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Abstract
Objective: In many Indigenous communities, youth mental health services are inadequate. Six Indigenous communities par-

ticipating in the ACCESS Open Minds (AOM) network implemented strategies to transform their youth mental health ser-

vices. This report documents the demographic and clinical presentations of youth accessing AOM services at these

Indigenous sites.

Methods: Four First Nations and two Inuit communities contributed to this study. Youth presenting for mental health ser-

vices responded to a customized sociodemographic questionnaire and presenting concerns checklist, and scales assessing dis-

tress, self-rated health and mental health, and suicidal thoughts and behaviors.

Results: Combined data from the First Nations sites indicated that youth across the range of 11–29 years accessed services.

More girls/women than boys/men accessed services; 17% identified as LBGTQ+. Most (83%) youth indicated having access to

at least one reliable adult and getting along well with the people living with them. Twenty-five percent of youth reported
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difficulty meeting basic expenses. Kessler (K10) distress scores indicated that half likely had a moderate mental health problem

and a fourth had severe problems. Fifty-five percent of youth rated their mental health as fair or poor, while 50% reported

suicidal thoughts in the last month. Anxiety, stress, depression and sleep issues were the most common presenting problems.

Fifty-one percent of youth either accessed services themselves or were referred by family members. AOM was the first men-

tal health service accessed that year for 68% of youth.

Conclusions: This report is the first to present a demographic and clinical portrait of youth presenting at mental health

services in multiple Indigenous settings in Canada. It illustrates the acceptability and feasibility of transforming youth men-

tal health services using core principles tailored to meet communities’ unique needs, resources, and cultures, and evalu-

ating these using a common protocol. Data obtained can be valuable in evaluating services and guiding future service

design.

Trial registration name and number at Clinicaltrials.gov: ACCESS Open Minds/ACCESS Esprits ouverts, ISRCTN23349893
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Introduction
The majority of mental health problems have their begin-
nings in adolescence and early adulthood.1 If left untreated,
these may progress to longer term mental illnesses, limiting
young people’s future potential.2–4 Early detection and treat-
ment can lead to improved outcomes for youth.5–7 However,
in Canada, only a small proportion of youth in need receive
services for mental health problems owing to many chal-
lenges including limited access to appropriate psychological,
biological and social treatments, long wait-times, stigma and
the poor engagement of youth in services not explicitly
designed to be youth friendly.8–10

In Canadian mental healthcare, the varying nature and
availability of services across populations (e.g., urban,
rural/remote, Indigenous) presents context-specific strengths
and challenges.11 Because a high proportion (about 44% in
2016) of the population of many Indigenous communities
is under 25 years old, the health and well-being of youth is
crucial to the future of these communities.12,13 In some
(but not all) of these communities, youth face challenges
stemming from high rates of poverty and unemployment
exacerbating systemic and underlying issues such as the
intergenerational traumatic effects of the residential school
system.14–16 In many Indigenous communities, mental
health services for youth are inadequate owing to multiple
factors including a lack of trained staff, a lack of programs
addressing community needs in a culturally appropriate and
safe manner, and difficulties in securing sustained
funding.17 There is little published documentation about
young people who seek mental health services in
Indigenous contexts and how they access care.

ACCESS Open Minds (AOM) is a research network
designed to implement and systematically evaluate a trans-
formation of mental health services for youth aged 11–25
at 14 sites across Canada, including six Indigenous commu-
nities.18,19 AOM’s service transformation addresses five

main objectives: early identification of youth in need, rapid
access to initial assessment, provision of appropriate ser-
vices, engagement of youth and families, and elimination
of transitions in service based on age. The six Indigenous
sites contributing to this paper are four First Nations commu-
nities and two Inuit communities. Supported by the AOM
Network, the sites implemented transformative approaches
to youth mental health and wellness based on the five core
AOM objectives and tailored to meet their communities’
unique needs, resources and cultures (see, e.g.,
Hutt-MacLeod et al.,20 Etter et al.21 and Liebenberg et al.22).

At all Indigenous sites, a focus on wellness from a holistic
perspective underpinned the transformation of youth-focused
services to meet the five AOM objectives. Such a focus was
guided by the community and informed by key Indigenous
knowledge systems. As stated in the First Nations Mental
Wellness Continuum Framework (2015): “Mental wellness
is supported by culture, language, Elders, families and crea-
tion and is necessary for healthy individual, community and
family life.”23 Mental wellness is defined in the Inuit-specific
Mental Wellness Framework (2001) as “self-esteem and per-
sonal dignity flowing from the presence of harmonious phys-
ical, emotional, spiritual wellness and cultural identity.”24

Envisioning the restoration of health and wellness for
youth, communities embarked on looking within themselves
regarding the status of youth mental health. Grounded in the
culture of the community, youth at participating Indigenous
sites partnered with site teams in designing and implementing
enhanced mental health services programs in their communi-
ties. This included building upon their unique Indigenous
culture and healing programs, guided by Elders/Traditional
healers and ceremonies, to enhance the health and well-being
of youth. All six sites strongly emphasized resilience and cul-
turally appropriate services, including Traditional healing
and Indigenous identity-affirming practices, in addition to
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Western treatment approaches (see Supplemental Text on
cultural safety, humility and competency).

This report aims to document the demographic and clinical
presentations of youth accessing AOM services at these six
Indigenous sites. The approach to data collection and the result-
ing dataset presented are novel in that youth were assessed using
a uniform protocol across sites, with communities coming
together to share their data and experiences. The paper illustrates

the acceptability, feasibility, and potential value of transforming
services using core principles adapted to local contexts and eval-
uating these using a common protocol.

Methods
Sites participating in AOM implemented a core evaluation
protocol for the collection of demographic and clinical data

Table 1. Site populations, number of youth referred to services and number of youth participating in research.

Combined from six sites

Total populationa 13,607

Total youth populationa (n, % of total population) 3,869 (28%)

Number of youth referred to AOM servicesb 835

% of total youth population referred to services 22%

Number of youth participating in researchc 257

Eskasoni

Total population 3,422

Total youth population (n, % of total population) 1,025 (30%)

Number of youth referred to AOM services over total data collection period (n, data collection period) 539 (2016-06 to 2019-09)

% of total youth population referred to services over total data collection period 53%

Average number of youth referred to services per month 14

Number of youth participating in research 118

Elsipogtog

Total population 3,313

Total youth population (n, % of total population) 839 (25%)

Number of youth referred to AOM services over total data collection period (n, data collection period) 87 (2017-10 to 2019-09)

% of total youth population referred to services over total data collection period 10%

Average number of youth referred to services per month 4

Number of youth participating in research 61

Mistissini

Total population 3,523

Total youth population (n, % of total population) 1,015 (29%)

Number of youth referred to AOM services N/A

Number of youth participating in research 38

Sturgeon Lake

Total population 1,174

Total youth population (n, % of total population) 350 (30%)

Number of youth referred to AOM services over total data collection period (n, data collection period) 119 (2016-04 to 2019-09)

% of total youth population referred to services over total data collection period 34%

Average number of youth referred to services per month 3

Number of youth participating in research 40

Puvirnituq

Total population 1,779

Total youth population (n, % of total pop.) 535 (30%)

Number of youth participating in AOM services over total data collection period (n, data collection period) 75 (2018-04 to 2019-09)

% of total youth population participating in services over total data collection period 14%

Ulukhaktok

Total population 396

Total youth population (n, % of total population) 105 (27%)

Number of youth participating in AOM services over total data collection period (n, data collection period) 15 (2018-02 to 2019-09)

% of total youth population participating in services over total data collection period 14%

aTotal population and total youth population. Total population was taken from the Census Profile, 2016 Census, Statistics Canada, or from Aboriginal Affairs and

Northern Development Canada, retrieved May 20, 2016. Total youth population was based on the estimated number of youth aged 10 to 24 from the same

2016 Census.
bNumber of youth referred to ACCESS Open Minds (AOM) services. This is the number of youth referred (both self-referred and referred by others) to AOM

services during the data collection period indicated. The data collection period for each site extends from the date the site began collecting data (shown) until

September 30, 2019.
cNumber of youth participating in research. This is the number of youth consenting to participate in research data collection at the four First Nations sites,

during the data collection period indicated.

N/A=not available.
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on youth service users and their outcomes, and data on
service contexts and processes (see Iyer et al.19 for the full
evaluation protocol). The two Inuit sites, Ulukhaktok and
Puvirnituq, did not follow this evaluation protocol because
of cultural considerations, local constraints, and preferences.
As a result, the data presented in this paper primarily pertain
to the four First Nations sites. Except for Table 1, all data
shown are aggregate data from the four First Nations sites.
In addition, in specific instances, we show separate data
from the three First Nations sites (Eskasoni, Elsipogtog,
Mistissini) who agreed to be identified as individual sites in
the presentation of data, to give an indication of inter-site
variability.

Settings/Sites
The participating sites include four First Nations communi-
ties—(1) Eskasoni First Nation, a Mi’kmaq community in
Unama’ki (Cape Breton, Nova Scotia), (2) Elsipogtog First
Nation, a Mi’kmaq community in Sikniktuk (eastern New
Brunswick), (3) the Cree Nation of Mistissini within Eeyou
Istchee, the territory mostly covered by the James Bay and
Northern Quebec Agreement, (4) Sturgeon Lake First
Nation, a Nēhiyawēwin (Plains Cree) community in north
central Saskatchewan and one of the Treaty 6 First Nations
—and two Inuit communities—(1) Puvirnituq located in
Nunavik (northern Quebec) and (2) Ulukhaktok in the
Inuvialuit Settlement Region of the Northwest Territories.

Study participants were youth who accessed services for
mental health concerns at these six AOM sites and gave
written informed consent to participate in research, that is,
that information they provided using the assessment tools
in the AOM protocol can be used for the larger study.19

Respecting local processes/regulations, consent was sought
from a parent/legal representative if needed along with
assent from the young person.19

Youth Mental Health Service Transformation
Details about the AOM youth mental health services transfor-
mation model and its implementation have been published
previously.18,20,21 Supplemental Table S1 contains a listing
of core service elements implemented by the six
Indigenous sites to effect service transformation. All sites
commenced the process of transformation with a community
mapping exercise to identify and coordinate existing youth
mental health services and other youth-focused resources.
At the First Nations sites, rapid response to help-seeking
was facilitated by an “ACCESS Clinician”, a mental health
professional hired to conduct initial evaluations and link
youth with services of choice—Traditional and/or Western
approaches to health. Additional requisite staff such as psy-
chologists and outreach workers were also hired. Instead of
ACCESS Clinicians, the Inuit sites chose to engage commu-
nity youth workers, that is, lay health workers trained to

identify individuals with mental health problems and
support them in seeking additional professional help inside
or outside of the community.21,24 Doing so was a preference
of the communities as they felt that such workers were more
likely to remain in the communities over the longer term than
professionals coming in from outside.

Each site created a youth-friendly physical space where
youth could walk in to access services in a welcoming,
stigma-free environment. Site teams engaged in a variety of
community outreach activities, and at some sites, social
media played an important role in encouraging youth to
access services. Youth could access services themselves or
be referred by community members such as their families,
peers, and teachers. There was active youth participation in
the design and ongoing delivery and evaluation of services
at all sites. Traditional Indigenous healing and cultural activ-
ities, such as outings on the land, survival skills, and other
land-based activities, access to Traditional ceremonies, activ-
ities and crafts, and connections with Elders and Traditional
healers, prominently featured in youth mental health pro-
gramming offered at the sites. Thus, First Nations sites
offered youth-focused Indigenous methods of improving
well-being, “Western” mental health services or a combina-
tion of both (see Institute for Integrative Science & Health.
Two-Eyed Seeing25 for a discussion of the concept of
Two-Eyed Seeing). Most services, except for highly specia-
lized services, were provided within the community.

Ethical Considerations
The study was approved by the Research Ethics Board of the
Douglas Mental Health University Institute (approval
number IUSMD-15-21) and all pertinent local institutional
and community bodies, including adherence to site-specific
data agreements. The study followed appropriate regulations
regarding informed consent, institutional approval for access
to pertinent non-identifiable health administrative records,
data privacy, confidentiality, storage, and security. AOM
follows Ownership, Control, Access, and Possession
(OCAP™) principles (2014) and perspectives outlined in
the Tri-Council Policy Statement on Ethical Conduct for
Research Involving Humans: Chapter 9, entitled “Research
Involving the First Nations, Inuit and Métis Peoples of
Canada (2014/2018).”26–28 AOM’s Indigenous Council and
all six sites conceived of, contributed to, and approved this
paper.

Evaluation Protocol
Data presented in this paper were collected when youth first
presented for services. The protocol includes a customized
sociodemographic questionnaire filled by youth and supple-
mented if needed by a trained clinician or evaluator; a
custom checklist of presenting concerns (11 categories with
69 suboptions) completed by both youth and clinicians;
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and several youth self-reported and clinician-reported
scales.19

Youth self-report scales included the 10 item Kessler
Psychological Distress scale (K10), providing a global
measure of distress based on questions about anxiety and
depressive symptoms in the most recent four-week
period.29 The lowest possible score on the K-10 is 0 (no
symptoms at all) and the highest is 40 (all 10 symptoms all
of the time). Using data from the Aboriginal Peoples
Survey 2012, the K10 was demonstrated to show good psy-
chometric properties for First Nations people living off
reserve, Métis, and Inuit populations.30 This same study
found mean scores of 14, 15, and 19 for First Nations respon-
dents with diagnosed anxiety disorders, with diagnosed mood
disorders and who had considered suicide in the past 12
months, respectively. Our paper therefore presents scores
above and below a cut-off of 14, in addition to the total
range of K-10 scores.

Youth also rated their general mental health and health on
two items with five-point Likert-type scales ranging from
poor to excellent.31 These single items constitute the Self-
rated Mental Health (SRMH) and Self-rated Health (SRH)
measures, respectively, and have been used as part of the
Aboriginal Peoples Surveys and shown to have validity,
with the caveat that validation did not include all distinct
Indigenous groups in Canada.32–34

AOM clinicians assessed suicidal thoughts and behaviors
using the Columbia Suicide Severity Rating Scale Screener
(C-SSRS), a six-item clinician-administered suicide assess-
ment tool with demonstrated strong psychometric proper-
ties.35 The items are rated on a dichotomous scale of yes/
no, where the respondent indicates how much each statement
is true for them in the past month. When youth endorsed sui-
cidal thoughts and behaviors, site staff followed appropriate
procedures such as additional assessment, triaging based on
level of risk, and connecting youth to needed levels of
care, in accordance with safety, ethical and legal obligations.

To capture pathways to care among youth receiving AOM
services, we collected information about the source of referral
(e.g., self-referred, family, friend, doctor/nurse), mental health
help seeking in the 12 months prior to receiving services at
AOM, and how youth found out about AOM services.

Data were entered into a secure electronic data manage-
ment system, and were collected from the launch of the
AOM service, which varied across sites, until September
2019 (data collection and analysis is ongoing).

Results

Demographics
Table 1 shows the populations of the six communities and the
numbers of youth referred to their AOM services. All six
sites are small rural or remote communities with youth
aged 10–24 making up a large proportion of the total

population. Variations in the duration of data collection
(determined by when AOM services were launched; see
Table 1) and the population sizes of the six sites contributed
to significant variance between sites in the numbers of youths
accessing services. For the two sites with the longest data col-
lection periods of over three years, Eskasoni (39 months) and
Sturgeon Lake (41 months), 53 and 34%, respectively, of the
community’s total youth population accessed mental health
services over the data collection period. Except for referral
numbers shown in Table 1, all subsequent data presented in
this paper pertain only to those youth who consented to
research (n= 257; individual ns shown in Table 1). Data
for the two Inuit sites are not shown owing to the small
number of consenting youth (eight in Puvirnituq, five in
Ulukhaktok) who participated in research. At these two
sites, only a few youth were approached for data collection
as a proof of principle of the feasibility of data collection
on service usage.

AOM services were designed to serve youth from ages 11
to 25, and 96% of youth fell within this age range. A small
number (n= 10) of youth in the age range 26–29 were also
included owing to individual site considerations, particularly
in Mistissini, where youth services (Uschiniichisuu) have
always served 10–29-year-olds. Figure 1(a) shows the age
groupings of youth accessing services, expressed as com-
bined data for the four First Nations sites and also for three
of these four sites separately. Overall, 35, 37 and 28% of
youth accessing services were in the 11–15, 16–20, and
21–29 year age categories, respectively. Mistissini had a
smaller proportion of 16- to 20-year-olds and a larger propor-
tion of 21- to 29-year-olds accessing services compared with
the combined sample.

As has been reported for other mental health services,
more females sought care than did males (63% cis-women
vs. 30% cis-men for combined data; Figure 1b). A substantial
proportion (29% for combined data) did not report their
sexual orientation as heterosexual (Figure 1c). This 29%
includes those who identified as bisexual/lesbian/gay or
other (including queer/questioning/asexual/other) plus those
who were not sure or preferred not to answer.

Most youth were engaged in education, training or
employment, and a small number were caregivers, typi-
cally for a young child (Table 2). However, 25% of
young people above the age of 15 were not engaged in
employment, education or training (NEET). Most lived
with their parents and/or other relatives while only 2%
lived alone. A large majority of youth indicated that
there was a reliable adult around when they were in
need, and 83% indicated that they got along very well/
well with the people living with them. While 28% of
youth indicated that they had at some point lived in
foster care or a group home, only 1% were currently
living with a guardian or foster parent. Approximately
25% of the youth reported difficulty meeting basic
expenses such as food, shelter, and clothing.

Boksa et al. 5



Clinical Presentations
At the time of entering AOM services, the mean score on
the Kessler K10 for youth at all four First Nations sites
combined was 17.7 (SD= 8.7). Mean scores were fairly
similar at Eskasoni (19.7, SD= 8.6), Elsipogtog (16.7,
SD= 8.56) and Mistissini (14.0, SD=8.2). Figure 2(a)
shows the quartiles for scores at baseline presentation on
the Kessler K10. For combined data, the lower quartile
was 11, the median score was 18, and the upper quartile
was 24, indicating that three-quarters of youth reported
K10 scores of 11 or higher, half reported scores of 18 or
higher, and one-quarter reported scores of 24 or higher.
In Figure 2(b), we show the proportion of youth at the
sites with K10 scores less than or equal to 14, vs. the pro-
portion with scores greater than 14. For combined site data,
61% of youth accessing AOM services had K10 scores
greater than 14 at baseline, a cut-off indicating the likeli-
hood of the presence of diagnosable mental health prob-
lems. Cis-women trended toward reporting greater
distress than cis-men (t(204)= 1.97, p= 0.051) and the

level of reported distress increased slightly with age (rs=

0.16, p= 0.02).
On the SRMH (Figure 3), 55% of youth (combined data)

rated their mental health as fair or poor. This number corre-
sponds well with 61% of youth reporting Kessler K10
scores >14. Scores on the K10 and the SRMH scales were
strongly correlated (Spearman’s r= 0.59, p < 0.0001), sug-
gesting that youths’ assessment of their psychological dis-
tress was related to their perception of their mental health.
Similarly to K10 scores, cis-women reported worse mental
health compared with cis-men (t(207)= 2.10, p= 0.04.
However, SRMH scores did not correlate with age.

Unlike on the SRMH, the majority (74%) of youth using
AOM services rated their overall health as good/very good/
excellent on the SRH (combined site data, n= 236).
Nonetheless, the correlation between SRH and SRMH was
significant (Spearman’s r= 0.38, p< 0.0001), suggesting
that youths’ perceptions of mental health and overall health
may be related. Cis-men reported better overall health com-
pared with cis-women (unequal variances; t(176.74)= 2.30,
p= 0.02). Overall health negatively correlated with age,

Figure 1. Age, gender and sexual orientation. Combined data for age range (a), gender (b) and sexual orientation (c) of youth accessing

AOM mental health services at four First Nations sites are shown, followed by separate data for three of those four First Nation sites. For

(b), “Trans/Other” includes youth who identified as trans-woman, trans-man or gender-fluid. For (c), “Other” includes youth who identified

as queer, questioning, asexual or other.
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where reporting poorer overall health increased slightly with
age (rs=−0.14, p= 0.03).

On the C-SSRS, 48.7% (n= 93) of youth reported having
suicidal thoughts in the month prior to receiving AOM ser-
vices, and 25.1% (n= 48) of youth had at some point
engaged in suicidal behaviors. Of these 48 youth, 23 reported
suicidal behaviors in the last three months. Among the youth
who reported suicidal thoughts in the past month (n= 93),
55.9% (n= 52) had considered a method, 36.6% (n= 34)
had some intent to act on their thoughts, and 18.3% (n= 17)
reported having a specific plan.

The nature of youths’ presenting problems was exam-
ined from the perspectives of youth and clinicians.
Figure 4 shows the top 12 most frequent presenting

problems (see also Supplemental Figure S1). Anxiety,
stress and depression were the most common problems
identified. Agreement between youth and clinicians on

Table 2. Education, employment and living conditions of youth

accessing ACCESS Open Minds Mental Health Services at four First

Nations sites.

% n

Currently engaged ina (n= 232)

Education 64% 149

Paid employment 21% 49

Job training or seeking 9% 21

Taking care of my basic needs 33% 77

Care giving for child or dependent adult 5% 12

Volunteering or other 9% 20

Not engaged in education, training or employment 21% 48

Relationship status (n= 229)

Single 67.2% 154

In relationship(s) or married/common-law 30.6% 70

Prefers not to answer/other 2.1% 5

Currently living witha (n= 231)

One or both parents/step-parents 71% 163

Siblings/grandparents/other adults related to me 64% 147

Boyfriend/girlfriend/partner/spouse 16% 36

My own child/children 8% 18

Friends/roommates/other 17% 39

Have you ever lived in foster care or a group home?

(n= 226)

No 63% 143

Yes 28% 63

Prefers not to answer 9% 20

There is a reliable adult who is around when I am in

need (n= 220)

Yes 87% 192

No 13% 28

I get along with the people with whom I live (n= 219)

Very well 27.9% 61

Well 55.3% 121

Not well/not at all 14.6% 32

Not applicable (I live alone) 2.3% 5

With your current household income, do you have

any difficulty meeting basic expenses such as food,

shelter and clothing? (n= 157)

Yes 25% 40

No 75% 117

Note: Data shown are from the four First Nations sites combined.
aIndividuals could choose more than one category.

Figure 2. Kessler K10 scores. Quartiles and range (a) of Kessler

K10 scores at initial intake are shown for youth accessing AOM

mental health services at four First Nations sites combined,

followed by separate data for three of those four First Nation sites.

(b) The proportion of youth in the combined sample and in three of

the four First Nations sites with K10 scores ≤ 14 versus >14.

Figure 3. Self-rated mental health. Proportions of youth

endorsing excellent, very good, good, fair, or poor mental health at

initial intake on the Self-rated Mental Health item are shown for

youth accessing AOM mental health services at four First Nations

sites combined, followed by separate data for three of those four

First Nation sites.
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the frequency and nature of such presenting problems
ranged between 75% (loneliness/isolation) and 87%
(sleep issues) with a mean percentage agreement of 80%.
Youth reported a mean of 11.2 (SD= 7.2) presenting prob-
lems per youth, while clinicians identified 12.6 (SD= 6.6)
presenting problems per youth.

Pathways to Care
Over half of youth accessed AOM services themselves or
were referred by family members (28% self-referred, 23%
referred by family). In other cases, youth were referred to
the AOM service by a doctor, nurse or therapist, school
counsellor or teacher, community organization, social
worker or other (Supplemental Figure S2a). AOM was
the first mental health service that 68% of youth had
accessed that year, indicating that AOM services were rela-
tively well known and accessed via a direct pathway. Youth
found out about AOM services from varied sources includ-
ing hearing about the services from a friend or family
member; other helping professionals such as doctors,
nurses, psychologists, social workers, school counsellors;
community organizations; word of mouth (from those
who already received services) and social media
(Supplemental Figure S2b).

Discussion
To our knowledge, the current report is the first to present a
demographic and clinical portrait of youth presenting at
youth mental health services in multiple Indigenous settings
in Canada. The six Indigenous communities effected a trans-
formation/enhancement of their youth mental health services
based on the general objectives of AOM, which they tailored
to the needs and preferences of their communities. Youth at
the sites participated in providing direction for the delivery of
services which encompassed both Traditional and Western
ways of achieving wellness. Youth engagement also took
the form of (co-)designing youth spaces and programs to
access mental health services in ways that they found mean-
ingful. Key to the project was the implementation of a
uniform protocol allowing sites to share and compare demo-
graphic, clinical and other data.

Acceptability of Well-Designed Youth Mental Health
Services in Indigenous Contexts
The data on referral to services confirm that there is a need for
youth mental health services delivered by culturally competent
professionals in these communities and that youth will use
such services if they are available, accessible and acceptable.
In fact, in 50% of the cases, youth and families directly

Figure 4. Presenting problems. Youths’ top 12 most frequent presenting problems identified by either the youth themselves or the intake

clinician are shown for youth accessing AOM mental health services; data shown are from the four First Nations sites combined and are

expressed as the % of the sample endorsing each presenting problem.
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accessed AOM services without waiting to be referred, high-
lighting the importance of open referral systems and well-
publicized, youth-friendly services. In the case of Eskasoni,
we were able to compare the number of referrals in the
period between 2013 and 2015 before the implementation of
AOM (pre-implementation N= 168) with the number during
a similar length of time post-implementation (2016–2019; N
= 539). Thus, the number of youth accessing services
increased from 4.6 per month to 13.7 per month at this site.

In the two communities where data were collected for 3 or
3.5 years, referrals represented 53% (Eskasoni) and 34%
(Sturgeon Lake) of the total youth population, while, across
sites, 1–14 youth accessed serviced themselves or were
referred per month. These numbers pertain to youth who self-
referred or were referred specifically for an assessment for
mental health and/or substance use problems. At all sites,
many more youth (not included in the preceding ns) accessed
other programming such as arts groups, drumming circle,
Mental Health First Aid training for youth peer support
workers, etc. Communities saw these activities as promoting
mental health, resilience and wellness, and supporting early
identification and stigma reduction.

Data from the First Nations sites indicate that services
were used by all three age groups, that is, young adolescents
(age 11–15), older teenagers (age 16–20) and young adults
(age 21–29). As reported for other populations, more girls
and women sought care than did boys and men. Young
females also endorsed higher levels of distress and poorer
mental health. These trends may reflect sex differences in
the distribution of mood and anxiety disorders for this age
group,36,37 but may also be indicative of lower willingness
to endorse problems and seek help among young men.
Population data for Western countries indicate that young
men experience higher rates of some serious mental health
issues (e.g., substance abuse, conduct disorder, psychosis)
than do young women, but are less likely to seek help for
mental health problems.38 Our data also underline the need
for targeted interventions that engage boys and young men
in need of mental health support.

Youth at Risk of Marginalization Connected in
Significant Numbers
Youth at the four First Nations sites who identified as having
some LGBTQ2I+ affiliation represented 17% of youth
accessing AOM services. This indicates that these youth
are an important subconstituency whose needs must be con-
sidered in designing youth mental health services, systems
and policies.

A much higher proportion (25%) of help-seeking youth
aged 15–29 were NEET than in the general Canadian
youth population (12.2%).39 This supports the growing
concern about the increased vulnerability to mental ill-health
among NEET youth.40,41 It also points to the need for

AOM-like services to integrate employment and education
support interventions.

A quarter of youth reported finding it difficult to meet basic
expenses. This represents a significant vulnerability in some
communities, given that economic and nutritional status are
recognized determinants of physical and mental health.42–45

In Canada, 52.2% of children in foster care are Indigenous,
but only 7.7% of the total child population are Indigenous.46

While youth with prior contact with child protection services
may be at higher risk of experiencing mental health problems
and suicidal ideation,47,48 they are also less likely to seek and
remain engaged in services.49,50 In our sample, over a quarter
reported having previously lived in foster care or a group home.

Overall, our findings suggest that AOM sites may have
succeeded in creating safe spaces for youths who may be par-
ticularly vulnerable and at risk of marginalization by sexual-
ity, poverty or adverse childhood experiences. At the same
time, most youth also had significant strengths in terms of
their social networks. The vast majority were living with
family and 83% reported having positive relations with
those with whom they lived. Our data is unfortunately
limited in its ability to comment on additional community
strengths and connections that youth had access to.

AOM Sites, a Point of Service Access for Youth with
High Distress and Need for Care
Prior research has shown a strong association between high
Kessler scores and the presence of DSM-IV diagnosed disor-
ders.51–54 Using Australian National Survey data, K10 scores
of 10–14, 15–19 and 20+ (on a 0–40 scoring scale) have
been interpreted to indicate individuals being likely to have
mild, moderate or severe mental disorders, respectively.55

These cut-offs are in relatively good concurrence with a
recent Statistics Canada report indicating K10 cut-off
scores of 14 and 15 for First Nations people with diagnosed
anxiety and mood disorders, respectively.30 In our study,
youth accessing AOM services at the First Nations sites
reported lower quartile, median and upper quartile K10
scores of 11, 18 and 24, respectively. This indicates that
three-quarters of the presenting youths may have had at
least a mild mental health problem; that half likely had a
moderate mental health problem; and that a quarter may
have had severe mental health problems. Thus, AOM ser-
vices appear to be appropriately targeting and engaging
youth with psychological distress and a full spectrum of
youth with mild, moderate and severe mental health prob-
lems. AOM sites also seem to be a point of access for
many youth with moderate/high levels of psychological dis-
tress (>50%) and need for care, as also evidenced by ∼50%
reporting recent suicidal thoughts. Young people self-
reported their reason for seeking help as problems with
how they felt, with mood, anxiety and stress symptoms
being the top presenting problems. This aligns with the
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high prevalence of common mental disorders (anxiety, mood
and behavior disorders) in community epidemiological and
help-seeking youth populations.37,56,57

Fifty-five percent of youth accessing services at AOM
First Nations sites rated their mental health as fair or poor
on the SRMH. Data from the 2018 First Nations National
Health Survey indicated that only 11.6% of First Nations
youth aged 12–17 rated their mental health as fair or poor
on the SRMH.58 The Survey also indicated that 50.9% of
First Nations young people aged 18–29 rated their mental
health as excellent or very good compared with only 14%
of youth accessing services at AOM First Nations sites.
These comparisons indicate that AOM outreach strategies
are appropriately engaging youth who perceive their mental
health as suboptimal. This is congruent with prior findings
that individuals who rate their mental health as poor on the
SRMH are more likely to use mental health services.59,60

Individuals with mental health problems were also signifi-
cantly more likely to endorse poor/fair mental health in the
2002 Canadian Community Health Survey: Mental Health
and Well-being, which however did not include Indigenous
communities/reserves.31 Caution, however, should be exer-
cised in using the SRMH as a measure of mental morbidity
given findings that over half of individuals with mental mor-
bidity rate their mental health as good on the SRMH.31 The
SRMH may only modestly correlate with more formal mea-
sures of mental health, such as DSM criteria or symptom
scales.59,60 Self-perceptions of mental wellness may be influ-
enced by numerous factors such as age, cultural perspectives,
notions of mental health, physical health, stigma and media
influences.59–61 Notwithstanding the lack of perfect corre-
spondence between self-reports of mental health and the
presence of mental health problems, these measures serve
the important function of bringing youth perspectives into
assessment.62,63

Limitations
The generalizability of our findings to all youth accessing
services at the participating First Nations sites may be
questioned, given that data were only collected from
youth who consented to research and the assessment pro-
tocol. Furthermore, the sample sizes varied across data
items as youth chose not to answer some items and staff
sometimes did not collect all data items as per the proto-
col. Our choice of assessment tools also limits our
ability to comment on the prevalence of specific mental
health and substance use problems that meet diagnostic
criteria. It is important to note that treatment decision-
making was informed by not only these scales, but also
in-depth interviews conducted by trained staff. At all
sites, by design, the “ACCESS Clinician” who was
responsible for intakes was not a physician or psychiatrist.
The use of validated scales and screeners (in lieu of

arriving at diagnoses) allowed initial evaluations to be
performed by a wide range of trained health professionals,
thus facilitating rapid access to services. There is emerg-
ing recognition that mental health problems during ado-
lescent and youth are relatively diffuse and
pluripotent.64 During consultation on the design of
AOM services, youth and other stakeholders also
expressed concerns with potential harm and stigma asso-
ciated with early labelling of youth’s presenting concerns
in terms of specific diagnoses, particularly in community
settings. These various considerations guided our decision
to rely instead on self- and clinician-rated measures of dis-
tress, SRMH, functioning and overall severity.

Although most scales used in this study (K10, SRMH,
SRH) have been used as part of the Aboriginal Peoples
Surveys and shown to have validity with some Indigenous
groups in Canada, 32–34 one of our First Nations sites reported
that some of the tools used to measure mental health in the
current study were less than optimal for youth in their com-
munity. It was felt that the language used in the tools was dif-
ficult to understand given that the constructs were from a
Western worldview and not necessarily congruent with a
Traditional worldview. Proceeding from the view that
while youth are frequently faced with many challenges,
they are also very resilient and that First Nations beliefs are
strength-based, this site conducted a focus group with
youth to tailor tools to include the integration of culture,
and Elders and youth co-created new tools which addressed
cultural aspects of wellness. However, after discussion
among AOM Network members, this site decided to use
already validated scales such as K10 and SRMH for this
study in order to allow sharing and aggregation of data
among several communities, and with the larger AOM
network of both non-Indigenous and Indigenous sites.
Nonetheless, this emphasizes the need for the development
and validation of tools that address youth mental health
using language and concepts that are contextually and cultur-
ally appropriate.

Site staff often commented on young people not endorsing
difficulty meeting basic needs, even when objectively this
may have been the case. Deprivation and poor SRMH may
have been under-reported by youths who may have had
high thresholds for endorsing these problems because of
their generally high prevalence in some communities. In
Eskasoni, for instance, only 22% of young people reported
having difficulty meeting basic needs despite the community
having a 73% child poverty rate.65 Thus, more work is
needed to understand how young people interpret and
choose to respond to specific items. It may also be useful
to re-assess certain items once youth are more comfortable
with self-disclosure. Overall, more efforts are needed to
ensure that measures and the interpretation of data from mea-
sures are situated in deeper, culturally salient understandings
of wellness and mental ill-health.
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Conclusion
These are the first data that describe the young people pre-
senting to AOM mental health services in Indigenous con-
texts across Canada. By showing that these services are
being accessed by their intended target population, our
report highlights the promise of transforming youth mental
health services to make them more accessible and youth-
friendly. Further analyses are planned to determine whether
youth accessing AOM services experience improvements in
their mental health, functioning and overall well-being.
Such information is timely as there is growing interest in
and support for improving youth mental health outcomes in
Canada.66,67 AOM is a valuable proof of concept showing
that it is possible to build and deliver evidence-informed, cul-
turally sensitive youth mental health services in Indigenous
contexts based on a common model that is also implementa-
ble in non-Indigenous and other Indigenous contexts in
Canada.18,19 While there is scope for improvement, the
AOM experience highlights the possibility of implementing
a shared, high-quality data system across diverse youth
mental health contexts in Canada, and its potential for
informing service design and improvement in real time.

Authors’ Note
Data from this study are only accessible to study investiga-
tors. Data use and access follow OCAP principles and
signed data sharing agreements between the AOM central
office at the Douglas Mental Health University Institute
and individual participating sites. Please contact correspond-
ing author for any request related to accessing data from this
project.
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