 to 25 years), co-location and shared services in a single place

e Establishing common evaluation across sites

e Co-creating services with youth and families

This process will be led by Dr. Joanna Henderson, and will be facilitated by a team from the
Ontario Centre of Excellence for Child and Youth Mental Health (the Centre) and the Centre for
Addiction and Mental Health’s Provincial System Support Program (PSSP). The team from this
“backbone” organization will collaborate with communities across the province to support the
planning and implementation of up to nine youth wellness hubs. The work of PSSP and the



Centre will include: implementation and site support; knowledge exchange and communications;
equity and Indigenous approaches; youth and family engagement; and evaluation support.

A call for proposals will go out in fall 2017 for those that would like to have a Youth Wellness Hub
implemented in their community. Site decisions will emphasize the importance of youth and
family engagement and equity principles. While only a limited number of sites will be selected for
direct funding, implementation support and opportunities for engagement will be available for
additional communities in the future.

HISTORICALLY, YOUTH HAVE been systematically excluded from decision-making opportunities,
which has been shown to worsen pre-existing inequalities in health among this population
(Christens & Dolan, 2011). Consequently, youth engagement must take a “whole community”
approach; it must be an active and ongoing process that embeds youth at all levels of planning,
implementation, and evaluation.

Youth engagement in the mental health sector has multiple benefits, including:

e Improving program effectiveness and the ability of an agency to connect with and provide
better tailored services for youth (Zeldin et al., 2000), as well as enhanced access to
mental health services (Schauer et al., 2007)

e Better promotion of a culture of inclusion and diversity (Zeldin et al., 2000)

e Increased visibility of mental health services in the community (Schauer et al., 2007)

e Promoting positive health, behavioural, and developmental outcomes through
opportunities that increase young people’s sense of control, self-efficacy, and social
responsibility as well as social and political awareness (Carlson, 2006)

e Contributing to the development of a positive self-identity, improved self-esteem, and
enhanced critical thinking abilities (Carlson, 2006); as well as a sense of belonging, and
feelings of safety and closeness (Shaw et al., 2014); leading to:

e Enhanced academic outcomes, improved physical health, and reduction of anti-social
behaviours, alcohol, drug consumption, and rates of addiction (Carlson, 2006).

As part of YWHO’s equity and engagement strategy, youth, family members and service providers
will identify and articulate community needs and priorities to ensure that wellness hubs are
youth-friendly and responsive to the ever-changing needs of young people. In addition to youth,
family members and caregivers have first-hand experience of how services operate, how they
help (or fail to help), and how they may be improved (Chovil, 2009; Funchess et al., 2014;
MacKean et al., 2012). This approach to family engagement aligns with the Centre and the



Ministry of Children and Youth Services’ (MCYS, 2013) definition, which defines “family
engagement” as “an active partnership between families and services providers, which involves
listening to what families have to say, engaging in two-way communication, and seeing the
families as partners and allies in youth mental health.”

In short, the voices of youth and families will be embedded throughout all aspects of this work.
Youth Wellness Hubs Ontario’s commitment to young people and families is additionally
reflected by family member and youth involvement in YWHOQ’s various advisory groups and site
selection process. Individuals and families who are not part of these advisory groups will be given
the opportunity to take part in engagement sessions, in-person or virtual, at the provincial and/or
local level.

WHILE THE SPECIFIC services provided at each hub site will be determined through consultation
and co-development with local youth and community members, the YWHO model involves a core
set of services that is consistent across sites, while remaining adaptable to local needs and
context. Core services will include:

e Mental health

e Substance use

e (are navigation

e Peer support

e Family support

e Qutreach

e Primary care

e Education, employment & training

e Housing and other community & social services

A core feature of youth wellness hubs will be that these services will be seamlessly integrated
with one another.



THE EVALUATION strategy for YWHO aims to be as comprehensive as possible in order to
demonstrate the overall appropriateness and effectiveness of the integrated stepped care model
for youth in Ontario. Therefore, it will include measurements of youth and family member
perceptions of services, functional outcomes for youth, as well as service and health system
impacts and population health outcomes. Evaluation will also be done throughout the planning
and implementation process, to assess youth and family engagement with YWHO, and to monitor
the fidelity of the care model and interventions being implemented at each site.

To ensure comparability, and as per the collective impact approach, the youth hub sites will
develop and use common or shared measurement system/evaluation approaches while still
reflecting the needs of the local community. Standardized assessment tools will be used at each
site, with types of data and data definitions consistent across sites.

At the health system level, indicators will include wait times for services and cost-effectiveness.
We will also evaluate the potential usefulness of digital tools for providing alternative access to
services, health literacy, and self-management.

Youth Wellness Hubs Ontario is poised to respond to longstanding and persistent calls to
improve how youth and their families access and move among services as well as the quality
of those services. These hubs are designed to provide youth and their families with rapid
access to high quality mental health and substance use services through easily identifiable,
low-barrier, youth-friendly locations. These hubs will deliver evidence-based mental health
and substance use interventions and are the next step in continuous efforts to improve
services and supports for young people across the province of Ontario
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Backbone organization: A group dedicated to coordinating the various dimensions and collaborators
involved in an initiative. In the case of YWHO this backbone is comprised of the Ontario Centre of
Excellence for Child and Youth Mental Health (the Centre) and the Provincial System Support Program
(PSSP) at the Centre for Addiction and Mental Health.

Co-creation: Co-creation means working collaboratively on a shared purpose, joint decision-making, a
commitment to action, and collective accountability among all stakeholders.

Collective impact approach: An approach involving a group of actors from different sectors who come
together over a common agenda to solve a specific social problem using a structured form of
collaboration.

Developmental stages: Developmental stages are stages through the lifespan that correspond with
physical and psychological changes and that can be characterized by differences in thought, emotions
and/or behaviour. YWHO recognizes that “youth” is a developmental stage that starts at ends at different
ages for different people.

Integrated care: Integrated care for youth refers to services that address the needs of youth through
multidisciplinary collaboration across care providers, services, and sectors. Furthermore, it aims to address
youth needs across multiple domains of their lives, such as mental health, physical health, education,
employment, and housing.

Meaningful engagement: Meaningful engagement means ensuring that those affected by a given
program, intervention or initiative are involved throughout the entire program or initiative cycle, including
agenda setting, planning, designing, implementation, storytelling, and monitoring and evaluating. It is not
enough to have people present, or be consulted; they must be actively involved in shared decision-
making.

Proof of concept: A proof of concept is a demonstration, the purpose of which is to verify that certain
concepts or models are feasible and have the potential for real-world application.

Stepped care: Stepped care is a model of healthcare delivery in which the most effective, yet least

resource intensive, treatment is delivered to patients first, only ‘stepping up’ to more intensive services as
needed.
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