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[bookmark: _Toc222299139][bookmark: _Toc211932723]Executive summary 
The quality standard presented in this document offers guiding principles for delivering and evaluating high-quality live-in treatment programs to support the mental health and substance use health of children and young people in Ontario. This quality standard is one component of the Ontario Intensive Treatment Pathway (OITP) initiative.
This standard is intended for agencies in the community-based child and youth mental health, substance use health, and addictions sector that deliver live-in treatment. The standard can be tailored to an organization’s specific needs and values. It was developed according to the standard development process[footnoteRef:2] of the Knowledge Institute on Child and Youth Mental Health and Addictions and draws on our expertise in research, performance measurement, evaluation, engagement, quality improvement, and implementation science.  [2:  For more information about our standard development process, please see our Standard development process brief. ] 

A quality standard is a resource that has clear, practical, and ambitious statements describing the practices, processes, and supports required to provide the highest quality care, based on the best available evidence. Standards are essential to a system that is driven by accountability and continuous improvement. Quality standards help reduce systemic inequities and improve service delivery, quality, and outcomes (Knowledge Institute, 2025). 
The standard presented in this document is: 
· Focused on live-in treatment that serves children and young people[footnoteRef:3] with needs and concerns related to mental health, substance use health, and addictions.  [3:  Children and young people encompass birth to age 25 and include infants, children, adolescents, and transition-aged youth. We use the term “children” to refer to ages 12 and under and “young people” and “youth” to refer to ages 13 to 25. When applicable, we are specific about infant and early years (0 to 6 years old; Infant and Early Years Mental Health Promotion, 2024).] 

· Intended to be applicable, relevant, and meaningful to all live-in treatment programs across Ontario.
· Intended to be used by system and organization leaders, as well as service providers delivering treatment in live-in treatment settings.
· Designed to be easily accessible and understandable. Children, young people, and their caregivers are either receiving treatment or engaged in evaluating live-in treatment programs, so this standard is designed to be accessible to them. 
Rather than proposing rigid definitions and rules, this quality standard is based on a set of 10 core principles (Table 1). These principles are designed to support agencies in delivering and continually improving live-in treatment programs. The standard is accompanied by a suite of resources for agencies implementing and measuring the quality standard.
Table 1. 10 core principles of delivering and evaluating high-quality live-in treatment. 
	Category
	Core principles

	Foundations of treatment
	Live-in treatment is child- and youth-centred.

	
	Live-in treatment programs encourage and empower caregiver involvement.

	
	Live-in treatment is equitable, inclusive, and trauma-informed.

	
	Live-in treatment supports the unique needs of young people with concurrent disorders and complex needs.

	Delivery of treatment
	Live-in treatment is rooted in evidence-based clinical program models and treatment modalities.

	
	Live-in treatment programs purposefully integrate treatment and care.

	
	Live-in treatment is grounded in staff capacity, competencies, and well-being.

	Pathways in and out of treatment
	Live-in treatment programs ensure a smooth and coordinated transition into treatment, where the right services are matched to a young person’s needs and goals.

	
	Live-in treatment programs provide a smooth and coordinated transition out of treatment.

	Sustaining high-quality treatment
	Live-in treatment programs commit to continuous quality improvement.
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[bookmark: _Toc222299140][bookmark: _Toc211932725]Foundations of treatment
	Core principle
Describes the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299141]Live-in treatment is child- and youth-centred.

	Quality statement
Describes the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Children and young people are at the centre of decision-making throughout live-in treatment, and their needs, goals, preferences, experiences, circumstances, and strengths are recognized and respected. 
Children and young people are empowered to make informed decisions about all aspects of their treatment and care, including intake, treatment, and discharge. 
Shared decision-making is an ongoing process throughout the live-in treatment journey.
Service providers collaborate with children and young people to share and understand information.
Treatment plans are individualized and flexible. 
Young people are engaged at both the organizational and system levels to meaningfully co-design, implement, and co-monitor live-in treatment.

	Promising practices
Outlines each quality statement in detail to describe what the core principle looks like in practice.
	Children and young people are empowered to make informed decisions about all aspects of their treatment and care, including intake, treatment, and discharge (Johnson et al., 2015; MCCSS, 2020; Residential Treatment Working Group, 2017). Children and young people are experts in their own experiences (Consultations; MCCSS, 2020). Their voices are at the forefront of all decision-making throughout live-in treatment, with all treatment and care decisions grounded in the child or young person's needs, goals, beliefs, preferences, and strengths. This child- and youth-centred approach fosters respectful, compassionate, safe, identity-affirming, and responsive treatment. (CMHO, 2016; Consultations; MCCSS, 2020; MCYS, 2016; Residential Treatment Working Group, 2017; Woody et al., 2019). During the referral and intake process, children and young people are supported to fully understand the services and options available to them and to make informed decisions about the treatment they receive (Johnson et al., 2015; MCCSS, 2020). They work in partnership with service providers and caregivers to co-develop individualized treatment and discharge plans and to create a safe treatment environment that meets their physical, emotional, spiritual, and cultural needs and preferences. (Johnson et al., 2015; MCCSS, 2020; MCYS, 2016). 
Shared decision-making is an ongoing process throughout the live-in treatment journey and will look different for all children and young people based on individual circumstances like readiness, age, maturity, capacity, existing barriers, and available supports. As these circumstances can change over time, service providers are flexible and work with children and young people in ways that are responsive to their needs. At each step, service providers continue to seek informed consent and support children and young people to make decisions about their treatment and care. Trust is the foundation of a child- and youth-centred approach, and service providers are responsible for building that trust by creating a safe, respectful environment where children and young people can participate in ways that reflect their needs and readiness at that time. Engaging children and young people in shared decision-making can help restore a sense of control, build self-efficacy, autonomy, and trust, and increase commitment to treatment (Consultations; Johnson et al., 2015; MCCSS, 2020; MCYS, 2016).
Service providers collaborate with children and young people to share and understand information in a way that reflects and responds to their preferences and needs related to language, development, and accessibility (Knowledge Institute, 2025; MCCSS, 2020). Service providers work to build rapport and trust through communication with children and young people. They communicate with children and young people in a way that meets their preferences, needs, and goals for treatment, and adapt their approach as those aspects evolve. Children and young people feel safe and respected expressing their needs throughout live-in treatment, and service providers actively listen, understand, and respond without judgement. Clear communication and continuous collaboration are essential for informed consent and to empower children and young people to actively participate in treatment planning (Knowledge Institute, 2025; MCCSS, 2020). 
Treatment plans are individualized and flexible (CMHO, 2015; 2016; Kvamme et al., 2024; MCCSS, 2020; Ninan et al., 2014). A comprehensive assessment at program admission helps service providers to identify the unique treatment needs of each child and young person. The child or young person is empowered with this information to collaborate with service providers to co-develop an individualized treatment plan. This ensures that treatment plans are strength-based, developmentally appropriate, and tailored to individual needs and goals (CMHO, 2016; Johnson et al., 2015). Ongoing assessments and regular updates to these plans help treatment evolve in response to the changing needs of the child or young person (CMHO, 2016; Theall et al., 2022; Yeheskel et al., 2020). Outcomes from ongoing assessments are shared with children, young people, and caregivers to support shared decision-making. Treatment is flexible, with the intensity and frequency aligned with each child or young person's individual needs (Kvamme et al., 2024; MCCSS, 2020).  
Young people are engaged at both the organizational and system levels to meaningfully co-design, implement, and co-monitor live-in treatment (CMHO, 2015, 2016; Johnson et al., 2015; Knowledge Institute, 2025; MCCSS, 2020; MCYS, 2016). Young people are engaged continually and over time. What meaningful and authentic engagement looks like is co-determined with young people, who are valued as key partners in decision-making. Evidence drives these collaborative conversations, and agencies share normative data and empirical evidence with young people in a way that is accessible to them to inform decision-making. Young people who are currently, have previously, or are trying to access live-in treatment are all included in engagement activities (Knowledge Institute, 2025).

	Practical examples
Illustrates some relevant ways the core principle is being applied in the sector.
	Communication barriers that can impact engagement are identified and addressed. For example, interpreters, communication aids, braille, sign language, and/or pictures are used to ensure young people are empowered to participate in and provide feedback on their treatment (MCCSS, 2020).
Service providers and agency-specific resources use standard naming conventions or acronyms to describe and explain services to bolster children’s and young people's understanding of the services they receive (Consultations.)
Youth peer support is a part of the intake process to share program information and expectations with young people who are admitted into live-in treatment (Johnson et al., 2015).
Off-hour inquiries are available through multiple channels (e.g., telephone, email, text, online; Strides Toronto, 2022). Young people and caregivers can call a point person at the live-in treatment program for further support and suggestions if a significant issue arises during a weekend visit at home (Consultations).
Staff support children and young people in understanding screening and assessment outcomes, the evidence base, and legislation that underpins treatment recommendations. They do this in a developmentally appropriate way, and children and young people are given time to ask questions and collaborate on how this information is applied to their treatment plan (Consultations).
Agencies have the capacity to carry out meaningful engagement strategies. This includes training staff to enhance skills and knowledge on how to safely, effectively, and meaningfully engage those with lived expertise. Agencies formally commit to collaborate with children and young people through youth-led initiatives, and in the design and planning of organizational policies and strategic planning (Consultations; MCCSS, 2020).
Children and young people continually help define their progress by collaborating with staff to create and monitor goals and develop action plans (Consultations). Following each element of treatment, service providers review the content or approach taken with the child or young person and its alignment to the child’s or young person’s goals. A plan for next steps and subsequent goals is then co-developed (Consultations).

	Implementation considerations
Describes some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
There may be a lack of trust between service providers and children or young people (Consultations).
Misunderstandings between young people, service providers, and caregivers about care needs and goals can lead to placements in overly intensive environments and treatments that are not designed to meet the young person's needs, goals, or desired outcomes (Consultations). 
Service providers may feel that the policies and mandates of agencies conflict with the principles of child- and youth-centered care and/or a desired course of treatment, creating tension between agency leaders, service providers, and children and young people (Consultations).
Inconsistency in funding structures and service silos exist across organizations and sectors, making it difficult to tailor services to individual needs. These may be a result of policy-related barriers — for example, age limits for providing service across settings (Consultations).
High staff turnover can interrupt the therapeutic alliance and makes it difficult to achieve timely, seamless, and individualized care planning that meaningfully embeds child and youth voice in care decisions (Consultations).
Mitigating Strategies 
Develop case management and treatment plans using shared decision-making and co-development strategies (O’Leary et al., 2024). Ongoing checks such as co-developing plans and using written or verbal reflections can help to confirm a young person’s understanding of services and options available to them (Consultations). 
Establish a therapeutic alliance with children, young people, and caregivers and follow collaborative decision-making processes (Consultations).
Involve young people in program design (MCCSS, 2020) and governance (Johnson et al., 2015) and have multiple mechanisms and opportunities for providing anonymous feedback (MCCSS, 2020). 
Ensure that service providers have the necessary resources and time to build rapport and trust with children and young people (Consultations).
Listen to the needs and desires of children and young people and strive to respect their needs in decisions about their care (Consultations).
Provide information about live-in treatment in ways that children and young people can understand. This includes explaining treatment models, treatment plans, and treatment options, how these components support the young person’s needs and goals, and who provides various components of treatment, as well as how and when they are provided (Consultations).

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	· Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
· Health Standards Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services.
· HealthCareCAN & Mental Health Commission of Canada. (2021). The quality mental health care framework.
· Mental Health Commission of Canada. (2016). Guidelines for recovery oriented practice. 
· Ontario Centre of Excellence for Child and Youth Mental Health. (2021). Quality standard for youth engagement. 
· Persi, J., & Greenham, S. (2020). Ontario Network of Child & Adolescent Inpatient Psychiatry Services: Service guide, standards, benchmarks, & literature review: Standard 2. Psychological safety, dignity, rights, inclusion & participation. December 3, 2020 Update.
· The Knowledge Institute on Child and Youth Mental Health and Addictions. (2025). Levels of care quality standard: Matching the right care to needs and goals.

	What does this mean for our audience?
Provides the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 






	Core principle
Describes the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299142]Live-in treatment programs encourage and empower caregiver involvement.

	Quality statement
Describes the core principle and its defining characteristics using clear, practical, and ambitious statements.
	The caregiving system is meaningfully engaged throughout all aspects of live-in treatment and is supported alongside children and young people. 
Service providers work with children and young people to determine how to best involve caregivers in treatment. 
There is a defined and consistent approach to involving caregivers in all aspects of live-in treatment, from intake, throughout treatment, and at discharge. 
Caregivers are supported alongside children and young people to promote the well-being of the caregiving system and the home environment, and to strengthen relationships. 
Service providers share and understand information collaboratively with caregivers to enhance communication and amplify the importance of caregivers’ roles. 
Caregivers are engaged at both the organizational and system levels to meaningfully co-design, implement, and co-monitor live-in treatment.

	Promising practices
Outlines each quality statement in detail to describe what the core principle looks like in practice.
	Service providers work with children and young people to determine how to best involve caregivers in treatment. Engaging caregivers requires an individualized approach and considers the preferences, developmental needs, and home environment of each child or young person, as well as the caregivers’ capacity to be involved. At intake, service providers collaborate with children and young people to identify who they consider to be caregivers, and who they would like to be involved and not involved in their treatment, recognizing that caregivers can be anyone identified as important for well-being (Consultations; Knowledge Institute, 2025; MCCSS, 2020). Service providers collaboratively explore options with children and young people on how caregivers could best support their well-being and care throughout live-in treatment. This is achieved with informed consent and in consultation with caregivers, if it is safe and appropriate to do so (Knowledge Institute, 2025). Children and young people are not denied access to live-in treatment if they do not identify a caregiver they wish to involve. Instead, service providers are flexible and explore options with the child or young person to involve a caregiver at a later point in the treatment process. At each step, service providers continue to seek informed consent and support children and young people to make decisions about their treatment and care. Informed consent is revisited over time to continue determining the caregivers who are involved and how to best involve them in treatment.
There is a defined and consistent approach to involving caregivers in all aspects of live-in treatment, from intake, throughout treatment, and at discharge. Service providers share information with caregivers about what they can expect during treatment, the goals that children and young people will work towards, and how caregivers will be involved (Johnson et al., 2015). Caregiver involvement in live-in treatment is not assumed to reflect a lack of care or responsibility. Instead, the different ways caregivers provide support, based on their strengths and circumstances, are recognized.  Barriers to caregiver involvement (e.g., transportation to and from live-in treatment, childcare, technology access) are identified and mitigated in collaboration with children, young people, and caregivers (CMHO, 2016; Herbell et al., 2024a; 2024b; Johnson et al., 2015; Ninan et al., 2014). Caregiver voices are valued, respected, and considered throughout treatment planning and decision-making. Caregivers work with service providers and the child or young person to co-develop treatment and discharge plans, ensuring that treatment is tailored to the needs of the child, young person, and caregiving system. Disagreements in service planning between caregivers and children and young people are acknowledged and addressed collaboratively (Knowledge Institute, 2025). 
Caregivers are supported alongside children and young people to promote the well-being of the caregiving system and the home environment, and to strengthen relationships (Coll et al., 2019; Furtado et al., 2016; Grosset et al., 2018; Herbell et al., 2024a, 2024b; Johnson et al., 2015; Ninan et al., 2014; Patel et al., 2019; Whittaker et al., 2016). For a child or young person to maintain the progress made in treatment, their home environment must evolve along with them (Herbell et al., 2024a; 2024b; Johnson et al., 2015). Service providers and clients discuss the needs of caregivers in the context of the young person’s own needs and goals. Service providers reinforce caregivers’ ability to support children and young people throughout and following live-in treatment. Caregivers are provided with the support and resources they need to develop skills and knowledge to enhance caregiving and support the child or young person (Furtado et al., 2016; Johnson et al., 2015; Knowledge Institute, 2025). These supports and resources are provided either through the live-in treatment program or through a referral along the continuum of care. This could include peer support, information and education on mental health, substance use health, and addictions, and participation in individual and/or family therapy (Consultations; Frensch et al., 2022; Gutterswijk et al., 2020; Herbell et al., 2024; Johnson et al., 2015; Knowledge Institute, 2025; Ninan et al., 2014; Preyde et al., 2020; Residential Treatment Working Group, 2017). In cases where caregivers would like to be involved but children and young people do not give their consent, caregivers are supported in their own care journey. Children, young people, and caregivers have opportunities to practice skills at home during treatment to help prepare for sustained progress after discharge (Herbell et al., 2024; Johnson et al., 2015). Improved functioning of the caregiving system creates a more supportive home environment so that young people can maintain and apply skills learned in live-in treatment after they are discharged (Consultations; Herbell et al., 2024b; Johnson et al., 2015; Patel et al., 2019; Yeheskel et al., 2020).
Service providers share and understand information collaboratively with caregivers to enhance communication and amplify the importance of caregivers’ roles in nurturing the well-being and addressing the needs of children, young people, and caregivers. Communication with caregivers is maintained consistently throughout treatment to keep them informed and engaged (Consultations; Herbell et al., 2024a; 2024b). Service providers share information with caregivers collaboratively about what they can expect and how to best support the child or young person’s journey through live-in treatment. There are mechanisms for caregivers to share information with service providers throughout intake, treatment, and discharge. Service providers work to build rapport and trust through communication that respects the privacy and confidentiality of the child or young person in treatment. The information shared by service providers is responsive to the caregivers’ linguistic, cultural, and accessibility needs and preferences. This information is shared continually and over time, while respecting confidentiality and privacy of the child or young person.
Caregivers are engaged at both the organizational and system levels to meaningfully co-design, implement, and co-monitor live-in treatment (CMHO, 2015, 2016; Johnson et al., 2015; Knowledge Institute, 2025; MCCSS, 2020; MCYS, 2016). Caregivers are engaged continually and over time. What meaningful and authentic engagement looks like is co-determined with caregivers, who are valued as key partners in decision-making. Evidence drives these collaborations, and agencies share normative data and empirical evidence with caregivers in a way that is accessible to them to inform decision-making. Caregivers who currently, previously, or have not yet been able to access live-in treatment are all included in engagement activities (Knowledge Institute, 2025).

	Practical examples
Illustrates some relevant ways the core principle is being applied in the sector.
	Caregivers are offered a pre-admission orientation to meet the full interdisciplinary team, ask questions, and build familiarity with the live-in treatment program (Johnson et al., 2015). 
Waitlist support services are available for caregivers, including caregiver peer support groups as well as caregiver-specific webinars, resource materials, and regular check-ins to provide updates and maintain engagement (Strides Toronto, 2022).  
Young people and caregivers can call a point person at the live-in treatment program for further support and suggestions if a significant issue arises during a weekend visit at home (Consultations). 
Caregivers have access to clear, comprehensive information so they fully understand consent, privacy laws, and what the live-in treatment program entails. This includes how they can continue to support the young person in their treatment by collaborating with service providers, participating in aspects of treatment and care, and exploring ongoing supports for themselves (Consultations). 
Agencies provide information and resources for caregivers on their website including educational material on mental health and substance use health and addictions; referrals to community supports and cultural centres for social determinants of health and cultural stigma supports; self-care strategies; and advice on how to navigate live-in treatment (Knowledge Institute, 2025). 
When appropriate and informed consent has been obtained, case conferences are held regularly with the young person in treatment and their caregiver(s) to collaboratively discuss treatment plans (MCCSS, 2020).  
Regardless of their level of involvement in a child or young person's treatment, caregivers have access to a range of support conducted in person, virtually, or by telephone throughout the live-in treatment program, including:   
· Family support groups led by peers, professionals, or both 
· Peer support services, where people with lived expertise can help provide emotional and social support to other caregivers  
· Supportive counselling 
· Educational workshops and seminars  
· Online information and opportunities (Consultations) 
Agencies identify and address potential barriers to caregiver involvement in treatment (Johnson et al., 2015), such as providing family therapy sessions off-hours, reimbursements for parking and/or transportation, accessible accommodation options, and/or childcare options for other dependents during family appointments (Consultations). 
Agencies have a formal commitment to collaborate with caregivers in the design and planning of organizational policies and strategic planning (Ministry of Children, Community and Social Services, 2020), hiring committees, and boards of directors (Consultations).  

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
Strained caregiver relationships (with other caregivers and/or with the child or young person in treatment) can make caregiver involvement in live-in treatment challenging (Johnson et al., 2015). 
Taking part in live-in treatment programming is difficult for caregivers living far away and without cars or accessible transit options. Even when facilities are relatively nearby, a lack of public transit or transportation support makes access difficult (Consultations).
Caregivers may experience multiple barriers that can limit their ability to fully engage in the treatment program, which in turn can limit the effectiveness of collaborative care. For example:
· It can take time to build trusting relationships between staff and caregivers (Consultations). 
· Staff may not be aware of family supports or culturally specific services for caregivers (Consultations).
· Caregivers may feel overwhelmed trying to navigate live-in treatment programs, and stigma or gossip in small towns can heighten this, causing them to disengage (Consultations).
· Caregivers and other siblings may struggle with their own mental health, substance use health, and addictions concerns, impacting family dynamics and caregivers’ ability to engage (Consultations).
A caregiver and young person may have conflicting goals, like caregivers wanting to be involved in care but the child or young person not granting consent. Staff may not have the skills to help resolve this conflict (Consultations).  
When families are undergoing custody or decision-making rights through a court system, it can be difficult and complex to involve caregivers in treatment and can impede the provision of services (Consultations).
Mitigating Strategies 
Ask young people early and often who they consider to be a part of their caregiving systems. Trusted individual(s) could be an Elder, a representative chosen by the young person or their bands and First Nations, Inuit, and Métis communities, local community-based provider, educator, coach, or extended family member (MCCSS, 2020). 
Ensure that the term “caregivers” is defined by the live-in treatment program, understood by service providers, and clearly communicated to children and young people. This helps ensure the right people are engaged and supported (Consultations). 
Establish caregiver engagement policies within agencies, to guide service providers on how to support and involve caregivers throughout live-in treatment, including when caregivers would like to be involved but children and young people do not give their consent. Consider how to support caregivers, involve the young person in deciding what to share with their caregiver, and educate caregivers on the importance of confidentiality (Consultations). 
Provide caregivers with lists of other support services and facilitate referrals for themselves and/or the young person (Consultations).
Provide staff with ongoing mentoring and clinical supervision that is specific to engaging caregivers. Support staff with conflict resolution protocols and provide training on how to engage with caregivers in care and treatment planning, as well as on trauma-informed communication and mediation to address discrepancies between the treatment goals of young people and of caregivers (Consultations).  
Establish clear communication strategies for all stages of live-in treatment programming, so caregivers know what to expect throughout and how their involvement contributes to improving live-in treatment programs (Consultations). 

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	Mental Health Commission of Canada. (2016). Guidelines for recovery-oriented practice. 
Ontario Centre of Excellence for Child and Youth Mental Health. (2021). Quality standard for family engagement. 
Persi, J., & Greenham, S. (2020). Ontario Network of Child & Adolescent Inpatient Psychiatry Services: Service guide, standards, benchmarks, & literature review: Standard 2. Psychological safety, dignity, rights, inclusion & participation. December 3, 2020 Update.
The Knowledge Institute on Child and Youth Mental Health and Addictions. (2025). Levels of care quality standard: Matching the right care to needs and goals.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 






	Core principle
Describes the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299143]Live-in treatment is equitable, inclusive, and trauma-informed. 

	Quality statement
Describes the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Live-in treatment programs respect and affirm the diverse identities of young people and their caregivers. Equity, diversity, inclusion, and accessibility are embedded into all aspects of live-in treatment — including intake, assessment, treatment planning, discharge planning, as well as staff training and competencies.
All aspects of live-in treatment are culturally specific, identity-affirming, and safe.
Trauma-informed care is a foundational component of live-in treatment programs.
Staff engage in ongoing capacity-building to increase their knowledge and competence in delivering anti-oppressive, anti-racist, trauma-informed, and culturally specific care.
Pathways to culturally specific and linguistically relevant care are made available through organizational policies and meaningful partnerships and collaboration. 

	Promising practices
Outlines each quality statement in detail to describe what the core principle looks like and feels like.
	All aspects of live-in treatment are culturally specific, identity-affirming, and safe (CMHO, 2015; Consultations; Johnson et al., 2015; MCYS, 2016). Children and young people can explore and embrace their identities in a safe, inclusive, and affirming environment (MCCSS, 2020). Service providers create space for open dialogue without assumptions or biases, encouraging children and young people to share how their identities can be acknowledged and supported throughout their treatment. This approach helps them feel safe, accepted, and empowered to engage in ongoing conversations about their treatment needs (Consultations; MCCSS, 2020). Programs are flexible to meet the diverse needs of those they serve. Programs apply an equity lens to policies, procedures, and treatment to help remove barriers to access and ensure all aspects of services are adaptable and responsive to the values and needs of different communities (Johnson et al., 2015). This includes ongoing considerations and adaptations to improve physical accessibility. Interpretation and translation services are provided to support engagement in treatment, and interpreters understand the cultural ways mental health and substance use health are conceptualized and communicated within a young person’s culture (Consultations). Treatment also takes cultural context into consideration and includes access to culturally specific approaches and perspectives through collaboration and partnerships (CMHO, 2015; Johnson et al., 2015; MCYS, 2016). By supporting each child and young person's unique identities, live-in treatment programs help foster a sense of belonging and build self-esteem, which are essential to overall well-being and success in treatment (MCCSS, 2020). 
Trauma-informed care is a foundational component of live-in treatment programs. A trauma-informed framework provides the foundation for all therapeutic interventions. Treatment is trauma-aware and trauma-informed (Bryson et al., 2017; Burman et al., 2024; Coll et al., 2019; Consultations; James, 2017; Johnson et al., 2015; Kor et al., 2021; MCCSS, 2020; Ninan et al., 2014; Optimus SBR, 2025; Stewart et al., 2023), attachment-informed (Ninan et al., 2014; Preyde et al., 2018), and emphasizes safety and trustworthiness (Burman et al., 2024). Trauma-informed care encourages ongoing self-reflection and awareness of bias. Staff are trained to understand and recognize signs of trauma and to interpret behaviours through a trauma-informed lens so they can respond in ways that reduce the risk of re-traumatization and pathologizing trauma responses (Coll et al., 2019; Stewart et al., 2023). 
Staff engage in ongoing capacity-building to increase their knowledge and competence in delivering anti-oppressive, anti-racist, trauma-informed, and culturally specific care (Consultations; Johnson et al., 2015). All staff in live-in treatment programs are equipped to support the diverse cultural, identity, and linguistic needs of children, young people, and caregivers (Johnson et al., 2015). To facilitate this, staff receive ongoing training to build the knowledge and skills necessary to provide inclusive and culturally specific treatment (Consultations; Johnson et al., 2015). Organizational policies, procedures, pathways, and partnerships are also in place to support access to cultural and linguistic resources, and staff are responsible for leveraging these pathways to meet the needs of children, young people, and caregivers. Additionally, the diversity of program staff reflects the communities they serve, which can foster stronger trust and a greater sense of comfort for children, young people, and caregivers (Consultations; Johnson et al., 2015; MCCSS, 2020).
Pathways to culturally specific and linguistically relevant care are made available through organizational policies and meaningful partnerships and collaboration (Consultations; Johnson et al., 2015; MCCSS, 2020). Community partners are engaged in the planning and delivery of treatment so that children and young people are connected to culturally specific supports while in live-in treatment, such as faith-based organizations and community organizations that serve cultural communities, including Indigenous Peoples, Black, African, and Caribbean Canadians, 2SLGBTQIA+ individuals, Francophone people, and newcomers (MCCSS, 2020). Staying connected to the community helps maintain cultural ties and relationships and facilitate transitions (Consultations; Johnson et al., 2015). 

	Practical examples
Illustrates some relevant ways the core principle is being applied in the sector.
	Agencies conduct equity audits alongside children, young people, and caregivers (e.g., Health Equity Impact Assessment) to identify gaps in culturally and identity-affirming programming and use findings to inform service planning and annual report backs (Consultations).
Indigenous young people may not always know about their specific First Nation, Inuit, or Métis community connections and supports. With the young person’s consent, service providers support young people in identifying services provided or recommended by partners closely linked to that young person’s culture, heritage, and traditions. An introductory meeting with the young person and the identified Indigenous community-based provider or Nation representative takes place to explain the available services supports and community connections (MCCSS, 2020). 
Agencies assess trauma-informed organizational practices using validated tools, like the National Child Traumatic Stress Network’s Trauma-Informed Organizational Assessment, which includes a validated framework and implementation guide (Goldman et al., 2019; Stokes et al., 2024). 
A single, standardized trauma-informed organizational framework provides the foundation for live-in treatment programs, creating consistent therapeutic cultures, shared language, and coordinated approaches to understanding and responding to trauma. For example, agencies adopt, train, and implement the Attachment, Regulation, and Competency (ARC) framework. This framework is reinforced by required evidence-informed treatment domains implemented consistently (Consultations). 
Agencies uphold anti-oppressive and anti-racist policies and complete organizational self-assessments of cultural competence. Service providers are trained to identify potentially oppressive and racist processes and practices through comprehensive trainings on how to better serve diverse young people in live-in settings (Consultations). 
Agencies recruit staff whose demographics reflect the diversity of the communities they serve. To support this, cultural and linguistic competencies are outlined in job descriptions and integrated into performance evaluation to inform recruitment, hiring, and performance (Johnson et al., 2015). 
Agencies offer training to all staff on trauma-informed skills in live-in treatment to support a thorough, organization-wide understanding of trauma-informed treatment. More advanced training (e.g., on complex trauma, vicarious trauma, and managing triggers and responding to trauma symptoms) is offered through a multi-phased, long-term approach for continued improvement and learning (Landry & Vézina, 2022; Walter et al., 2023). 
Programs offer community passes to children and young people so they can attend events in their community that are important to them, such as a pride parade, local community centre event, religious holiday, or ceremony (Consultations).  
Treatment plans are built to reflect young people’s experiences [e.g., sex trafficking (MCCSS, 2020), pregnancy, and/or are young parents (Ali et al., 2023; Burman et al., 2024)], identities, and cultural values (Consultations).  
Specialized supports are incorporated into live-in treatment according to agency’s clinical model and areas of specialization, including sensory considerations (e.g., low-echo environments, bean bags) to support young people with autism spectrum disorder, and consultation supports for eating disorders, autism spectrum disorders, and gender-affirming care (Consultations). 
Programs prioritize ongoing access to gender-affirming resources where desired (e.g., binders, make-up, print and virtual resources, peer support) and access to gender-affirming healthcare providers and specialists (MCCSS, 2020). 
In line with a young person’s preferences, goals, and consent, the live-in treatment program works collaboratively with the young person, their caregiver(s), and Indigenous organizations, to incorporate Traditional First Nations, Inuit, and Métis models of care and healings (e.g., naming ceremonies, smudging, pow wows). This could include incorporating land-based healing and identity-centred supports in ways that honour their specific creed, spirituality, culture, and language during live-in treatment (Ali et al., 2023; MCCSS, 2020). For instance, an agency provides a land-based live-in treatment program that integrates Anishinabek teachings and traditions, including the Four Directions of the Medicine Wheel, Seven Grandfather Teachings, and Elders as part of the treatment team (Miikan, 2025). Similarly, Indigenous young people are asked if they would like an Elder, another trusted individual, or Indigenous provider or agency (e.g., Indigenous Friendship Centre) to be in involved in their treatment planning, case management, and/or reintegration plan (MCCSS, 2020). 
Agencies provide free interpretation services to Ontario residents and community agencies (e.g., Tele-Mental Health Service; SickKids, 2025).  
Agencies hold and maintain French Language Services designations and deliver French language services in accordance with applicable laws (Consultations). There is engagement with French language communities and an active offer of French language services (Consultations). 

	Implementation considerations
Describes some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
There are systemic inequities in the service and resource options accessible and available to young people in rural versus urban centres (Ali et al., 2023). Children and young people are unable to access live-in treatment due to its complete absence in their region, service boundaries, and challenging and complex referral processes to treatment options in other areas of the province (Consultations).
Trauma-informed care is inconsistently defined and measured, and is resource-intensive to implement in live-in treatment settings (Stokes et al., 2024). 
Programming, service delivery, treatment, and assessments often do not reflect the cultural realities of diverse communities (Consultations). There is a lack of culturally specific assessment tools or population-specific resources (Consultations).
There is insufficient specific programming supporting First Nations, Inuit, and Métis young people and caregivers throughout Ontario (Ali et al., 2023).  
In some Northern communities in Ontario, flying is the only way to access live-in treatment. Challenges include cost and limited flight schedules, which impact timely access (Consultations). 
Issues with documentation (identification cards, birth certificates, or stats cards) can impede access to culturally relevant supports (Consultations).
There is community-driven stigma about mental health, substance use health, and addictions. Cultural stigma around mental health, substance use health, and addictions can prevent young people from accessing services or pursuing assessment for a diagnosis (Consultations).
The absence of role clarity on the systems that support unaccompanied young people with and seeking refugee protection who have complex needs can result in delayed, fragmented care, and require involvement from various sectors and systems (Consultations).  
Limited interpretation services and language barriers hinder access to live-in treatment. Even when interpreters are available, if they lack understanding of mental health and substance use health, their word-for-word translations may miss important ways of conceptualizing and communicating these needs. Barriers are intensified by pervasive challenges with interpretation quality, privacy concerns, and an overreliance on staff from other organizations to support interpretation (Consultations). 
Specific and purposeful gender-affirming care is lacking in some live-in treatment programs, impacting the safety and relevance of the program, leaving some young people feeling isolated and unsupported. This can happen particularly when a live-in treatment program does not provide options that align with a young person’s gender identity (Consultations).  
Several culturally specific services, including French language services, are fragmented, under-resourced, and under-staffed (Consultations).
There are few organizations representing communities impacted by racism, colonialism, and other forms of oppression and discrimination for sector agencies to connect with, leading to limited access to culturally responsive and specific care. These organizations are often overloaded with meeting the needs and goals of the communities they serve (Consultations).
Relationships may be compromised, or trust may be lacking, due to negative experiences and harms among people and communities who experience racism, colonialism, and other forms of oppression, discrimination, and violence (Consultations).
Mitigating Strategies 
Develop policies that clearly articulate definitions, interventions, implementation strategies, and reporting guidelines for trauma-informed care in live-in treatment (Stokes et al., 2024).
Provide staff with training on trauma-informed approaches to cultural- and identity-affirming care in live-in treatment settings to ensure the milieu approach does not unintentionally retraumatize young people and their caregivers (Johnson et al., 2015; MCCSS, 2020). For instance, trainings could include the impacts of intergenerational trauma related to residential schools, the Sixties Scoop, the Millennial Scoop, adverse childhood experiences, racial profiling, and stereotypes (Consultations).
Expand funding and resources to build capacity and increase specific supports for rural, remote, and Northern communities (Consultations). 
Provide centralized provincial funding for interpretation services (Consultations). 
Staff can offer care in languages of the communities they serve — for instance, agencies can recruit qualified French language staff (Consultations).  
Meaningfully partner with community organizations to integrate holistic approaches — including traditional, faith-based, gender-affirming, and identity-centred supports — into assessment, placement decisions, and live-in treatment planning (Ali et al., 2023; Johnson et al., 2015; MCCSS, 2020). 
Establish pathways to culturally relevant supports and services in the community throughout live-in treatment. For instance, staff can provide social prescribing in the context of caregiver involvement, by identifying trusted community figures and advocates (e.g. Iman, Elders, support groups for families with trans youth, community agencies for newcomers) who can serve as cultural brokers, mediators, or mentors for the child or young person (Consultations). 
Act in accordance with Jordan’s Principle, whereby an interjurisdictional or intra-jurisdictional dispute does not prevent the timely provision of services when serving Indigenous children, young people, and caregivers. A pan-Indigenous approach to providing supports is avoided (MCCSS, 2020). 
Build pathways with other services that offer specialized care beyond mental health, substance use health, and addictions. These could include, for example, early learning and childcare services, education services, housing services, community services, faith-based organizations and faith/spiritual leaders, legal aid, and social service agencies (Consultations).
Throughout intake, planning, and treatment, consider whether the live-in treatment program may be a source of cultural or religious tension between young people and their caregivers (Consultations).
Consider service delivery, assessment, and treatment impacts on supporting children, young people, and caregivers with and seeking refugee protection (e.g., Mental Health Care for Children With and Seeking Refugee Protection; Consultations; Knowledge Institute, 2025). 

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	Children’s Mental Health Ontario. (2025). Growing together: Advancing health equity in Ontario’s community child and youth mental health system.
First Nations Health Authority and Health Standards Organization. (2022). HSO 75000:2022 British Columbia cultural safety and humility standard. 
Health Quality Ontario. (2018). Northern Ontario health equity strategy. 
Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
Health Standard Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
HealthCareCAN & Mental Health Commission of Canada. (2021). The quality mental health care framework. 
Mental Health Commission of Canada. (2016). Guidelines for recovery-oriented practice. 
Persi, J., & Greenham, S. (2020). Ontario Network of Child & Adolescent Inpatient Psychiatry Services: Service Guide, Standards, Benchmarks, & Literature Review: Standard 2. Psychological Safety, Dignity, Rights, Inclusion & Participation. December 3, 2020 Update. 
Thunderbird Partnership Foundation, Indigenous Services Canada, & Health Canada. (2011). Honouring our strengths: A renewed framework to address substance use issues among First Nations people in Canada.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 



[bookmark: _Concurrent_disorders_and]

	Core principle
Describes the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299144]Live-in treatment programs support the unique needs of young people with concurrent disorders and complex needs.

	Quality statement
Describes the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Children and young people with complex mental health needs, including concurrent disorders and dual diagnoses, receive integrated, specialized treatment from trained staff or through strong partnerships and collaboration between agencies and across sectors.
Children and young people with concurrent disorders and complex needs receive integrated, specialized treatment.
Live-in treatment programs build capacity to support children and young people with concurrent disorders and complex needs.
Collaboration, partnerships, and pathways help provide specialized support.

	Promising practices
Outlines each quality statement in detail to describe what the core principle looks like and feels like.
	Children and young people with concurrent disorders and complex needs receive integrated, specialized treatment. Admission to a live-in treatment program is based on inclusion and not on diagnosis alone. Admission is determined based on inclusion guidelines and a comprehensive validated, individualized screening. Inclusion guidelines for live-in treatment are clearly defined and transparently aligned with the clinical profiles of the children and young people the program is designed to support. This ensures that each program is matched as closely as possible to the needs and goals of the young person seeking treatment (CMHO, 2016; Consultations). Assessments recognize that children and young people may have emerging or evolving conditions that do not yet meet formal diagnostic criteria; inclusion is based on clinical presentation and functional impact. Inclusion decisions are individualized and regard co-occurring issues as an indication, not a barrier. Programs consider staff specializations and expertise, additional resources and capacity, formal collaborations and partnerships, and integrated services, including other programs at the agency, when identifying the best treatment options. There are safety considerations with clear pathways for stabilization through acute or hospital-based services. Live-in treatment programs are adaptable and flexible, offering individualized treatment plans that address each child or young person’s unique needs (Consultations). 
Live-in treatment programs build capacity to support children and young people with concurrent disorders and complex needs. Programs are adaptable, holistic, and flexible, with individualized treatment plans that respond to the specific needs of each child or young person. All staff have core clinical competencies in concurrent disorders and substance use health, as well as in behavioural and developmental challenges (Canadian Centre on Substance Use and Addiction, 2021; Consultations). When additional support is required to fully meet children and young people's needs, service providers collaborate with system partners, children and young people, and caregivers to explore referral options. Throughout this process, the referring agency remains actively involved to ensure continuity of care and shared responsibility until a best-fit program is identified.
Collaboration, partnerships, and pathways help provide specialized support. Children and young people with concurrent disorders and complex needs often require a range of specialized services, both within the community-based child and youth mental health and addictions sector and across other sectors (CMHO, 2015). Each live-in treatment program establishes close collaboration, referral pathways, and integrated in-house care through partnerships, to ensure that children and young people receive coordinated support that addresses the full scope of their needs (Consultations).

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Live-in treatment programs implement interim one-to-one staffing models to support young people who have significant behavioural needs (Consultations).
An integrated care team provides access to crucial, specialized supports within and across agencies such as with addictions medicine nurses/specialists, case coordinators, occupational therapists, educators, social workers, support workers, life skills specialists, behavioural therapists, recreational and art therapists, housing supports, and speech and language pathologists (Consultations; Johnson et al., 2015; Pumariega et al., 2003).
Agencies provide tailored support for young people accessing live-in treatment services who are pregnant or are new parents, including providing child care (Ali et al., 2023), infant mental health and parent-child attachment interventions, financial support, reliable transportation, group-based programming, and peer support groups (Burman et al., 2024).
Agencies design a program’s physical environment to meet complex needs (e.g., by including sensory rooms) and adhere to standards outlined in the Accessibility for Ontarians with Disabilities Act (AODA; Consultations).  

	Implementation considerations
Describes some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
Agencies can find it difficult to recruit staff with the necessary expertise in concurrent disorders and complex needs, and to secure time and resources for training in these areas (Consultations). 
A lack of live-in treatment programs throughout the province has necessitated that some programs act as a “catch-all” for mental health and substance use health needs. There are not enough organizations to build partnerships and pathways to adequately meet the ever-changing needs of “catch-all” programs, and so treatment can become uncoordinated, understaffed, and fragmented (Consultations). 
Live-in treatment programs are unable to effectively support withdrawal management, resulting in the exclusion of young people with significant substance use health needs (Consultations), leaving them to rely only on withdrawal management, often without robust complementary supports (Ali et al., 2023). 
Due to resourcing limitations, some agencies have to reduce intake numbers in order to adequately support young people with multiple diagnoses and/or complex needs (Consultations).
The growing and rapidly evolving complexity of needs across live-in treatment programs can make it difficult to align timely and individualized treatment with existing funding models. Funding models and complexity of needs often evolve on different timelines (Child and Youth Mental Health Lead Agency Consortium [LAC], 2021; Johnson et al., 2015).
Mitigating Strategies 
Establish clear referral pathways and defined roles between agencies to support integrated care (Consultations).
Implement developmentally appropriate harm reduction approaches and partner with culturally specific groups and communities to support culturally specific concurrent disorder and substance use health care (Consultations). 
Convene multi-sector community partners for joint case conferencing to coordinate treatment plans to support young people with complex needs who require additional treatment considerations and services across multiple systems (CMHO, 2015; O’Leary et al., 2024)​.
Where stability at admission is required, put in place safety considerations with clear pathways for stabilization through acute or hospital-based services and subsequent transitions to live-in treatment programs. Throughout this process, the referring agency remains actively involved to ensure continuity of care and shared responsibility (Consultations). 
Ensure that interdisciplinary teams across live-in treatment programs receive training and mentorship through provincial collaborative platforms (e.g., Project ECHO) to promote knowledge exchange and strengthen collective practice in supporting young people with complex needs (CMHO, 2015). 
Provide equitable supervision, training, and mentorship across all roles to support collaborative decision-making regarding assessment, formulation, and treatment planning processes when supporting young people with complex needs (Consultations; O’Leary et al., 2024). Trainings can be offered at multiple timeslots and shifts could be scheduled in a way to allow participation from all staff, including relief and overnight staff (Consultations).  

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	· Health Quality Ontario. (2020). Problematic alcohol use and alcohol use disorder: Care for people 15 years of age and older.
· Health Quality Ontario. (2018). Opioid use disorder (opioid addiction): Care for people 16 years of age and older.  
· Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
· Health Standard Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
· Hernandez-Basurto, M. A., Bate, E., & Taha, S. (2024). Substance use health competencies for all prescribers. Canadian Centre on Substance Use and Addiction.
· Newfoundland Labrador Department of Health and Community Services, Health Canada, & Rush, B. (2015). Concurrent disorders guidelines. 
· School and Community System of Care Collaborative. (2022). Right time, right care: Strengthening Ontario’s mental health and addictions system of care for children and young people. 
· Standards Council of Canada. (2022). The mental health and substance use health standardization roadmap.
· Thunderbird Partnership Foundation, Indigenous Services Canada, & Health Canada. (2011). Honouring our strengths: A renewed framework to address substance use issues among First Nations People in Canada.
· Canadian Centre on Substance Use and Addiction. (2023). Behavioural competencies for Canada’s substance use and mental health workforce.
· Canadian Centre on Substance Use and Addiction. (2023). Technical competencies for Canada’s substance use and mental health workforce.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 





[bookmark: _Toc222299145]Delivery of treatment
	Core principle
Describes the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299146]Live-in treatment is rooted in evidence-based clinical program models and treatment modalities.

	Quality statement
Describes the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Evidence informs the design of clinical program models and the development of individualized treatment plans. Routine assessments at key timepoints — such as intake and discharge — monitor each child or young person’s progress toward their treatment goals and evaluate the effectiveness of the treatment modality.
Treatment is individualized and flexible, rooted in biopsychosocial understanding to support the unique needs of children, young people, and caregivers.
Live-in treatment programs are guided by defined, evidence-based treatment models.
Measurement-based care guides treatment decisions.

	Promising practices
Outlines each quality statement in detail to describe what the core principle looks like and feels like.
	Treatment is individualized and flexible, rooted in biopsychosocial understanding to support the unique needs of children, young people, and caregivers (Consultations; Kvamme et al., 2024; Ninan et al., 2014). A comprehensive assessment at intake is used to help identify each child or young person’s strengths, challenges, and treatment requirements to ensure treatment is tailored to their individual needs (Johnson et al., 2015). Where appropriate, these comprehensive assessments also consider caregiver strengths and challenges, so treatment may be tailored to best support the caregiving system. Assessments are trauma-informed and strengths-based, and take a culturally responsive approach to understanding protective factors and healing approaches. Treatment is guided by a holistic understanding of children and young people’s well-being, recognizing the biological, psychological, and social factors, along with the multiple interconnected systems – such as caregivers, community, and culture – that influence their experiences, needs, and capacity to engage in treatment. This guides the development of individualized treatment plans in collaboration with children, young people, and caregivers that address all life domains through an integrated approach, including mental health, substance use health, physical health, developmental and behaviour needs, caregiver needs, social functioning, spiritual/cultural needs and preferences, educational goals, and financial needs. Treatment plans are systematically revisited over time to reflect progress and evolving needs. Treatment takes an interdisciplinary approach, drawing on the expertise of diverse professionals to meet the complex needs of children, young people, and caregivers, and provide holistic care (Ninan et al., 2014; O'Leary et al., 2024). To deliver effective evidence-based treatment, service providers build trust by creating a warm and responsive environment that is physically, emotionally, spiritually, and culturally safe, where children and young people can participate in ways that reflect their needs and their readiness.
Live-in treatment programs are guided by defined, evidence-based treatment models (Consultations; O'Leary, et al., 2024). A trauma-informed framework (such as the Attachment, Regulation, and Competency (ARC) framework) provides the foundation for all therapeutic interventions. Live-in treatment programs select evidence-based treatment models — such as cognitive behavioural therapy (CBT), dialectical behaviour therapy (DBT), and Collaborative problem Solving (CPS) — based on the specific clinical profiles and needs of the children and young people they serve. Evidence-based treatment models do not always account for diverse populations and culturally-specific approaches, so these models are applied flexibly and adapted to the needs of children, young people, and caregivers. They form the foundation for individualized treatment planning, informing but not prescribing the types, intensity, and frequency of therapeutic interventions (Consultations; O’Leary et al., 2024). Staff apply the principles and strategies of the treatment model in the milieu to create a consistent, structured, and supportive environment that reinforces therapeutic goals throughout all aspects of care (Creed et al., 2021; Gharabaghi, 2024). In the therapeutic milieu, staff use daily routines and interactions, experiences, and relationships as therapeutic opportunities that complement and reinforce the evidence-based interventions led by treatment providers. To support this integrated approach, all staff receive training on the clinical model, as well as clinical supervision, to ensure treatment is delivered effectively and with fidelity (Consultations; James, 2017; MCYS, 2016; O'Leary et al., 2024). 
Measurement-based care guides treatment decisions (CMHO, 2015, 2016; Consultations; Evans et al., 2020; Theall et al., 2022; Yeheskel et al., 2020). Live-in treatment programs use measurement-based care, with routine assessments at key timepoints (intake, throughout treatment, discharge) to inform individualized treatment planning. These assessments help determine if children, young people — and where appropriate, caregivers — are making progress toward the treatment goals and outcomes they identified and to evaluate the effectiveness of the treatment modality (CMHO, 2015, 2016; Consultations; Evans et al., 2020; Theall et al., 2022; Yeheskel et al., 2020). Ongoing assessments help treatment plans evolve in response to the changing needs of the child, young person, and caregivers. Outcomes from assessments are shared back with young people and caregivers in a way that is easy to understand and developmentally appropriate to help inform collaborative decision-making (Knowledge Institute, 2025). As part of the collaborative process, children, young people, and caregivers are informed of and aware of what assessments and re-assessments look like: the tools that are used, the information that is collected, and how it will support them in their journey through live-in treatment (Knowledge Institute, 2025). Assessments work to counter the stigma around mental health, substance use health, and addictions, and include conversations on personal stigma, social stigma, and structural stigma (Knowledge Institute, 2025). 

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Agencies define clinical treatment model(s) in their live-in treatment programs to provide a greater range of therapeutic approaches (e.g., individual vs. group, talk vs. experiential) and options to children and young people seeking services. For instance, an agency defines a clinical model rooted in both CBT and ACT (Consultations). 
All staff, especially overnight, part-time, and relief staff, are invited to join an interdisciplinary consultation team to ensure they have opportunities to consult and support one other to maintain competency and adherence to the treatment model (O’Leary et al., 2024). 
Agencies have a clear understanding of the clinical profiles best served through their defined clinical treatment model and their specific in live-in treatment program, as well as awareness of other live-in treatment programs that best serve other clinical profiles to support alternate referral options, if needed. They are informed by findings from the Ontario Intensive Treatment Pathway’s (OITP) Clinical Populations Final Report (2025), which identifies 15 clinical profiles that may experience positive outcomes in live-in treatment. 
Agencies use measurement-based care to support clinical decision-making and determine progress. For instance, an agency uses the CALOCUS-CASII at intake, mid-point, and transitions to inform clinical decision-making and to monitor progress (Consultations). 

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
There is limited valid and reliable evidence on long-term treatment outcomes (Lanier et al., 2020), appropriate length of stay (LAC, 2021), and performance measurement indicators for live-in mental health treatment (Johnson et al., 2015).
Defining and implementing robust and adaptable clinical treatment models in live-in programs is limited by funding and resources (Consultations). 
Rapidly evolving and complex clinical profiles in live-in treatment require robust and ongoing research synthesis to better understand which children and young people are most likely to benefit from live-in treatment. Relying solely on the clinical profiles of those currently in treatment does not provide insight into the clinical profiles of those not receiving live-in treatment but who might benefit from it (LAC, 2021).
Indigenous healing practices like smudging, land-based activities, or ceremonies are not often integrated with or offered as part of clinical programming in live-in treatment (Consultations). 
One-size-fits-all licensing requirements create significant challenges for live-in treatment providers. For instance, current licensing approaches do not differentiate between licensed care and licensed mental health treatment where evidence‐based treatment is required (Consultations). 
Mitigating Strategies
Partner with research and intermediary organizations to increase capacity for involvement in research and evaluation, and to further the evidence base surrounding live-in treatment programming and the efficacy of various treatment modalities (Lanier et al., 2020). 
Adopt clinical/operational standards (such as those produced by the OITP) to support the creation, definition, and operation of clinical program models for live-in treatment (Consultations).  
Offer training on the clinical program model and treatment modalities to all direct-service staff, ensuring consistent understanding and delivery across professional roles (O’Leary et al., 2024).
Use implementation supports and processes to identify and leverage complementary components of licensing, clinical, and quality standards, and to harmonize efforts in program design and measurement.
Shift from a custodial to a defined recovery model (i.e., moving from just “looking after” people to providing evidence-based treatment), using measurement-based care and continuous quality improvement cycles to identify what is working, who is being effectively served, and where gaps remain. A defined model supports evidence-based accountability for organizational reporting and evidence-informed decision-making for quality improvement (Consultations).

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	 Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
Health Standards Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services.
HealthCareCAN & Mental Health Commission of Canada. (2021). The quality mental health care framework.
Newfoundland Labrador Department of Health and Community Services, Health Canada, & Rush, B. (2015). Concurrent disorders guidelines.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 





	[bookmark: _Matching_to_the]Core principle
Describe the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299147]Live-in treatment programs purposefully integrate treatment and care.

	Quality statement
Describe the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Live-in treatment programs provide a warm and responsive environment, where evidence-based treatment is thoughtfully integrated with milieu therapy and activities such as recreation, life skills development, and other specialized, adapted or alternative therapeutic approaches to provide holistic support.
Treatment and care are purposefully integrated.
A holistic approach to treatment is adopted to support children and young people’s mental, physical, emotional, and spiritual well-being and to promote skill development.
Live-in treatment provides a warm and responsive environment that is physically, emotionally, spiritually, and culturally safe.

	Promising practices
Outline each quality statement in detail to describe what the core principle looks like and feels like.
	Treatment and care are purposefully integrated (Creed et al., 2021). Live-in treatment consists of two interconnected components: evidence-based treatment (e.g., CBT, DBT) and the therapeutic milieu. Evidence-based treatment is integrated with milieu therapy, where the care environment functions as a therapeutic intervention. The therapeutic milieu extends support beyond evidence-based treatment, where daily routines and interactions, experiences, and relationships are leveraged as opportunities for skill-building. Clinical program models guide these day-to-day interactions in the therapeutic milieu. In this way, milieu-based interventions and clinical treatment work together to create a cohesive and holistic approach to treatment (Creed et al., 2021). This integration is guided by formal documentation, such as an agency-specific framework for integrated programming, and is supported by staff training, to ensure it is implemented consistently and effectively. 
A holistic approach to treatment is adopted to support children and young people’s mental, physical, emotional, and spiritual well-being and to promote skill development (Coll et al., 2019; Consultations; Frensch et al., 2022). To complement evidence-based treatment, live-in treatment programs offer opportunities for children and young people to engage in a variety of developmentally appropriate activities including physical activity, accessing outdoor spaces, recreational and community activities, and other therapeutic approaches (e.g., art therapy, music therapy; Coll et al., 2019; Consultations; Frensch et al., 2022; Johnson et al., 2015). Programs provide a range of activities and approaches that are responsive to children and young people’s needs and preferences. This holistic approach to treatment promotes mental, physical, emotional, and spiritual well-being and provides children and young people with opportunities to build skills (Coll et al., 2019; Frensch et al., 2022).  Children and young people also receive support for non-healthcare and practical needs (Knowledge Institute, 2025). This can include early learning and childcare, education, housing, financial security, and employment. These considerations support the sustainability of mental health, substance use health, and addictions treatment after discharge. Referrals to, and coordination with, other health and non-health-related supports are made as needed (Knowledge Institute, 2025).
Live-in treatment provides a warm and responsive environment that is physically, emotionally, spiritually, and culturally safe (Consultations; MCCSS, 2020). The live-in treatment environment provides the foundation for safety and resilience, offering children and young people a structured, safe, and supportive space to grow (Consultations; Frensch et al., 2022; Gharabaghi, 2024; MCCSS, 2020). The environment is inclusive and meets individual needs to acknowledge and respect the unique ways children and young people experience physical, emotional, spiritual, and cultural safety. This warm and responsive care setting supports high-quality treatment. The physical environment is welcoming and comfortable, with access to nature and green spaces (Consultations). Equally important are the therapeutic relationships and positive attachments within live-in treatment — programs prioritize respectful, responsive, and safe connections between staff and young people, which are essential to positive mental health outcomes in live-in treatment (Consultations; Frensch et al., 2022; Gharabaghi, 2024; Johnson et al., 2015; MCCSS, 2020; Vogelsang et al., 2024). Clients’ voices, including their goals, needs, and preferences, are respected and included in the decision-making processes for all aspects of live-in treatment programming, so there is consistency and continuity between treatment, care, and complementary activities. Cultural context and identity are thoughtfully integrated into all aspects of treatment, as well as how they are brought together to meet the needs of the client (MCCSS, 2020). Together, these elements contribute collectively to a safe, inclusive, and healing environment that supports the effective delivery of treatment plans.   

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Agencies offer components of treatment programming in outdoor green spaces, intentionally integrating treatment and care considerations (Consultations). 
There are protocols describing how child and youth workers and clinical treatment staff share information and collaborate to ensure symbiotic approaches to support the young person in treatment (Consultations).
Agencies provide trainings for all staff, including child and youth workers, on how to practically combine evidence-based treatment with milieu therapy in daily interactions for a more holistic and purposeful blend of the therapeutic environment and effective treatment options (Creed et al., 2021). 
Agencies maintain safe and appropriate work and staff break spaces, using technology-enabled safety systems (e.g., surveillance, alert tools) and conducting ongoing risk assessments to identify and address potential concerns (Consultations). 
Agencies respect and include young people’s choices regarding the comfort of their physical environment. For instance, young people are engaged in personalizing the physical space (e.g., decorating their rooms, bringing their own blankets; Consultations). 
Agencies create sensory-friendly and non-punitive spaces to support a child or young person’s self-regulation (Consultations). 
Clinical and environmental planning are integrated to ensure that all elements, including the physical space, staffing models, resources, treatments, and activities are aligned with the clinical program model, therapeutic goals, and individualized care plans (Consultations). Agencies have access to spaces that are open and multi-use to support recreational activities (Consultations), and consistent expectations are applied to clinical and environmental supports across the live-in treatment program. 

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
There are inconsistent approaches to integrating treatment and care in live-in treatment programs, especially when many programs lack a defined clinical treatment model (Consultations). 
The lack of consistent clinical supervision, absence of training on the clinical model, and high staff turnover make it difficult to keep consistencies in the implementation of clinical treatment models in milieu work, distinctions between clinical treatment and care, and clear understanding of roles, responsibilities, and professional boundaries (Consultations). 
Mitigating Strategies 
Offer training on the clinical program model and treatment modalities to all direct-service staff, ensuring consistent understanding and delivery across professional roles (O’Leary et al., 2024). 
Develop and deliver program-specific training focused on practical applications of the program’s clinical treatment modalities and milieu intervention techniques, so all staff understand roles, responsibilities, and professional boundaries and can tie interventions to expected outcomes in a unified and consistent manner (Espenes et al., 2023). 
Develop policies and training that clearly articulate the unique role the milieu plays in achieving positive outcomes for children and young people in live-in treatment settings, as compared to intensive treatment at home or in school (LAC, 2021; Consultations).
Establish clear protocols for safely supporting young people with diverse profiles in the same setting, including staff training on de-escalation and trauma-informed care. For example, mitigating measures (e.g., increasing capacity for concurrent programming) are needed to ensure that young people with anxiety and those with externalized aggressive behaviours can safely be in the same environment (Consultations). 
Train child and youth workers with specific and aligned skills and approaches to support clinical treatment (Consultations). 
Create opportunities for young people to spend time in the community (e.g., volunteering) to apply and practice skills in the community (Consultations). 

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	· Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
· Health Standard Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
· Ministry of Children, Community and Social Services (2020). Ontario’s quality standards framework: A resource guide to improve the quality of care for children and young persons in licensed residential settings. 
· Newfoundland Labrador Department of Health and Community Services, Health Canada, & Rush, B. (2015). Concurrent disorders guidelines. 
· School and Community System of Care Collaborative. (2022). Right time, right care: Strengthening Ontario’s mental health and addictions system of care for children and young people. 
· Thunderbird Partnership Foundation, Indigenous Services Canada, & Health Canada. (2011). Honouring our strengths: A renewed framework to address substance use issues among First Nations People in Canada.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 





	Core principle
Describe the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299148]Live-in treatment is grounded in staff capacity, competencies, and well-being.

	Quality statement
Describe the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Live-in treatment programs are supported by a qualified, collaborative, and capable interdisciplinary team. Clinically trained staff provide treatment according to a clinical program model. All staff receive ongoing training on the program's treatment modality and clinical program model, and are supported through fair compensation, comprehensive training, clinical supervision, and a positive team morale.
Interdisciplinary teams collaborate to provide integrated treatment and care.
Staff have the educational qualifications to provide effective treatment and/or contribute to effective treatment for children and young people.
Staff receive ongoing training and clinical supervision. 
Agencies support staff well-being and safety through organizational practices that are trauma-informed.

	Promising practices
Outline each quality statement in detail to describe what the core principle looks like and feels like.
	Interdisciplinary teams collaborate to provide integrated treatment and care (CMHO, 2015; 2016; Consultations; Johnson et al., 2015; Ninan et al., 2014; O'Leary et al., 2024; Woody et al., 2019). Children and young people in live-in treatment have complex needs that require the support of interdisciplinary teams (CMHO, 2015; 2016; Consultations; Johnson et al., 2015; O'Leary et al., 2024). The composition of each team, including staff ratios, is guided by the program’s clinical model and the specific needs of the children and young people the program serves (Consultations). Teams include professionals with different expertise such as child and youth workers, psychologists, psychiatrists, social workers, behavioural therapists, nurses, cultural brokers, and peer support workers (Consultations; Johnson et al., 2015; Ninan et al., 2014). Children and young people receive support from interdisciplinary team members whose expertise aligns with their individualized treatment plan, with staffing ratios reflecting the treatment and care needs of children and young people (Consultations). All staff operate within clearly defined roles and scopes of practice and collaborate to deliver purposeful, integrated treatment and care, with evidence-based interventions led by clinical treatment providers and reinforced by staff in the milieu (Johnson et al., 2015; O'Leary et al., 2024). 
Staff have the educational qualifications to provide effective treatment and/or contribute to effective treatment for children and young people (CMHO, 2016; Consultations; Daly et al., 2018; James, 2017; O'Leary et al., 2024; MCCSS, 2020; MCYS, 2016; Residential Treatment Working Group, 2017). Agencies determine for all staff the required educational background, prior experience, and college certification requirements and standings (as applicable), so all staff are well-prepared to meet the needs of the children and young people the program serves and to deliver treatment consistent with the program's clinical model (Consultations; Johnson et al., 2015; MCCSS, 2020; MCYS, 2016). All staff have core clinical competencies in the program’s treatment modality, evidence-informed interventions, concurrent disorders and substance use health, and behavioural and developmental challenges. Staff also have core competencies in trauma-informed practice, youth- and family-centred care and engagement, cultural safety and inclusion, and safety and crisis response. Depending on the clinical program's model and focus, some programs may require staff with specialized clinical expertise. Staff have core personal attributes such as adaptability, resilience, interpersonal abilities, and skills in professional practice and self-development (self-awareness and reflective practice, professional boundaries).
Staff receive ongoing training and clinical supervision (CMHO, 2016; Consultations; Daly et al., 2018; James, 2017; O'Leary et al., 2024; MCCSS, 2020; MCYS, 2016; Residential Treatment Working Group, 2017). All interdisciplinary team members receive ongoing training in the program’s treatment modality and clinical program model, ensuring a shared understanding and consistent implementation of treatment plans (Consultations; James, 2017; MCYS, 2016; O'Leary et al., 2024). This promotes a unified and consistent approach to treatment across the team (O'Leary et al., 2024). Staff also have access to continuous, high-quality training and professional development opportunities in areas such as delivering trauma-informed, identity-affirming, culturally safe, and child- and youth-centred care (CMHO, 2016; Consultations; Daly et al., 2018; Johnson et al., 2015; MCCSS, 2020; MCYS, 2016; Residential Treatment Working Group, 2017). Ongoing clinical supervision supports all staff in delivering treatment, maintaining fidelity to the clinical model, and building clinical competencies to respond to the needs of children and young people (Coll et al., 2019; Johnson et al., 2015; MCYS, 2016; O'Leary et al., 2024).
Agencies support staff well-being and safety through organizational practices that are trauma-informed (Consultations; Kor et al., 2021). Live-in treatment environments are among the most demanding settings within the sector, as staff work around the clock in shift-based schedules with children and young people who have some of the most complex needs (LAC, 2019). A trauma-informed approach to prioritizing staff well-being and safety in these settings improves workplace satisfaction, strengthens retention, and promotes child- and youth-centred care (Consultations). Agencies regularly assess and make improvements toward fair compensation, and provide comprehensive training and clinical supervision to support all staff in maintaining healthy boundaries and self-awareness when working with children and young people. Staff safety is supported through safety plans and clear incident response procedures. As well, staff have safer spaces to debrief their work and avenues to access employee assistance services such as mental health and substance use health care. Agencies foster positive team morale by celebrating and recognizing staff contributions, and by promoting collaboration, trust, and support within teams. Through their commitment to continuous improvement, agencies regularly collect feedback from staff and improve the work environment (Consultations; Geoffrion et al., 2021; James, 2017; Kor et al., 2021).

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Mental health workers learn about, monitor, and support one another in managing topics that impact staff well-being — such as transference, countertransference, projection, projection identification, self-care, and burnout (Consultations). 
Agencies implement a clear clinical supervision structure including regular opportunities to debrief with a mentor or supervisor, peer supervision program, and/or community of practice, to provide staff with the opportunity to collaboratively debrief, problem-solve, and learn (Consultations). 
Agencies build community partnerships to offer youth-led initiatives (e.g., art workshops, community garden) so staff can participate without taking on additional program delivery responsibilities (Consultations). 
Agencies develop and regularly assess self-care plans with staff, and dedicate time for pre- and post-debriefs and to support staff through long shifts (Consultations).
Training in cultural safety, responsiveness, and competency (e.g. IRMHP; Immigrant and Refugee Mental Health Project) is built into staff orientation processes (Consultations). 
Staff are actively engaged in the co-creation of training content. Mechanisms for gathering input on training themes, staff experiences, and impacts on practice help shape training offerings (O’Leary et al., 2024). 
Communities of practice, regional tables, shared training opportunities, and staffing models can help to build collective community capacity, especially in areas with limited resources (Consultations).  
Interdisciplinary teams receive training and mentorship through provincial collaborative platforms (e.g., Project ECHO), which promotes knowledge exchange and strengthen collective practice (CMHO, 2015). 
Agencies use the Core Competencies Framework outlined within the OITP’s Clinical Standard, as well as job descriptions from comparable live-in treatment programs, to guide their hiring processes. Agencies establish partnerships with college and university programs to establish training and career pathways for clinical staff (Consultations).  

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
When agencies do not have adequate resources (i.e., time, funding) to support staff training and retention initiatives, it directly impacts staff capacity and well-being ​(Consultations; Espenes et al., 2023).
Variation in treatment competency among staff impedes individualized therapeutic interventions and the integration of milieu therapy ​(Consultations; Espenes et al., 2023)​. 
High staff turnover, administrative burden, and poor staff-to-client-ratios disrupt continuity of care and therapeutic relationships ​(Green et al., 2019; Pinheiro et al., 2024)​. 
Licensing and the quality standards framework (MCCSS) mandate significant changes to some live-in treatment programs (Consultations). 
Agencies have inadequate post-incident support for essential staff following workplace violence due to staffing shortages, despite the existence of employee assistance programs and policies that guarantee time off following physical assaults ​(Brend & Collin-Vézina, 2022; Consultations)​. 
Unclear role clarity can undermine teamwork and the skills of less formally educated staff ​(Johnson et al., 2015; O’Leary et al., 2024)​. 
Existing training is inconsistent and can be misaligned with live-in treatment practice, with a lack of focus on therapeutic alliances, residential milieu, and teamwork specific to live-in treatment settings (Gharabaghi, 2010). There is limited time for and access to training, support, supervision, team meetings, and case conferences for overnight, rotational, relief, and casual staff and child and youth workers ​(Brend & Collin-Vézina, 2022; Johnson et al., 2015; O’Leary et al., 2024)​. 
The evolving needs of children and young people in live-in treatment have surpassed existing training standards, with no service standards or regulatory training requirements ​(O’Leary et al., 2024)​. 
Mitigating Strategies 
Develop hiring, training, education and certification standards in line with the clinical program model, as well as pre-requisite education (and any equivalences) for relief and casual staff. Make the standards clear and transparent for those employed and those seeking employment. Communicate the procedure and purpose for reference checks and vulnerable sector/police checks, and how the collected information will be used (Consultations). 
Offer standard in-service training with prescribed topics and frequency for evaluation, review and renewals, to improve consistency in delivering high-quality, evidence-based care ​(O’Leary et al., 2024)​. 
Develop a funding framework linked to critical success factors and in line with the program’s clinical treatment model to ensure that resources match staffing ratios and program needs (Johnson et al., 2015). 
Enhance job satisfaction through continued review and updating of compensation packages, stable employment contracts, flexible hours, and training opportunities ​(Johnson et al., 2015; Pinheiro et al., 2024; Strides Toronto, 2022)​. 
Provide equitable supervision, training, and mentorship across all roles to support collaborative decision-making regarding assessment, formulation, and treatment planning processes ​(O’Leary et al., 2024)​. Trainings can be offered at multiple timeslots and shifts could be scheduled in a way to allow participation from all staff, including relief and overnight staff (Consultations). 
Facilitate regular team meetings and case conferences, and include rotational and overnight staff ​(Brend & Collin-Vézina, 2022).​
Clearly define roles and responsibilities among staff to reduce ambiguity and promote multi-disciplinary collaboration ​(Johnson et al., 2015; O’Leary et al., 2024)​.

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	Canadian Centre on Substance Abuse. (2010). Building on our strengths: Canadian standards for school-based youth substance abuse prevention (version 2.0). 
Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
Health Standards Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
HealthCareCAN & Mental Health Commission of Canada. (2021). The quality mental health care framework. 
Hernandez-Basurto, M. A., Bate, E., & Taha, S. (2024). Substance use health competencies for all prescribers. Canadian Centre on Substance Use and Addiction.
Persi, J., & Greenham, S. (2020). Ontario Network of Child & Adolescent Inpatient Psychiatry Services: Service Guide, Standards, Benchmarks, & Literature Review: Standard 2. Psychological Safety, Dignity, Rights, Inclusion & Participation. December 3, 2020 Update. 
Canadian Centre on Substance Use and Addiction. (2023). Technical competencies for Canada’s substance use and mental health workforce. 
Canadian Centre on Substance Use and Addiction. (2023). Behavioural competencies for Canada’s substance use and mental health workforce.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback.

	Mapping to the clinical standard
	Under development during public feedback.







[bookmark: _Toc222299149]Pathways in and out of treatment
	Core principle
Describe the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299150]Live-in treatment programs ensure a smooth and coordinated transition into treatment, where the right services are matched to a young person’s needs and goals.

	Quality statement
Describe the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Live-in treatment programs have clearly defined eligibility criteria and use a comprehensive, strengths-based assessment framework to ensure the best fit live-in treatment program is matched to a child or young person’s needs, goals, and preferences, with thoughtful planning and preparation to support smooth access to and transition into treatment. 
Live-in treatment is recognized for its unique strengths and as an important part of the continuum of care.
Clearly defined inclusion guidelines, validated screening tool(s), and the clinical program model are used to determine whether a specific live-in treatment program is best suited to meet a child or young person’s needs.
Children and young people have equitable access to live-in treatment.
Treatment decisions are made in collaboration with children, young people, and caregivers.

	Promising practices
Outline each quality statement in detail to describe what the core principle looks like and feels like.
	Live-in treatment is recognized for its unique strengths and as an important part of the continuum of care, not as a last resort (CMHO, 2015; 2016; Daly et al., 2018; James, 2017; Johnson et al., 2015; LAC, 2019; Lynch et al., 2017; Residential Treatment Working Group, 2017). A comprehensive, community-based child and youth mental health, substance use health, and addictions system provides a full continuum of services and is designed to support all children and young people, including the small percentage with severe and complex needs that require intensive, around-the-clock care, or whose home environments cannot support intensive mental health treatment (CMHO, 2015; 2016; Gutterswijk et al., 2020; James, 2017; Johnson et al., 2015; LAC, 2019; Liddle et al., 2018; Residential Treatment Working Group, 2017; Woody et al., 2019). Live-in treatment is considered when children and young people require a higher level of support than can be provided in a less intensive setting (Consultations; Johnson et al., 2015; MCCSS, 2020). The aim is to match the right level of care and the right live-in treatment program with a child or young person’s needs, at the right time (CMHO, 2016; Knowledge Institute, 2025), and not to use live-in treatment as a ‘last resort’. 
Clearly defined inclusion guidelines, validated screening tool(s), and the clinical program model are used to determine whether a specific live-in treatment program is best suited to meet a child or young person’s needs (Consultations; Johnson et al., 2015; Residential Treatment Working Group, 2017). Live-in treatment programs establish clear inclusion guidelines that reflect the clinical profiles of the children and young people they are designed to support. Each program has a defined focus, intensity, and level of specialization that is clearly and transparently identified and communicated. This ensures the program's characteristics (the clinical program model) are effectively matched to children and young people's needs (Consultations; Johnson et al., 2015; Residential Treatment Working Group, 2017). Programs also establish clinical profiles to define which children and young people would benefit most from their services (Consultations; Optimus SBR, 2025). Admission to a live-in treatment program is determined through a comprehensive, individualized screening rather than exclusion based on diagnosis alone. A comprehensive, validated screening is completed to assess needs, strengths, and risks, and to match the right live-in treatment program to children and young people's needs (Aderibigbe et al., 2022; CMHO, 2015; 2016; Coll et al., 2019; Consultations; Johnson et al., 2015; LAC, 2019; MCCSS, 2020; Residential Treatment Working Group, 2017; Stewart et al., 2023). Admission considers the match between children and young people's needs and safety considerations, program capacity, expertise, staffing, and environmental factors. If a live-in treatment program cannot meet a child or young person’s needs, agencies facilitate a referral to another program that is a better fit. When a best fit is not clear, live-in treatment programs collaborate through a regional planning table to identify a program that best aligns with the child or young person’s needs. The referring agency remains actively involved to ensure continuity of care and shared responsibility until a best-fit program is identified. While children, young people, and caregivers wait to access live-in treatment, there are regular check-ins and interim support is available (Knowledge Institute, 2025). 
Children and young people have equitable access to live-in treatment (CMHO, 2016; Consultations). Whenever possible, children and young people access live-in treatment in their home communities. When a program closer to home is not available or when specialized services farther away may better meet children and young people’s needs, there are policies that allow for transfers across regions or provinces in order to access live-in treatment programs that are a better fit for their needs. When out-of-region or out-of-province placement is necessary, agencies arrange logistics of the placement and leverage tools, such as technology, to keep caregivers involved (CMHO, 2016). At discharge, children and young people are connected to after-care supports in their home communities. 
Treatment decisions are made in collaboration with children, young people, and caregivers (Consultations; MCCSS, 2020). The assessment process uses a trauma-informed approach to help foster a sense of safety and trust (MCCSS, 2020). This includes discussing all treatment options that reflect children, young people, and caregivers’ expressed needs and goals and creating space for open conversations about their preferences to ensure their voice is a central part of treatment planning (Consultations; Knowledge Institute, 2025; MCCSS, 2020). Service providers communicate and share information in a clear and accessible way to support children, young people, and caregivers in making informed treatment decisions. Youth peer support is a part of the intake process to share program information and expectations with young people who are admitted into live-in treatment. Disagreements in treatment decisions between caregivers and children and young people are acknowledged and addressed collaboratively (Knowledge Institute, 2025).

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Lead agencies across Ontario support centralized governance models that enable regional planning and quality improvement initiatives (LAC, 2021; Strides Toronto, 2022), aligning with broader coordination initiatives (e.g., Ontario Health Teams’ integrated care model, Help Ahead central point of intake) aiming to improve access, experiences, and outcomes (Strides Toronto, 2022). 
Local residential access committees serve as centralized entry points for all referrals to identify, assess, and approve referrals for live-in treatment placement (Johnson et al., 2015). 
Real-time, secure information exchange happens within a young person’s circle of care to ensure continuity of care and streamline access (Consultations).   
Regional agencies coordinate (e.g., through a single point of entry like One Stop Talk) to streamline access to the appropriate mental health, substance use health, and addictions services (Ali et al., 2023). 
In circumstances where a children’s aid society is involved, ongoing consultations between the live-in program, children’s aid society, and First Nations, Inuit, or Métis Nation are held to help minimize jurisdictional disputes and provide timely services in accordance with Jordan’s Principle (MCCSS, 2020). 
Agencies utilize the Complex Transition Fund to facilitate transition into, out of, or stabilization within a live-in treatment program (Consultations). 
A common assessment framework with standard tools for assessment, referral, and triage/prioritization — with clearly defined eligibility and suitability criteria — are used across all intake environments to match levels of care to young people's needs and goals (LAC, 2021; CMHO, 2015; Johnson et al., 2015; Stewart et al., 2015). These tools minimize repeated assessments and facilitate streamlined transitions (Stewart et al., 2024). Frameworks are designed to be culturally adaptable, available in multiple languages, and completed within a defined timeframe (Strides Toronto, 2022). Common assessment tools can be used across intake environments in multiple sectors to ensure seamless transitions and reduce the collection of repeat information for children, young people, caregivers, and providers (LAC, 2021; CMHO, 2015; Stewart et al., 2015). 
Live-in treatment programs clearly outline their eligibility criteria, clinical client profiles, and treatment approaches, and make this information public and easily accessible — such as through pamphlets or on a website. Children, young people, and caregivers are consulted on barriers and challenges to accessing the information they need to make informed decisions about treatment (Consultations). 
An agency has agreements to help navigate referral processes between community organizations. These include memorandums of understanding and data-sharing agreements that can facilitate the sharing of records. 
A regularly updated centralized inventory system is used to track available alternative and complementary services, including their eligibility requirements and capacities, to support placement decisions (Strides Toronto, 2022). 
Reasons for service refusals are documented and addressed at the care and treatment planning level. These reasons are continually monitored to determine whether they are tied to equity, social determinants of health, service capacity issues, or other similar factors that the agency can address (Consultations).
There are accessible points of entry for children, young people and caregivers, including options for referral through various channels including online, by phone, or in person at the agency or in the community (e.g., through schools and primary care). 
Same-day access to screening is offered, as well as options for children and young people to receive care in lower levels while waiting for the live-in treatment that matches their needs and goals.
Resources (e.g., transportation costs) are available to support young people who may have to travel far distances. 
Agencies maintain meaningful partnerships with coordinated access points and other community supports to assist children, young people, and caregivers with finding and accessing live-in treatment programs and understanding, and potentially participating in, care plans alongside live-in treatment service providers. For example, agencies have engagement protocols when partnering with Indigenous organizations that consider reciprocity, such as financial compensation, invitations to be active members of their board of directors, and continual and accessible follow-ups and share- backs (Consultations).

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
Some significant medical needs (e.g., uncontrolled diabetes) are an exclusionary criterion as they may impede a young person’s ability to fully participate in treatment, and an agency may not have services or specialists available to meet those needs (Consultations). 
Children and young people, or their caregivers, may prefer a live-in treatment program for many reasons, including its ability to meet important needs (e.g., housing security). However, their acuity level, treatment intensity needs, and goals may be better aligned with a different level of care or approach, resulting in a mismatch between needs and services (Consultations).
Treatment access is often determined by bed availability and available local specializations rather than standardized eligibility criteria or assessed need (LAC, 2021; Consultations). 
Continued challenges in defining live-in treatment consistently increase the risk of young people receiving inappropriate care placements (LAC, 2021).
The grouping of opposing profiles in shared live-in treatment spaces can undermine individualized care. Grouping together young people with negative behaviours and attitudes perpetuates harmful dynamics and negative peer influences (Johnson et al., 2015), and grouping young people from conflicting situations in a single environment can raise safety, risk, and liability concerns (Consultations). 
While grouping young people with similar profiles into cohorts may reduce conflict, it creates access barriers for those who cannot wait for a compatible cohort to form (Consultations).
Coordination across systems is hindered by differing ideologies, funding structures, and regional boundaries (Johnson et al., 2015) 
Some programs may have vacancies that appear to be an oversupply of beds. These vacancies may instead be due to limited resources, training, or capacity to serve the needs of young people in the community (Johnson et al., 2015). 
Licensing requirements may conflict with clinical care needs and restrict some cultural practices. For instance, age limits that restrict live-in treatment to those under 18 may overlook the developmental needs of some young people, interfering with long-term planning and continuity of care (Johnson et al., 2015).
A lack of common intake, assessment, and referral tools across providers creates a barrier to using evidence effectively in treatment planning. Inconsistency can contribute to mismatched placements, duplicative assessments, and reduced trust between providers — particularly when young people are declined for live-in treatment​ (CMHO, 2015; Johnson et al., 2015; Strides Toronto, 2022).​ The absence of a provincial bed registry further complicates placement decisions and limits visibility into service availability and system gaps (Consultations).
There is a lack of trauma-informed, anti-racist, and culturally sensitive tools validated for screening and assessment with young people in live-in treatment (Consultations).
Mitigating Strategies 
Reserve live-in treatment for young people requiring 24-hour supervision and position it as short-term, intensive care within a broader continuum of services (CMHO, 2015; Johnson et al., 2015). 
Situate live-in treatment programs within a broader continuum of care with formalized pathways (e.g., through centralized access points) that have clarity on the appropriateness, treatment approaches, and intended outcomes of a live-in treatment placement (Consultations; Levison-Johnson & Kohomban, 2014). 
Use multiple and varied access points to live-in treatment that leverage local centralized mechanisms, along with seamless intake and assessment processes to match needs with treatment programs (Consultations).  
Improve communication and continuity by working with community partners and other intensive service providers, such as through communities of practice, to define pathways to and through live-in treatment and to identify the providers who can support these pathways (Consultations).  
Strive for safer and equitable spaces at planning tables so partners can fully participate in conversations about live-in treatment (Consultations).   
Contribute to a shared language and common understanding on what live-in treatment is and how it functions within the child and youth mental health, substance use health, and addictions sector in Ontario (Consultations).  
Ensure that agencies clearly and transparently outline their mission, goals, treatment components, and placement criteria to support informed referrals and alignment with children and young people’s needs and preferences ​(Johnson et al., 2015)​. This increases awareness about live-in treatment programs in referring partners and other live-in treatment agencies (Consultations). 
Consolidate screening and assessments where possible to minimize duplication and burden on children, young people, and caregivers. This approach can reduce the number of times young people and caregivers are asked to share their stories between service providers and across sectors (Consultations). 
Define an assessment framework delineating how assessment contributes to matching decisions. Share assessment frameworks openly to encourage continuity and comprehensiveness across the sector. Use a coordinated multi-sectoral consent form across agencies to reduce the number of forms required (Consultations).
Ensure that staff, children, young people, and caregivers understand the purpose and significance of screening and assessments. Use these to inform collaborative care planning and progress monitoring along the child or young person’s treatment journey (Consultations).
Empower staff and clinicians to administer screening and assessment tools and to interpret results through purposeful, agency-supported training and education (Consultations).

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
Health Standards Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
HealthCareCAN & Mental Health Commission of Canada. (2021). The quality mental health care framework. 
Newfoundland Labrador Department of Health and Community Services, Health Canada, & Rush, B. (2015). Concurrent disorders guidelines. 
The Knowledge Institute on Child and Youth Mental Health and Addictions. (2025). Levels of care quality standard: Matching the right care to needs and goals.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 




[bookmark: _Toc211932733]

	Core principle
Describe the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299151]Live-in treatment programs provide a smooth and coordinated transition out of treatment.

	Quality statement
Describe the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Children, young people, and caregivers are gradually prepared for their transition back to the community throughout treatment. This is done in coordination and collaboration with community-based mental health agencies and across sectors.
Children, young people, and caregivers are connected to after-care supports along the continuum of care.
A discharge plan that is individualized to the needs of children, young people, and their caregivers is prepared early and is flexible as needs evolve.
Transition plans include support for caregivers.

	Promising practices
Outline each quality statement in detail to describe what the core principle looks like and feels like.
	Children, young people, and caregivers are connected to after-care supports along the continuum of care (CMHO, 2016; Coll et al., 2019; Frensch et al., 2022; James, 2017; MCCSS, 2020; MCYS, 2016; Optimus SBR, 2025). After-care support across the system of care that is individualized to the needs of children, young people, and caregivers is important for maintaining progress and to sustain the skills gained in live-in treatment. Children, young people, and their caregivers step down to less intensive services or step up to more specialized supports along the continuum of care, with the right level of care matched to their needs. Transitions occur gradually to maintain continuity of care, in which live-in treatment programs connect children, young people, and caregivers with services and supports prior to discharge. This includes support for non-healthcare and practical needs, such as early learning and childcare, education, housing, financial security, and employment. Children, young people, and caregivers are gradually introduced to new services while in live-in treatment. This ensures that services, supports, and resources are in place well in advance of discharge and that children, young people, and caregivers are prepared for the transition. Transitions may include overlapping periods where children, young people, and caregivers begin community services while in live-in treatment, supported by parallel systems and a gradual reduction in service intensity rather than abrupt discharge. In the same way, young people who will transition out of child and youth services are supported to access services in the adult healthcare system, including access to education or employment support and transitional housing, if needed. In transition planning, a young person’s developmental stage is considered alongside their age. Live-in treatment programs achieve smooth transitions through strong coordination and collaboration within and across sectors, such as community-based mental health services, education, youth justice, child welfare, primary care, adult mental health, substance use health, and addictions services (Consultations; Johnson et al., 2015; MCCSS, 2020; Ninan et al., 2014). There is shared accountability for outcomes, joint care planning, and efforts to prevent children, young people, and caregivers from falling through sector gaps.
A discharge plan that is individualized to the needs of children, young people, and their caregivers is prepared early and is flexible as needs evolve (Herbell et al., 2024; Johnson et al., 2015; MCCSS, 2020; Woody et al., 2019). Preparing for discharge is an important part of the treatment plan (Consultations; Johnson et al., 2015). Transition planning occurs early on to help children, young people, and caregivers gradually prepare to re-enter the community throughout treatment (Consultations; Herbell et al., 2024; Johnson et al., 2015; MCCSS, 2020; Woody et al., 2019). Effective planning includes ongoing communication about what transitions will look and feel like so that children, young people, and caregivers understand what to expect at discharge and how to navigate challenges. While these transition plans have clear goals, they are flexible and can be adjusted as the needs of children, young people, and caregivers evolve throughout treatment (Consultations). Transition readiness is assessed regularly to determine if children, young people, and caregivers have the skills and supports needed to safely transition out of live-in treatment. Transition plans are developed in partnership with community service providers, children, young people, and caregivers, and are individualized to meet specific preferences and needs (Consultations; MCCSS, 2020; MCYS, 2016; Woody et al., 2019). 
Transition plans include support for caregivers. The caregiving system plays a vital role in ensuring a smooth transition for children and young people leaving live-in treatment and sustaining progress. If a child or young person has identified a caregiver who is involved in their treatment, caregivers are prepared throughout treatment for children and young people to return home, by developing skills and knowledge to support the child or young person. This helps strengthen relationships, build trust, and create a supportive home environment to help children and young people maintain the progress they made in live-in treatment (Consultations; Patel et al., 2019; Preyde et al., 2018). Transition plans include ongoing support for caregivers, including in-home support for a period of time after discharge (Herbell et al., 2024b; Preyde et al., 2018; 2020). In cases where caregivers would like to be involved but children and young people did not give their consent, the live-in treatment program has resources and supports to inform caregivers on how to best support the child or young person when they return home.

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Agencies work with community partners (e.g., adult services, primary care, school system, hospital, psychologists/psychiatrists) to ensure continuity of care for young people transitioning out of live-in treatment. For example, programs explore whether gradual transitions would be beneficial (e.g., full-time, then half-time, then connected but have access to school supports), or whether children and young people can resume treatment (e.g., DBT) in the community at the same stage they are transitioning out, promoting seamless therapeutic progression (Consultations). 
Child and youth workers facilitate skill-building opportunities through “home days.” These include in-home weekend visits to help young people and caregivers practice and reinforce treatment strategies (CMHO, 2015; Herbell et al., 2024; Johnson et al., 2015​) and keep young people connected to community activities and supports.
There is a centralized coordinated access platform that enables real-time, secure information exchange within a young person’s circle of care, helping ensure continuity of care (Ali et al., 2023; Strides Toronto, 2022).  
Each young person is supported consistently by a case manager who works with them from intake to transitions out of live-in treatment, regardless of treatment duration of services required (Johnson et al., 2015). 
Technology-assisted interventions such as online parenting skills programs, parent networking forums, and parent coaching sessions (e.g., Parent SMART) help caregivers build confidence and maintain progress in a flexible, accessible format (Becker et al., 2021). 
Intensive in-home support is provided following transition out of live-in treatment to sustain treatment gains and improve caregiver and community reunification (Consultations; Johnson et al., 2015; Patel et al., 2019; Preyde et al., 2020). Optional in-home booster sessions are offered after transition to address the socioemotional needs of young people, parents, and siblings to further sustain caregiver reunification (Preyde et al., 2020). 

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
There are systemic inequities in service and resource options (e.g., accessible, youth-specific live-in treatment programs) available in rural versus urban centres (Ali et al., 2023). 
Poor collaboration between live-in treatment programs and other levels of community-based support leads to reluctance in accepting young people post-treatment for fear of being unable to maintain treatment outcomes ​(Johnson et al., 2015)​. 
There are insufficient community services — such as primary care and psychiatry — to support transitions and aftercare, especially in rural and remote communities. There cannot be smooth and coordinated transitions into community if transitioning to a waitlist (Consultations).
Service providers report limitations in supporting some youth-led initiatives that build life skills because these activities fall outside of the typical scope of their roles or union agreements. As a result, opportunities may be missed to connect young people with broader aftercare supports that foster independence and community reintegration (Consultations). 
Mitigating Strategies 
Use a centralized coordinated access platform that connects regional systems to support consistent assessment frameworks and inventories. This integration enables real-time, secure information exchange within a young person’s circle of care, helping ensure continuity of care (Ali et al., 2023; Strides Toronto, 2022).   
Establish regular communication channels and a shared commitment across other live-in treatment agencies to ensure consistent, coordinated care and planning for young people transitioning out of treatment (Consultations). 
Build pathways to facilitate seamless and flexible transitions between live-in treatment, healthcare, child welfare, youth justice, and adult mental health systems ​(CMHO, 2015; Johnson et al., 2015)​. 
Promote a shared view of live-in treatment as short-term, intensive treatment to achieve transformative mental health outcomes ​(Johnson et al., 2015; OITP, 2025).​ 
Begin transition planning at intake. Involve caregivers and community supports, including primary care providers, at the beginning, with goals for reunification, independence, and reintegration ​(Johnson et al., 2015).
Make resources (e.g., transportation costs) available to support young people who may have to travel far distances to return home, and provide additional supports following “home days,” recognizing that the at home experience may be challenging (Consultations). 
Explain clear next steps for children and young people to access care if needed, including through community-based care supports or by temporarily returning to treatment on a short-term basis, as appropriate (CMHO, 2015; Consultations).Transition planning can include skills-building, community visits, phone and social media use, and partnerships with community supports ​(Johnson et al., 2015; Patel et al., 2019).​ 
Connect transitional-aged young people with resources matched to their needs and goals — especially developmentally appropriate resources in the adult mental health and substance use health systems and complementary resources for life skills, employment, and supportive housing (CMHO, 2015). 
Use the Levels of Care Quality Standard to develop and implement levels of care models that meet the unique needs of their community, and to help make sure children, young people, and their caregivers can easily find and access intensive services that match their specific needs, including relevant and available live-in treatment programming (Knowledge Institute, 2025).  

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
Health Standard Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
Health Quality Ontario (2022). Transitions from youth to adult health care services: Care for young people aged 15 to 24 years.
The Knowledge Institute on Child and Youth Mental Health and Addictions. (2025). Levels of care quality standard: Matching the right care to needs and goals.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 





[bookmark: _Toc222299152]Sustaining high-quality treatment
	Core principle
Describe the practices, processes, and supports that underpin high-quality live-in treatment.
	[bookmark: _Toc222299153]Live-in treatment programs commit to continuous quality improvement.

	Quality statement
Describe the core principle and its defining characteristics using clear, practical, and ambitious statements.
	Live-in treatment programs conduct ongoing monitoring and evaluation so they can continuously adapt and improve services for children, young people, and caregivers. They aim to meet community-specific needs, mitigate gaps and challenges, and leverage strengths and opportunities for improvement. 
Live-in treatment programs have a performance measurement framework in place to support ongoing evaluation. 
Live-in treatment programs continuously evaluate their practices to identify gaps and challenges, leverage strengths, and find opportunities for improvement.
Young people and caregivers are meaningfully involved in quality improvement at the individual, organizational, and systems levels.
Live-in treatment programs respond to the needs of communities and clients. 
There are methods of mobilizing knowledge that bring people together from relevant sectors to build a common understanding of challenges and successes, exchange ideas and practices, and work collaboratively to find solutions. 
Performance measurement includes diversity metrics to assess equity and outcomes among groups.

	Promising practices
Outline each quality statement in detail to describe what the core principle looks like and feels like.
	Live-in treatment programs have a performance measurement framework in place to support ongoing evaluation (CMHO, 2016; Johnson et al., 2015). Key performance indicators are defined and established for each live-in treatment program, based on a common framework to measure organizational performance (e.g., risk management, staff retention, job satisfaction) and child- and youth-centred outcomes. These include functional outcomes (e.g., mental health and substance use health symptoms, safe and stable living environment, peer relationships, meaningful daily activities) and experiences of treatment. These indicators provide evidence of quality: that live-in treatment programs are implementing evidence-based models with fidelity, improving outcomes, and prioritizing positive and safe experiences of care and meaningful engagement with young people and caregivers (CMHO, 2015; 2016; Johnson et al., 2015; MCYS, 2016; Residential Treatment Working Group, 2017; Yeheskel et al., 2020). These findings drive continuous quality improvement by informing practice at both the organizational and systems levels. There are data infrastructure and mechanisms in place that leverage the strengths of existing systems and approaches to collect, evaluate, and report on this data, and support an ongoing, iterative process of improvement (CMHO, 2015; 2016; MCYS, 2016).
Live-in treatment programs continuously evaluate their practices to identify gaps and challenges, leverage strengths, and find opportunities for improvement (CMHO, 2016; MCYS, 2016). Live-in treatment programs are evaluated through multiple and mixed methods that are culturally responsive and that draw on diverse data sources — such as qualitative and quantitative data, lived expertise, research, and emerging evidence — to inform improvement plans. Processes are in place to ensure that what is learned through evaluation informs practice in organizations and across communities, drives continuous improvement, and is done in collaboration with young people and caregivers (CMHO, 2016; Knowledge Institute, 2025; MCYS, 2016). 
Young people and caregivers are meaningfully involved in quality improvement at the individual, organizational, and systems levels. Ongoing feedback processes are in place to capture the experiences of young people and caregivers throughout treatment. This feedback helps service providers better understand where care and treatment need to be adjusted. Feedback is thoughtfully incorporated into treatment planning and service improvements, and changes made are communicated back to young people and caregivers. At the organizational and systems levels, young people and caregivers co-evaluate live-in treatment services. Evaluation findings are shared with young people and caregivers, who are involved in interpreting these findings and in determining how they are used to make organizational and system improvements. 
Live-in treatment programs respond to the needs of communities and clients (Consultations; Knowledge Institute, 2025). Agencies draw on quantitative and qualitative data, feedback, research, emerging evidence, and expertise to identify trends and priorities in mental health, substance use health, and addictions in their communities, including where needs are not being met. This information drives continuous improvements to ensure programs constantly evolve and remain responsive and aligned with the needs of clients and the broader community (Consultations; Knowledge Institute, 2025).
There are methods of mobilizing knowledge that bring people together from relevant sectors to build a common understanding of challenges and successes, exchange ideas and practices, and work collaboratively to find solutions. Feedback and improvements are shared with young people, caregivers, partners, and the community, using language that is clear and easy to understand and in formats that are visible and accessible. This exchange of information is used to continually improve live-in treatment in collaboration with young people, caregivers, and communities.
Performance measurement includes diversity metrics to assess equity and outcomes among groups (Johnson et al., 2015; MCYS, 2016; Residential Treatment Working Group, 2017). Demographic data is considered when collecting information and evaluating program performance. This data helps identify which populations are accessing — or not accessing — live-in treatment services (Residential Treatment Working Group, 2017). Assessment of outcomes across different groups provides insight into whether live-in treatment is effectively meeting the needs of specific populations and where inequities may exist. Feedback from young people and caregivers also helps determine if services are culturally responsive. These findings inform program goals, guide improvements to services and treatment approaches, and support program and system planning (Johnson et al., 2015; MCYS, 2016). 

	Practical examples
Illustrate some relevant ways the core principle is being applied in the sector.
	Agencies leverage their existing data infrastructure and mechanisms to support a data management plan, including the collection, evaluation, and reporting of specific quality indicators (e.g., Measurement guide for quality standards; Knowledge Institute, 2025). 
A centralized or shared data resource containing a shared data dictionary and consistent definitions across live-in treatment programs is in place to support collective measurement and reduce the reporting strain on individual agencies (Consultations).
Performance measurement frameworks include risk management to identify and mitigate risks and is regularly evaluated to ensure the safety of children, young people, caregivers, and staff (Consultations). Evaluation plans, surveys, and other monitoring tools for live-in treatment are co-developed between agency staff and young people and caregivers. Agencies ensure transparency by sharing updates with staff and clients through co-developed evaluation reports, which can be posted to the agency’s website (Consultations).
Agencies provide clear communication channels to relay back to young people, caregivers, and priority populations how their data is used and how their feedback is being honoured. For instance, this could be through an impact report, scorecard, poster, or infographic (Consultations). 
Young people and caregivers regularly provide feedback to inform improvements to live-in treatment planning, including through activities like surveys, focus groups, agency advisory boards, involvement in staff training and hiring, and quality assurance reviews (Consultations; Herbell et al., 2024; Johnson et al., 2015).   
Staff receive training (for example, through the Provincial Training Initiative for intensive treatment) and are supported to attend conferences and communities of practice on quality and live-in treatment. These and other professional development opportunities increase skills, knowledge, and confidence to address the treatment needs, and provide space and time to come together, share information, and learn (Consultations). 
Agencies make ongoing efforts to understand who is being served through their live-in treatment programming, as well as who is not being served, to identify service inequities. These efforts include engagement with young people and caregivers, data-monitoring, and data dashboards to assess trends in needs at the organization and community level, and to provide real-time information. Other data resources, like information from public health, further support the identification of gaps and improvement areas (Consultations). 
Knowledge is mobilized to support service providers in accurate and consistent data entry and interpretation. This includes the provision of resources like tip sheets, presentations, impact reports, and video instruction that reinforce the importance of accurate and regular data collection and interpretation (Consultations). 

	Implementation considerations
Describe some potential barriers to implementing the core principle and identify any mitigating strategies.
	Barriers 
Organizations lack quality data and support for visualizations and informed decision-making (Consultations).
The high cost of robust infrastructure and support for data collection and analysis can be limiting, and as a result, investment in data infrastructure may detract from investment in another related area, like change management or quality improvement programs (Johnson et al., 2015). 
Some agencies are lacking the resources to support robust change management, evidence-based decision-making, and/or quality improvement initiatives (Consultations). 
There are concerns among agencies, children, young people, and caregivers about policies, procedures, and processes related to privacy and data-sharing (Consultations).  
There is a shortage of dedicated funding, trained and available staff, and technology to meaningfully engage young people and caregivers in continuous quality improvement efforts, especially in rural and remote communities (Consultations). 
Some engagement opportunities can feel tokenistic or decorative to young people and caregivers, making them less likely to participate meaningfully in organizational continuous quality improvement efforts. This may mean some quality improvement projects lack youth and caregiver input and do not result in intended outcomes (Consultations).  
Mitigating Strategies 
Use measurement-based care and continuous quality improvement cycles to regularly assess what is working, who is being effectively served, and where gaps remain (Consultations).
Partner with research institutions to increase organizational capacity for more rigorous research and evaluation opportunities ​(Lanier et al., 2020)​. 
Create a live-in treatment program-specific measurement plan (e.g., Measurement guide for quality standards) to define performance metrics that leverage existing data collection efforts ​(CMHO, 2015; Johnson et al., 2015; Knowledge Institute, 2025)​. 
Access supports from intermediary organizations for program evaluation, change management, and quality improvement, such as the Ontario Intensive Treatment Pathway, Knowledge Institute on Child and Youth Mental Health and Addictions and E-QIP: Excellence Through Quality Improvement Project (Consultations).
Develop shared definitions and tools for consistency among performance measurement frameworks (Consultations).
Ensure staff have ongoing access to workforce development opportunities and supervision, allowing them to grow their skills and competencies (Consultations).
Provide honoraria to recognize young people and caregivers for their contributions and integrate practical supports (e.g., transportation, childcare costs) to support their equitable participation in feedback and quality improvement opportunities (Consultations).

	Related standards
Demonstrate alignment with other guidance documents including national and provincial standards and guidelines.
	Canadian Centre on Substance Abuse. (2010). Building on our strengths: Canadian standards for school-based youth substance abuse prevention (version 2.0). 
Health Standards Organization. (2025). CAN/HSO 76000:2021 (R2025) – Integrated people-centred health systems (Reaffirmation). 
Health Standards Organization. (2023). CAN/HSO 22004:2023 – Mental health and addictions services. 
HealthCareCAN & Mental Health Commission of Canada. (2021). The quality mental health care framework. 
Persi, J., & Greenham, S. (2020). Ontario Network of Child & Adolescent Inpatient Psychiatry Services: Service Guide, Standards, Benchmarks, & Literature Review: Standard 2. Psychological Safety, Dignity, Rights, Inclusion & Participation. December 3, 2020 Update.

	What does this mean for our audience?
Provide the intended outcomes and uses of the core principle for (a) children, young people, and caregivers; (b) service providers and agency leaders; and (c) system decision-makers (funders, policy makers, and government bodies).
	Under development during public feedback.

	Indicators
Suggest ways agencies can measure how well the core principle is being implemented and how it is improving live-in treatment in their community.
	Under development during public feedback. 


	Mapping to the clinical standard 
	Under development during public feedback. 
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