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High rates of mental health and addiction (MHA) disorders

are a leading cause of morbidity and mortality in adolescents

and young adults,1 the age-group with the highest incidence

of MHA disorders.2,3 The serious human, social, and eco-

nomic consequences4 of youth MHA disorders and the inade-

quacies of the prevailing system of care have been

well-documented.5,6 In response, major systemic transforma-

tion has recently been initiated in several countries including

Canada7 with the purpose of setting up an enhanced primary

youth mental health (YMH) care system.8 This development

of new YMH services in Canada is being promoted and

launched in several jurisdictions as “integrated youth

services” (IYS).9

Researchers in this field have outlined a set of guiding prin-

ciples and objectives for these initiatives,10,11 which include

focus on early intervention, vocational outcomes, youth partic-

ipation in designing services, elimination of transition at

18 years, care reflecting the epidemiology of mental health

problems, and seamless linkages to services for younger chil-

dren and older adults. These principles are well supported by

different stakeholders, especially youth and families. How-

ever, there are currently no evidence-based guidelines for the

organization and the nature of integration proposed as part of

implementation of these services in Canada. Given the historic

inadequacy of services for individuals with MHA disorders, it

is imperative that the complex mental health needs of youth

with MHA disorders are met in these new YMH services fol-

lowing the principles stated above. In this perspective essay,

we address 4 issues that, we argue, should be addressed for any

new YMH service to be successful in improving outcome for

youth MHA problems:

1. In the new YMH services, should mental health be

the central focus around which nonmental health ser-

vices are integrated?

2. Is the new YMH service integrated with the existing

primary care (e.g., family physicians) and with spe-

cialist services?

3. Does the current configuration of the new YMH ser-

vices for youth 12 to 25 years address mental health

needs of youth with developmental problems, which

have an earlier onset?

4. Within the context of open access to YMH services to

promote early intervention, how should a “case” of

YMH disorder be defined?

What Is Meant by IYS and What
Is the Focus?

MHA disorders are the leading cause of morbidity and

help-seeking in youth.1 However, the latter often has addi-

tional needs in education, housing, employment, and physi-

cal and sexual health. Ready access to additional services for

these associated needs is one of the several objectives of the

new YMH services. However, the term IYS does not stipu-

late that the additional services are to be integrated around

the central focus of mental health. In the absence of any

stated requirement for the centrality of mental health and

addiction, the new IYS may run the risk of erosion of the

capacity for effective mental health care for youth.

While none of the currently active provincial (youthubs.ca,

foundrybc.ca, quebec/sante/trouveer-une-resource/aire-ou-

verte) or national (accessopenminds.ca) initiatives in YMH

service in Canada include mental health and substance abuse

in their monikers, some either indicate a primary focus on

mental health (accessopenminds.ca) or include mental health
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in the description of their services (youthubs.ca and foun-

drybc.ca). Other jurisdictions (quebec/sante/trouveer-une-re-

source/aire-ouverte) have launched IYS without making

mental health the focus. Indeed, the term “mental health” does

not appear in the list of services offered; however, it is stated

that it is possible to receive mental health and physical health

service.

If an IYS is promoted as providing global youth services,

of which mental health is one, the services may not be able to

adequately address the unmet and complex mental health

needs of the population. An effective mental health service

to be at the core of IYS requires a mental health workforce

with specific skills and training to deliver effective care.

History is witness to mental health having been chronically

under-resourced with regard to programs and skilled multi-

disciplinary mental health staff including psychiatrists, psy-

chologists, nurses and nurse clinicians, and social

workers.12,13 Designing these services as generic youth ser-

vices and not as primary youth mental health care is in

contradiction to epidemiological evidence of MHA disorders

(anxiety, depression, substance abuse, attention deficit, eat-

ing and psychotic disorders) being the most common health

concerns for youth.3,14 Urgent access to a high-quality

assessment of MHA problems and rapid access to appropri-

ate treatment should be the key objectives of the new trans-

formed services.10,11 These objectives may not be met if

mental health and addiction are not the primary focus of

these services.

Why Might Mental Health be De-emphasized
from IYS?

The tendency to de-emphasize “mental health” from the

vocabulary of “IYS” may have several reasons. Removing

reference to mental health may be assumed to make these

services less stigmatizing and more attractive to youth. Iro-

nically, this may imply that the system of care itself is

uncomfortable with the term “mental health,” reflecting a

service-based stigma.15 If true, this would be surprising in

the context of the recent explosion of bringing mental health

into public discourse (e.g., https://letstalk.bell.ca/en). Hesi-

tation to seek help is less likely related to public stigma and

more to self and internalized stigma.16 There is no evidence

that removing emphasis on mental health and making these

services generic will make them more attractive to youth. On

the contrary, there is evidence that mental health literacy

programs, awareness campaigns, and early identification of

mental health problems may reduce stigma and contribute to

increased help-seeking among youth.17,18 These questions

need to be pursued as part of systematically conducted

research on how to make YMH services more attractive.

The de-emphasizing of mental health in “youth services”

may also suggest a change in the concept of mental illness and

addictions. This may imply a belief that mental illness is like

any other medical problem or alternately the consequence of

social problems, and, therefore, it does not require a

specifically skilled approach. MHA disorders are, in fact, not

like any other medical illnesses19 nor are they merely expres-

sions of social problems. They are products of multiple inter-

acting domains of causation (biological, psychological,

social, and cultural) and, therefore, require a highly skilled

approach to assessment, case identification, an array of psy-

chological and biological approaches to treatment and facil-

itating resumption of personal and social functioning. Thus,

appropriately addressing youth MHA problems requires, first

and foremost, adequately skilled staff from multiple disci-

plines with expertise specifically in the assessment and

treatment of youth MHA disorders. Secondary to this, other

services such as employment, housing, physical health and

social services must be integrated to the extent that they are

readily and rapidly available to support recovery and opti-

mal functioning.

Connecting YMH with Other Primary Care
Services and MH Specialist Services

The current YMH initiatives are conceptualized as an

enhanced primary mental health care for youth, designed

to provide rapid access to assessment, brief mental health

interventions to those who are unlikely to require specialist

care, access to appropriate additional services (housing,

employment, physical health, etc.) and, for patients with

greater severity, provide rapid connection to appropriate spe-

cialized care (Figure 1). The new YMH services will also

need to assure access from current elements of primary

health care (e.g., family physicians, pediatricians), in addi-

tion to being accessible directly to youth and family without

a referral. The new YMH services may continue to have

difficulties in rapid access to a higher level of care for those

in need,20 especially in low resource settings. In Canada,

with the exception of early psychosis, specialized services

for youth with other serious disorders (mood, anxiety, obses-

sive compulsive, eating, severe personality and substance

use disorders) still typically present barriers including long

wait times and lack of service integration across the child–

adolescent and adult services divide.21 In order to achieve

parity for those with serious mental health problems, the

specialized part of the YMH system may need to go through

a transformation on the same principles (e.g., early interven-

tion) as those for the new primary YMH care and be inte-

grated with the latter. This is far from having been even

attempted. For the 2 components of the system to be able

to work efficiently also requires high levels of skill in asses-

sing and treating mild to moderate mental health problems in

the new YMH services and to be capable of transferring

youth with more serious mental disorders to specialist care

with speed and precision. The new YMH services is unlikely

to address most or all mental health needs of Canadian youth

without integration with the rest of the primary and specialist

parts of the system.
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The 12- to 25-Year Age Limit for YMH
Services and the Need to Integrate
Access for Those with Early
Developmental Disorders

Despite considerable agreement on abolishing the transition

of services at 18 years, there are no clear guiding principles

on when and how to transition from child psychiatric to the

new YMH services, the latter currently configured for youth

of 12 to 25 years. Moving the upper limit of transition to

25 years may be justifiable because more than 75% of inci-

dence cases would have appeared by that age, and the transi-

tion, if needed, in adulthood may be easier to accomplish

than in adolescence. On the other hand, the lower age limit of

12 years may be more problematic, as many child psychiatric

disorders, especially developmental disorders (e.g., atten-

tion/deficit hyperactivity, pervasive developmental disor-

ders), present much earlier and are often precursors to

adult MHA disorders. These children and their families often

face very challenging pathways to care for their mental

health needs22 and must have access to the new YMH ser-

vices at par with those in whom MHA disorders appear de

novo. The new YMH services will, therefore, need to inte-

grate primary care–level services for those with develop-

mental psychiatric disorders with the main MHA services,

be staffed adequately to serve their immediate needs, and

help them navigate the specialist level of care (Figure 1).

While some jurisdictions are adopting the age range 0 to 25

for YMH services,23 this is not the case with the current

YMH initiatives in Canada (ACCESS Open Minds,

Y-WHO, Foundry, Aires ouvertes). There is much need for

further discussion and research in this field in order to

improve the structure of these services in line with popula-

tion needs.

The Importance of Determining the
Boundary around “Caseness” for
Youth Accessing the New YMH Services

The new YMH services are designed to encourage youth to

seek help through open and unencumbered access using mul-

tiple portals, including YMH designated spaces, without a

referral,24 in addition to referrals from within the primary

health care and the education systems. While it is essential to

remove obstacles for help-seeking, the responsibility for

evaluation of caseness of the presenting mental health prob-

lem and subsequent decisions for intervention(s) and/or

referral to a specialized service falls on the assessing clin-

ician, usually a nonpsychiatrist. Establishing caseness may

be more difficult in the case of youth seeking help for the

first time for an undefined mental health problem compared

to delineating one established MHA disorder from another

(e.g. psychotic vs. nonpsychotic disorder). Further, using a

psychiatric diagnosis at first assessment may be neither pos-

sible nor advisable, given the sensitivity of labeling without

adequate evidence. Caseness in such circumstances may be

primarily based on the level and source of distress and

impaired functioning, and an assessing clinician will need

to possess adequate expertise in mental health. The boundary

between variations of normal behavior (e.g., crisis following

Figure 1. Proposed new youth mental health service configuration.
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a relationship breakup) and that associated with an MHA

disorder may indeed be difficult to define. Assessing clini-

cians at the first point of contact will need to be aware of

negative consequences of unnecessary treatment, including

possible harm from therapeutic interventions,25,26 interfer-

ence with personal resilience and agency, and the potential

impact of such labeling on future help-seeking for health

services. On the other hand, missing the presence of an MHA

disorder is likely to have consequences such as failed oppor-

tunity for early intervention, likelihood of utilizing institu-

tional services in future, and self-harm. Improving the rate

of correct assignment of caseness without resorting to making

early psychiatric diagnosis will require further research. This

could involve validating routine use of brief self-administered

instruments to assess the nature and severity of distress (e.g.,

Kessler 10-item Distress Scale),27 supported by use of a clin-

ical assessment scale (e.g., Clinical Global Impression–mod-

ified),28 a functioning scale (e.g., Social and Occupational

Functioning Assessment Scale)29 in the context of a clinical

interview. Such a multidimensional assessment,30 once vali-

dated, would allow an assessing clinician (nonpsychiatrist) to

make decisions regarding need for further specialist diagnos-

tic assessment and care without using a diagnostic label early

in the course of the service encounter. This further supports

the argument for a high level of skill in mental health for staff

working in the new YMH services and integration of a

population-level approach to identifying new cases.

Conclusions

We support the continued development of the new YMH

services to be purposed as an “enhanced primary mental

health care” providing rapid access to a skilled assessment

of MHA problems, brief interventions when appropriate,

supportive services (e.g. housing, physical health, employ-

ment), and rapid access to specialized care, when needed.

However, several key issues may need to be addressed in the

process of scaling up current models of service across the

country. We propose that the new YMH services be specif-

ically focused around MHA disorders through integration at

several levels: ancillary services be organized around the

primary focus of assessment and treatment of YMHA dis-

orders and not by making mental health as just one part of a

host of other services, thereby, making them Integrated

Youth Mental Health Services and not just Integrated Youth

Services; the new YMH services be integrated with other

primary health care (e.g. family physicians) and specialist

services for care of serious MHA disorders; particular atten-

tion be paid to integrate needs of younger children (under 12)

and youth with developmental disorders; to explore the

potential benefit of removing the lower end of the age criter-

ion (12 years); and the issue of caseness of a YMH disorder

be established, through systematic research, to reduce the

risk of false positives and false negatives. We strongly pro-

pose that a clearly articulated national research plan be

developed to establish an evidence base that would ensure

fidelity to the well-established principles and objectives of

YMH service.10 Evaluation of whether the current YMH

initiatives are meeting their objectives will assist in support-

ing large-scale deployment of one or more models of YMH

services. While an uncontrolled multi-site evaluation of one

of the models of YMH service transformation is nearing

completion,30 controlled evaluation of effectiveness of one

or more models, using their current infrastructure, may fur-

ther strengthen the scalability of the new YMH services. In

order to match the current enthusiasm generated for improv-

ing YMH service delivery, it is important that this first step

in YMH service reform be adequately structured, resourced,

and investigated for effectiveness, followed by similar

development in specialist services as a continuum. Other-

wise, we will once again run the risk of creating the same

disappointing state of failed reforms that litter the history of

treatment of mental illness.
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