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1. Introduction
The need for a better transition between the child and adolescent mental health system
(CAMHS) and the adult mental health system (AMHS) has been highlighted as a priority in the
new “Ontario’s Comprehensive Mental Health and Addictions Strategy” (Ontario Ministry of
Health and Long-Term Care, 2011) as well as in “Evergreen: A Child and Youth Framework for
Canada” (Kutcher & McLukie, 2010). This need is evidenced by the fact that the highest rates in
terms of long-term morbidity and mortality are observed in young people experiencing mental
health problems (Royal College of Paediatrics and Child Health, 2003). Indeed, mental health
and addiction issues often begin before the age of 24 (Ontario Ministry of Health and Long-Term
Care, 2011), with estimates in Canada of about 70% (Government of Canada, 2006). The
consequences for these mental health issues are academic, personal, and interpersonal difficulties
(Kutcher & McLukie, 2010). Without appropriate treatment, these mental health problems tend
to exacerbate with time (Wattie, 2003). Moreover, according to Ontario’s Policy Framework for
Child and Youth Mental Health, “research and community experience show that mental health
problems often develop or are exacerbated at key age, developmental, academic, and sector
transitions” (Ontario Ministry of Children and Youth Services, 2006, p.12).
There is therefore an impetus to address the transition problem so as to ensure the provision
of appropriate and continuous mental health and addiction services during the critical
developmental time between adolescence and adulthood. Part of the solution involves access to
appropriate services since there is evidence that treatment can improve mental health (Kutcher &
McLukie, 2010).
However, during the transition period, discontituity of care with respect to appropriate
treatment may occur. This can have very negative effects on youth in transition (American
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Academy of Pediatrics, American Academy of Family Physicians and American College of
Physicians-American Society of Internal Medicine, 2002; Forbes, While, Ullman, Lewis, Mathes
and Griffiths, 2002; While, Forbes, Ullman, Lewis, Mathes and Griffiths, 2004; Department of
Health, 2006; Kennedy, Sloman, Douglass and Sawyer, 2007; Department for Children Schools
and Families and Department of Health, 2008; Lamb, Hall, Kelvin, Van Beinum, 2008; Singh,
Moli, Islam, Weaver, Kramer, et al., 2010).The continuity of care concept is especially important
in transitions related to the mental health system since this is the area where interpersonal contact
between those receiving and those offering care is most prominent (Haggerty, Reid, Freeman,
Starfield, Adair, et al., 2003). Unfortunately, in Ontario, the child and adult mental health
systems work in silos and such a lack of integration is believed to “jeopardize the life chances of
transition-age youth (aged 16-25) who need to be supported to successfully adopt adult roles and
responsibilities” (Pottick. Bilder, Vander Stoep, Warner & Alvarez, 2008, p. 374). Freeman,
Chepperd, Robinson, Ehrich and Richards (2000) have defined continuity of care in the context
of mental health as having two components:


“Long-term: uninterrupted care for as long as the service user requires it” (Singh, Moli,
Islam, Weaver, Kramer, et al., 2010, p.18)



“Contextual: care which should sustain a person's preferred social and personal
relationship in the community and enhance quality of life” (Singh, Moli, Islam, Weaver,
Kramer, et al., 2010, p.18)

Related to the continuity of care concept is the transition experience, a factor which has been
found to be, by itself, important.
One of the most concerning outcomes is that poor transition (i.e. a disruption in the
continuity of care) can lead to those that need services to most disengage from them. This is
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thought to occur in 30%-60% of cases (Harpaz-Rotem Leslie & Rosencheck, 2004) with the
most at-risk youth dropping out at a higher rate (Crawford, Jonge, Freeman & Weaver, 2004).
Within this background, the Youth Transition Program for the Ottawa area was created to
better transition youth from CAMHS to AMHS. The logic model presented in this paper will
illustrate the main activities and logic behind the program. Such a presentation will inform
similar initiatives in the community with respect to youth transitions.
1.1 Logic Model Description
Logic models are composed of: a) a problem statement; b) an overall goal; c) inputs; d)
activities; e) outputs; f) outcomes (short-term, intermediate, long-term); g) external factors, and
h) assumptions (Innovation Network, 2006).
The problem statement is a description of the need and problem in the community that
the program seeks to address. This is usually presented in terms of who, what, why, where,
when, and how. The goal of the program - which is to address the need in the community – is
very much connected to the problem statement. Thus, through the problem statement and goal,
we identify an unmet need.
To address this identified need, we utilize resources (i.e. inputs) to carry out the main
activities of the program. These activities lead to certain products (i.e. outputs) that will help
achieve the outcomes of the program and the overall goal. As for the outcomes, they are
separated into (i) those that are most closely related to the program and that are most likely to be
accomplished in the near future (short-term); (ii) those that are more distal both in terms of time
and their causal relationship to the program (long-term); and (iii) anything in between
(intermediate). The short-term outcomes usually represent changes in learning (e.g. more
awareness raised in the community about the problem), whereas intermediate outcomes represent
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changes in behavior (e.g. individuals start changing their behavior to address the need), and longterm goals represent changes in conditions (e.g. the environmental conditions that created the
need are starting to change).
Once a strategy is developed, we need to recognize that programs do not exist in a
vacuum. External factors, such as societal and political environments, can impact the program.
Other potential external factors include economic, cultural, and geographic characteristics.
Finally, it is also necessary to consider assumptions. These latter are defined as factors that are
already in place and that have an impact on the program.
2. Methodology for the Creation of the Logic Model
The methodology used to develop the logic model consisted of a literature review and
interviews along with feedback from the mental health director, the transition coordinator as well
as representatives from the transitions advisory board. The literature review findings helped with
the formulation of the problem statement and with the justification of the main activities of the
program.
3. Results
The logic model for the Youth Transition Program appears in the following figure:
SEE FIGURE 1 COLOR ON THE WEB ONLY
Fig. 1. Program Logic Model for the Youth Transition Program (Ottawa area)1
1

Note. In this particular logic model, the components related to each other are in the same color.
For example, the part-time social worker (an input), the counselling (an activity) and youth and
family engagement (short-term outcome) are coded in red. Indeed, the part-time social worker
helps with the counselling service which, in turn, prevents youth disengagement. Furthermore,
the color black was used to code the components related to the overall program or that are
connected to multiple components, as opposed to being related to one component in particular.
For example, the funding for the program was coded in black. Indeed, this resource is used for all
activities and benefits the program overall; it is not connected to one component in particular.
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In the next paragraphs, the Youth Transition program is presented according to the logic
model components previously described.
3.1 Problem statement and overall goal
3.1.1 Problem statement
The problem statement can be summarized as follows:
Those in the transition period are vulnerable, especially those transitioning from CAMHS to
AMHS. It is important to make sure the system does not add a burden to an already vulnerable
population. However, evidence points to the fact that the system does not deal well with this
transition. Hence, there is a need for a transition program.
3.1.2 Overall goal
The overall goal is to provide access to continuous and appropriate care during CAMHSAMHS transition. Indeed, it is the continuity of care that is disrupted when the transition
between CAMHS and AMHS is not done properly. Hence, this overall goal justifies the
existence of the program and is directly related to the need for better transitions identified in the
program statement.
3.2 Main activities along with their inputs and outputs
The main activities – and therefore their respective inputs and outputs – are defined in
accordance with the shared-care management model. The aim of these activities is to address
barriers and implement facilitators to the transition process.
This model of care (i.e. shared-care management model) is chosen because of the
evidence regarding its efficacy (Accreditation Canada, 2008) and its successful implementation
elsewhere in Canada (e.g., The LIFE Span). Also, it focuses on shared care instead of common
protocols, which allows for more flexibility in its application and it is thus able to best consider
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the needs of youth and their families. This model usually involves a transition team and a
transition coordinator. The role of the transition team is to “facilitate the movement of youth”
and the transition coordinator’s role is to help with the “development of a transition program
while also assisting with training, evaluation, and even management of a transition clinic, among
other tasks.” (Ontario’s Provincial Council for Maternal and Child Health, 2009, p.14; Author et
al., 2011, p.27)
The main barriers, facilitators, and their relation to the collective vision statement and
key principles of transition services will be identified in a subsequent section that discusses the
activities of the Youth Transition Program.
3.2.1 Inputs
The resources needed to run the program are: i) personnel specialized in emergent adults;
ii) clinical case review committee; iii) transitional advisory committee; iv) funding by Champlain
LHIN, which covers funds for the hiring of a transition coordinator, a research assistant, and a
part-time social worker; v) pediatric and adult community mental health and addictions
resources. Indeed, the personnel working with youth needs to be sensitized to the particular
issues of emergent adulthood.
The clinical review committee’s task is to review cases that are more complex. The
following table shows the membership and tasks of the clinical case review committee:
INSERT TABLE 1 HERE (Author et al., 2012b, p.17)
Also, the transitional advisory committee is involved at the policy-level and acts to
facilitate the work of the transitions coordinator and the work of the clinical case review
committee. The transitional advisory committee is composed of individuals representing project
partners. The following table presents the organizations to which these individuals belong:
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INSERT TABLE 2 HERE (Author et al., 2012b, p.15)
Furthermore, the table below shows the original contributions of these organizations:
INSERT TABLE 3 HERE (Author et al., 2012b, pp.15-16)
There are also roles directly funded by the Champlain LHIN, such as: a transitions
coordinator; a research assistant; a part-time social worker. The coordinator’s role is extensive
and involves helping with the coordination between CAMHS and AMHS, conducting intake
assessments, counseling and monitoring, as well as managing data. The research assistant’s
primary contribution is to assist with the evaluation of the Youth Transition Program. The parttime social worker helps with counselling services (e.g., treatment for anxiety).
Finally, the pediatric and adult community mental health and addictions resources are
necessary since they will be the services to which the youth are referred to for treatment.
3.2.2 Activities
The main activities of the program are: i) assessment of youth in terms of needs and
strengths; ii) referral to appropriate services; iii) counseling and monitoring for the young people
in the program provided by the transitions coordinator and the social worker; iv) program
evaluation; and v) knowledge transfer. The program evaluation component consists of (a) the
development of a longitudinal database and evaluation framework; as well as (b) the analysis of
the collected data. Moreover, feedback from community (i.e. youth and families) was included in
the evaluation. Also, the knowledge transfer piece involves two components: (a) embedded
knowledge translation, which means that program developers get feedback during the program;
(b) extended knowledge transfer, which is characterized by publications and presentations.
The activities of the Youth Transition Program for the Ottawa area also relate to the
collective vision statement and the key principles of transition services. The statement and
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principles were developed during a 2012 meeting in which ideas were shared regarding the
international challenge of youth transition. The vision statement is as follows:
“Our goal is to foster confidence and self-determination throughout transitions to help young
people and emerging adults move toward their visions of success. Mental health and addictions
care will be resiliency focused and propelled by the needs AND strengths of young people,
families, and communities.” (Author et al., 2012a, p.23)
Also, the four key principles are (Author et al., 2012a, pp.23-26):
a) Responsive
Care should be responsive to the needs of youth and should:
i. Be built around the individual needs and strengths of youth;
ii. Honour and promote youths’ self-determined goals;
iii. Acknowledge the importance of cultural and individual variables in peoples’ lives;
iv. Cross transitional domains;
v. Reflect the ability of systems (e.g., CAMHS-AMHS, Hospital-Community), researchers, and
care providers to work collaboratively and/or transformationally to deliver services;
vi. Be proactive;
vii. Be fluid, coordinated, seamless and invested;
viii. Help people flourish.
b) Developmentally Appropriate
The transition between adolescence and adulthood is a complicated developmental period and
happens at different rates for different people. As a result, transition services need to be:
i. Flexible;
ii. Appropriate for a youth’s developmental age;
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iii. Based on a youth’s readiness to progress;
iv. Made in the context of the broader understanding of the youth, their relationship with
themselves, and their level of family/community involvement.
c) Youth Connected
All transitional services and care should:
i. Reflect the voice of youth;
ii. Provide young people with choices and help empower them in their decision making
processes;
iii. Mobilize supportive networks present in the lives of young people (e.g., friends, teachers,
parents, carers, peer ambassadors) when it is in the best interest of the young person. Health
professionals can facilitate this process;
iv. Be communicated in youth-friendly ways using youth preferred communication modes;
Research and innovation should be driven with the help of youth voices. Professionals should
develop appropriate knowledge exchange strategies that are accessible to young people.
d) Informed
An effective transitional care protocol would:
i. Increase education, training, and research capacities to support effective transitional care;
ii. Improve training and education for professionals regarding the developmental needs of young
people and factors that promote readiness for transition;
iii. Promote educational and training needs of peer ambassadors;
iv. Include a dimension of accountability on the part of researchers and administrators;
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v. Strive to identify critical research questions and appropriate outcome variables, encourage
collegial interactions and collaborations between research groups, evaluate our programs and
identify best practices;
vi. Allow for the participation in knowledge exchange activities that identify both the strengths
and weaknesses of our practices;
vii. Be anchored in best practice guidelines and be oriented around identifying evidence-based
practices;
As it was previously mentioned, these principles and the common vision were developed in
light of the barriers and the facilitators to the transition process. In terms of barriers, the
following were identified by Ontario’s Ministry of Children and Youth Services (2006):
-

Different care/treatment philosophies

-

Lack of training in how to work with youth in transition

-

Poor communication between professionals on both sides of the transition

-

Inadequate coordination among agencies and service sectors

-

Cultural differences, attitudinal differences

-

Barriers related to systemic issues, which involve:
o Different ministries and funders
o Multiple sectors involved with different mandates
o No mechanism for coordination between publicly funded organizations and
independent practitioners
o Lack of resources
Brodie, Goldman and Clapton (2011) report similar barriers and point out that “the way

in which CAMHS and adults’ services are organized does not always fit easily with the ways in
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which mental health problems are experienced by young people” (p. 5). Though the system
needs to become responsive to these youths’ needs, there is a “blind spot” in dedicated care and
funding to the transition. According to Author et al. (2011), two main reasons for this funding
gap are: (1) the lack of a centralized and coordinated mental health system; (2) “funding
jealousy” between the pediatric and adult mental health services. Author et al., (2011, pp.21-24)
also identify the following barriers:
INSERT TABLE 4 HERE (author et al., 2011, pp.21-24)
Along with barriers, some facilitators were also identified. The facilitators identified by
Author et al. (2011) are:
1) An active, future-focused process
2) Young-person-centered
3) Inclusive of parents/care-givers
4) Starts early
5) Resilience framework
6) Multidisciplinary, inter-agency
7) Involves pediatric and adult services in addition to primary care
8) Provision of coordinated, uninterrupted health care
a. Age and developmentally appropriate
b. Culturally appropriate
c. Comprehensive, flexible, responsive
d. Holistic- medical, psychosocial and educational/vocational aspects
9) Skills training for the young person in communication, decision making,
assertiveness, self-care and self-management
10) Enhance sense of control and interdependence in health care
11) To maximize life-long functioning and potential
Also, related to facilitators, the following 7 principles were found to exist in many healthcare
models that work (Blum, Garrell, Hodgman, Jorissen, Okinow et al., 1993; Author et al., 2011,
p.26):
1) Start early; foster healthy development in all domains
11

2) Involve child/youth and family in transition planning
3) Use a planned and coordinated approach
4) Ensure progressive movement towards active participation in health management
5) Ensure excellent information transfer
6) Reframe “leaving pediatrics” as an achievement
7) Continually evaluate programs/services
3.2.3 Outputs
The activities presented before lead to the following products: i) data on the strengths and
needs of youth, which informs appropriate referrals; ii) a connection between youth and service
providers; iii) counselling and monitoring services for youth in transitions that have to wait for
services; iv) reports to stakeholders; v) assessment of youth that includes (1) meeting with youth
as well as (2) meeting with family; and vi) various meetings (i.e. the case review committee
meets whenever a youth presents a more complicated picture that needs more assessment;
meetings of the youth advisory committee). These outputs are not outlined in the logic model
figure for parsimony reasons and because they are easily implied by the activities.
3.3 Outcomes that will help achieve the overall goal
Outcomes for this program are divided into short-term (3 to 6 months), intermediate (6
months to 2 years), and long-term (more than 2 years).
In the short-term, the program aims to i) increase family and youth engagement during
the transition process; ii) increase the number of appropriate referrals; iii) increase awareness of
transition issues among identified stakeholders (i.e. youth in transition with history of serious
mental illness; youth’s families; community mental health resources; practitioners; and policy
decision makers). An increase in family and youth engagement is achieved by conducting an
interview first with the family and then with the youth alone during the assessment phase. Also,
an increase in the number of appropriate referrals results from a better understanding of youth’s
needs along with the presence of the transition coordinator who oversees the referral process.
Finally, the communication activities will make stakeholders more aware of transition issues.
The intermediate outcomes involve: i) decrease in crisis-driven reconnection; ii) decrease
in drop-out rate; iii) decrease in wait time; iv) increase in number of partnerships. Indeed, the
presence of a counseling program during the wait time leads to more support and therefore less
frequent crisis and a decrease in drop-out rate. The appropriate referrals lead to a decrease in
12

wait time that would have been otherwise experienced. Finally, the awareness of the transition
issues lead to an increase in number of partnerships.
The long-term outcomes are: i) increase in implementation of policy changes; ii) increase
in sustainability of formal and informal supports for youth in treatment iii) increase in
development of similar and related community initiatives; iv) increase in care that is responsive,
appropriate, youth connected, informed and recovery-oriented; v) increase in number of
successful transitions; and vi) increase in self-advocacy skills. Indeed, in the long-term,
transition protocols and formal systems of transfer that make for a better transition will be
implemented. Related to this is the idea that there will be more supports available to youth and
families, both formal (i.e. services) and informal (e.g. families will be more involved). Also,
other programs will start to incorporate principles that worked for the Youth Transition Program
in the Ottawa area. Better care will also be provided, which means that the care is proactive
(instead of passive), considers the developmental period of emerging adulthood as well as
research findings, and that it aims for recovery. This will lead to more successful transitions and
more youth and families who are able to advocate for themselves.
Finally, all the short-term, intermediate, and long-term outcomes identified will lead to a
care that is more responsive, appropriate, youth connected, informed, and recovery-oriented. The
presence of this last outcome will lead to the overall goal of “access to continuous and
appropriate care during CAMHS-AMHS transition.”
3.4 Other considerations
As it was previously mentioned, in any program, there are external influences and
assumptions that can affect whether the activities will lead to the desired outcomes. The
successful transition of youth (and therefore the access that they have to continuous and
appropriate care during this transition) is impacted by: (i) rigid policy and service guidelines
around age; (ii) the continuous collaboration and involvement of our partners and agencies who
provide mental health services for youth; (iii) the general stability (increase or decrease) in
demand for mental health services. Also, since this program is relatively new, the professionals
who are currently involved with it are highly engaged. Indeed, the feasibility and sustainability
of this program in a context where those hired for this program are not as engaged as present
members represents one of the main assumptions of this program.
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4. Discussion
This paper presented the creation of a logic model for the Youth Transition Program in
the Ottawa area. The methods used to develop this model involved a review of the literature
along with feedback and interviews with the mental health director and the transitions’
coordinator. Through this process, it was established that the overall goal is to provide
continuous and appropriate access to care during the CAMHS-AMHS transition. The shared-care
management model was used to organize the program whereas the main barriers and facilitators
found in the literature informed the main activities of the program. For the program to function,
several external factors and assumptions were outlined: (i) rigid policy and service guidelines
around age; (ii) the continuous collaboration and involvement of our partners which are agencies
who provide mental health services for youth; (iii) the stability (increase or decrease) in demand
for mental health services; and (iv) feasibility and sustainability of this program in a context
where those who are hired by this program are not as engaged as the present members.

5. Lessons Learned
There are several lessons that were captured through the process of creating a logic model for
the Youth Transition Program (Ottawa-Carleton area) that can inform other evaluators on how to
improve evaluations. The following lessons can be taken from this article:


Logic models can be useful in the evaluation of transition programs because they help: (i)
identify important components in the logic of how the program functions; (ii) identify
possible disagreements between different views of stakeholders; (iii) complement other
evaluation methods put in place;



Logic models can be a useful way of communicating how the program functions to the
public; indeed, this paper communicates to a broader public how a transition program works
and it informs future similar activities in the community;



Conducting an in-depth literature review when doing a logic model can better incorporate the
views of different stakeholders;
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Role of the funding source

Champlain LHIN funded the project. The funding source offered the needed financial support to
conduct research but it had no role in the study design, collection, analysis and interpretation of
data, writing of the report, or the decision to submit the article for publication.
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Figure 1 Color on the Web (ONLY)

Logic Model for the Youth Transition Program (Ottawa Area)
INPUTS

ACTIVITIES
Assess youth’s needs and strengths

Personnel specialized in
emergent adults
Clinical case review
committee
Transitional advisory
committee
Funding (Champlain LHIN)
- transition
coordinator
- research assistant
- social worker (parttime)
Pediatric and adult
community mental health
and addictions resources

Refer youth to appropriate treatment
programs
Provide counselling and monitoring
services for youth during wait times
(social worker and coordinator)
Evaluate program through:
-

The creation of a longitudinal
database & evaluation framework
The inclusion of participants’
feedback (youth and families)
Analysis of data

Include knowledge transfer activities
-

Embedded: Program developers
get feedback during the program
Extended: Publications &
presentations

OUTCOMES
SHORT-TERM
(3-6 months)
Increase in youth
and family
engagement during
the transition
process
Increase in
appropriate
referrals
Increase in
awareness of the
program and
transition issues
among stakeholders

INTERMEDIATE
(6 months-2 years)
Decrease in crisisdriven
reconnection
Decrease in dropout rate
Decrease in wait
time
Increase in
number of
partnerships

LONG-TERM
(2 years +)
Increase in implementation
of policy changes
-

transition protocols
formal system of
transfer

Increase in sustainability of
formal and informal
supports for youth in
treatment
Increase in development of
similar and related
community initiatives (i.e.
scalability)
Increase in care that is
responsive, appropriate,
youth connected, informed
and recovery-oriented
Increase in number of
successful transitions
Increase in self-advocacy
skills

KEY ASSUMPTIONS & EXTERNAL FACTORS
 Feasibility and sustainability of project
 Rigid policy and service guidelines around age
 This project depends on the collaboration of agencies who provide mental
health services for youth
 Demand for mental health services

Youth in transition with history of serious mental
illness; Youth’s families; Community mental health and addictions resources
(including project partners); Practitioners; Policy decision makers;

WHO WE REACH:

Goal: Access to continuous and appropriate care during the transition between child and adolescent mental health services (CAMHS) to adult mental health
services (AMHS).

Table 1

Table 1
Membership and Tasks of the Clinical Case Review Committee
Chair – Manager (AMHS)

3 Clinicians – (CAMHS, AMHS,
Community)
Transitions Coordinator

Review challenging referrals (e.g., dual
diagnoses)
Advocate for specific program
planning/youth service
(e.g. Creation of an Anxiety Psychotherapy
Group for Transitional Youth)
Multiple resources required
Inform the clinical case review committee of
cases that need to be reviewed

Table 2

Table 2
Partner Organizations Represented in the Transitions’ Advisory Board1
Dave Smith Centre
Royal Ottawa Mental Care Group
Children’s Hospital of Ottawa Ontario
Children’s Hospital of Ottawa Ontario
Queensway-Carleton Hospital
The Ottawa Hospital
Youth Services Bureau
Hôpital Monfort
Canadian Mental Health Association – Ottawa Branch
1

membership on the advisory committee is comprised of senior/executive level managers and
clinicians

Table 3

Table 3
Original Contributions of Partner Organizations of Mental Health Services
Royal Ottawa Health Care Group

Canadian Mental Health Association
– Ottawa Branch

Youth Services Bureau

Queensway-Carleton Hospital

The Ottawa Hospital
Dave Smith Treatment Centre

Hôpital Montfort
Children’s Hospital of Eastern
Ontario

Recovery Service Unit Program
Urgent Care
Consultation Service (prioritized within 2 weeks
for medication consult and/or diagnostic
clarification)
Telehealth
Clinical Bridging Service to Schizophrenia Team
Phone Consultation
Outreach Services
DBT
Concurrent Disorders Service
Intensive Case Management
Dual Diagnosis Team
Walk-in Clinic
Intensive Case Management
Wraparound Services
Counseling
Family Therapy
Commitment to accept up to 10% of patients
enrolled in the transitions program
Psychiatric consultations and some allied health
involvement
ON Track Program
Eating Disorder Program
Residential and Community-Based Substance
Abuse Treatment
Comprehensive Substance Use Assessment
(including the GAIN Q, the GAIN I and other
tools to do an assessment – specifically for
problematic use & abuse or dependence)
Priority Referrals
Psychiatric Consultation
Day Treatment Program
Short-term Psychiatric Involvement
Continued involvement of CAHMS providers
during period of parallel care

Table 4

Table 4
Barriers to Effective Transitions
Barrier

Explanation/ Definition

Time

This refers to the duration of appointment.
Indeed, clinic appointments for adults are often
shorter than pediatric/youth appointments and
are not always tailored to the complex needs of
youth in transition.

Different care philosophies

There are different care philosophies in
pediatric and adult-oriented systems. Indeed,
youth mental health services are focused on the
family whereas adult mental health services
center on the individual. The phenomenon of
emerging adulthood is ignored.

Training

The different care philosophies are apparent in
training of pediatric mental health
professionals and adult mental health
professionals. This, along with the lack of
communication between the two types of
services leads to a lack of preparation for both
types of mental health professionals to deal
with youth in transition.

Financial – insurance, resources for service

There is a funding gap between pediatric and

provision

adult mental health services. The consequence
is that the funding for transitional youth
suffers.

Different perceptions of young persons,

Different stakeholders may have different

parents, providers

goals.

Attitudinal

Since different stakeholders may have different
goals, there may be some resistance.

Discomfort of professionals involved

The professionals involved may have different
goals and different care philosophies. Dialogue
can lead to “mutually shared goals across the
pediatric/adult split” (p.22)

Difficulty accessing resources

Even though individuals between 17 and 20
years old are often more willing to engage in
mental health treatment than their younger
counterparts (Silver, 1995), these youth tend to
disengage at higher rates (Government of
Alberta, 2006). The likely cause of this
disengagement is seen to be a difficulty to
access mental health services (Davis, 2003).

Poor intra-agency coordination

There is not enough coordination inside
agencies. Shared goals may help create a
streamlined service environment.

Poor interagency coordination

There is poor coordination between pediatric
and adult agencies. One of the consequences is
that the nomenclature is not the same.

Difficulties addressing parental issues

Sometimes, it is best for the patient to draw on
the strength of family. This barrier is closely
related to “family resistance” (see below).

Adolescent resistance

Adolescents are resistant since they do not
know how to advocate for themselves. Selfadvocacy skills should therefore be taught to
patients and families.

Family resistance

As youth take on more responsibility related to
their treatment decisions and mental health
care, families often feel helpless in being able
to support the youth’s mental health.

Lack of institutional support/lack of local

The institutions do not support transitions.

protocols and procedures to guide transition

Indeed, the following are missing (which

should be present)(p.23): “
1) A formalized transition checklist or
plan for the individual client;
2) Agreements between service systems
regarding transitions;
3) Accessible communication channels for
service providers; and
4) Resources such as administrative
support to manage appointments and to
ensure that pertinent case information is
shared amongst appropriate mental
health professionals”
Lack of planning

In order to prepare for transition, three
elements need to be present: “
1) didactic counseling for youth and families;
2) anticipation of assessments and changes in
nomenclature to help ease the transition;
3) a formal transition plan that is agreed to by
all parties involved” (p.24)

Lack of appropriate adult specialists

There are not enough health professionals
educated in transitional youth issues.
Moreover, in Canada, there are not enough
opportunities for training in adolescent mental
health (Kirby, 2006). Also, there is a lack of
appropriate mental health and addiction
services for emerging adults in the adult sector.

Arbitrary age restrictions

Presently, there are age cut-offs for mental
health services. However, flexibility is required
to ensure that the needs of youth are
considered.
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1. Introduction
The need for a better transition between the child and adolescent mental health system
(CAMHS) and the adult mental health system (AMHS) has been highlighted as a priority in the
new “Ontario’s Comprehensive Mental Health and Addictions Strategy” (Ontario Ministry of
Health and Long-Term Care, 2011) as well as in “Evergreen: A Child and Youth Framework for
Canada” (Kutcher & McLukie, 2010). This need is evidenced by the fact that the highest rates in
terms of long-term morbidity and mortality are observed in young people experiencing mental
health problems (Royal College of Paediatrics and Child Health, 2003). Indeed, mental health
and addiction issues often begin before the age of 24 (Ontario Ministry of Health and Long-Term
Care, 2011), with estimates in Canada of about 70% (Government of Canada, 2006). The
consequences for these mental health issues are academic, personal, and interpersonal difficulties
(Kutcher & McLukie, 2010). Without appropriate treatment, these mental health problems tend
to exacerbate with time (Wattie, 2003). Moreover, according to Ontario’s Policy Framework for
Child and Youth Mental Health, “research and community experience show that mental health
problems often develop or are exacerbated at key age, developmental, academic, and sector
transitions” (Ontario Ministry of Children and Youth Services, 2006, p.12).
There is therefore an impetus to address the transition problem so as to ensure the provision
of appropriate and continuous mental health and addiction services during the critical
developmental time between adolescence and adulthood. Part of the solution involves access to
appropriate services since there is evidence that treatment can improve mental health (Kutcher &
McLukie, 2010).
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However, during the transition period, discontituity of care with respect to appropriate
treatment may occur. This can have very negative effects on youth in transition (American
Academy of Pediatrics, American Academy of Family Physicians and American College of
Physicians-American Society of Internal Medicine, 2002; Forbes, While, Ullman, Lewis, Mathes
and Griffiths, 2002; While, Forbes, Ullman, Lewis, Mathes and Griffiths, 2004; Department of
Health, 2006; Kennedy, Sloman, Douglass and Sawyer, 2007; Department for Children Schools
and Families and Department of Health, 2008; Lamb, Hall, Kelvin and Van Beinum, 2008;
Singh, Moli, Islam, Weaver, Kramer, et al., 2010).The continuity of care concept is especially
important in transitions related to the mental health system since this is the area where
interpersonal contact between those receiving and those offering care is most prominent
(Haggerty, Reid, Freeman, Starfield, Adair, et al., 2003). Unfortunately, in Ontario, the child and
adult mental health systems work in silos and such a lack of integration is believed to “jeopardize
the life chances of transition-age youth (aged 16-25) who need to be supported to successfully
adopt adult roles and responsibilities” (Pottick. Bilder, Vander Stoep, Warner & Alvarez, 2008,
p. 374). Freeman, Shepperd, Robinson, Ehrich, and Richards (2000) have defined continuity of
care in the context of mental health as having two components:


“Long-term: uninterrupted care for as long as the service user requires it” (Singh, Moli,
Islam, Weaver, Kramer, et al., 2010, p.18)



“Contextual: care which should sustain a person's preferred social and personal
relationship in the community and enhance quality of life” (Singh, Moli, Islam, Weaver,
Kramer, et al., 2010, p.18)

Related to the continuity of care concept is the transition experience, a factor which has been
found to be, by itself, important.
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One of the most concerning outcomes is that poor transition (i.e. a disruption in the
continuity of care) can lead to those that need services to most disengage from them. This is
thought to occur in 30%-60% of cases (Harpaz-Rotem Leslie & Rosencheck, 2004) with the
most at-risk youth dropping out at a higher rate (Crawford, Jonge, Freeman & Weaver, 2004).
Within this background, the Youth Transition Program for the Ottawa area was created to
better transition youth from CAMHS to AMHS. The logic model presented in this paper will
illustrate the main activities and logic behind the program. Such a presentation will inform
similar initiatives in the community with respect to youth transitions.
1.1 Logic Model Description
Logic models are composed of: a) a problem statement; b) an overall goal; c) inputs; d)
activities; e) outputs; f) outcomes (short-term, intermediate, long-term); g) external factors, and
h) assumptions (Innovation Network, 2006).
The problem statement is a description of the need and problem in the community that
the program seeks to address. This is usually presented in terms of who, what, why, where,
when, and how. The goal of the program - which is to address the need in the community – is
very much connected to the problem statement. Thus, through the problem statement and goal,
we identify an unmet need.
To address this identified need, we utilize resources (i.e. inputs) to carry out the main
activities of the program. These activities lead to certain products (i.e. outputs) that will help
achieve the outcomes of the program and the overall goal. As for the outcomes, they are
separated into (i) those that are most closely related to the program and that are most likely to be
accomplished in the near future (short-term); (ii) those that are more distal both in terms of time
and their causal relationship to the program (long-term); and (iii) anything in between
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(intermediate). The short-term outcomes usually represent changes in learning (e.g. more
awareness raised in the community about the problem), whereas intermediate outcomes represent
changes in behavior (e.g. individuals start changing their behavior to address the need), and longterm goals represent changes in conditions (e.g. the environmental conditions that created the
need are starting to change).
Once a strategy is developed, we need to recognize that programs do not exist in a
vacuum. External factors, such as societal and political environments, can impact the program.
Other potential external factors include economic, cultural, and geographic characteristics.
Finally, it is also necessary to consider assumptions. These latter are defined as factors that are
already in place and that have an impact on the program.
2. Methodology for the Creation of the Logic Model
The methodology used to develop the logic model consisted of a literature review and
interviews along with feedback from the mental health director, the transition coordinator as well
as representatives from the transitions advisory board. The literature review findings helped with
the formulation of the problem statement and with the justification of the main activities of the
program.
3. Results
The logic model for the Youth Transition Program appears in the following figure:
SEE FIGURE 1 COLOR ON THE WEB ONLY
Fig. 1. Program Logic Model for the Youth Transition Program (Ottawa area)1
1

Note. In this particular logic model, the components related to each other are in the same color.
For example, the part-time social worker (an input), the counselling (an activity) and youth and
family engagement (short-term outcome) are coded in red. Indeed, the part-time social worker
helps with the counselling service which, in turn, prevents youth disengagement. Furthermore,
the color black was used to code the components related to the overall program or that are
connected to multiple components, as opposed to being related to one component in particular.
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For example, the funding for the program was coded in black. Indeed, this resource is used for all
activities and benefits the program overall; it is not connected to one component in particular.
In the next paragraphs, the Youth Transition program is presented according to the logic
model components previously described.
3.1 Problem statement and overall goal
3.1.1 Problem statement
The problem statement can be summarized as follows:
Those in the transition period are vulnerable, especially those transitioning from CAMHS to
AMHS. It is important to make sure the system does not add a burden to an already vulnerable
population. However, evidence points to the fact that the system does not deal well with this
transition. Hence, there is a need for a transition program.
3.1.2 Overall goal
The overall goal is to provide access to continuous and appropriate care during CAMHSAMHS transition. Indeed, it is the continuity of care that is disrupted when the transition
between CAMHS and AMHS is not done properly. Hence, this overall goal justifies the
existence of the program and is directly related to the need for better transitions identified in the
program statement.
3.2 Main activities along with their inputs and outputs
The main activities – and therefore their respective inputs and outputs – are defined in
accordance with the shared-care management model. The aim of these activities is to address
barriers and implement facilitators to the transition process.
This model of care (i.e. shared-care management model) is chosen because of the
evidence regarding its efficacy (Accreditation Canada, 2008) and its successful implementation
elsewhere in Canada (e.g., The LIFE Span). Also, it focuses on shared care instead of common
5

protocols, which allows for more flexibility in its application and it is thus able to best consider
the needs of youth and their families. This model usually involves a transition team and a
transition coordinator. The role of the transition team is to “facilitate the movement of youth”
and the transition coordinator’s role is to help with the “development of a transition program
while also assisting with training, evaluation, and even management of a transition clinic, among
other tasks.” (Ontario’s Provincial Council for Maternal and Child Health, 2009, p.14; Cappelli,
Davidson, & Vloet, 2011, p.27)
The main barriers, facilitators, and their relation to the collective vision statement and
key principles of transition services will be identified in a subsequent section that discusses the
activities of the Youth Transition Program.
3.2.1 Inputs
The resources needed to run the program are: i) personnel specialized in emergent adults;
ii) clinical case review committee; iii) transitional advisory committee; iv) funding by Champlain
LHIN, which covers funds for the hiring of a transition coordinator, a research assistant, and a
part-time social worker; v) pediatric and adult community mental health and addictions
resources. Indeed, the personnel working with youth needs to be sensitized to the particular
issues of emergent adulthood.
The clinical review committee’s task is to review cases that are more complex. The
following table shows the membership and tasks of the clinical case review committee:
INSERT TABLE 1 HERE (Cappelli, Vloet & O’Neill, 2012, p.17)
Also, the transitional advisory committee is involved at the policy-level and acts to
facilitate the work of the transitions coordinator and the work of the clinical case review
committee. The transitional advisory committee is composed of individuals representing project
partners. The following table presents the organizations to which these individuals belong:
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INSERT TABLE 2 HERE (Cappelli, Vloet & O’Neill, 2012, p.15)
Furthermore, the table below shows the original contributions of these organizations:
INSERT TABLE 3 HERE (Cappelli, Vloet & O’Neill, 2012, pp.15-16)
There are also roles directly funded by the Champlain LHIN, such as: a transitions
coordinator; a research assistant; a part-time social worker. The coordinator’s role is extensive
and involves helping with the coordination between CAMHS and AMHS, conducting intake
assessments, counseling and monitoring, as well as managing data. The research assistant’s
primary contribution is to assist with the evaluation of the Youth Transition Program. The parttime social worker helps with counselling services (e.g., treatment for anxiety).
Finally, the pediatric and adult community mental health and addictions resources are
necessary since they will be the services to which the youth are referred to for treatment.
3.2.2 Activities
The main activities of the program are: i) assessment of youth in terms of needs and
strengths; ii) referral to appropriate services; iii) counseling and monitoring for the young people
in the program provided by the transitions coordinator and the social worker; iv) program
evaluation; and v) knowledge transfer. The program evaluation component consists of (a) the
development of a longitudinal database and evaluation framework; as well as (b) the analysis of
the collected data. Moreover, feedback from community (i.e. youth and families) was included in
the evaluation. Also, the knowledge transfer piece involves two components: (a) embedded
knowledge translation, which means that program developers get feedback during the program;
(b) extended knowledge transfer, which is characterized by publications and presentations.
The activities of the Youth Transition Program for the Ottawa area also relate to the
collective vision statement and the key principles of transition services. The statement and
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principles were developed during a 2012 meeting in which ideas were shared regarding the
international challenge of youth transition. The vision statement is as follows:
“Our goal is to foster confidence and self-determination throughout transitions to help young
people and emerging adults move toward their visions of success. Mental health and addictions
care will be resiliency focused and propelled by the needs AND strengths of young people,
families, and communities.” (Davidson, Cappelli, & Vloet, 2012, p.23)
Also, the four key principles are (Davidson, Cappelli, & Vloet, 2012, pp.23-26):
a) Responsive
Care should be responsive to the needs of youth and should:
i. Be built around the individual needs and strengths of youth;
ii. Honour and promote youths’ self-determined goals;
iii. Acknowledge the importance of cultural and individual variables in peoples’ lives;
iv. Cross transitional domains;
v. Reflect the ability of systems (e.g., CAMHS-AMHS, Hospital-Community), researchers, and
care providers to work collaboratively and/or transformationally to deliver services;
vi. Be proactive;
vii. Be fluid, coordinated, seamless and invested;
viii. Help people flourish.
b) Developmentally Appropriate
The transition between adolescence and adulthood is a complicated developmental period and
happens at different rates for different people. As a result, transition services need to be:
i. Flexible;
ii. Appropriate for a youth’s developmental age;
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iii. Based on a youth’s readiness to progress;
iv. Made in the context of the broader understanding of the youth, their relationship with
themselves, and their level of family/community involvement.
c) Youth Connected
All transitional services and care should:
i. Reflect the voice of youth;
ii. Provide young people with choices and help empower them in their decision making
processes;
iii. Mobilize supportive networks present in the lives of young people (e.g., friends, teachers,
parents, carers, peer ambassadors) when it is in the best interest of the young person. Health
professionals can facilitate this process;
iv. Be communicated in youth-friendly ways using youth preferred communication modes;
Research and innovation should be driven with the help of youth voices. Professionals should
develop appropriate knowledge exchange strategies that are accessible to young people.
d) Informed
An effective transitional care protocol would:
i. Increase education, training, and research capacities to support effective transitional care;
ii. Improve training and education for professionals regarding the developmental needs of young
people and factors that promote readiness for transition;
iii. Promote educational and training needs of peer ambassadors;
iv. Include a dimension of accountability on the part of researchers and administrators;
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v. Strive to identify critical research questions and appropriate outcome variables, encourage
collegial interactions and collaborations between research groups, evaluate our programs and
identify best practices;
vi. Allow for the participation in knowledge exchange activities that identify both the strengths
and weaknesses of our practices;
vii. Be anchored in best practice guidelines and be oriented around identifying evidence-based
practices;
As it was previously mentioned, these principles and the common vision were developed in
light of the barriers and the facilitators to the transition process. In terms of barriers, the
following were identified by Ontario’s Ministry of Children and Youth Services (2006):
-

Different care/treatment philosophies

-

Lack of training in how to work with youth in transition

-

Poor communication between professionals on both sides of the transition

-

Inadequate coordination among agencies and service sectors

-

Cultural differences, attitudinal differences

-

Barriers related to systemic issues, which involve:
o Different ministries and funders
o Multiple sectors involved with different mandates
o No mechanism for coordination between publicly funded organizations and
independent practitioners
o Lack of resources
Brodie, Goldman and Clapton (2011) report similar barriers and point out that “the way

in which CAMHS and adults’ services are organized does not always fit easily with the ways in
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which mental health problems are experienced by young people” (p. 5). Though the system
needs to become responsive to these youths’ needs, there is a “blind spot” in dedicated care and
funding to the transition. According to Cappelli, Davidson and Vloet (2011), two main reasons
for this funding gap are: (1) the lack of a centralized and coordinated mental health system; (2)
“funding jealousy” between the pediatric and adult mental health services. Cappelli, Davidson
and Vloet (2011, pp.21-24) also identify the following barriers:
INSERT TABLE 4 HERE (Cappelli et al., 2011, pp.21-24)
Along with barriers, some facilitators were also identified. The facilitators identified by
Cappelli, Davidson and Vloet (2011) are:
1) An active, future-focused process
2) Young-person-centered
3) Inclusive of parents/care-givers
4) Starts early
5) Resilience framework
6) Multidisciplinary, inter-agency
7) Involves pediatric and adult services in addition to primary care
8) Provision of coordinated, uninterrupted health care
a. Age and developmentally appropriate
b. Culturally appropriate
c. Comprehensive, flexible, responsive
d. Holistic- medical, psychosocial and educational/vocational aspects
9) Skills training for the young person in communication, decision making,
assertiveness, self-care and self-management
10) Enhance sense of control and interdependence in health care
11) To maximize life-long functioning and potential
Also, related to facilitators, the following 7 principles were found to exist in many healthcare
models that work (Blum, Garrell, Hodgman, Jorissen, Okinow et al., 1993; Cappelli, Davidson
and Vloet, 2011, p.26):
1) Start early; foster healthy development in all domains
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2) Involve child/youth and family in transition planning
3) Use a planned and coordinated approach
4) Ensure progressive movement towards active participation in health management
5) Ensure excellent information transfer
6) Reframe “leaving pediatrics” as an achievement
7) Continually evaluate programs/services
3.2.3 Outputs
The activities presented before lead to the following products: i) data on the strengths and
needs of youth, which informs appropriate referrals; ii) a connection between youth and service
providers; iii) counselling and monitoring services for youth in transitions that have to wait for
services; iv) reports to stakeholders; v) assessment of youth that includes (1) meeting with youth
as well as (2) meeting with family; and vi) various meetings (i.e. the case review committee
meets whenever a youth presents a more complicated picture that needs more assessment;
meetings of the youth advisory committee). These outputs are not outlined in the logic model
figure for parsimony reasons and because they are easily implied by the activities.
3.3 Outcomes that will help achieve the overall goal
Outcomes for this program are divided into short-term (3 to 6 months), intermediate (6
months to 2 years), and long-term (more than 2 years).
In the short-term, the program aims to i) increase family and youth engagement during
the transition process; ii) increase the number of appropriate referrals; iii) increase awareness of
transition issues among identified stakeholders (i.e. youth in transition with history of serious
mental illness; youth’s families; community mental health resources; practitioners; and policy
decision makers). An increase in family and youth engagement is achieved by conducting an
interview first with the family and then with the youth alone during the assessment phase. Also,
an increase in the number of appropriate referrals results from a better understanding of youth’s
needs along with the presence of the transition coordinator who oversees the referral process.
Finally, the communication activities will make stakeholders more aware of transition issues.
The intermediate outcomes involve: i) decrease in crisis-driven reconnection; ii) decrease
in drop-out rate; iii) decrease in wait time; iv) increase in number of partnerships. Indeed, the
presence of a counseling program during the wait time leads to more support and therefore less
frequent crisis and a decrease in drop-out rate. The appropriate referrals lead to a decrease in
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wait time that would have been otherwise experienced. Finally, the awareness of the transition
issues lead to an increase in number of partnerships.
The long-term outcomes are: i) increase in implementation of policy changes; ii) increase
in sustainability of formal and informal supports for youth in treatment iii) increase in
development of similar and related community initiatives; iv) increase in care that is responsive,
appropriate, youth connected, informed and recovery-oriented; v) increase in number of
successful transitions; and vi) increase in self-advocacy skills. Indeed, in the long-term,
transition protocols and formal systems of transfer that make for a better transition will be
implemented. Related to this is the idea that there will be more supports available to youth and
families, both formal (i.e. services) and informal (e.g. families will be more involved). Also,
other programs will start to incorporate principles that worked for the Youth Transition Program
in the Ottawa area. Better care will also be provided, which means the care is proactive (instead
of passive), considers the developmental period of emerging adulthood as well as research
findings, and that it aims for recovery. This will lead to more successful transitions and more
youth and families who are able to advocate for themselves.
Finally, all the short-term, intermediate, and long-term outcomes identified will lead to a
care that is more responsive, appropriate, youth connected, informed, and recovery-oriented. The
presence of this last outcome will lead to the overall goal of “access to continuous and
appropriate care during CAMHS-AMHS transition.”
3.4 Other considerations
As it was previously mentioned, in any program, there are external influences and
assumptions that can affect whether the activities will lead to the desired outcomes. The
successful transition of youth (and therefore the access that they have to continuous and
appropriate care during this transition) is impacted by: (i) rigid policy and service guidelines
around age; (ii) the continuous collaboration and involvement of our partners and agencies who
provide mental health services for youth; (iii) the general stability (increase or decrease) in
demand for mental health services. Also, since this program is relatively new, the professionals
who are currently involved with it are highly engaged. Indeed, the feasibility and sustainability
of this program in a context where those hired for this program are not as engaged as present
members represents one of the main assumptions of this program.
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4. Discussion
This paper presented the creation of a logic model for the Youth Transition Program in
the Ottawa area. The methods used to develop this model involved a review of the literature
along with feedback and interviews with the mental health director and the transitions’
coordinator. Through this process, it was established that the overall goal is to provide
continuous and appropriate access to care during the CAMHS-AMHS transition. The shared-care
management model was used to organize the program whereas the main barriers and facilitators
found in the literature informed the main activities of the program. For the program to function,
several external factors and assumptions were outlined: (i) rigid policy and service guidelines
around age; (ii) the continuous collaboration and involvement of our partners which are agencies
who provide mental health services for youth; (iii) the stability (increase or decrease) in demand
for mental health services; and (iv) feasibility and sustainability of this program in a context
where those who are hired by this program are not as engaged as the present members.

5. Lessons Learned
There are several lessons that were captured through the process of creating a logic model for
the Youth Transition Program (Ottawa-Carleton area) that can inform other evaluators on how to
improve evaluations. The following lessons can be taken from this article:


Logic models can be useful in the evaluation of transition programs because they help: (i)
identify important components in the logic of how the program functions; (ii) identify
possible disagreements between different views of stakeholders; (iii) complement other
evaluation methods put in place;



Logic models can be a useful way of communicating how the program functions to the
public; indeed, this paper communicates to a broader public how a transition program works
and it informs future similar activities in the community;



Conducting an in-depth literature review when doing a logic model can better incorporate the
views of different stakeholders;
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Role of the funding source

Champlain LHIN funded the project. The funding source offered the needed financial support to
conduct research but it had no role in the study design, collection, analysis and interpretation of
data, writing of the report, or the decision to submit the article for publication.
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