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IS THIS THE RIGHT QUESTION?

N
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1)
2)
3)

4)
5)

INITIAL QUESTIONS %
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Transition for people from childhood to adulthood? OR
Transition from one service silo to the next?
Where should the shifts in service culture and expertise be?
Gaps vs junctions/transitions
Where are the optimal points for these?
What should guide these design decisions?
Tradition? Status Quo?
Developmental and cultural considerations?
Epidemiology?
Young people?
Families



THE NEGLECT OF ADOLESCENT ;i Mental Health Commissiond
PSYCHIATRY Commson sz e

“It has always been a puzzle to me that the period of life of maximum disturbance,
adolescence, is the one of least interest to both psychiatrists and governments....

...... the neglect of adolescent psychiatry is a special form of self-harm undertaken by
adult society.”

John Gunn 2004
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MENTAL CAPITAL OVER THE COURSE OF LIFE
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Worth More in Young E/—/ :
Adulthood than in Early or Commstn st o

“If individuals are forced to choose between saving the life of a 2 year
old and saving it for a 22 year old, most prefer to save the 22 year old.
A range of studies confirms this broad social preference to “weight”
the value of a year lived by a young adult more heavily than one lived
by a very young child or an older adult.”

Murray and Lopez 1996 (GBD)
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Figure 5 The relative value of 2 year of life lived at different ages, as
incorporated into DALY
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The new life stage of emerging adulthood at ages 18-29 years: Commission  lasanté mentale
of Canada du Canada

implications for mental health

Jeffrey | Amett, Rita Zukouskieng, Kazumi Sugimura

Since 1960 demographic trends towards longer time in education and late age to enter into marriage and of parenthood oot Prychiory 2014,
have led to the rise of a new life stage at ages 18-29 years, now widely known as emerging adulthood in developmental 156576

psychology. In this review we present some of the demographics of emerging adulthood in high-income countries — Thisisthe third ina Seres of
with respect to the prevalence of tertiary education and the timing of parenthood. We examine the characteristics of mﬁm’t‘w
emerging adulthood in several regions (with a focus on mental health implications) including distinctive features of

emerging adulthood in the USA, unemployment in Europe, and a shift towards greater individualism in Japan. TL:IS:JT:H‘:LTH
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Joseph Campbell and the “Hero’s Journey”
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Call to Adventure Freedom to Live
The hero starts off in a mundane situation of Mastery ieads to freedom from the fear of death, which in turn is
normality from which some information is received the freedom to live. This is sometimes referred to as living in the
= T H E 1 7 STA G E S moment, neither anticipating the future nor regretting the past.

that acts as a call to head off into the unknown.

OF JOSEPH CAMBELL'’S

MONOMYTH

Master of Two Worlds

Achieving a balance between the material
and spiritual (the inner and outer world).

Refusal of Call

Often when the call is given, the future
hero refuses to heed it. This may be
from a sense of duty or obligation, fear,
insecurity, a sense of inadequacy, eic.

Supernatural Aid
Once the hero has committed
to the quest, conscicusly or
unconsciously, his or her
guide and magical helper
appears, or becomes known.

SEPARATION RETURN

Crossing First
Threshold

This is the point where the
person actually crosses into the
field of adventure, leaving the
known limits of his or her world
and venturing into an unknown

and dangerous realm where the
rules and limits are not known.

Belly of the Whale
The belly of the whale
represents the final separation
from the hero's known world and
self. By entering this stage, the

achieve me Mg . -
quest. It is what the person went
on the journey to get. All the

person shows their wilingness

to undergo a metamorphosis.
/ \ 77 previous steps serve to prepare
\ / IN ITIATIO N KI‘ and purify the person for this step.

Road of Trials

The road of inals is a seres of tests,
tasks, or ordeals that the person must
undergo o begin the transformation.

n the person fails cne or more of

these tests, which often occur in threes.

o | Apostasis

¢ 7y Whnen someone dies a physical death, or
\_l > dies to the self io live in spirit, he or she
moves beyond the pairs of opposites to
a state of divine knowledge, love,
compassion and bliss.

Atonement with the Father
In this step the person must confrent and be initiated by

Meeting with the Goddess

This is the point when the person experiences a love

that has the power and significance of the all-powerful, r hol W power in his or her i
all encompassing, unconditional love that a fortunate Temptation Thisstepisabout those matarial temptations that may x;tar:v:ndngtgietzethui: :::h(ee fath:r Ig( alsf:ih:$.iig:;elr;vr::r;\);s
infant may experience with his or her mother. P lead the hero to abandon or stray from his or her quest. life and death -power. This is the center point of the journey.
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“The transition to adulthood is poorly understood in spite of the fact
that it is probably the age period when most adult disorders have
their peak rates of incidence”

- Mrazek & Haggerty, 1994
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Figure 6 Incident YLD Rates per 1,000 Population by Age

and Broad Disease Grouping, Victoria 1996
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Fig. 1. Disability-adjusted life year (DALY) rates (per 100 000) and proportions (%) for mental and substance use disorders for
persons in each age group across childhood and youth in 2010.
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The Mental Health
of Children and Adolescents

REFORT ON THE SECCHND AUSTRALIAN
CHILD AND ADDLESCENT SURYEY
OF MENTAL HEALTH AMND WELLEEING
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Figure 1: Prevalence of mental disorders in 4-17
year-olds in the past 12 months
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Figure &: Severity of mental disorders

experienced by 4-17 year-olds in the past 12
months by age group
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EARLY
INTERVENTION:
Models of Intervention

Inconvenience stores




B MNEW RESEARCH]

Mental Health Commission de
Commission la santé mentale
of Canada du Canada

Cumulative Prevalence of Psychiatric
Disorders by Young Adulthood: A
Prospective Cohort Analysis From the
Great Smoky Mountains Study

William Copeland, ro., Lily Shonahan, s, E. Jone Coskllo, mo,
Adrion Angold, weCrywh

Objective: Mo longlisdinal siwdics boginning in childhood have esimasd ithe cosuladng
prevalkenos of prychizsric |liness from childhood inic young adulihood. The obecive of this
sHedy W bD eStiEmate the cumulzive prevalencs of peychiick disorders by young adulthond
and o 2ssex how Inclision of not csherwisn speciflad diagnoses aERce cum uxive prevalence
et Mpthod: The prospecive, popubdon-besd Cres Smoky Mouniaies Shady =-
HEmpd 14X panicipanes up @ ning fimes Erom 9 shrowgh 21 years of age éom 11 countes in
e s theastem Linkied Sextes. Common psychiirk disonders wene 2ssemed In chilldhood and
adalescence (ages 9 1o 16 years) with e Child and Adolescent Peychimric Asssssmant and In
young adulthood ages 19 and 11 years) with the Young Adule Peychimrc Asocsmeont.

sl cemuknive j.m:nE-:cm]

mmmﬂﬂ]mmuﬁhﬂr:mﬂmlﬁﬂiﬁrﬂrﬂﬂﬁnmrmm}dmm
(B8.1% vs 77 8%). Childnen with 3 not otheny iss specified disorder only were 23 omsed rsk
for @ well-speciind young aduli disorder compared with children with no disorder In
childfood. Concesiens: Only 3 small pereniage of poung ponple mem criseria for a DSk
disneder 3t any given dma, bt most 3o by yoleng adulthood. As wih other sedical lliness,
pychizric liness 5 2 searty universl experience. |. s Acsd. Child Adclesc. Psychiainy,
A SNTERSE-I6]. Koy Words:  epideminlogy, provalencs, not sthenwiss specifiod disor-
drs, psychizric disorders

JAACAP 2011



Burden of psychiatric disorder in young adulthood

and life outcomes at age 30

Sheree ). Gibb, David M. Fergusson and L John Horwood

Background

Peychiatric disorders are comman during young adulthood
and comorbidity is frequent. Individual psychiatric disorders
have been shown to be associated with negative economic
and educational outcomes, but few studies have addressed
the relationship betwesn the total extent of psychiatric
disorder and life outoomes.

Aims

To examing whether the extent of commaon psychiatric
disorder between ages 18 and 25 is associated with negative
economic and educational outcomes at age 30, before and
after controlling for confounding factors.

Method

Participants were 987 individuals from the Christchurch
Health and Development Study, a longitudinal study of a birth
cohort of individuals born in Christchurch, New Zealand, in
1977 and followed to age 30. Lingar and logstic regrassion
models were used to examing the associtions between
peychiatric disorder from age 18 to 25 and workforce
participation, income and [ving standards, and educational

achievement at age 30, before and after adjustment for
confounding factors.

Results

There were significant associations between the extent of
psychiatric disorder reported betwesn ages 18 and 25 and all
of the outcome measures (all P«<0.05). After adjustment for
confounding factors, the associations between psychiatric
disorder and workforce participation, income and lving
standards remained significant (all P<0.05), but the
associations between psychiatric disorder and educational
achievement were not significant (all P=0.10).

Conclusions

After due allowance had been made for a range of
confounding factors, peychiatric disorder between ages 18
and 25 was associated with reduced workforce participation,
lower income and lower economic living standards at age 30

Declaration of interest
Nane.
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UNMET NEED IN NW Melbourne ca. 2002

880,000 in catchment area
50,000 cases (15 -24 years) in any one year
2,000 referrals to intake per annum now stable - only 800 can be accepted

2/3 of those NOT accepted have significant mental disorders, with poor
functioning, and 22% have a recent history of suicide attempt

Those not accepted do very poorly at 2 year follow up (Cosgrave et al 2007
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Young people don’t seek or get professional help!!

Only 13% of young men and 31% of
young women access professional
mental health care

Young men aged 16-24 have the
lowest professional help-seeking of
any age group
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* Primary Care — not functioning at all for EA’s

* Need to build a stigma free highly engaging and accessible portal with capacity for
high volume and positive experiences and outcomes, and

* And expanded specialist YMH system with capacity for more expert, mobile,
intensive and longer tenure as required
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OPTION 1

STATUS QUO
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Caring culture, but child culture vs youth culture?

Playdough vs hipsters

Under-resourced and under-researched

Already splits prepubertal and kids and postpubertal adolescents

Developmental focus but only some staff specifically trained in this

Problems with older clients 15 plus?

Selective and weak grip on 15 -18 year olds?

Need to expand developmental and family perspective especially to older
adolescent -young adult phase



Massive bottleneck for transition

Under-resourced even for “SMI”/Schizophrenia focus
Diagnostic censor/triage

Targeting of SMI a serious problem for El and full coverage
Minimal developmental or family expertise or commitment
Evidence base better but poor translation

Soft bigotry of low expectations

Stigmatised, often crude and still traumatic
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“New Band of Care for Young People/Emerging Adults”
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Makes sense to young people as a subcultural entity with soft transitions and shifts
Developmental, family and community cohesion principles can be implemented
Needs to be fluid diagnostic framework

New structures required

Capacity to handle stigma, engagement, and uncertainty

Youth precincts

El paradigm central

Not possible in current service systems CAMHS or Adult as currently developed

Analogy with Old Age Psychiatry
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Ca---AD---O 0-18, 16-64, 65-

C=Y-AD-O 0-25, 26-64, 65-

C-EA-AD-O 0-12/14, 15-30, 31-64, 65-



WHO 10-24 yrs

United Nations 15-24 yrs

Australian Institute for Health and Welfare 12-24 yrs
Children 0-14 yrs

ABS 12-25 yrs

Local Government 12-25 yrs
Headspace (Australia) 12-25 yrs
Headstrong (Ireland) 12-25 yrs

20% of population in Australia
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Adolescent mental health

Cultures for mental health care of young people:
an Australian blueprint for reform

Patrick D McGorry, Sherilyn D Goldstone, Alexandra G Parker, Debra] Rickwood, lan B Hickie

Mental ill-health is now the most important health issue facing young people worldwide. It is the leading cause of
disability in people aged between 10 and 24 years, contributing 45% of the overall burden of disease in this age-group.
Despite their manifest need, young people have the lowest rates of access to mental health care, largely as a result of
poor awarengss and help-seeking, structural and cultural flaws within the existing care systems, and the failure of

CragsMark

Lancet Psychiatry 2004; ¥ X: o
xx

ThisistheX in a Senes of X
papers about adolescent mental



One stop service for mental health,
AQD, physical health, vocational
assistance that is youth friendly and
free or low cost
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headspace
centres 2014

Northern Territory

Alice Springs
Darwin

Western Australia

Albany
Broome
Bunbury
Rockingham
Armadale*
Kalgoorlie*

Perth
Fremantle
Joondalup
Midland
Osborne Park

South Australia

Berri Adelaide

Murray Bridge Edinburgh North

Port Augusta Noarlunga
Woodville
Norwood*

*Opening late 2014. Centre names subject to change

Queensland

Cairns

Hervey Bay
Ipswich
Mackay
Maroochydore
Mt Isa
Redcliffe

Tasmania

Hobart
Launceston

Rockhampton
Southport
Townsville
Warwick
Logan*
Toowoomba*

Brisbane

Inala

Nundah
Woolloongabba
Indooroopilly*

Bathurst
Coffs Harbour
Gosford
Lismore
Maitland
Newcastle
Nowra

Port Macquarie
Tamworth
Wagga Wagga
Wollongong
Dubbo*
Queanbeyan*
Tweed Heads”

Canberra

Victoria

Ballarat
Bendigo
Frankston
Geelong
Morwell
Shepparton
Warrnambool
Mildura*

Wodonga/Albury*

Sydney
Brookvale
Campbelltown
Camperdown
Chatswood
Hurstville
Liverpool
Miranda

Mt Druitt
Parramatta
Penrith
Bankstown*
Bondi Junction*
Strathfield/Burwood*

Melbourne
Collingwood
Craigieburn
Dandenong
Elsternwick
Glenroy
Hawthorn
Knox
Sunshine
Werribee
Narre Warren*
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headspace — Australia’'s innovation in
yvouth mental health: who are the clients
and why are they presenting?

eadspace Mabonal Youth Men-

tal Health Foundation 1s the

Australian Government's
major investment in the area of youth
mental health.! The National Survey
of Mental Health and Wellbeing
(NSMHW) revealed that one in four
young people expenence a clinically
relevant mental health problem
within any 12-month penod, com-
pared with one in five in the general
]:h|:r]:l-1.1.].al1:i1:|r|.2 Half of a cohort of young
people were shown to suffer diagnos-
able mental ill health at some point
duning the transiton from childhood
to adulthood, which redoces fulfl-
ment of therr potential and inoreases
likelihod of disability and premature
death.? Australian data are consistent
with intermational trends and the
adolescent and early adult years are
penods of peak prevalence and ina-
dence for most mental disorders®®
Yet, despite having the highest preva-
lence, young people have the lowest

lrasml ¥ mrmbaemamal kale saal—ames Fae

Objectives: To provide the first national profile of the character stics of young
people (aged 12 -25years) accessing headspace centre sarnvies — the Australian
iZovemment's innowation in youth mental health senvice delivery —and
investigate whether headspace s providing early senvice acess for adolescants
and young adults with emernging mantal health problams.

Design and participanits: Census of all young people acmessing a headspace
cantre aonoss the national network of 55 centres comprising a total of 21 274

headspace clients bebtween 1 lanuarny and 30 June 2013,

Main outcome measures: Reason for presantation, Kessler Psychological
Distress Scale, stags ofillness, diagnosis, functioning.

Results: Young people weare most likely to present with mood and amxd sty
symptoms and disordars, salf-reporting theirreason for attendance as problems
with how they felt. Client demographic characteristics tended to reflect
population-lewel distibutions, although dients from regional areas and of
Aboriginal and Tomes Strait Elander background were partic ulardy well
represented, wheneas thoss who were born outside Australia were

undemapressntad

Conclusion: headspace centres are providing a point of sanvice access for young
Australlans withhigh levels of psychological distre== and need for carein tha
early stages of the development of mental disonder.

behalf of a local parmershap of organ-
1sations responsible for the delivery of

services, comprsing mental health,

mlrmhal mmd cthars deer -

between 1 January and 30 June 2013.
This comprised data from 21 274 ch-
ents across the 55 current headspace

b e sk e o -



Research

The services provided to young people by
headspace centres in Australia

The headspace | headspace, the National Youth Mental - |y E VY-

initiative Health Foundation, was initiated by | ppjectives: To describe the services provided to young people aged 12-25

the Australian Government in 2006 years who attend headspace centres across Australia, and how these
ENg4E8ES YOUNE | because it was recognised that the services are being delivered.

people with a | prevalence of “‘E“.tﬂl dis“'de"ﬁ and Design: A census of headspace clients commencing an episode of care
range of health the burden of disease associated | petween 1 April 2013 and 31 March 2014,

Jwellbel with “‘F“"’at}n health EE’,"E'IZ“‘IE Was | participants: All young people first attending one of the 55 fully established
ana wellDeing | greater for those in their adolescent | hoq05m 300 centres during the data collection period (33038 young people).

Concerns, :gil;ag};tafﬁ;: ﬁiﬁgﬂ;ﬂ;ﬂ ‘:::': Main outcome measures: Main reason for presentation, wait time, service
: . t cservice provider t ,funding stream.
not Just ... less likely to access professional ype i ype, Tunding

Results: Most young people presented for mental health problems and
situational problems ( such as bullying or relationship problems); most of

. . those who presented for other problemns also received mental health care
integrated service hubs that respond | corices as neaded. Wait time for the first appointment was 2 weeks or less
to the mental health, general | for 80.19 of clients: only 5.3% waited for more than 4 weeks. The main
health, alcohol and other drug, and | services provided were a mixture of intake and assessment and mental
vocational concerns of young people health care, provided mainly by psychologists, intake workers and allied
aged 12 to 25 years?! The main mental health workers. These were generally funded by the headspace
goal is to improve mental health grant and the Medicare Benefits Schedule.

outcomes by reducing help-seeking | Conclusions: headspace centres are providing direct and indirect accessto
barriers and facilitating early access -{ﬂEﬂtal health care for young people.
to services that meet the holistic

mental health | help.! headspace centres aim to be
problems highly accessible, youth-friendly




Research

Changes in psychological distress and psychosocial
functioning in young people accessing headspace
centres for mental health problems

all centres I mproving the mental health and Abstract

wellbeing of adolescents and Objectives: To examine changes in psychological distress and

ursue a . . .
P young adults is receiving increas- psychosocial functioning in voung people presenting to headspace centres
commaon ing attention throughout the world." across Australia for mental health problems.
vision of The Australian Governmentwasthe | pesign: Analysis of routine data collected from headspace clients who

first to invest significant fundsina | had commenced an episode of care between 1 April 2013 and 31 March
practical and systematic response to 2014, and at 90-day follow-up.

evidence- this challenge, initiating a national | Participants: A total of 24 034 people aged 12-25 years who had first
based, early reform process that created new presented to one of the 55 fully established headspace centres for mental
service platforms for young people health problems during the data collection period.

youth-focused,

intervention through its founding of headspace, | Main outcome measures: Main reason for presentation, types of
the National Youth Mental Health therapeutic services provided, Kessler Psychological Distress Scale (K10)
Foundation.® scores, and Soclal and Occupational Functioning Assessment Scale
(50FAS) scores.

The mfm‘:'ft“re mn,m:"?nmd in 2006, Resulis: Most headspace mental health clients presented with symptoms
establishing an initial 10 centres | depression and anxiety and were likely to receive cognitive behaviour
and is set to increase to a network | therapy (CBT). Younger males were more likely than other age- and sex-
of 100 centres across Australia by | defined groups to present for anger and behavioural problems, while
2016. headspace centres are one-stop younger females were more likely to present for deliberate self-harm.
entry points fo.a_ring a mix of the From presentation to last assessment, over one-third of clients had
services that young people need significant improvements in psychological distress (K10) and a similar

proportion in psychosocial functioning (SORAS). Sixty per cent of clients
showed significant improvement onone or both measures,

Conclusions: Data regarding outcomes for young people using mental

health care services similar to headspace centres are scarce, but the

current results compare favourably with those reported overseas, and
.\?hnw positive outcomes for young people using headspace centres.

most. Centres provide early inter-
vention by responding to early pres-
entations of mental health problems
and by assisting young people at

greater risk of developing mental

disorders. Being youth-friendly
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Australian National Survey of
Adolescents
— 2014 (Young Minds)
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Heard about headspace:

* 50.7% all parents
*  64.6% of parents of adolescent
with a mental disorder

e 37.2% all 13-17 year olds

* 54.4% of adolescents with major nAusIEL
sBLACKILWD

ﬁ}e

depressive disorder
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International awareness study conducted by RIWI - 2015

) e
:Iefp\:"ie}:gg;?,:d of headspace (the National Youth Mental Health Foundation)? Do you consider mental health to be the main health problem for young people aged 12-257

Respondents 12-25 only

Yes iNo
"Yes mNo
Australia Canada  United Kingdom Ireland Denmark New Zealand  United States Australia Ireland Canada New Zealand  United Kingdom Denmark United States
(Confidential 2015 & RIWI Corp. 3 Confidential 2015 @ RIWI Carp. 5

For a review of RIWI’s peer-reviewed, patented, and award-winning methodology, see:
https://riwi.com/how-rdit-works/
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Centres:

 N=74,804 (2013-2015) - 60% female

 23%aged 12-14; 34% aged 15-17; 14% LGBTIQ (vs. 1-3% population)
* 9% Aboriginal or Torres Strait Islander (vs. 4% population)

* 7% CALD (vs. 25% population)

40

eheadspace:

e over 60,000 registrations, 150 yp each day
* 79% female

e 10% aged 12-14, 33% aged15-17

@ centres

B eheadspace

School support 15 -
* One third of all secondary schools in Australia 10 -

Early psychosis program

* 55% male (preliminary data) 1214 1517 1820 2125
Age Group
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April 2013 — March 2015

Stage of illness

Not applicable

Stage 4 Ongoing severe symptoms

Stage 3 Periods of remission

Stage 2 Threshold diagnosis

Stage 1b Sub-threshold diagnosis

Stage 1a Mild to moderate general symptoms

\|H"I

Stage 0 No symptoms of mental disorder

o
(%2}

10 15 20 25 30 35 40
Per cent



Appropriate

@) PRESENTING TO THE CENTRE

Young people presented to the centre with these issues ...

SaJluad aoedspeay

DEPRESSION
g 28% OTHER MENTAL

ISSUES
? 23% 0

ANXIETY

SEXUAL HEALTH

SITUATIONAL
PHYSICAL/

home conflict -
relationships -
bullying -
homelessness -

@ 13%

ALCOHOL&
OTHER
DRUGS

3% @»

22% %
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Effective
April 2013 — March 2015
Clinically
Reliable Significant
Improveme Improveme
nt nt
K10 SOFA
(N=26, S
171) (N=34,
635)
37% 38%
61% K10 50% K10 42% K10
and/or and/or and/or
SOFAS SOFAS SOFAS




Effective

=

@

@

73

April 2013 — March 2015 b5

>

o

K10 (N=26,171) SOFAS (N=34,635) 3

35.0 70.00 3

"
34.0 ¢ 1-2 sessions 69.00
33.0 —8—3-5 sessions 68.00
= 6-9 sessions 67.00
31.0 =10+ 66.00
30.0 sessions 65.00

29.0 64.00 @
28.0 63.00
27.0 62.00
26.0 61.00
25.0 60.00
- ™ w o N oy by o =] L]



Accessible

Centres: -

N=74,804 (2013-2015) 8

60% female - * al

23% aged 12-14, 34% aged 15-17 i w

14% LGBTIQ (vs. 1-3% population) * =

9% Aboriginal or Torres Strait Islander (vs. 4% 3

population) B

7% CALD (vs. 25% population) f 20  centres
eheadspace: gl e
over 60,000 registrations, 150 yp each day - :
79% female

10% aged 12-14, 33% aged15-17 O '

12-14 15-17 18-20 21-25

School support Age Group
- one third of all secondary schools in '
Australia - .

Early psychosis program
55% male (preliminary data)

ACCESSING THE SERVICE q’
Waiting Time
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Early Intervention

First Impact Factor released in Juna 2010
and now listed in MEDLINE!

IN PEYCHIATRY

Early lntervention in Pachityy 2014; »»: se_sa
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Early Intervention in the Real World

Treatment patterns and short-term outcomes in
an early intervention youth mental health service
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Abstract

Aim: Early intervention mental health
services tailored for young people are
being developed across the world, yet
reports on service use patterns and
short-term clinical outcomes for the
clinically diverse group accessing
these services are very limited. The
current study employed the clinical
staging model to examine whether
young people within the two clinical
stages that precede full-threshold dis-
order (stage 1a and stage 1b) differed
in terms of treatments received and
short-term symptomatic and func-
tional outcomes.

Methods: Eight hundred ninety young
people apged 12-25 vears seeking
mental healthcare within a 12-month
period were analysed in this study.

Results: Attenuated syndrome (stage
1b) patienis used significantly more
services than help-seeking (stage 1a)
patients, including significantly
higher rates of psychotropic medica-
tion prescripton (9.3% vs. 43.6%).
Stage la patients started with signifi-
cantly lower levels of psychological
distress and significantly higher levels
of functioning at service entry and
showed improvement only in psycho-
logical distress over 10 sessions.
Despite using significantly more ser-
vices, stage 1b patients remained
impaired on both measures after 10
sessions; however, they showed some
modest improvements in their levels
of psychological distress and func-
tioning over this time.
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Vision for Youth Mental Health

“In 2020 young people in all
communities will have access to the
knowledge, skills and services
necessary to respond to, and support

them in periods of mental ill-health”

INTERNATIONAL ASSOCIATION FOR




The International Declaration fﬁ
on Youth Mental Health
A shared vision, prindples and action plan for mantal hsalth rﬂ][:]

sarvice provision for young people aged 12-25 years

I e ey i

YOUTH

Imagine a world where. .. MERITAL HERLTM

Evary young parson has 2 maaningtul o and can Tulfl thei hopes and droams
All'young peopis ans rspectnd, vaiued and supported by their Tamilke, frinds and communites
Youndg peopia feol empowwred 1o axercse thelr right to paricipate in deckions that atiect them
Youndg peopio with mental B-haaith get tha support and cane they necd when and wiharg thay noed it
Mo young person with mankal §-haalth has bo endurs stigma, prejudics and dEcrimination

Thi ke of tamily and frionds In SUPpCFNG Young peopia s vakmd and encouraged

IR IE L AL

1Q-year targets

1. Suicida rates for young peopla aged 12-25 years will haw
rechecnd by & Mnimum of 50% ovr tha nad ten years

Why an International
Declaration on Youth

Thes: minimaum 1arget meanes that we do not accopd that the Mental Health?
adath of any young person by sukcide i inetabi

?  Every young person wil b cducatod i ways bo sty mentally 'Intern;m'-:n.al declarations
hoakt wil be abk 0 recognise signs of menkal health that arbiculate core values,
rm:;:;ﬁj WAl know how bo arrees mantal haafih support goaks and standards have

played an important role
in enhancing the quality
ENOTaTITSE; of care in a number of

4 Al primary cang sanvices will use youth mantal haaith arezs of medicine”
Zmemant and inberveniion proltoonis (Berinaie & fcTamy 200

C Allrgamgey o e le spm el e miy e B ey mmpee ] bw mhel e

3 Youth mental haalth traning will be 2 standand curmouum
nmponent of all heaith, youth and socal carm iraining




INTERHATIOMAL ASSCLIATION FOR

YOUTH

MENTAL HEALTH

Announcing the Third International Youth Mental Health Conference
Transformations: Next Generation Youth Mental Health
Hosted by the International Association of Youth Mental Health in
partnership with The Graham Boeckh Foundation and McGill
University

8" — 10" October 2015,Place des Arts, Montreal, Quebec, Canada @

The National Centre of Excellence
in Youth Mental Health



The National Centre of Excellence
in Youth Mental Health
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BRIDGING THE : ~EN CHILD
AND YOUTH MENM :ALTH
SERVICES AND | “ITAL
HEALTH SERVICE.
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Restrict “TRANSITION” to the developmental task not to service transitions
Service transitions must be soft ones and flexible

The public health issue is huge and society should not be sold short through
band-aid changes

Fundamental reform is essential, overdue and possible
MVP products already exist and can be built in Canada
Unlike any other area of health reform this one is an investment not a cost

Young people and families must be centrally involved



%al Health Commission de

Commission la santé mentale
of Canada du Canada

8. Philanthropy decisive as a catalyst — government to embrace
9. Full consensus not always possible and seeking it at all costs will slow reform

10. International synergy and cooperation an asset



