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Highlights

•	 IYS exemplifies an innovative 
approach to SP through the devel-
opment of a closely connected net-
work of interdisciplinary service 
providers.

•	 Youth engaged in IYS are likely to 
connect with multiple services con
currently as biopsychosocial needs 
are identified and addressed.

•	 The most common services pro-
vided by YWHO address mental 
health, educational and relation-
ships needs, and are provided by 
mental health workers, care navi-
gators and education or training 
support workers.
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Abstract

Introduction: Integrated youth services (IYS) presents a unique opportunity to adopt 
social prescribing (SP) strategies within the IYS service model by developing and lever-
aging a highly connected multidisciplinary network of clinical and community-based 
service providers to tackle health inequities and enhance service access and outcomes 
for youth. This paper outlines a case study of Youth Wellness Hubs Ontario (YWHO), 
Canada, a collective of youth-serving organizations integrated and networked, and 
operating as a learning health system implementing SP services. The main study objec-
tive was to document how YWHO hubs engage in social prescribing through service 
provision.

Methods: We adopted an embedded case study approach. Data were collected from 
youth (n = 6361) aged between 12 and 25 years who were seeking services at a YWHO 
hub. Descriptive analyses, including frequencies across categories, were generated from 
service data, including reason for visit, needs addressed and service provided.

Results: A comparative analysis of services requested and provided found that youth 
across visits to YWHO hubs were engaging with multiple services and service providers, 
with a wide range of health, mental health and social support needs being addressed. 

Conclusion: YWHO implements SP services that aim to improve mental health resil-
ience by supporting the vocational, educational and socialization needs of young people 
accessing IYS through YWHO hubs. 

Keywords: social prescribing, integrated youth services, youth services, youth well-being

Introduction

Mental health service use among youth 
continues to be low,1,2 while treatment for 
substance use has been found insufficient 
for meeting youths’ needs.3 Youth seeking 
services commonly experience multiple 
internalizing (e.g. depressive symptoms, 
anxiety, stress) and externalizing (e.g. 
inattention, substance use, hyperactivity) 
difficulties3-6 that can lead to poor devel-
opmental outcomes if not fully addressed.7 
The need for quality integrated services 

addressing these health disparities con-
currently is well documented,2,5,8-11 yet ser-
vice frameworks adopting this approach 
are largely absent from practice.9 

Addressing this service gap, integrated 
youth services (IYS) is an innovative care 
approach that establishes multidisciplinary 
teams of professionals who work together 
to meet the co-occurring needs of youth 
and their families.4,9,10 IYS establishes a 
shared vision of delivering youth services 
across an integrated network of providers,9,11 

thereby transcending the capacity of indi-
vidual programs and leveraging the power 
of a collective network providing wholis-
tic support and reducing fragmentation of 
care.10-13 By enhancing connections to and 
between services, IYS supports timely and 
effective health and mental health care for 
youth,2 thereby decreasing health dispari-
ties faced by this population.7,8

A core component of IYS includes leverag-
ing the power of social prescribing (SP) 
practices for the purpose of enhancing 
service engagement for youth.4,10 SP refers 
to activities that connect service users to 
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person-centred health and mental health 
services in a community setting as part of 
an intervention.14 These services aim to 
support individuals in addressing their 
own social and health needs through com-
munity connections15 by facilitating refer-
rals from clinical to nonclinical community 
services.16 As IYS becomes more estab-
lished across Canada,4,9,11,13,17,18 the oppor-
tunity to expand and broaden SP in youth 
wellness services grows.15 Local, regional 
and pan-Canadian IYS networks, such as 
YouthCan IMPACT,13 are implementing 
models supporting appropriate and timely 
access to youth well-being services. While 
substantial evidence supporting the IYS 
model exists,9-11 practice-based literature 
describing model components and service 
use is needed to facilitate replicability.11 
Supporting this need, our study adopted a 
case study methodology to explore how 
youth wellness hubs engage in social pre-
scribing through service provision. 

Integrated youth services and social 
prescribing

IYS networks in Canada adopt a service 
hub approach, whereby multiple youth 
wellness services are most often provided 
in a single, community space.9,19,20 Hubs 
commonly address complex social, psy-
chological and physical health needs by 
providing youth- and family-centred ser-
vices delivered by integrated care teams 
using rapid, continuum-of-care approaches 
in a youth-friendly environment.2,9 Core to 
the operation of these hubs are youth and 
family engagement in service design and 
delivery, efforts to increase community 
awareness of services, community net-
work development, measurement-based 
care and program evaluation activities.9 
IYS implementation may differ, however, 
depending on hub context, emphasizing 
the active involvement of local partners in 
hub development, including youth, staff, 
families and external organizations.9,11,12,21

SP is a tool that complements mental 
health and primary care,22 and is highly 
compatible with the IYS model, given that 
both share the goal of connecting youth to 
community-based social supports,18 which 
often includes screening for needs and 
actively supporting access to services.17 
Moreover, a key pillar of SP in IYS is the 
notion of person-centredness, in which 
interventions are designed to empower 
individuals to improve their own health.21 
In addition, SP aligns with IYS because 
both facilitate strong relationships between 

practitioners by building on pre-existing 
network strengths, enhancing service track
ing and increasing follow-through when 
working between services.19 Evidence sup
ports that challenges with social determi-
nants of health (i.e. access to treatment, 
food security, employment, education, 
finances) are common among service-
seeking youth,22 and models of IYS pro-
vide service integrated pathways that 
address the full range of concerns with 
which youth are presenting.9,16

Reducing health disparities
Hubs address longstanding issues with 
system fragmentation by increasing youth 
access to several different services at once, 
while providing navigator-supported tran-
sitions to higher intensity or other exter-
nal services if needed.16 As multiple service 
providers become tightly bound within a 
network, youth benefit from interventions 
that are more responsive to their current 
needs.4 IYS seeks to remove barriers that 
commonly prevent youth from accessing 
timely and appropriate services, such as a 
lack of trust and awareness.12 It accom-
plishes this by fostering meaningful and 
ongoing relationships among providers 
and youth, as well as across the service 
landscape between organizations and pro-
fessionals who serve youth.23 

Research has shown that youth initiatives 
adopting IYS and SP approaches are suc-
cessful at reducing health disparities. For 
example, the Assertive Community Treat
ment approach integrates rapid and stepped 
care approaches, including the use of 
community-based referrals, and has been 
shown to decrease psychosocial difficul-
ties, as well as depressive and subclinical 
psychosis symptoms experienced by youth, 
while improving social interactions and 
quality of life.24 Similarly, an integrated 
family-based treatment program for ado-
lescents with substance use concerns pre-
senting to community mental health centres 
included several social prescribing tech-
niques, such as delivering several services 
at a single localized space and adopting a 
sequential approach to service provision.6 
A randomized controlled trial of the pro-
gram found positive outcomes for youth 
substance use when compared to treatment 
as usual.6 Finally, integrated behavioural 
health services using social prescribing 
techniques have been found to strengthen 
mental health literacy and commitment to 
serving youth among practitioners while 
enhancing practitioner self-efficacy and 
skill development.8  

Research and service evaluation in the 
area of youth-focussed SP is needed to 
support continued implementation and 
evidence-based practice. Accordingly, we 
present a description of SP into a specific 
IYS model being implemented and evalu-
ated in Ontario, Canada.

The case study: Youth Wellness Hubs 
Ontario
Youth Wellness Hubs Ontario (YWHO) is 
Ontario’s provincial network of youth-
serving hubs that provide integrated ser-
vices co-designed with youth and families. 
Currently, there are 22 hub networks with 
YWHO hubs in 31 geographically diverse 
communities serving youth aged 12 to 
25 years. YWHO networks address a con-
tinuum of youth needs related to mental 
health, substance use health, primary 
care, peer support, navigation, education, 
employment, housing, wellness activities 
and other community and social program-
ming.9 Available virtually and in person, 
YWHO hubs are local places where young 
people have low-barrier, walk-in access to 
an equity-focussed, high quality, integrated 
delivery model of support services. Each 
hub must offer evidence-based or evidence-
generating mental health, substance use 
health, primary care, and social and com-
munity supports, though the specific 
services within each of these domains 
provided at each hub are determined by 
local service availability and through con-
sultation and co-development with local 
youth and community members who form 
a governance table for the network. 

Also consistent across all hubs is the 
implementation of youth wellness teams 
at each location to support enhanced ser-
vice integration for the clinical service 
pathway (physical, mental and substance 
use health services). These teams include 
mental health and substance use clini-
cians; medical professionals such as nurse 
practitioners, primary care providers, and 
psychiatrists; peer support workers; care 
navigators; and youth wellness facilitators 
who support engagement and orientation 
to measurement-based care. YWHO service 
pathways comprise a continuum of care for 
youth, with varying levels of intensity, to 
facilitate tailoring of services to youth 
needs, self-reported goals for service, and 
preferences. 

Reflecting the voices of youth and family 
members, YWHO services are available to 
youth without any required referrals, pre-
vious assessments or diagnoses. Youth 



360Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 44, N° 9, September 2024

can access services without an appointment 
(or with an appointment, if preferred), 
and convenient hours of service (includ-
ing evenings and weekends) are offered. 
Youth are also able to move in and out of 
services with minimal barriers, to reflect 
their changing needs over the course of 
development. A full description of the 
YWHO model, values, and core compo-
nents has been published elsewhere.9  

Methods

Ethics approval

This project has undergone ethics review 
and approval by the Centre for Addictions 
and Mental Health Quality Projects Ethics 
Review (#QPER42). 

Procedure

This project adopted an embedded case 
study approach25 to profile a novel social 
prescribing strategy using service data 
from YWHO hubs. Case studies provide 
in-depth analyses using a single example 
of a social phenomenon to highlight more 
nuanced and novel characteristics,25 which 
are often lost in studies employing multi-
ple case samples. Embedded case studies 
differ from typical case studies in that 
researchers are actively engaged in organi-
zational activities and are often a part of 
the organizational structure (for example, 
as staff members).26 In our study, a descrip
tive analysis of cross-sectional quantita-
tive service use data was conducted using 
a large sample of youth accessing YWHO. 
A comparison of reasons for engaging 
with YWHO and needs addressed during 
service provision provide insight into the 
challenges presented by youth, and how 
those were addressed in YWHO services. 
Further, descriptive analyses of services 
provided illuminate the modalities that 
were employed with youth. 

Sample and recruitment

Participants included youth (n  =  6361) 
aged 12 to 25 years receiving services 
from 14 hubs between April 2020 and 
March 2023. 

Youth demographic and service data have 
been collected by YWHO sites since April 
2020, and are a routine part of the 
measurement-based care process between 
staff and youth that occurs during service 
visits. At the beginning of a visit, youth 
are provided with a private space and a 

tablet programmed to administer mea-
sures that include questions regarding 
needs, goals, symptoms, functioning and 
demographics. The youth also review and 
complete a consent form for services that 
describes the integrated hub services 
available and the sharing of data among 
their circle of care. Youth are provided 
with supports for consent and measure 
completion as required, but measure com-
pletion is not required to access services. 
Upon completion of the service visit, ser-
vice providers complete an electronic end-
of-visit form, which includes questions 
about the interventions delivered, needs 
addressed and next steps in the plan of 
care. Measures of youths’ experiences and 
satisfaction with services are also elec-
tronically administered. Data are stored in 
a secure cloud platform, partitioned by 
site; hub staff can access their own hub’s 
data. Specific YWHO Provincial Office 
staff are able to access data across hubs. 

Measures and analysis

Data from three variables were analyzed: 
“reason for visit,” “needs addressed” and 
“type of service provider” who delivered 
service. “Reason for visit” is a question 
completed by youth at the beginning of 
each visit before services are provided. 
Youth are asked to indicate the reason 
they are visiting the hub that day and are 
provided with several response categories 
relating to mental, physical, cultural and 
social needs. “Needs addressed” includes 
a matching list of needs that is completed 
by the service provider at the end of the 
visit to indicate which needs were 
addressed in session. “Type of service pro-
vider” asks service providers to indicate 
who was involved in service delivery, and 
is completed at the end of the visit. 

For all variables, multiple responses are 
allowed. Frequencies for all response cat-
egories across each variable were tabulated 
for service data. Number of selections (n) 
and percentage of total visits (%) were 
calculated. Adding further nuance to ser-
vice data, responses for reason for visit 
categories were stratified across age and 
gender demographic variables. This analy-
sis was completed to provide additional 
information regarding which demographic 
subgroups were most represented within 
each service category. Reason for visit was 
selected because it is the only service vari-
able that is youth-provided, and stratify-
ing additional service variables was 
beyond the scope of this paper. Analysis 

was conducted using SPSS Statistics for 
Windows, version 27.0 (IBM Corp., Armonk, 
NY, US). 

Results

Demographic statistics

Table 1 provides demographic characteris-
tics of the youth in our sample. The sam-
ple is distributed similarly to the whole 
youth population in Canada.27 Response 
categories for gender, sexual identity, dis-
ability status and housing status were col-
lapsed into general categories to increase 
group size and maintain youth data confi-
dentiality. (Appendix 1 contains a full list 
of collapsed demographic variables.) Of 
the sample, 31.8% of youth identified as 
girl or woman, 25.2% identified as boy or 
man, and 7.5% identified as trans or gen-
der diverse. For the sexual identity category, 
29.7% of youth identified as heterosexual 
and 19.6% as 2SLGBQI+. For a full list of 
demographic variables, see Table 1. 

Missing data ranged from 4.2% (age) to 
46.9% (employment status). Demographic 
data is not mandatory for youth to com-
plete (i.e. they may skip providing data for 
specific demographic questions) but highly 
encouraged in order that their needs may 
be best understood. This is an intentional 
decision, as youth may not feel safe pro-
viding identity-based data. Further, response 
categories are not mutually exclusive, 
allowing youth to select more than one 
option per demographic question, in an 
effort to allow youth to use categories that 
are most reflective of how they identify. 
Consequently, counts and percentages for 
specific demographic and service vari-
ables may not be congruous with the 
sample size. 

Services requested and provided

Table 2 summarizes findings from n = 6361 
youth across 22 153 visits (M = 3.5 visits/
youth) showing youth-reported, pre-service 
reason for visit and the service provider–
reported, post-service needs addressed. 
Overall, youth were most likely to indicate 
“mental health” as a reason for visit 
(47.3%), followed by “school/education” 
(13.0%), “relationships” (13.0%), “physi-
cal health” (6.8%) and “food/nutrition” 
(5.6%). The remaining categories for rea-
son for visit were less than  5.5%. For 
needs addressed, service providers noted 
“mental health” was the most common need 
(72.7%), followed by “school/education” 
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(13.7%), “relationships” (12.1%), “physi-
cal health” (8.3%), “substance use” (6.8%) 
and “employment” (5.7%). All other cate-
gories were less than  5.5%. Service pro-
viders were more likely than youth to 
select multiple response categories for 
needs addressed, which had an additional 
6942 needs identified (29.5% higher than 
youth).

Tables 3 and 4 provide a stratification of 
reason for visit data across demographic 
categories for age and gender, respec-
tively. Youth aged 15 to 17 years were the 
most represented age group in the top 
three categories, including “mental health,” 
“school/education” and “relationships.” 
Frequencies and percentages for other age 
groups were similar. Youth identifying as 
“girl/woman” had the highest number of 
visits for “mental health,” “school/educa-
tion” and “relationships,” while youth 
identifying as “boy/man” had more visits 
for “mental health” than youth identifying 
as “gender diverse.” Frequencies and per-
centages for all other categories were sim-
ilar across gender groups. 

Type of service provider

For frequencies of type of service provider 
(Table 5), the most common service pro-
vider was “mental health/substance use 
clinician/worker” (41.7%), followed by “care 
navigator/coordinator” (13.4%), “education/
training support worker” (6.5%) and 
“measurement-based care facilitator” (5.7%). 
All other categories were less than 5%. 

Discussion

The description of social prescribing within 
IYS has not been well documented and, in 
general, the literature lacks in-depth anal-
yses of specific models implementing the 
SP approach. Using an embedded case 
study design, we sought to describe an 
innovative SP model presently being 
implemented within IYS in Ontario, while 
analyzing service use data to understand 
the complexity and intersection of youth 
needs while engaging in IYS. Our findings 
provide insight into youth service needs 
and service delivery while connecting 
with integrated service hubs. 

With respect to the gender categories, 
about one-third of youth in the sample 
identified as girl/woman, reflecting exist-
ing research findings that girls and women 
are more likely to seek support for mental 

TABLE 1 
Demographic characteristics of youth receiving IYS at YWHO hubs, April 2020 to March 2023 

Variable n (%)

Total number of visits 	 22 153

Total unique youth 	 6 361

Age (y)

12–14 	 1204	(18.9)

15–17 	 2086	(32.7)

18–20 	 1445	(22.7)

21+ 	 1414	(22.2)

Missing 	 269	(4.2)

Gender identity

Boy/man 	 1606	(25.2)

Gender diverse 	 484	 (7.5)

Girl/woman 	 2025	 (31.8)

Not sure/questioning/other/prefer not to answer 	 214	 (3.3)

Missing 	 2062	 (32.4)

Sexual identity

Heterosexual 	 1889	 (29.7)

2SLGBTQI+ 	 1247	 (19.6)

Don’t use labels/not sure/questioning/other/prefer not to answer 	 549	 (8.6)

Missing 	 2868	 (45.1)

Born in Canada

Yes 	 3199	 (50.3)

No 	 251	 (3.9)

Do not know/do not want to answer 	 30	 (0.5)

Missing 	 2900	 (45.6)

Disability status

Has a chronic illness 	 145	 (34.7)

Has a disability 	 1351	 (21.2)

No disability 	 1601	 (25.2)

Not sure/do not want to answer 	 745	 (11.7)

Missing 	 2048	 (32.2)

Housing status

Experiencing homelessness 	 92	 (1.4)

Has housing 	 3370	 (53.0)

Other/prefer not to answer 	 125	 (1.9)

Missing 	 2779	 (43.7)

Student status

Is a student 	 2513	 (39.5)

Is not a student 	 892	 (14.0)

Missing 	 2957	 (46.5)

Employment status

Has employment 	 1289	 (20.3)

Does not have employment 	 2086	 (32.8)

Missing 	 2983	 (46.9)

Abbreviations: IYS, integrated youth services; y, year; YWHO, Youth Wellness Hubs Ontario.
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care in youth services and the ability of 
YWHO to be responsive to SP needs. 
These findings also represent further evi-
dence that youth are accessing several dif-
ferent services within hubs that are 
addressing a wider set of needs, following 
an SP approach. 

“School/education” and “relationships” 
were the second most common reason for 
visit (13%) category. Youth are commonly 
using YWHO hubs as spaces to complete 
and access support for schoolwork, high-
lighting the multifunctionality of hubs and 
significance to youth as drop-in facilities. 
The prevalence of “relationships” in ser-
vice data underscores the importance of 
interpersonal development for youth, 
peers and family within mental health ser-
vices, and how these connections are inte-
gral to youth care. Social connection, or 
lack thereof, is considered a social deter-
minant of health, with documented health 
consequences, including poor health and 
socioeconomic status.31 SP services have 
been described as supporting connected-
ness and, by extension, mental well-being, 
health behaviours and physical health.32,33  
Integrated services are believed to provide 
youth with a safe space where various 
practitioners can address their wholistic 
needs without youth having to repeat 
their story multiple times.34  In addition, 
youth can receive services without their 
peers knowing which services they are 
accessing.35 YWHO has implemented an 
integrated data platform across its net-
work of service providers that gathers and 
stores information about the needs, goals 
and preferences for services of the youth 
they serve. Service providers who are part 
of the circle of care for youth have access 
to their history and can provide personal-
ized measurement-based care. 

Finally, the types of service providers 
within networks at YWHO hubs highlight 
the importance of co-location of different 
service providers who are able to meet the 
varied needs and goals of youth present-
ing for service. The fact that care navigator/
coordinator was the second most frequently 
requested service provider (13.4%) high-
lights the importance of multifunctional 
care as facilitated by staff who catalyze 
the SP process in YWHO hubs by navigat-
ing health systems, connecting with other 
providers, completing referrals and ensur-
ing continuity of care. These workers pro-
vide youth with valuable supports, ensuring 
service connectivity and seamless acces
sibility between services by enhancing 

TABLE 2 
Frequencies of service requests compared to services provided across all visits  

(n = 22 153) to YWHO hubs from April 2020 to March 2023

Service
Reason for visit   

n (%)
Needs addressed 

n (%)

Mental health 	 10 475	 (47.3) 	 16 098	 (72.7)

School/education 	 2 873	 (13.0) 	 3 039	 (13.7)

Relationships 	 2 891	 (13.0) 	 2 685	 (12.1)

Physical health 	 1 506	 (6.8) 	 1 838	 (8.3)

Food/nutrition 	 1 242	 (5.6) 	 1 171	 (5.3)

Employment 	 1 099	 (5.0) 	 1 274	 (5.7)

Substance use 	 950	 (4.3) 	 1 506	 (6.8)

Peer support 	 893	 (4.0) 	 953	 (4.3)

Housing 	 842	 (3.8) 	 804	 (3.6)

Cultural 	 270	 (1.2) 	 495	 (2.2)

Total 	 23 041 	 29 863

Abbreviation: YWHO, Youth Wellness Hubs Ontario.

TABLE 3 
Reason for visit across age categories of youth visiting YWHO hubs from  

April 2020 to March 2023

Service
Age 12–14 y 
(n = 1204) 

n (%)

Age 15–17 y 
(n = 2086) 

n (%)

Age 18–20 y 
(n = 1445) 

n (%)

Age 21–25 y 
(n = 1414) 

n (%)

Mental health 	 1225	 (5.5) 	 3155	 (14.2) 	 2232	 (10.1) 	 2092	 (9.4)

School/education 	 361	 (1.6) 	 946	 (4.2) 	 423	 (1.9) 	 302	 (1.3)

Relationships 	 319	 (1.4) 	 851	 (3.8) 	 583	 (2.6) 	 603	 (2.7)

Food/nutrition 	 157	 (1.0) 	 342	 (1.5) 	 232	 (1.0) 	 208	 (1.0)

Employment 	 25	 (< 1) 	 165	 (1.0) 	 220	 (1.0) 	 252	 (1.1)

Substance usea 	 59 	 211 	 178 	 232

Peer supporta 	 65 	 182 	 113 	 157

Housinga 	 67 	 161 	 169 	 147

Culturala 	 11 	 32 	 29 	 68

Abbreviations: y, year; YWHO, Youth Wellness Hubs Ontario.

Note: Total visits n = 22 153.

a n for all categories is ≤ 1%.

health and other services.28,29 Transition-
aged youth (18–25) represented the larg-
est age group seeking services from YWHO, 
confirming similar findings across other 
international models of IYS and further 
supporting the elimination of typical bar-
riers to help-seeking in this group of 
young adults.4,22,23 

IYS models are designed to address the 
gaps (e.g. help-seeking barriers, fragmen-
tation, age barriers) that exist in tradi-
tional youth mental health and substance 
use systems, and our data support that 
young people seeking mental health ser-
vices will be better served and have 

improved access where mental health ser-
vices are offered in integrated settings. 

Youth in this sample selecting mental 
health as a reason for visit may use this 
response to indicate the need for several 
different services within the hub (e.g. 
group and individual counselling), and the 
“mental health” reason for visit may also 
overlap with similar needs, such as peer 
support, relationships and physical health. 
Given the association between mental health 
and the social determinants of health such 
as finances, employment, food security 
and housing,22,30 these data highlight both 
the need for multidisciplinary professional 
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communication between providers. There
fore, the role of care navigators and coor-
dinators should be viewed as an essential 
component of SP and IYS. Similarly, other 
social support staff are also reflected in 
the data, and are key for IYS, including 
education/training, housing, income and 
employment workers, who together pro-
vide over 10% of services. 

Strengths and limitations

Several strengths enhance the generaliz-
ability of this work. The sample size is 
considerably large for a study using youth 
data, as is the number of visits where data 
were provided. The sample includes rep-
resentation from several communities, 
including 2SLGBTQI+ and gender diverse 
youth. Similarly, data were collected from 

across the province of Ontario, including 
large, medium and small population cen-
tres. We consider the self-report data to be 
a strength of this study, as youth voices 
are often neglected in similar research. 
This is the first large-scale youth dataset 
of its kind in Canada. 

However, this study is not without limita-
tions. Data from findings are descriptive, 
and therefore relationships between vari-
ables cannot be ascertained. The absence 
of inferential analyses prohibits the identi-
fication of causal and correlational inter-
actions, and conjecture in the interpretation 
of findings requires further investigation 
using multivariate modelling to confirm. 
The dataset used in this study includes 
high rates of missing demographic, ser-
vices provided and service provider data. 

This was due to the nature of the data col-
lection—most questions provided to youth 
and staff are not mandatory, and therefore 
respondents may choose not to provide 
data for a variety of legitimate reasons 
(e.g. if a youth is not comfortable provid-
ing data, or not in a mental space condu-
cive to providing data on a specific visit). 

Similarly, staff may neglect to complete 
surveys, either because they have forgot-
ten to complete data entry, or because 
they have not actually referred a youth to 
a service. Regardless, missing data may 
include responses that would alter the 
nature of findings, although it is not pos-
sible to ascertain whether this is the case 
here. Data validity could have been 
strengthened in this study by ensuring all 
variables were responded to by youth. 
This would ensure continuity across ser-
vices requested and provided by integrat-
ing youth voices throughout. 

Conclusion

In-depth, descriptive accounts of SP in 
youth services are largely missing from 
the knowledge base, but are needed to 
provide detailed examples of the develop-
ment, implementation and outcomes asso
ciated with related activities. A novel, 
innovative approach to SP adopted by 
YWHO embraces IYS as a method for 
timely and effective referrals across a mul-
tidisciplinary set of services addressing 
youth needs. In our study, a comparative 
analysis of service data revealed that staff 
serving youth were more likely to select 

TABLE 4 
Reason for visit across gender categories of youth visiting YWHO hubs from April 2020 to March 2023

Service
Girl/woman (n = 2025) 

n (%)
Boy/man (n = 1606) 

n (%)
Gender diverse (n = 484) 

n (%)

Not sure/questioning/other/ 
prefer not to answer (n = 214) 

n (%)

Mental health 	 3443	 (15.5) 	 1621	 (7.3) 	 802	 (3.6) 	 264	 (1.2)

School/education 	 967	 (4.4) 	 369	 (1.6) 	 238	 (1.1) 	 103	 (< 1)

Relationships 	 1066	 (4.8) 	 384	 (1.7) 	 308	 (1.4) 	 99	 (< 1)

Food/nutrition 	 451	 (2.0) 	 135	 (1.0) 	 133	 (< 1) 	 59	 (< 1)

Employment 	 246	 (1.1) 	 148	 (1.0) 	 80	 (< 1) 	 34	 (<1)

Substance usea 	 189 	 207 	 84 	 27

Peer support 	 239	 (1.1) 	 84	 (< 1) 	 92	 (< 1) 	 27	 (< 1)

Housinga 	 228 	 103 	 169 	 147

Culturala 	 48 	 33 	 42 	 8

Abbreviation: YWHO, Youth Wellness Hubs Ontario. 

Note: Total visits n = 22 153.

a n for all categories is ≤ 1%.

TABLE 5 
Frequencies of type of service provider across all visits (n = 22 153) to YWHO hubs from 

April 2020 to March 2023

Service
Visits 
n (%)

Mental health/substance use clinician/worker 	 9241	 (41.7)

Care navigator/coordinator 	 2966	 (13.4)

Education/training support worker 	 1454	 (6.5)

Measurement-based care facilitator 	 1259	 (5.7)

Peer support worker 	 1060	 (4.8)

Housing, income, or other social support worker 	 625	 (2.8)

Employment/individualized placement support worker 	 409	 (1.8)

Missing 	 7546	 (34.1)

Abbreviation: YWHO, Youth Wellness Hubs Ontario.
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multiple needs addressed after service 
delivery, supporting the notion that SP 
approaches in IYS connect youth to multi-
ple services effectively. A high prevalence 
of transition-aged youth in the sample 
lends support to IYS addressing barriers to 
service access that are common among 
older youth. Data also show considerable 
overlap between clinical and nonclinical 
services, highlighting the need for coordi-
nation among multidisciplinary care teams. 
The diversity of service needs shown in 
this sample also highlights the importance 
of effective care navigation. 

Overall, this study frames the case of 
YWHO as a model for youth SP that may 
be leveraged to guide other IYS and health 
service settings. Partners seeking to adopt 
IYS may consider a similar data collection 
approach to track service use and identify 
trends within youth service engagement. 
Implementation of an IYS system would 
be enhanced by developing interprofes-
sional care teams to ensure seamless tran-
sitions between services addressing the 
wholistic health, mental health and social 
support needs of youth. Future research 
can contribute to the growing body of evi-
dence for IYS by implementing inferential 
and longitudinal designs that seek to mea-
sure change over time across health and 
mental health outcomes for youth. 
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Appendix 1
Demographic variables: collapsed categories

Name of the reported variable Collapsed variables from the sample

Gender diverse Trans woman; trans man; nonbinary; Two-Spirit; gender queer; gender fluid; androgynous

2SLGBTQI+ Gay; lesbian; bisexual; asexual; queer; pansexual; omnisexual; demisexual; Two-Spirit 

Has a disability Developmental disability; learning disability; physical disability; sensory disability; other

Has housing
Family home; own place; lives with friends; foster group home; supported housing; open custody; single room  
in someone else’s house

Experiencing homelessness Living in shelter; living on the street; couch surfing




