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ABSTRACT

Background: Quality integrated care, which involves primary care and mental health
clinicians working together, can help identify and treat adolescent depression early.
We explored systemic barriers to quality integrated care at the provincial level in
Ontario, Canada using a learning system approach.

Methods: Two Ontario Health Teams (OHTs), regional networks designed to support
integrated care, completed the Practice Integration Profile (PIP) and participated in
focus groups.

Results: The OHTs had a median PIP score of 69 out of 100. Among the PIP domains,
the lowest median score was case identification (50), and the highest one was
workspace (100). The focus groups generated 180 statements mapped to the PIP
domains. Workflow had the highest number of coded statements (59, 32.8%).

Discussion: While the primary care practices included mental health clinicians on-site,
the findings highlighted systemic barriers with adhering to the integrated care pathway
for adolescent depression. These include limited access to mental health expertise for
assessment and diagnosis, long wait times for treatment, and shortages of clinicians
trained in evidence-based behavioral therapies. These challenges contributed to the
reliance on antidepressants as the first line of treatment due to their accessibility
rather than evidence-based guidelines.

Conclusion: Primary care practices, within regional networks such as OHTs, can form
learning systems to continuously identify the strategies needed to support quality
integrated care for adolescent depression based on real-world data.
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INTRODUCTION

Adolescence is a time of growth, learning, and identity
development that poses higher risks for mental health
conditions like major depressive disorder, also known
as depression [1]. According to the World Health
Organization (WHO), depression is one of the leading
causes of illness and disability for adolescents [2]. In
Canada, the prevalence rate for depression is at 11%
for 15- to 24-year-olds [3, 4]. Adolescent depression
can interfere with academic performance and increase
the risk of substance use and suicide [5, 6]. The age of
onset for depression usually begins after puberty when
adolescents may be vulnerable to this mental health
disorder due to a combination of biopsychosocial risk
factors [7-10]. Therefore, adolescence is a critical time to
screen for symptoms of depression [11].

Primary care providers play a key role in the early
detection and management of adolescent depression
[12-14]. The integrated care pathway for adolescent
depression, from screening to follow-up care, includes
psychotherapy and medication as treatment options with
reassessments during the first three months to adjust
the course of treatment as needed [15, 16]. However,
the literature highlights gaps in adhering to this pathway
in primary care, including missed diagnosis, inadequate
treatment, and lack of follow-up care [17-19]. Learning
how to support quality mental health services in primary
care could help improve the detection and treatment
rates of adolescent depression [20-23].

In Canada, Ontario Health Teams (OHTs) are being
formed in phases under the leadership of Ontario
Health, a provincial government agency, to support a
regional approach to integrated care across all sectors
[24, 25]. OHTs are defined as “groups of providers and
organizations that are clinically and fiscally accountable
for delivering a full and coordinated continuum of care
to a defined geographic population” [25]. The first 24
OHTs were approved in December 2019, increasing to 57
OHTs as of October 2023. Delivery of integrated care for
people with mental health disorders across the region,
from primary care to specialized mental health services,
is one of the priorities for OHTs [25].

In the primary care sector in Ontario, there is a shift
to a team-based approach to care where primary care
clinicians (e.g., family physicians and nurses) and mental
health clinicians (e.g., psychiatrists, psychologists and
social workers) work together to provide integrated care
within the health care practice (e.g., family health teams,
community health centres, nurse practitioner-led clinics)
[26, 27]. Providing quality mental health services in primary
care, referred to as integrated care in this study, requires a
common framework, from screening to follow-up care, in
addition to funding mental health positions in primary care
[28-30]. Having a structured approach for delivering quality
integrated care may lead to better patient outcomes [31].

The Practice Integration Profile (PIP) is the first valid
and reliable survey measuring the level of integration of
mental health services in primary care using six domains
derived from the Agency for Healthcare Research and
Quality (AHRQ) Lexicon for Behavioral Health and Primary
Care Integration [32]. They are: (1) routine screening to
identify cases, (2) consistent workflow for assessing,
diagnosing, and treating patients, (3) comprehensive
clinical ~ services including  non-pharmacological
treatment options, (4) collaborative workspace, (5)
shared care between primary care and mental health
clinicians supported by ongoing communication and
shared decision-making, and (6) patient engagement
and retention strategies [33, 34]. Potential strategies
were identified from the literature to support the PIP
domains for adolescent depression such as staffing,
funding and clinician training [35].

Given the health reform led by Ontario Health, there
was a policy window to research the support needed
at the provincial level to provide quality integrated care
for adolescent depression within a learning system
framework (Figure 1). The aim of a learning system is to
learn from every patient by leveraging real-world data
generated at the point-of-care to continuously improve
the quality of health services [36]. The purpose of this
study was to explore how a learning system approach
could support the ongoing recognition of systemic
barriers and the strategies needed to support quality
integrated for adolescent depression based on the real-
world experiences of two OHTs.

METHODS

STUDY DESIGN

A mixed-methods design was used in this descriptive,
multi-case study approved by the Queen’s University
Health Sciences and Affiliated Hospitals Research Ethics
Board. Four OHTs were identified as potential case sites
in June 2022 because of their focus on child and youth
mental health. Two of them agreed to participate in
the study, referred to as OHT A and OHT B. Both OHTs
had identified a community-based solution to support
the early identification and treatment of mental
health disorders in children and youth. Understanding
the systemic barriers at the provincial level to quality
integrated care focused on adolescent depression, a
common mental health disorder in this population,
would help support the quality improvement initiatives
of these case sites.

DATA COLLECTION & ANALYSIS

Survey

The PIP (V1.0) consists of five demographic questions
and 30 items grouped into six domains for integrated
care [33, 34]. The demographic questions were adapted
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Figure 1 PIP Domains for Integrated Care at the Provincial Level [33, 36].

to reflect the context in Ontario. Given the focus of this
study was depression, references to “behavioral health”
were replaced with “mental health”.

The PIP was distributed to all team-based primary
care services in OHT A and OHT B. Three of the four
primary care teams in OHT A completed the PIP for a
response rate of 75%. The PIP was completed between
November 21, 2022-January 18, 2023, by the nurse
practitioner-led clinic, community health centre, and one
of the two family health teams in OHT A. One of the two
family health teams in OHT B completed the PIP between
November 9, 2022-January 4, 2023, for a response rate
of 50% at the OHT-level. This was a large, multi-practice
family health team where 10 of its practice sites provided
mental health services. Six of these 10 practice sites
completed the survey for a response rate of 60% at the
team-level. The family health team in OHT B that did
not participate in the study had one dedicated mental
health practice. Therefore, the total number of practices
that completed the PIP from OHT A and OHT B was nine
out of 15 eligible practices. This corresponded to a 60%
response rate overall with 75% in OHT A (n = 3/4) and
55% in OHT B (n = 6/11).

A minimum of two people were invited to complete
the survey on behalf of each primary care practice where
feasible. The respondents were a mix of clinicians (nurse
practitioners, family physicians, social workers, and
psychiatrists) reflecting the team composition within
these practices. The survey remained open for eight
weeks. A reminder e-mail was sent one, three and seven
weeks after the initial invitation e-mail [37]. A S50 gift
card was awarded to one of the practices through a
draw.

Descriptive statistics were used to summarize the
demographic information of the primary care practices
and the domain and overall scores (i.e., frequency,

median and range, and mean and standard deviation).
As per the PIP scoring rubric, each item received a score
between 0-4 where 0 was “Never/None/0%” and 4
was “Always/All/100%”. The sum of these items was
calculated for each domain (i.e., numerator), divided by
the maximum score for that domain (i.e., denominator),
and multiplied by a 100. Therefore, each domain received
a score from 0 (no integration) to 100 (full integration).
The total integration score was calculated using the
mean of the six domain scores.

Focus Groups

A combination of purposeful and snowballing sampling
was used to recruit focus group members from OHT A
and OHT B in a representative role at the OHT-level where
applicable. A total of 17 participants were recruited from
OHT A and OHT B. The participants represented a variety
of perspectives on quality integrated care, including
administrators, primary care clinicians (family physician
and nurse practitioners), mental health clinicians (social
workers and psychiatrists), and a patient partner for
youth mental health.

The principal investigator facilitated the focus
group discussions. Each focus group was one hour and
conducted virtually using Microsoft Teams ©. The focus
group questions were open-ended and guided by the
study’s conceptual framework. The first focus group was
conducted on January 23, 2023 to test the clarity of the
focus group guide with five participants from OHT A and
OHT B. As the testing phase resulted in minimal revisions
to the questions, these results were included in the
analysis. Two focus groups were also conducted with six
participants on February 2, 2023 (OHT A), and February
8, 2023 (OHT B). All the discussions were recorded and
transcribed. Each participant was given a $25 gift card to
thank them for their time.
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The focus group transcripts were coded using NVivo 12
software (QSR International, Doncaster). A combination
of deductive and inductive analysis was completed to
find the overall “story” in the dataset [38, 39]. First, the
study’s conceptual framework was used to organize the
focus group results, providing a codebook for coding the
transcripts to the PIP domains and the learning system
domain using content analysis. Second, a thematic
analysis was completed to identify cross-cutting themes
from all the transcripts using an iterative, inductive
process in line with the study’s objectives.

Data triangulation was also used to analyze the
results from multiple OHTs (i.e., OHT A and OHT B),
perspectives (administrators, primary care clinicians,
and mental health clinicians, and patient partner), and
primary care teams (family health team, community
health centre, and nurse practitioner-led clinic). A
second reviewer validated the coded statements and
independently coded a sample of the transcripts (10-
25%), the equivalent of one domain selected at random.
A summary of the findings was also shared with the
participants for confirmation [40].

Methodological Triangulation

The survey and focus group results were analyzed
together to form a more holistic perspective. The PIP
median scores were compared to the number of coded
statements by domain, as a high number of comments
may reflect more concerns about a certain domain
of integrated care. The PIP mean scores at the item-
level were also compared to relevant quotes from the

focus groups to determine whether they confirmed,
complemented, or conflicted with the findings.

RESULTS

SURVEY

Practice Demographics

OHT A and OHT B covered three types of primary care
models (i.e., nurse practitioner led-clinics, community
health centres, and family health teams) in various
settings (i.e., inner city, urban, suburban, and rural areas).
All nine primary care practices in OHT A and OHT B had
been providing integrated care for more than a year and
had at least one mental health clinician on the team,
reflecting the characteristics of team-based primary care
services in Ontario (Table 1).

Domain and Overall Scores

The PIP scores for the primary care practices in OHT A and
OHT B are presented at the OHT level in Supplementary
Material 1 and at the item level in Supplementary Material
2. The nine primary care practices in OHT A and OHT B
had a PIP median score of 69.0 out of 100.0 with a range
of 46.4t0 80.0, and a PIP mean score of 68.8 out of 100.0
with a standard deviation of 10.0. The median domain
scores ranked from lowest to highest were as follows:
case identification (50.0), workflow (58.3), patient
engagement and retention (62.5), clinical services (75.0),
shared care (75.0), and workspace (100.0) (Figure 2). A
similar ranking was obtained using the mean domain

CHARACTERISTIC OHT A (n =3) OHT B (n = 6)
Practice Type Community Health Centre 1 0
Family Health Team 1 6
Nurse Practitioner-Led Clinic 1 0
Practice Size 1-2 employees 0 0
3-4 employees 0 0
5-10 employes 0 0
Greater than 10 employees 3 6
Practice Location Inner City 0 2
Urban 1 3
Suburban 1 0
Rural 1 1
Frontier 0 0
Length of time integration effort has been active:  Effort is More Than 1 Year 3 6
The mental health clinician(s) in your practice is: Employed by the practice or practice organization 3 6
How long has there been a mental health More than 2 years 3 6

clinician as part of the practice?

Table 1 Practice Demographics (N =9).
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scores as follows: case identification (48.6), patient
engagement and retention (58.9), workflow (60.9), shared
care (73.8), clinical services (75.9), and workspace (94.4).
The PIP domain with the highest median (100.0) and
mean (94.4) scores for the nine practices was workspace.
The PIP domain with the lowest median (50.0) and mean
(48.6) scores was case identification.

FOCUS GROUP

Themes

A total of 211 statements were coded from the
transcripts. Most of these statements were coded to
the PIP domains (180, 85.3%), while the rest were
coded under learning system (31, 14.7%). Overall, these
statements corresponded to the PIP domains except
for workspace and shared care. None of the statements

covered workspace, and the definition for shared care
needed to be broadened from a collaboration between
primary care and mental health clinicians within the
same practice to partnerships between primary care,
acute care, and community services from a system
perspective, in line with the definition of OHTs.

As shown in Figure 3, the 211 statements were
grouped under three themes to (1) identify the systemic
barriers to quality integrated care for adolescent
depression within each domain (98, 46.4%), (2) propose
solutions for addressing these systemic barriers through
supportive strategies within each domain (82, 38.9%),
and (3) learn how to measure progress toward the
domains (31, 14.7%). Excerpts from the transcripts are
provided to illustrate the sub-themes with additional
quotes in Supplementary Material 3.

100
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Figure 2 PIP Median Scores by Domain and Overall (N = 9).
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Figure 3 Conceptual Map of the Themes and Sub-Themes from the Focus Group Results.
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Theme 1: Systemic Barriers to Applying the PIP
Domains for Adolescent Depression

Case Identification

While participants shared their support for early
identification of depressive symptoms, adolescents didn’t
generally have annual well-visits for clinicians to complete
the mental health screenings in primary care. There were
also challenges with following-up on positive screens as
one participant explained, “We have to be able to actually
treat these patients once we identify them” (OHT B).

Workflow

Participants reported that the demand for mental
health services exceeded the capacity of the teams to
meet them, contributing to bottlenecks. Team capacity
seemed to vary across practices as one participant
highlighted, “We’re actually extremely lucky cause we’re
very well-resourced with psychiatry compared to most
family health teams” (OHT B). However, participants from
OHT A and OHT B reported challenges with wait times for
accessing mental health services within their teams and
in the community. “The ones who don’t have benefits,
they’ll have to rely on us if they don’t want to pay and so
there’s going to be a waiting list” (OHT A).

Participants explained that depression is a complex
mental health disorder where symptoms could be due
to a variety of factors, including social issues. Primary
care clinicians who didn’t feel comfortable diagnosing
adolescents without consulting a mental health clinician
referred them to external services for assessment,
resulting in longer wait times. Therefore, some clinicians
opted to complete a brief assessment to avoid delaying
treatment. The prescription of medication was often the
first line of treatment as explained by a participant, “By
the time they’'ve come to see me, the family doctors
already tried one or two antidepressants without really
being able to do a full diagnostic assessment. So, often
the model already in play is purely biologic” (OHT B).

Clinical Services

Participants reported barriers to offering non-pharmaco-
logical treatment options for adolescent depression.
As one participant indicated, “My approach was CBT
first for mild-to-moderate adolescent depression, then
antidepressants if failed CBT or if its severe and there’s
suicidality, and because of the limitations in accessing
psychotherapy, antidepressants are by and large first line”
(OHT B).

One of the challenges included recruiting mental
health clinicians trained in evidence-based therapies. “I
know that’s a bigger picture thing, but I see that with
the new grads, that they’re not trained in CBT, DBT,
those types of therapies are effective” (OHT A). Another
challenge was retaining mental health clinicians in
primary care as they preferred to work in the acute care
and private sectors for higher wages as highlighted by a

participant, “You get them trained up and then they go
take a higher paying job at the hospital and then you’re
stuck training staff again” (OHT A). This challenge seemed
to vary across practices in OHT B where one participant
identified issues with recruiting “skilled mental health
counselors” while another explained that “we’re able
to implement those evidence-based strategies with our
primary care colleagues.”

These challenges were perceived as contributing
to a “two-tiered system” for mental health services
where patient affordability rather than patient need
informed the type of treatments available for adolescent
depression. One participant reflected on this systemic
barrier in the quote below.

“It is really frustrating in terms of the limitations in
government funded psychotherapy access for children
and teenagers, especially in the [OHT B] area where
I don’t even refer to child and adolescent services
anymore because the wait list is so long. It was a year
before COVID and now I think it’s close to two years. So,
I really essentially impress upon families that whatever
they can afford in terms of private [services] and then
also really work hard with the counselor within our office
to try and have a few concentrated sessions. But you
know, if an ideal CBT model is 12 to 16 weekly sessions
and that’s what kids need to get that foundation, it just
doesn’t exist” (OHT B).

Shared Care

The lack of investment in primary care was perceived
as a foundational barrier to quality integrated care for
mental health disorders. Participants reported that most
of the resources were still being allocated to mental
health services in the acute care sector. As a couple of
participants stated, “I think to be fair to primary care it’s
been inconsistently supported, and you’ve got hospital
systems who have support for all of these kinds of things”
(OHT B) and “Hospitals are trying to get youth out of the
emergency department, but without the funding for
the actual services in the community, it’s the hospitals
continuing to get overloaded” (OHT A). Participants also
identified the need for better coordination of care for
patients from a system perspective between primary
care, acute care, and community services.

Patient Engagement and Retention

Participants identified barriers for accessing primary
care during school hours and transportation issues
where parental support was needed, specifically in rural
areas. While some depressed adolescents lacked the
motivation to access mental health services, there didn’t
seem to be a strategy for following up with adolescents
who missed their appointments and/or weren’t adhering
to their treatment plan. “I've had psychiatrists where
if the patient isn’t willing to follow the medication
recommendations that they’re getting, they discharge
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them. And like, there’s really no follow-up if they decide
not to take the medication” (OHT A).

Theme 2: Provincial Strategies for Supporting the
PIP domains for Adolescent Depression

Case Identification

Participants suggested screening adolescents at school
using existing funded positions for mental health
services, and in primary care when they come in for their
immunization appointments between the ages of 14
and 16. Participants clarified that these patients needed
to be screened for common mental health disorders and
comorbidities, in addition to depression. This was reflected
in the following response, “We don’t screen for depression
on its own. The clinics that T work in, we use a child and
youth screening tool” (OHT A). Participants also suggested
considering sex and gender differences as part of the
screening process with support from automated reminders.

Workflow

The first recommendation for improving workflow
was increasing the number of mental health clinicians
on the team to better meet demand. The second
recommendation was to complete a comprehensive
assessment of adolescents to understand what’s causing
their symptoms of depression and recommend a course
of treatment based on the results. This was highlighted in
the response below from one of the participants.

“I mean someone has depression, but the cause of
the depression can vary widely from abuse, neglect, to
lack of housing, to lack of nutrition. So, depending on
what causes the depression, it really could affect what
treatment lines you go down” (OHT A).

This comprehensive assessment would expand
treatment options instead of only relying on antide-
pressants because they’re more accessible as one
participant explained, “I say comprehensive assessment
only from the standpoint that you know you don’t want
to medicalize something that’s being driven by something
else in their life” (OHT B).

Clinical Services

Participants recommended funding training opportunities
in evidence-based therapies. “Training the right people to
do the right kind of thing is going to be critical because
then it’s left to organizations to try and get people up
to speed and that takes a long time. We need people
now” (OHT B). Participants also suggested expanding
treatment options based on evidence, including “social
prescribing and bringing a more robust evidence base to
some of that” (OHT B).

Shared Care

Participants recommended better coordination of care
between primary care, acute care, and community
services. As specified under workflow, a comprehensive

assessment is needed for adolescent depression to better
identify treatment options. This would require partnering
with non-clinical community resources to include social
services as reflected in the quote below.

“One of the things we’re trying to figure out with our
mental health services review with the family health
team is who needs straight up sort of mental health
ongoing support for a mild-to-moderate condition versus
psychiatric level care for kind of a moderate-to-severe
problem versus more traditional social work” (OHT B).

A broader recommendation was to review the
service delivery model of primary care to achieve better
economies of scale by gathering more clinicians under a
fewer number of practices and expand its team members
to include patient navigators.

Patient Engagement and Retention

The first strategy was to help adolescents access mental
health services by transporting them to the practice.
The second strategy was offering virtual options
to adolescents for treatment and follow-up Vvisits,
especially in rural areas. This option was perceived as
less disruptive for adolescents because they wouldn’t
“have to necessarily leave after-school job or school to
have a doctor’s appointment” (OHT B). Participants also
recommended partnering with high schools to provide
on-site treatment to adolescents.

Theme 3: Learning to Measure Progress toward
the PIP Domains

Dedicating Resources for Quality Improvement
Participants advised that alearning system for adolescent
depression would need to be well-resourced for it to be
implemented by the primary care team without adding
to the workload of clinicians and take time away from
patient care. As one participant explained, “We have
to find that balance between making sure that we’re
continuously learning and also making sure that it
doesn’t become so burdensome for the clinicians that it
becomes the focus of care, not the patient” (OHT B).

Having a Common Framework for Quality Integrated Care
Participants recommended having a common framework
for quality integrated care and reviewing existing
frameworks internationally that could be implemented
in Ontario as explained by a participant, “I'm wondering
if more work isn’t done to look at program systems
around the world and what is working because we tend
to reinvent the wheel which drives me insane” (OHT A).
Participants suggested co-designing this framework with
adolescents and holding education sessions with OHTs.

Leveraging Real-World Data

Participants supported the idea of learning from everyday
data for quality improvement where one participant
stated, “We need to create those living lab situations
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where we’re constantly learning, and it's embedded
as part of the protocols and practices” (OHT B). There
was a recommendation to use a combination of data
collection methods given the complexity of the primary
care sector as explained in the following quote. “Primary
care is a very multifaceted area of practice that requires
a lot of really rich depth, qualitative, kind of thematic
understanding about what it is that’s happening with
the patient.” (OHT B). Participants also shared challenges
with leveraging EHR to collect and share patient data
with other primary care teams and community partners
within the OHT given the variability of the information
systems and the non-use of health cards in some of the
community services.

INTEGRATION OF RESULTS

Workflow had the highest number of coded statements
(59/180, 32.8%), and the second lowest median score
for OHT A and OHT B (58.3) as participants identified
bottlenecks due to limited access to mental health
expertise (Table 2). Whereas workspace had the highest
median score for OHT A and OHT B (100.0) in line with the
focus group findings where none of the statements were
coded to this domain as mental health clinicians were
funded to be part of the primary care team.

Table 3 includes examples of how the PIP scores
confirmed, complemented, or conflicted with the focus
group findings. The item with the lowest mean score
under patient engagement and retention was having a

strateqy for following up with patients who didn’t adhere
to their treatment plan (M = 1.3, SD = 1.1). This finding
was supported by a participant who said, “There’s really
no follow-up if they decide not to take the medication”
(OHT A). While the item with the highest mean score
under clinical services was having clinicians available on-
site to provide mental health services (M = 3.8, SD = 0.5),
participants explained that they didn’t have enough
mental health clinicians on the team, resulting in long
wait times. The item on prescribing medications for
routine mental health conditions was one of the higher
rated items (M = 3.6, SD = 0.5). However, participants
highlighted that antidepressants were the first line of
treatment for adolescents because they were more
accessible than psychotherapy services.

DISCUSSION

INTERPRETATION OF RESULTS

The PIP scores of the primary care practices in OHT A and
OHT B were compared to the scores obtained in the PIP
validation study, recognizing that the comparison of these
results is limited by the small sample size in the context
of a case study (Table 4) [33]. The PIP was administered
to primary care practices across the United States which
included a group of practices without mental health
clinicians (n = 20), practices with mental health clinicians
(n =102) and exemplars in integrated care (n = 8). The

PIP DOMAINS

MEDIAN SCORES

FOCUS GROUP STATEMENTS

Case Identification 50.0 37/180 (20.6%)
Workflow 58.3 59/180 (32.8%)
Clinical Services 75.0 21/180 (11.7%)
Shared Care* 75.0 19/180 (10.6%)
Workspace 100.0 0/180 (0%)

Patient Engagement and Retention 62.5 44180 (24.4%)

Table 2 PIP Scores and Number of Focus Group Statements by Domain.

*Revised definition from the PIP based on focus group results.

PIP ITEM MEAN SCORE  FOCUS GROUP QUOTES

We have clinicians available on site 3.8 “So, I think that’s a whole barrier and sets an equity issue for kids that don’t have
who provide non-crisis focused the opportunities as others for even treatment and care without psychiatry
mental health services (CS.1). funded at an appropriate amount” (OHT A).

We offer prescription medications for 3.6 “You know, they have this limited insurance, so we really try and target

routine mental health and substance treatment within what the parents can afford, because otherwise the options
abuse diagnoses (CS.7). just don’t exist” (OHT B).

We have specific systems to identify 1.3 “I've had psychiatrists where if the patient isn’t willing to follow the medication

and intervene on patients who did
not initiate or maintain care (PE.3).

recommendations that they’re getting, they discharge them. And like, there’s
really no follow-up if they decide not to take the medication” (OHT A).

Table 3 Comparing PIP Scores of OHT A and OHT B to Focus Group Quotes.
CS: Clinical Services/PE: Patient Engagement/OHT: Ontario Health Team.
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mean scores of the team-based practices in OHT A and
OHT B (69) and in the validation study (60) were higher
than the practices without mental health clinicians (27),
but lower than the practices in the exemplar group (86).
The ranking of the mean domain scores from lowest to
highest was about the same between the two groups
of team-based primary care practices, suggesting there
could be similar challenges in applying the PIP domains
which were further explored from a system lens in this
case study.

Overall, the focus group discussions complemented the
PIP results by providing key insights that helped interpret
the domain scores from a system perspective (Table 5).
Limited access to mental health expertise seemed
to be contributing to the reliance on antidepressants
because they’re the most accessible form of treatment
for adolescent depression. Strategies for addressing this
systemic barrier included a comprehensive assessment
of depressive symptoms, partnerships with high schools
and social services to improve access to treatment
options, and clinician training in evidence-based therapies
for adolescent depression. A learning system framework
that combines both quantitative (i.e., routine data from
electronic health records) and qualitative (i.e., frontline
experiences of clinicians and patients) data could help
support the ongoing recognition of systemic barriers and
the strategies needed to support quality integrated for
adolescent depression.

APPLICATION OF FINDINGS

Providing quality integrated care for adolescent
depression goes beyond only funding mental health
clinicians in primary care [28-31]. Integration efforts
need to be guided by a common framework for quality
at the national/sub-national level that is informed by
real-world data. Therefore, we developed a learning
system framework for quality integrated care focused
on adolescent depression based on the study results. We
included the perceived systemic barriers and proposed
strategies by domain for integrated care. Suggested
indicators were also included based on the PIP and the
provincial standards for depression (Supplementary
Material 4) [33, 35, 41]. Primary care practices, within
regional networks such as OHTs, can build upon these
results by forming a learning system to continuously
identify the strategies needed for quality integrated care
for adolescent depression based on real-world data.

Case Identification

Adolescents can be screened at school using existing
funded positions for mental health services, and in
primary care when they come in for their immunization
appointments between the ages of 14 and 16 with
support from automated reminders in the EHR platform
[42]. A targeted indicator is tracking the number of
adolescents screened for mental health disorders
including depression in primary care.

PIP QUALITY CASE STUDY PIP VALIDATION STUDY
TEAM BASED PRIMARY PRIMARY CARE TEAM-BASED PRIMARY EXEMPLARS
CARE (N =9) (n =20) CARE (n =102) (n=28)

Case Identification 49 43 53 83

Workflow 61 31 55 80

Clinical Services 76 23 67 94

Shared Care 74 18 56 86

Workspace 94 21 77 98

Patient Engagement and Retention 59 27 51 73

Overall 69 27 60 86

Table 4 Comparing the PIP Mean Scores to the PIP Validation Study Results.

KEY LEARNINGS

Systemic Barriers

Limited access to mental health expertise within the primary care team and in the community is contributing to

the reliance on antidepressants because they’re the most accessible form of treatment, specifically for adolescents

without access to private insurance.

Strategies

Comprehensive assessments of depressive symptoms, partnerships with high schools and social services in the

community and investing in training opportunities for evidence-based therapies could help improve treatment options

for adolescent depression.

Learning System

A combination of quantitative and qualitative data is needed to support quality integrated for adolescent depression

grounded in the frontline experiences of clinicians and patients.

Table 5 Key Learnings from the Multi-Case Study of OHTs.
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Workflow

A comprehensive assessment can help understand
what’s causing the adolescent’s symptoms of depression,
identify goals of care and develop their treatment plan
accordingly. This could be supported by clinical prompts
in the EHR platform to assist clinicians in their decision-
making process [43, 44]. Depending on the assessment
results, treatment options may include referral to non-
clinical services in the community such as social services.
This strategy could help alleviate some of the bottleneck
issues in primary care by adopting a broader, system
approach for social and mental health services with
support from patient navigators [45].

A targeted indicator is tracking the number of
adolescents who had received a comprehensive mental
health assessment for their symptoms of depression in
primary care. The timeframe for this assessment is based
on the level of severity of the symptoms. For suspected
severe depression within seven days of initial contact,
and for suspected mild to moderate depression within
four weeks of initial contact [41].

Clinical Services

The study results suggested that primary care treatment
options for adolescent depression were limited.
Non-pharmacological treatments were particularly
challenging due to systemic barriers. The prescription
of medication seems to be the first line of treatment
for depression because it’s more accessible than
psychotherapy services in Ontario. This is concerning
because antidepressants seemed to be less effective for
mild cases of adolescent depression and may increase
risk of suicidality for this population [46-48].

Mild-to-moderate cases of mental health disorders
could be treated in primary care with support from
mental health clinicians so that specialized psychiatric
services could be reserved for more severe cases
[49]. For example, Cognitive Behavioral Therapy (CBT)
could be provided for adolescent depression by either
primary care or master-level clinicians with ongoing
supervision by a mental health clinician [46, 50-53].
It’s recommended to support training opportunities
such as a certification course in CBT for adolescent
depression [54]. The compensation models of mental
health clinicians in primary care, such as social workers,
may also need to be reviewed to ensure they are
comparable to those of hospital-based mental health
clinicians, as part of the provincial recruitment and
retention strategy [55].

It's recommended to track the number of adolescents
who were offered evidence-based treatments for
depression. For severe depression intervention should
occur within seven days of the assessment, and for
suspected mild to moderate depression within four
weeks of the assessment. It is also recommend to
monitor adolescents for an onset of, or increase in,

suicidal ideation following the initiation of antidepressant
medication [41].

Shared Care

This domain was revised to cover partnerships needed
at the health system level to provide quality integrated
care, including primary care, acute care, and community
services. Primary care has a foundational role in building
a public health system focused on preventive care by
identifying and managing patients with mental health
needs, however the study results suggested that most
of the resources continue to be allocated to mental
health services in the acute care sector [56, 57]. In this
perspective, it’s recommended increasing funding for
mental health clinicians and training in primary care
settings, forming partnerships with non-clinical resources
in the community such as social services and high
schools, and including a patient navigator [45]. Investing
in patient registries for mental health services could help
better assess the demand for child and youth mental
health services and support resource allocation [58].

Patient Engagement and Retention

Transportation was identified as a challenge specifically
in rural areas where adolescents relied on their parents
to transport them to their appointments. It's suggested
to have strategies in place to facilitate access to mental
health services by providing outreach services and
virtual options for treatment and follow-up visits [59].
It’s also recommended to partner with high schools in
the community to provide treatment to adolescents on-
site [60]. A targeted indicator is tracking the number of
adolescents who had completed their mental health
treatment for depression. An outcome indicator is to
track the percentage of adolescents with depression who
show a decrease in their unmet needs over time [41].

LIMITATIONS

As this was a case study, the results can not be generalized
to other OHTs. A second limitation was that the PIP was
designed tomeasure the level of integration of mental health
services in primary care overall while this study focused on
adolescent depression. However, the PIP provided a broader
framework for identifying challenges specific to adolescent
depression that could be addressed as part of the OHT’s
overall strategy for quality integrated care.

FUTURE DIRECTIONS

The scope of this research was purposely limited to
team-based primary care services to allow for a more in-
depth understanding of the strategies needed to support
quality integrated care for adolescent depression in
addition to having mental health clinicians on the team.
The findings could help understand the type of support
needed within existing team-based primary care services
before scaling this model to other practices and/or
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researching models to support non-team based primary
care services to provide quality integrated care.

CONCLUSION

Investing in learning systems is increasingly recognized
as necessary to support the implementation of strategic
directions on quality grounded in real-world experiences.
This study explored how a learning system could support
the ongoing recognition of systemic barriers and the
strategies needed to support quality integrated for
adolescent depression. Primary care practices, within
regional networks such as OHTs, can build upon these
results by forming a learning system adapted to their
context, reqularly administer the PIP to track progress
against the domains, and measure the impact of
supportive strategies on the detection and treatment
rates of adolescent depression over time.
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