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Walk‑in single session and single session by appointment therapy services have been 
in existence for the past 50 years in North America. Dimensions of this approach 
were outlined in this journal in both 2008 and again in 2019 (Slive & Bobele, 2019, 
Slive, McElheran, & Lawson, 2008). In this introduction to the Special Section 
on Walk‑In Single‑Session and Booked Single‑Session Services in Canada, the 
authors will provide an overview of some of the current walk‑in single‑session 
and booked single‑session services in place and/or in progress at various locations 
across the country.

In 1990, the Eastside Family Centre (EFC) of Wood’s Homes in Calgary, Alberta, 
Canada, implemented the first walk‑in single‑session therapy service in the country. 
The idea of a community‑based walk‑in single‑session therapy service emerged 
from discussions between senior management, the governing board of Wood’s 
Homes, and community leaders on the east side of the city—an area that was noted 
for its high density, low income and ethnic diversity. The need, as conceived by 

Many thanks to Jenna Passi of the Research Department of Woods’ Homes for her attention and diligence 
in conducting the online web search of walk‑in and single‑session mental health therapy services across 
Canada. This Special Section would not have happened without her assistance. Thanks also to Bjorn 
Johansson, CEO of Wood’s Homes, for supporting these endeavors. In addition, a thank you to Carly 
Jaques, who took the lead in formatting and coloring the map shown in Figure 1.
 Address correspondence to Nancy McElheran, MN, 987 Edgemont Rd. NW, Calgary, AB, T3A 2J4, 
Canada. E‑mail: nancymcelheran@shaw.ca

© 2020 JST Institute LLC

G4890.indd   15G4890.indd   15 10/30/2020   1:18:28 PM10/30/2020   1:18:28 PM



16 McElheran et al.

this group, was for an accessible and affordable community‑based walk‑in single‑
session mental health service where people could choose to be seen at moments 
of need and receive a whole session of therapy in one hour. The Eastside approach 
was, and continues to be, based on the principles of immediacy, accessibility and 
affordability (McElheran, Stewart, Soenen, Newman, & MacLaurin, 2014).

 Over time, people who have accessed the EFC walk‑in service report consistently 
high degrees of satisfaction with the accessibility of the service and the therapy re‑
ceived (Clements, McElheran, Hackney, & Park, 2011; Slive, MacLaurin, Oakander, 
& Amundson, 1995). Outcome measures indicate that while approximately 40% of 
people return for a second or more sessions, the majority attend for a single session 
only (Wood’s Homes, 2019). People who access the EFC walk‑in service indicate 
they do so as they prefer to choose when to seek therapy, they appreciate the team 
consultation, and they find immediate relief for their most pressing issue(s).

In the summer of 2019, the research department of Wood’s Homes undertook a 
cross‑Canada web search of walk‑in single‑session and booked single‑session ser‑
vices. This search was followed by telephone calls to those agencies that responded 
to the initial telephone contact. The first author discovered that most provinces in 
this country have versions of walk‑in single‑session therapy services that meet the 
need(s) of their particular communities. Also, services were being developed in 
the Yukon and Northwest Territories. This search discovered that there were over 
200 walk‑in single‑session and booked single‑session mental health services being 
offered in different locations across the country. While the services may differ in 
design, structure and/or title (e.g., Newfoundland and Labrador use the term drop-in 
as synonymous with walk-in), the intent of each is to offer immediate, accessible 
and affordable services in locations suitable to their clientele, the same principles 
that spearheaded the development of the Eastside Family Centre in 1990 (Figure 1).

In Canada, the call for increased mental health services is growing. According 
to the Mental Health Commission of Canada (MHCC, 2020) more than half of 
Canadians surveyed tell stories about difficulties accessing services. The MHCC’s 
call for innovative models of care has catalyzed the development and implementa‑
tion of walk‑in and single‑session therapies and services across the country.

The key elements that prompted the development of these walk‑in single‑session 
or booked single‑session therapy services are familiar to those who work in the 
mental health field. These include the reduction of barriers to care, the enhancement 
of people’s ability to cope in specific ways at specific moments, finding of alterna‑
tives to lengthy wait‑lists for more traditional services, improvement of accessibil‑
ity to services by locating them in communities where people live and work, and 
addressing the needs of particular populations (Harper‑Jaques & Foucault, 2014; 
Harper‑Jaques, McElheran, Slive, & Leahey 2008; Slive, McElheran, & Lawson 
2008). Walk‑in single‑session therapy services have also demonstrated impactful 
assistance for the high‑risk client (Reimer et al., 2018).

Some examples of the services being developed in Canada are noted below. Each 
organization has determined the most effective way of delivering their service based 
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on the needs of their particular communities. The adaptation to specific community 
need is a testament to the flexibility of the model (Slive & Bobele, 2011). Despite 
the adaptations, all of these services adhere to the clinical foundations of the walk‑
in single‑session therapy format. These include a focus on what the client needs in 
the moment, the creation of a collaborative alliance with the client, the utilization 
of the strengths and resources the client brings to the session, and the offering of 
therapeutic ideas that will fit with the clients’ beliefs regarding what is best for 
them at moments in time. Some services are delivered similarly to the EFC while 
others have been tailored to meet the needs of the population they serve and/or the 
agency and its requirements.

In Nanaimo, British Columbia, a well‑established walk‑in single‑session therapy 
(SST) service is located in the emergency department of the local hospital, while in 
Kelowna BC the walk‑in single‑session service is incorporated into an outpatient 
clinical service. In Calgary, Alberta a walk‑in SST service has been flourishing at 
the South Calgary Health Centre since 2004. This program is part of the continuum 
of mental health services offered by provincially funded health care. Manitoba 
offers their booked SST services at local libraries. The province of Prince Edward 
Island offers walk‑in SST at different locations every day 7 days a week in order 
to make walk‑in SST services available to everyone on the island (B. Davison, 
personal communication, September 12, 2019).

FIGURE 1. Walk-in single-session and booked single-session services in Canada: 
Representation of 200+ services identified during the August 2019 website search.

G4890.indd   17G4890.indd   17 10/30/2020   1:18:28 PM10/30/2020   1:18:28 PM



18 McElheran et al.

Walk‑in SST services are also being offered at local universities across the coun‑
try. Universities in Newfoundland/Labrador, PEI, Quebec, Ontario, and Alberta 
illustrate this development. As noted, many of these services are being launched 
in response to an increasingly high‑needs population where a timely response is 
important (A. Klassen, personal communication, January 20, 2020; B. Davison, 
personal communication, September 12, 2019).

As to the operations of these services, theoretical orientations vary in accordance 
with the training and experience of the service providers and the needs of their 
clientele. Ontario, for example, has led the way in teaching and training clinicians 
in over 80 walk‑in single‑session services in that province, most frequently us‑
ing a narrative therapeutic approach (Young, 2011). The Stepped Care 2.0 model 
(Cornish, 2020), launched in Newfoundland and Labrador, embraces a strength‑ 
and solution‑oriented approach with single‑session principles at the foreground. 
It is now being implemented in other communities in the country. Stepped Care 
2.0 clinicians have offered their training expertise to many of the programs in the 
eastern provinces of Canada as well as the Northwest Territories. All of these ser‑
vices adhere to the clinical foundations of the walk‑in single‑session format: focus 
on what the client needs in the moment, create a collaborative alliance with the 
client so that the therapist can highlight and utilize the strengths and resources the 
client brings to the session, and offer therapeutic ideas that will fit with the clients’ 
view of the world. What is also clear is that services have adapted their particular 
walk‑in and booked SST approach to their community’s need.

Communication with many of the programs across Canada indicates that af‑
fordability of the service is problematic. Those who have been able to establish 
government funding have been more successful in spreading their reach across their 
provinces to key locales, while others who rely on acquiring grant monies have 
found they are more restricted in what they can provide. However, regardless of 
any particular funding issue, the belief in the efficiency and effectiveness of this ap‑
proach was impressive (G. Skelton, personal communication, September 18, 2019).

The three articles that follow describe walk‑in single‑session and booked single‑
session therapy models and service delivery approaches in different parts of the 
country. Dr. Peter Cornish, who developed the Stepped Care 2.0 model of service 
delivery in Newfoundland and Labrador, describes the development and imple‑
mentation of a comprehensive mental health system of care that started as a pilot 
project in the province and is now being supported by the MHCC to be offered in 
other locales. As outlined in this article by Dr. Cornish and his colleagues, Ann 
Marie Churchill and Heather Hair (2020), Stepped Care 2.0 incorporates a range of 
mental health services. One component of Stepped Care 2.0, Doorways, is a drop‑in 
single‑session counseling service available to both youth and adults at multiple sites. 
The Doorways service embraces a strengths‑based, solution‑focused orientation to 
its SST approach in the delivery of mental health services.

Karen Young (2020) offers an article specific to the SST clinical approach she 
has supported in many of the walk‑in services she has both developed and influ‑
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enced in Ontario. The wave of growth of walk‑in SST services emerged in response 
to a requirement for people to receive immediate services that fit their need in a 
timely manner. Young describes the evolution of this system of services and the 
governmental support she and her colleagues achieved in the process. As noted, 
the preferred therapeutic approach is narrative therapy, a model that fits well with 
walk‑in services. The author provides an extensive review of the narrative therapy 
theory and practice. Particular emphasis is placed on how narrative thinking was 
tailored to a single session of therapy, including the use of its multi‑storied core 
component. The strong applicability of the narrative therapy approach to walk‑in 
single‑session work is outlined and illustrated with a thoughtful case example. An 
evaluation of the service, conducted across the province in 2014 highlights the 
efficacy of this walk‑in single‑session service delivery model.

Maureen Kachor and her colleague Joanne Brothwell (2020) present their unique 
perspective on the development of the booked SST service in Saskatchewan. Their 
article describes the implementation of booked SST in a community‑based youth 
mental health clinic. They specifically targeted the underserved population of youth 
with less‑than‑severe clinical symptoms and their families. The authors review the 
documented success of SST in the treatment of youth both in Canada and globally, 
underlining the extent to which such services have improved timely access to mental 
health care. The central focus of the article is how SST has evolved in Saskatchewan 
and how the model currently operates for youth and their families in their clinic 
setting which offers booked appointments. The authors also highlight that walk‑in 
SST is available in their community but offered by local family service agencies. 
The service delivery challenge of integrating new clinical skill development with 
existing theoretical orientations is highlighted.

The purpose of this special section is to highlight the development of walk‑in 
single‑session and booked single‑session therapy approaches in areas of Canada. It 
is hoped this form of offering high quality mental health services to the Canadian 
public continues to develop and flourish.
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Single-session, or one-at-a-time, open-access care is central to the mental 
health care system transformation process now underway in several parts of 
Canada. Single-session principles align well with a mental health recovery 
strategy and the new Stepped Care 2.0 (SC2.0) model under consideration 
across Canada. SC2.0 provides a framework for integrating single-session 
open-access care within the broader mental health ecosystem. Through continu-
ous co-design the model connects values and addresses inevitable tensions that 
arise when attempting system integration. Model development and scaling is 
still in the early stages. More work needs to be done, including both program 
evaluation and independent research. Continued critical attention is the only 
way to maximize impact at a population level. With open access to an array 
of resources, organized to meet people where they are in terms of readiness, 
functioning and capacity for engagement, population mental health is pos-
sible. This paper highlights the importance and effectiveness of open-access 
counseling in a stepped care framework.

Keywords: therapy one‑at‑a‑time, single‑session therapy, Stepped Care 2.0, 
e‑mental health, mental health system transformation

Organizers expected around 150 people at the second meeting of the Community 
Coalition for Mental Health on October 14, 2014. But nearly 1000 people filled 
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the Holy Heart Auditorium in St. John’s, Newfoundland that night. Dozens of 
people who themselves or their loved ones had suffered from mental illness took 
the stage to share their experiences with what many considered a broken system. 
It marked the beginning of a grassroots movement demanding system change to 
mental health care in Canada’s most easterly province.

Newfoundland and Labrador is a Canadian province with a population of under 
half a million. It extends over a vast and varied territory more than three times the 
total area of the Maritime Provinces (Nova Scotia, New Brunswick, and Prince 
Edward Island). Almost half the population live in the metro St. John’s region on 
the southeastern tip of the island portion of the province. The weather is harsh and 
the people resilient, clinging as they have for centuries to the craggy, unforgiving 
coastlines.

Flash forward from the crowded auditorium in St. John’s to September 2019, 
when the CEO of the Mental Health Commission of Canada (MHCC), Louise 
Bradley, said at the release of a report on the 2‑year Stepped Care 2.0 demonstra‑
tion project (MHCC, 2019a), “My home province of Newfoundland and Labrador 
may be small . . . but we have shown home‑grown innovation that has the potential 
to change how we deliver care across the country.”

This is a story of resilience. It is the story of a people who know the value of 
community organizing and a political structure attuned to voices from the margins. 
And it is a story about empowerment in the face of mental illness and recovery.

Early E-Mental Health Innovations

For decades, the Province of Newfoundland and Labrador has struggled to recruit 
and retain health and mental health professionals. The province is isolated from 
much of North America and the climate is unfavorable. The province pioneered the 
use of satellite technology for telehealth in the 1970s and was the first in the country 
to offer a suite of web‑based self‑managed mental health programs 6 years ago.

Today, the province’s Bridge the gApp web portal is being adapted for use in 
three other provinces and one Northern territory. The website has an engaging 
landing page that includes a comprehensive directory of publicly funded services, 
low intensity mental health tools and games, and moderate intensity self‑managed 
therapy programs. One of the featured services is the “Warmline,” a province‑
wide telephone active listening service staffed by highly trained people with lived 
experience of mental illness.

Towards Recovery All Party Report

Politically, Newfoundland and Labrador leans neither right nor left. Historically, 
parties were divided along religious lines—Protestants tended to vote conserva‑
tive and Roman Catholics tended to vote liberal. Both parties have long supported 
a broad social safety net. A third party, the socially progressive New Democratic 
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Party, has had a small representation in the Provincial House of Assembly since 
1990. With a shared commitment to a robust social safety net, it is not surpris‑
ing that all three parties supported a new and progressive mental health strategy. 
In June 2017 the Government of Newfoundland and Labrador released Towards 
Recovery: The Mental Health and Addictions Action Plan for Newfoundland and 
Labrador (All Party Committee on Mental Health and Addictions, 2017). The 
action plan developed by the all‑party committee was met with widespread pub‑
lic support. The 54 recommendations are focused on bold mental health system 
transformation and immediate action aimed at increasing access to care. Included 
in the recommendations was the development of e‑mental health, single‑session 
clinics, and stepped care.

Suicides

Over the course of 16 months in 2016 and 2017, the Burin Peninsula, with a population 
of under 20,000, was rocked by 14 suicides. Not surprisingly these unusually high 
numbers drew national attention. Senior health officials visited the region to investi‑
gate and offered resources aimed at preventing further deaths. As is typical following 
a tragedy of this nature, the goal was to identify those most at risk of suicide and to 
target services for people with severe symptoms. But members of the community 
rejected this approach. Instead of more specialist care aimed at those already ill, 
community members sought rapid access to basic upstream care aimed at the entire 
population. One recommendation of the Towards Recovery strategy, open‑access 
mental health clinics, was in the early stages of implementation. At the request of the 
Burin Coalition for Mental Health, the new Doorways single‑session clinic system was 
fast‑tracked for their region. The concept of open‑access counseling was so attractive 
that all appointment‑based mental health services were transformed immediately to 
an open‑access service. At first, clinical staff were hesitant, fearing that demand would 
far exceed availability. The Coalition members persisted, urging clinic managers to 
undertake the change. All people on wait lists were contacted and invited to attend 
the open‑access clinics. Counseling was available 9–3:30 Monday through Friday. 
Only about 30% of people on the original wait list attended. When those who did not 
attend were contacted and asked why they had not visited, the most common response 
was, “I know it is there and I will come when I need it.” A social worker at one of the 
two Doorways single‑session sites characterized the transformation in simple terms: 
“Everyone gets priority now . . . not just clients in crisis” (Eastern Health, 2019).

Doorways

All mental health and addiction staff, employed by the four Provincial Health Authori‑
ties, including intake, triage, and counseling staff, received 2 days of training by one 
of Canada’s leading experts in single‑session counseling (Hair, Shortall, & Oldford, 
2013). Most of those in attendance were licenced social workers or psychologists.
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At 60 sites across Newfoundland and Labrador, youth and adults can now have 
open access at Doorways Clinics for mental health and addictions counseling 
services “one session at a time.” While most locations offer open‑access service, 
some locations provide same‑day service, next‑day service, or appointments by 
phone. Open‑access counseling services are available without an appointment or 
referral. If further counseling is required, staff at Doorways facilitate access to 
additional services and supports.

Between 2017 and 2018, wait times in Newfoundland and Labrador for mental 
health and addictions services were reduced by 68% (MHCC, 2019b). Many com‑
munities now report no wait times. This reduction has been attributed to multiple 
factors including implementation of the Towards Recovery action plan, assignment 
of a team of specialists tasked specifically with reducing wait times, the launch of 
one‑at‑time open‑access counseling at over 60 sites, the availability of e‑mental 
health programming, and the implementation of a stepped care framework.

In the first year of the Doorways program there were 4,400 visits to Doorways 
clinics and 20,000 calls to central intake (MHCC, 2019b). In most cases social 
workers provided the open‑access care and responded to intake calls. Staff at both 
Doorways and Central Intake were trained in solution‑focused care (Walter & Pel‑
ler, 1992) and single‑session principles (Hair et al., 2013). Prior to this training, 
there were no open‑access mental health clinics, and intake telephone calls were 
used simply to triage and refer. Following training, intake staff were able to pivot to 
provide some basic solution‑focused care. This meant that prior to implementation 
the only option for non‑crisis help seekers was waiting.

Bridge the gApp

Bridge the gApp (https://www.bridgethegapPca/) is a web page and portal avail‑
able to all residents of Newfoundland and Labrador. A visitor to the site chooses 
between youth and adult versions. For each version, there is information aimed at 
improving mental health literacy and self‑managed tools for improving well being. 
There are low intensity games and wellness activities as well as access to moderate‑
intensity self‑help treatment modules. The site contains a comprehensive directory 
with descriptions of all publicly funded services available in community, tertiary 
and acute care settings. Included on the site is a description and the phone number 
for a province‑wide peer support “Warmline” staffed by trained active listeners 
from CHANNAL (Consumers’ Health Awareness Network Newfoundland and 
Labrador). Directions are included for accessing crisis services by text and phone.

STEPPED CARE 2.0

Around the same time the Province of Newfoundland and Labrador was implement‑
ing the recovery‑oriented mental health strategy including developing new e‑mental 

G4890.indd   24G4890.indd   24 10/30/2020   1:18:28 PM10/30/2020   1:18:28 PM



Open-Access Single-Session Therapy 25

health resources and preparing for the launch of single‑session clinics, clinical staff 
at Memorial University of Newfoundland’s Student Wellness and Counselling Cen‑
tre had implemented a new stepped care model that was receiving attention across 
North America. Stepped Care 2.0 (Cornish, 2020; Cornish et al., 2017) is a model 
of mental health care that enables rapid access to a full continuum of care options. 
In the version of the model implemented for the demonstration project across the 
Province of Newfoundland and Labrador, the care journey starts with open access 
through one of three mediums: web portal, text/phone, in‑person (see Figure 1).

Help seekers can access care immediately through self‑help tools available on 
the Bridge the gApp website. Single‑session care is available on a same‑day basis. 
Care providers may resolve presenting issues directly in the single‑session or they 
may refer to one or more of the nine step options available through Stepped Care 
2.0 (see Figure 2). These include Step 1 mental health literacy resources available 
through the Bridge the gApp portal, and Step 2 interactive programs including 
evidence‑based self‑directed internet therapy programs such as Breathing Room 
or the self‑managed version of Therapy Assistance Online (TAO). Step 3 programs 
include trained Peer Support offered in person or through the Warmline offered by 
CHANNAL. Step 4 mental health professional or trained peer led workshops are 
offered in person through regional health clinics and through e‑mental health ven‑
dor apps procured by the province (e.g., Mindwell U offers Studio Be, moderated 
on‑line drop‑in mindfulness sessions). Workshops are typically one‑off events that 
are more like classes. While these typically include question and answer periods, 
there is no expectation for self‑disclosure.

Medium intensity tertiary care begins at Step 5. It blends online self‑help pro‑
gramming with brief, professionally led clinical support or coaching from licenced 
counselors. Step 6 includes outpatient group counseling, which unlike workshops, 
involves considerable interaction and self‑disclosure over multiple sessions. Step 7 

FIGURE 1. Single-session multi-medium access to care.
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includes traditional one‑to‑one counseling and psychotherapy, however in the con‑
text of Stepped Care 2.0 (SC2.0), time is used with more flexibility. Session length 
and frequency are adjusted to suit the specific needs of help seekers. At Step 8, 
specialists offer consultation. The care at this level is also flexible with a default 
option of one‑at‑a‑time assessment. For example, when an initial treatment plan 
with antidepressants is not effective, a family physician might request a one‑time 
consultation from a psychiatrist to advise on medication adjustment. In most cases 
this is likely to succeed, but if not, a referral for a course of ongoing care by the 
psychiatrist might be considered. Step 8 also may include referral to a rehab pro‑
gram or day treatment. Step 9 involves high intensity programming including acute 
care psychiatry, crisis programming, and assertive community treatment/flexible 
assertive community treatment (ACT/FACT). It also includes what we refer to as 
creative case management. At all levels of SC2.0 care, attempts are made to empower 
help‑seekers, and this includes step 9. Creative case management typically involves 
family members and other community members, including trained Peer Support 
workers, in discharge and follow up planning. In some cases, discharge includes 
referral to a peer agency like CHANNAL so that people with lived experience of 
mental illness and various levels of the care system can turn that experience into 
efforts to support others.

SC2.0 was implemented in Newfoundland and Labrador and evaluated in part‑
nership with the Mental Health Commission of Canada. Although the small, un‑
representative sample size and lack of control groups preclude generalization, 
preliminary data suggest the model was well received. Wait times for care across 
the province were reduced by 68%. The majority of clients surveyed: (a) indicated 
that the e‑mental health tools met at least some of their needs (79%); (b) rated the 
content quality as good or excellent (67%); and (c) reported that these programs 

FIGURE 2. Stepped Care 2.0 in Newfoundland and Labrador.
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helped them deal with their problems (62%). The remainder said that the programs 
“really didn’t help.” No respondents endorsed the option that programs “seemed 
to make things worse.” Analysis of pre‑ and post‑training measures showed that 
provider knowledge of, and satisfaction with, SC2.0 and e‑mental health program‑
ming increased following training (MHCC, 2019b). We are currently evaluating the 
implementation of SC2.0 in two Canadian provinces through a two‑arm parallel‑
group, nonrandomized, treatment as usual controlled, staged pragmatic trial funded 
by the Canadian Institutes of Health Research.

SC2.0 is a three‑dimensional model. It is a recovery‑oriented, client‑centric 
approach that supports help seeker preferences, matches programming to readi‑
ness, maximizes autonomy, and optimizes stakeholder investment. As illustrated 
in Figure 3, stakeholder investment increases along the y‑axis. This means that the 
amount of energy, time or commitment required by help seekers increases through 
higher steps. It also means that the cost of programming increases for payors along 
the same dimension. This is the efficiency dimension. Increased investment makes 
sense if the return, in terms of outcomes, warrants the investment. This is true as 
much for help seekers as it is for payors.

As indicated through the x‑axis in Figure 3, autonomy is greatest for low steps 
and reduced for high steps. Within the context of recovery and solution‑focused 
principles, autonomy is preserved when there are opportunities to start simple and 

FIGURE 3. The three dimensions of Stepped Care 2.0.

G4890.indd   27G4890.indd   27 10/30/2020   1:18:30 PM10/30/2020   1:18:30 PM



28 Cornish et al.

start strong. Open‑access single‑session services support an upstream population 
health‑based approach. Care is available to anyone motivated to seek support. In 
most cases, this allows for starting with simple interventions that draw on exist‑
ing strengths or capacities, thereby preserving autonomy. And when autonomy 
is reduced, the dimensional arrangement reminds stakeholders of the importance 
of recovering autonomy if and when possible. In other words, the goal is to step 
down care by building capacity and engagement with more empowering resources 
such as family, informal peer groups, trained Peer Supporters, and other widely 
available community assets.

The z‑axis in Figure 3 represents a help seeker’s readiness. A person could 
have resources and time, and moderate autonomy but not be motivated or ready to 
work on wellness. Psychotherapists often encounter this. A help‑seeker requests 
therapy but may be in a pre‑contemplative or contemplative stage of readiness 
for change. As Steve de Shazer has insisted there is no such thing as resistance in 
psychotherapy; there is only communication (de Shazer, 1984). Typically, therapists 
providing conventional therapy at Step 7 will attempt motivational interviewing 
to move a reluctant client to the action stage of change readiness. While this can 
be successful, we argue that there is a more empowering and efficient alternative. 
Specifically, with SC2.0, the provider moves along the z‑axis offering options that 
align to where the client already is with respect to readiness.

The following transcript is modified to ensure anonymity. A therapist, P., recalls a 
student who attended an open‑access, single‑session clinic. P., a white, middle‑aged, 
heterosexual male who prefers the pronouns he/him/his, began the conversation with 
T. by introducing himself and his role at the clinic, reviewing the pre‑interview and 
consent forms T. completed, then clarifying confidentiality and safety. P. learned that 
T. was a first‑year student, who identified as queer, and was in the middle of their 
first term of studies. T. indicated that she preferred the pronouns she/they/their. At 
this point, P. was prepared to focus the conversation on what could be most helpful 
for T. that day in that moment. However, before he could begin T. stated:

T: Don’t give me any of that stepped care crap! [T. had read about SC2.0 on the 
consent form provided in the waiting room.] I needed ongoing weekly therapy 
all through high school and I need it now more than ever. I have severe depres‑
sion and think about suicide all the time. Weekly therapy has kept me alive.

P: I hear that therapy has been very helpful for you. I would like to find out more 
about those experiences, but, with the time we have right now, I am first very 
interested to know what will make this time helpful for you? What would you 
like to get out of our time together today?

T: I’ve just told you! I have severe depression. I think about suicide all the time! 
I need therapy every week. What more do you need to know? I’m here 'cause 
I need help!

P: I am impressed that you are so aware of what is going on for you and what has 
helped in the past. But when you think about this conversation, what would you 
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like to leave with today? [P. was very aware of the seriousness of T.’s concerns 
but believed it was very important to first determine T’s readiness for change 
and their awareness of their own resources to effect change.]

T: What are you talking about? I’m afraid I’m never going to get through this term. 
I need to get good grades, but I can’t concentrate or sleep. I just got midterms 
back and I failed two courses! I’m depressed! Sometimes, I just want to die!

P: It sounds like it’s been pretty rough for you. When you think about how bad it’s 
been, what could be a sign for you that our time today will have been helpful?

T: I’m scared that it will get as bad as it did last year. I don’t want to go there 
again . . . If I could just have some hope. . . .

P: Hope for . . . ? [P. intentionally focuses on the exception statement by T.]
T: Hope that I will pass my courses. I lay in bed at night worrying that I’m stupid 

and won’t pass. What’s the point?
P: OK. So, in the time we have, would it be most useful to talk about how to pass 

your courses? It sounds like that is quite a priority for you. Or am I on track?
T: In high school, I can remember that things got a lot worse for me when I couldn’t 

get it together and get assignments in or pass tests.
P: I am noticing again how observant and how well you listen to yourself. I wonder 

if it has been the struggles with your classes this term that got you to seek out 
help now? Perhaps like a warning sign? Do you think your struggles currently 
with your classes could be connected to the depression and suicidal thoughts?

T: I hadn’t thought about it that way . . . Hmm, I don’t know. Maybe. If I could 
get a plan to manage my schoolwork—that’s one of the things my counsellor 
helped me with before––then I might feel a bit better.

P: So, I understand that focusing on getting through your course work and passing 
exams could be a first step. Given that, are you more interested in creating a plan 
or having a better or different understanding about how your school success is 
connected to depression and suicidal thoughts?

T: I think I get the connection! What I really need is a plan to manage the rest of 
my term.

T. now has a reasonable focus for the rest of the therapeutic conversation. P. con‑
sidered that she could be transitioning from a contemplation stage in relationship to 
the problem to a preparation stage, which suggested she had some autonomy and 
investment to effect their desired change. While P. was mindful that it was critical 
to stay focused on what T. wanted from the session, it was still imperative that P. 
weave in questions about T’s suicidal thoughts and signs of depression in order 
to determine their level of need for further assessment. These questions, however, 
did not distract from the outcome T. wanted from the meeting. Although she had 
come in firmly fixed on their apparent need for ongoing therapy, she concluded the 
session with a plan she co‑created that included one of the e‑mental health tools. 
Furthermore, T. was noticeably relieved that she could come back again when she 
wanted to, without needing to make another appointment. The easy access of the 
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counseling service seemed to help T. relax about their initial need for ongoing 
therapy.

Although T. described a history of severe symptoms and implied, through their 
initial request for ongoing therapy, that their sense of autonomy might be low, she 
benefitted from exploration of their current situation and various care options. P. 
noticed T.’s assertiveness and determination immediately through their first words 
to him: “Don’t give me that stepped care crap.” This strength was harnessed to 
support T’s autonomy. P’s single‑session approach started with where T. was emo‑
tionally right then in the moment. P. acknowledged their fear of deterioration and 
interpreted their boldness and current state of urgency as indicating capacity, an 
energy to draw upon in the session. Equally important, the focused exploration of T.’s 
current safety—an expected element of single‑session conversations—determined 
she was not at risk for self‑harm. Specifically, P. identified T.’s protective factors 
(no previous suicide attempts or current intent to self‑harm, good relationships with 
friends, co‑creation of their wellness plan, and agreement to return for a walk‑in 
at any time should distress escalate).

In sum, P. discovered, through this strengths‑based single‑session interviewing 
approach, that T. was indeed ready to work more independently using Step‑2 re‑
sources and that she could be in charge of deciding whether or not to ask for more 
support in the future.

SC2.0 Core Components

The MHCC recently supported the development of a guidebook for implementing 
SC2.0 (MHCC, 2020). As illustrated in Figure 4, there are nine components, or cri‑
teria, to assist institutions or health authorities considering implementing or adopting 
the model. Core component 7, “Guided by one‑at‑a‑time intervention approach” is 
one of the easiest to operationalize. Other components are more abstract. We have 
found that beginning with single‑session training can help establish practitioner 
buy‑in for some of the much broader, more transformative system changes associ‑
ated with SC2.0 implementation. Two other core components, namely, 6 (same‑day 
access to multiple levels of care) and 9 (client‑centric treatment planning), are well 
aligned with single‑session therapy principles.

SC2.0 is designed to be flexible and nimble for all stakeholders. Like one‑at‑a‑
time therapy, barriers to care are minimal. Access is rapid and unencumbered by 
lengthy assessments. Client preference (Core Component 9) is valued over profes‑
sional expert opinion or prescription. This is true for both SC2.0 and single‑session 
therapy. Core Component 8 focuses on therapeutic measurement and this is less 
consistent with single‑session principles. Therapeutic measurement provides clients 
with continuous feedback on their wellness status thereby informing decisions on 
treatment options. For example, if a help seeker tries a self‑managed acceptance 
and commitment therapy program at Step 2, but notices no improvement in well‑
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ness progress results, s/he may be motivated to try some other option—perhaps 
at another step level.

Scaling of SC2.0 Single-Session Model

Funded by the Government of Canada, the Mental Health Commission of Canada 
(MHCC) convenes mental health stakeholders, stimulates evidence‑based public 
policy, and encourages the development of innovative programs and tools aimed 
at supporting the mental health and wellness of all people in Canada. Since 2017, 
the MHCC has promoted the development and implementation of SC2.0. This be‑

FIGURE 4. The core components of Stepped Care 2.0. Credit: MHCC, 2020.
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gan with a demonstration project in the Province of Newfoundland and Labrador 
(MHCC, 2019b) and is now being extended to other provinces in Atlantic Canada 
as well as in the North West Territories.

In late March 2020, the Government of Canada launched a national COVID‑19 e‑
mental health service program called “Wellness Together Canada” (https://ca.portal.
gs/). It is based on SC2.0 and features telephone and web‑based one‑at‑a‑time 
single‑session counseling (Hoyt, Bobele, Slive, Young, & Talmon, 2018) along 
with the first five steps of the nine‑step SC2.0 model.

Shortly after the Wellness Together Canada portal opened, tensions between some 
of the core principle/components of SC 2.0 became evident. Core Component 8 
(therapeutic measurement) may conflict with Core Component 9 (client preference). 
The portal approach to therapeutic measurement conflicted with key single‑session 
principles, including rapid, barrier free access and client preference. While help‑
seekers were able to access single‑session counseling easily from the front page 
of the portal, full access to the suite of programming required online registration. 
Registration was deemed essential to facilitate ongoing therapeutic measurement. 
External stakeholders, including persons with lived experience, sitting on the portal 
advisory committee were highly critical of the registration process. They warned 
that the registration process, followed by the 20‑question self‑assessment, were 
major barriers for help seekers. More importantly, the registration process required 
to obtain access to most programming, they argued, violated the principles of open 
access and client preference.

How could these two values be reconciled? This has not yet been fully resolved. 
Another core component (Core Component 1) of SC2.0 is co‑design. At the time 
of writing, the Wellness Together SC2.0 design team, comprised of single‑session 
SC2.0 practitioners, researchers, people with lived experience and policy  makers 
were back at the drawing board working on model adjustments needed to reconfigure 
the portal in alignment with all principles and core components. One adjustment, 
made recently, was to allow for users to skip the self‑assessment. Another has been to 
invite users to consult immediately by phone with a “program navigator”—a varia‑
tion on open‑access consultation. With recently approved additional funding, people 
with lived experience in the mental health system from diverse social and cultural 
identities will be recruited to contribute to the co‑design of portal enhancements—
changes that are intended to facilitate purposeful connection through diversity.

CONCLUSION

Single‑session, or one‑at‑a‑time, open‑access care is central to a mental health care 
system transformation process now underway in several parts of Canada. Single‑
session principles align well with mental health recovery strategy and the new SC2.0 
model under consideration in both national and provincial policy. SC2.0 provides a 
framework for integrating single‑session open‑access care within the broader mental 
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health ecosystem. Through continuous co‑design the model connects values and 
addresses inevitable tensions that arise when attempting system integration. Model 
development and scaling are still in the early stages. More work needs to be done, 
including both program evaluation and independent research. Continued critical 
attention is the only way to maximize impact at a population level.

People are resilient. With open access to an array of resources, organized to meet 
people where they are in terms of readiness, functioning and capacity for engage‑
ment, population mental health is possible. Open‑access single‑session principles 
in the context of a recovery‑oriented system like SC2.0 provides a promising in‑
frastructure for long overdue mental health system transformation.
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MULTI-STORY LISTENING: USING NARRATIVE 
PRACTICES AT WALK-IN CLINICS

KAREN YOUNG
Windz Centre, Oakville, Ontario, Canada

This article begins with a short story of the unique service delivery environ-
ment in Ontario, which includes an unprecedented number of walk-in therapy 
clinics, and how this came to be. Some of the pivotal events along this jour-
ney are described, which included a policy-ready paper that helped to shape 
change in services, a multi-agency evaluation project of several walk-in therapy 
clinics, and a successful appeal resulting in the recognition of single-session 
therapy as psychotherapy. The history of connection between walk-in therapy 
and narrative therapy is introduced with a focus on what it is about narrative 
practices that are such a useful fit with these single sessions. A particularly 
important aspect of narrative therapy that the author calls multi-story listening 
is explored in detail with a clinical example.

Keywords: walk‑in therapy, single‑session therapy, narrative therapy, brief 
narrative therapy, multi‑story listening

What are the stories of how Ontario developed such an enormous number of walk‑
in therapy clinics? One possible story includes the grassroots movement in mental 
health that was inspired by people who believed that everyone should have quick 
access to a useful therapy session. Important milestone events in this story include 
a policy‑ready paper that helped to shape change in service delivery, a multi‑agency 
evaluation project of several walk‑in therapy clinics, and a successful appeal result‑
ing in the recognition of single‑session therapy as psychotherapy. As walk‑in clinics 
developed in Ontario the clinicians that staffed them began to explore the application 
of narrative practices in this single‑session therapy environment. Over a 19‑year 
timeframe, narrative practices, often referred to as “brief narrative therapy,” have 
become a prevalent way of working in Ontario’s walk‑in clinics (Duvall & Beres, 
2011; Ramey, Young & Tarulli, 2010; Young, 2008, 2011, 2018). Narrative therapy 
provides therapists with ways of listening that can be described as “multi‑story 
listening.” This is particularly useful in walk‑in sessions as the questions that spring 
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from this method of listening invite people into explorations of stories that have been 
in the shadows of problem stories and facilitate powerful realizations for people.

THE PHENOMENAL GROWTH OF WALK-IN THERAPY

Since 2000 there has been a wave of growth of walk‑in therapy clinics in Ontario, 
Canada. Currently there are at least 80 operating clinics in the province. These 
clinics provide people with immediate help when they need it, and engage people 
in therapeutic encounters that are useful, meaningful and oriented to discovery of 
their knowledge, skills and values. This is an achievement in responsive socially 
just service delivery (Young, 2018).

The short story of this journey in service delivery starts with passion and com‑
mitment to finding new ways to deliver therapeutic conversations to people when 
they need it, without wait times and without complex access barriers. Increasing 
accessibility of therapy is a social justice action (Hoyt & Talmon, 2018; Young & 
Jebreen, 2019). Between 2000 and 2001, three organizations in Ontario opened clin‑
ics by reorganizing service delivery pathways (Young, Dick, Herring & Lee, 2008). 
Other organizations followed, and by 2008 there were about 15 clinics operating.

As organizations explored which therapeutic approaches might fit well with of‑
fering immediate therapy sessions at walk‑in clinics, narrative practices appeared 
to be promising. The invitations to narrative therapy trainers who had experience 
applying these practices to single sessions grew as organizations sought to provide 
training in “brief narrative therapy” to clinicians who were staffing walk‑in clinics. 
The connection between narrative practices and walk‑in clinics was ignited. Over 
the years since 2001, I have had the opportunity to support over 60 organizations in 
developing walk‑in clinics that are influenced by brief narrative therapy practices. 
These practices assist therapists at these clinics to find ways to make the most of 
every session.

There were some important milestone events in the journey of walk‑in therapy in 
Ontario. In 2012 the policy‑ready paper, “No More, No Less: Brief Mental Health 
Services for Children and Youth” (Duvall, Young, & Kayes‑Burden, 2012), led the 
way to new government policy that required all children’s mental health services 
across the province to include a method of quick access to brief therapy services 
for families. This set the stage for large‑scale growth of walk‑in therapy clinics 
across Ontario. The interest in developing these clinics spread into adult mental 
health services rapidly and into most other sectors including on‑campus student 
services at universities and colleges.

In 2014 the Ontario Centre of Excellence for Child and Youth Mental Health 
sponsored a comprehensive evaluation of multiple walk‑in therapy clinics across 
the province (Young & Bhanot‑Malhotra, 2014). This evaluation collected pre 
and post measures from up to 494 clients who had used walk‑in clinics at seven 
different organizations across the province. Results included understanding that 
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77% of the clients reported having new realizations/”aha moments” in the single 
session and then at 3 months after the session 86% of the clients reported contin‑
ued use of the ideas from the session. All of the organizations that participated in 
this evaluation staffed their walk‑in clinics with therapists that had been trained in 
brief narrative therapy.

Through the years from 2016 to 2019 there were challenges to the recognition 
of single‑session therapy as psychotherapy in Ontario. A new professional college 
was not accepting of some therapists’ hours of single‑session therapy as required 
hours of psychotherapy practice. There were several appeals taken to the Ontario 
Health Professions Appeal and Review Board until 2019 when an appeal decision 
accepted single‑session therapy as psychotherapy (Young & Jebreen, 2019).

THERAPY AT WALK-IN CLINICS

Single‑session therapy (SST) at walk‑in clinics and other service delivery settings 
is an opportunity for a therapeutic conversation that is meaningful and useful in 
people’s lives. The philosophy is based on the idea of “when all the time you have 
is now” (Young, 2011), inviting the therapist to prioritize creating a meaningful 
therapeutic encounter in the single session. This requires therapists to have faith 
that one session can facilitate change and to move away from certain traditions or 
habits that could inform how we shape the conversation (Bobele & Slive, 2014; 
Hoyt, Bobele, Slive, Young, & Talmon, 2018; Rosenbaum, 2008; Slive & Bobele, 
2011; Talmon, 1990). The therapist acts as if the first session is both the first and 
could be the last, making the most of the session in terms of therapeutic impact. 
This requires therapists to do more than just information gathering, problem solv‑
ing, or fixing, more than just pointing out positives, and more than offering advice 
or psycho‑education. The therapist creates an enriched environment for therapeutic 
change (Young, Hibel, Tartar & Fernandez, 2017) by maintaining a competency 
focus (Duvall et al., 2012) and through facilitating high degrees of collaboration 
and social engagement. This results in an optimal environment for change (Co‑
zolino, 2010).

NARRATIVE PRACTICES AT WALK-IN

Narrative practices are an excellent fit at walk‑in clinics as the posture, curiosity, 
listening, and questioning supports an optimal environment for a therapeutic journey 
(Duvall & Beres, 2011; Ramey et al., 2010; Young, 2018; Young & Cooper, 2008; 
Young, et al., 2017). Within the scope of narrative therapy there are many practices 
that are useful for single sessions (White, 2007; Young, 2011). What is different 
when engaging with narrative practices in SST is the importance of establishing 
a clear purpose or agenda for the conversation and then the therapist being very 
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intentionally focused on which aspects of narrative practice might best fit with the 
client’s desires for the session. The session must be paced to fit within the allotted 
time and have a clear beginning, middle, and ending (Duvall & Beres, 2011) so 
the session can potentially stand alone.

A narrative therapist works to ask unexpected questions that engage the client’s 
interest and imagination. Conversations are outside of the known and familiar 
(Ramey et al., 2010; Vygotsky, 1978, 1987; White, 2007) and move into novel 
and unexpected territories. As a result of this movement, most clients attending 
sessions at walk‑in therapy clinics have reported experiencing new realizations or 
aha moments (Young & Bhanot‑Malhotra, 2014).

Narrative practices engage clients in novel conversations through explorations 
of stories that are outside of the taken for granted. This can include conversa‑
tions that deconstruct the problem story, uncovering previously invisible aspects 
of the operations of the problem through externalizing the problem—separating 
the person from the problem, which can lead to aha moments about the person’s 
relationship with the problem (Epston, 1998; Marsten, Epston, & Markham, 2016; 
White, 2007; Young, 2008). Narrative practices encourage therapists to not only 
explore the problem story, but to listen for stories that are outside of the dominant 
problem story, and to ask questions that thicken or develop the details of these 
stories. These explorations of stories that have been in the shadows of the problem 
facilitate powerful aha moments for people.

MULTI-STORY LISTENING

In therapeutic conversations, including at walk‑in therapy clinics, we can use the 
narrative therapy concept of doubly listening—seeking two stories (White, 2003, 
2004), to listen for and enquire into the stories of life that are outside of the problem 
story. We are listening for two stories, the explicit story, usually regarding something 
that is problematic, and the implicit story that is in the shadows of the problem 
story. The implicit listening we are doing is focused on hearing in people’s words, 
what they value, what they hold as important, what matters to them, and what their 
hopes and preferences are for their lives, and to hear within these stories reflections 
of their knowledge, qualities, and initiatives.

Narrative therapy practices as developed by Michael White have, since their 
beginnings, been oriented to exploring alternative stories (White, 1989) and pre‑
ferred stories of people’s lives and identities (White, 1993, 1995, 2001). Alternative 
stories can be understood as descriptions or accounts of events in people’s lives 
that are outside of the problem story. Preferred stories are particular alternative 
stories that represent people’s intentions, values and preferences for their lives. 
“We can use therapeutic questions to provide stepping stones for people to ‘learn’ 
previously unknown things about themselves in the, as yet, unexplored, territories 
of their preferred stories” (Carey, Walther, & Russell, 2009, p. 320). White also 
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wrote about these stories as subordinate storylines (2005, 2007) as they are stories 
that are often overshadowed by a problematic story. He wrote that through an 
enquiry into these stories and asking questions that create rich story development 
that “what had previously been a subordinate storyline began to overshadow the 
initially dominant account . . .” (2007, p. 99).

The practice of exploring these alternative, preferred, or subordinate stories is 
not limited to a search for exceptions to the problem such as enquiring about times 
when “the problem” is not present or not occurring. It is also not a re‑framing of 
people’s experience, or simply a looking for the positive side of experiences, nor 
is it a re‑placing of one story with another account. It is rather a re‑visioning of 
people’s experience and histories that brings forward a multi‑storied account (White, 
2000). It is not story replacement but is story expansion. The therapist is “being 
consistent with the assumption that life is multistoried” (White, 2007, p. 213).

When we are attending to stories, we listen to the events as they unfold across 
time in the “landscape of action” and to the meaning‑making part of the story in the 
“landscape of consciousness” (White, 2007, p. 78). The landscape of consciousness 
is composed of conclusions or descriptions about the identity of the person. White 
eventually began to refer to this as the “landscape of identity” (White, 2007, p. 81) 
and proposed that a principle task of therapy is the “redevelopment of personal 
narratives and the reconstruction of identity” (White, 2007, p. 80). Landscape of 
identity questions support this task and give rise to both “internal state understand‑
ings” and “intentional state understandings” (White, 2007, pp. 100–104).

Landscape of identity questions that give rise to internal state understandings 
and intentional state understandings are very powerfully transporting of people’s 
personal narratives. Internal state understandings generally feature conclusions 
about qualities “within” a person such as bravery, determination, patience, and 
so on. In walk‑in therapy sessions we could ask questions that elicit internal state 
understandings such as:

• What would you say it took for you to come here today?
• What is it about you that made it possible for you to speak about this today?
• What do you know about yourself that might explain your ability to take an 

action like this?

We then thicken these descriptions by tracing the quality across time, across con‑
texts of the person’s life, across relationships in their lives and so on. We might 
ask, “When you say that you’re determined, can you tell me a bit about how you 
might have developed this determination? Did you have determination training? 
Oh, you did. What was it?” The quality is not just seen as “naturally” present, but 
is accounted for as a response to experience and events of life. The quality becomes 
part of a larger story.

Many parents who attend walk‑in clinics with their sons or daughters might 
describe a problem story like this: “We are arguing almost all the time, yelling, 
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disagreeing about most things, and not talking much.” Listening to this problem 
statement or “complaint” for multi‑stories changes the questions that the therapist 
could ask next. If we listen for what is not yet spoken of in terms of intentional state 
understandings, we would ask questions to explore values, hopes, commitments, 
and so on. We might ask:

• When you say this, it has me guessing that there is something that you really 
value and perhaps even long for that is very different from what is happening? 
What is that?

• When you tell me this, it has me wondering how you’d describe what it is that 
you’re longing for?

• What would you say coming here today to speak about the arguing and its 
negative effects on your relationship with your daughter says about what you’re 
placing value on?

• Would you say that speaking about this today is more like going along with 
what The Arguing would have for your relationship with your son, or more 
like a refusal to let The Arguing have its way with your relationship? What 
does this refusal say about who you are and what matters to you?

In walk‑in therapy sessions the responses from parents to these intentional 
state questions that seek multi‑stories shift the conversation away from being 
dominated by the “complaint” story and instead toward a story of longing, values 
and preferences. This opens space for stories of how the person preserved what 
is valued, how they have taken even small initiatives toward what they prefer, 
and perhaps how this longing may be shared by both the parent and the child or 
youth. As White wrote, “Of all the responses that are invoked by landscape of 
identity questions, it is the intentional understandings and understandings that are 
centered on considerations of value that are most significant with regard to rich 
story development” (2007, p. 100).

THE ABSENT BUT IMPLICIT

Explorations of multistoried accounts of life were further expanded upon by White 
in describing listening for and exploring the “absent but implicit” (White, 2000, 
2007). White proposed that there is a duality to all descriptions or that all single 
description can be understood as “the visible side of a double description” (p. 36). 
What is on the other side of the description is what is being discerned and that 
which allowed for the discernment. “We can describe the absent but implicit as the 
idea that we make meanings of any experience by contrasting it with some other 
experience or set of experiences” (Freedman, 2012, p. 2).

Listening for the absent but implicit expands therapist’s abilities to attend to what 
matters to people, what they value, and then link these to experience and knowledge 
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that has shone a light on what is valued. The knowledge that has informed these 
values is understood as the person’s skill in discerning the contrast between what 
is and what they are longing for instead. The therapist listens closely to people’s 
expressions and asks questions that explore the unstated; “that is, whatever it is that 
this discernment speaks to” (White, 2000, p. 41). These multi‑story explorations 
bring forward alternative identity descriptions that contrast with negative identity 
conclusions that have been constructed within a problem story.

I propose that this alternative theory or method of listening is highly useful in 
walk‑in therapy as it opens up alternative understandings of experiences and how 
people see themselves in relation to these in a single session. It is an intentional 
listening. The therapist is not listening for symptoms or reasons to explain the 
problem, nor are they listening for strengths or resources. These ways of listening 
are based on searching for truth shaped by a metaphor such as “peeling the onion” 
and an understanding of establishing people’s worth according to their contribution 
to society through being a resource (White, 2002). Instead the therapist is not just 
listening to but is intentionally listening for certain expressions (Hibel & Polanco, 
2010). We are listening for “what is said only faintly” (Hibel & Polanco, 2010, p. 51).

A Conversation Guided by the Absent but Implicit

In the following conversation I am meeting with a woman that I will call Elissa, 
who is 28 years of age. She has come to a clinic where I was teaching for a day 
and providing “demonstration” sessions for a team of clinicians regarding narrative 
therapy with single sessions.

K: What hopes or wishes do you have for this conversation that you’d like me to 
know about? [Therapist is “setting the agenda,” finding the theme for or purpose 
for the conversation.]

E: Ok. Well, what I hope from this conversation is that—I’m ready to put some 
things away, and move forward . . .

K: Move forward from what?
E: From some family stuff, I had some traumatic things in my family, some emo‑

tional abuse really . . . mental abuse. But I know that my father is not going to 
change. He says so many things that are so hurtful. It just gets me so upset. I 
get taken back into how it was when I was growing up. My dad is so extreme 
with his emotions, and even now when my dad yells I am still shocked, after all 
these years. You’d think after years and years of this that I’d just become numb 
or just accept it, but I obviously haven’t been able to do that, I still cry. I think 
that’s what I need to do—I need to get over this. Why I am so shocked still?

A close listening to the words “I am still shocked” invites attention to the absent 
but implicit in those words. What does her expression of “shock” suggest about 
what she has discerned or contrasted? What does the “shock” point to in terms 
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of preferences for her life? What does the “shock” illuminate about what Elissa 
places value on?

There is also another background story that can be heard within Elissa’s words, 
“I obviously haven’t been able to do that, I still cry. I think that’s what I need 
to do—I need to get over this.” These words seem to represent an evaluation of 
failure—failure to get over it. This requirement to “get over things” is influenced 
by a cultural discourse to do with moving on, letting go of, and stories that being 
strong and “together” would include doing this. I would not want to inadvertently 
join in an agenda to work on “getting over this” and thereby join with the failure 
evaluation. I wondered if questions that intend to draw out the absent but implicit 
in the words “shock” might be useful in dissolving the failure story. I thought it 
possible that questions that explored this might bring forward stories of Elissa’s 
preferences and hopes, and the knowledge, qualities, skills and values that assisted 
her in recognizing or discerning what she has. I thought that this might facilitate 
the most potentially powerful outcome for the single session.

K: What do you think that the “shock” might reflect about things like values, your 
position on how people should treat each other, or other things . . . what do you 
think the shock is a reflection of? [seeking what is absent but implicit]

E: What is it a reflection of? [pauses, thinking] I don’t know. [pauses again] Maybe 
it’s . . . it’s that I wish, I want my dad to be the kind of dad that will just talk, 
and listen to what is happening in my life, . . . just have conversations, and not 
just about how he thinks I should be and how I should do this, this, and this . . . I 
think the shock is a reflection of maybe this image and that he is not this person. 
[Elissa has begun to describe what she is contrasting with her current experience.]

K: So what I understand is that you’ve hung onto these wishes of what you’d like 
in your relationship with your dad, and generally between dads and daughters. 
That you’ve got some images of how those relationships could look that you 
have hung onto all these years?

E: Yes. That’s all I wanted.
K: Where do you think this image of a loving father/daughter relationship came 

from for you? Do you think you saw it somewhere, maybe witnessed this in 
someone else’s relationship?

Here there is an exploration of Elissa’s history of experiences that she was draw‑
ing on to inform this image. This included a re‑membering conversation (White, 
2007) where connections were made with significant persons in Elissa’s past that 
contributed to her understandings of what is important in life.

E: I never thought about it until now, but knowing them really helped. Cause how 
they were was so opposite of what I had at home—the criticism and all the an‑
ger, then and now. It still shocks me how bad it is. I guess the shock was there 
then too. (She pauses and appears to reflect deeply) It’s always been there, the 
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shock. So much that I even knew when I was a teenager that I needed to move 
out soon, to get free, if I didn’t I wouldn’t survive, so I secretly looked for an 
apartment and moved out. I had to find it myself, get a job, and leave, at such 
a young age. But I had to—to get away from all of it.

K: What might you call this action and decision you took?
K: Well . . . like a stand (pauses thoughtfully) a stand for healing and a better life.
K: What do you think it took for you to do this? What kind of quality in you was 

reflected in this stand for healing and a better life?
E: Well, I think, I guess, maybe it was like a fierce determination, determination 

for a different life than that one was. [This description is an internal state un‑
derstanding within the landscape of identity—a quality.]

K: Might that have been a type of refusal or a protest?
E: Yes. Then and now, I’ve had enough of it!
K: What exactly have you had enough of?
E: Those ways that he treats me, and my mother. And in a way, this has made me 

clear about how I want to be treated in relationships.
K: What are these ways that you want to be treated in relationships that are now 

more visible to you?
E: Well, I want to be in relationships that are, let me see . . . I guess I’d say based 

on respect of each other, really liking the other person for who they are, you 
know, valuing them. And being kind, and giving to each other. That’s what I want.

K: Do you see this ability to recognize what is not ok, and to have this vision of 
how you do want relationships to be—the contrast, of how “this” is different 
from “how it should be,” as something useful, even though the shock is a part 
of these recognitions?

E: [pauses, thoughtful] Ya. Now I am thinking, yes! It is a good thing that I de‑
veloped this awareness I think . . . yes. It’s been something I’ve been able to 
keep with me.

K: Can you tell me something about why you would say this—that the awareness 
is a good thing?

E: I think because knowing, or like, picturing how things could be different is what 
helped me to decide to leave back then, and now keeps me in relationships with 
friends who are, you know, how I want things—like respectful and kind. And, 
it keeps me clear about how I want to be treating people.

K: And you said a minute ago too, that you’ve “been able to keep” the awareness 
with you?

E: Right. Yes.
K: When you state it like that—“been able to,” it sounds like you might be seeing 

this as an achievement of some kind?
E: Now, when I think about it, I’d say yes. That even though my home life was 

so different from the picture of what I wanted, that I managed to keep a hold 
of the picture, and that I took steps in my life to, like, um, create, I guess, that 
picture for myself.
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K: So, from that vantage point, now, how might you see “shock” differently than 
before?

E: I guess before I was seeing the shock as something I shouldn’t still be having. 
But now, I think that now I’m seeing the “shock” as still there because of my 
strong picture of how it could be, and my wish for that, and even though, like I’m 
not saying I like the “shock” [laughing a bit], but now it’s like I see it differently. 
[Her response seems to indicate that her sense of failure is beginning to dissolve.]

K: How might seeing the “shock” in this way, make some difference to how you 
might be seeing yourself, or the situation, next time you’re faced with the abu‑
sive practices at home? [As the session moves toward an ending I am exploring 
Elissa’s imagined future possibilities for the effects of this new view.]

E: Well, I think that, let’s see . . . I believe that next time this happens, even though 
I probably will still feel upset and shocked, that I will be seeing myself differ‑
ently, and that these feelings are, like they show my ability to hang on to the 
vision. And this is really a good thing—I mean to have the picture in my mind 
of how else it could be. And I guess that I’ll still be shocked but I won’t be so 
hard on myself and thinking I’m sort of “not ok” for feeling that. I will help me 
to get through it to think that.

As this single session of therapy comes to an end Elissa describes a newly 
emerged alternative story which contrasts with the original problem story that 
characterized her as failing to “get over” the shock. She is instead connected to a 
story that honours the shock as a reflection of her values, acknowledges the history 
of these preferences, and recognizes her ability to keep hold of what is important 
to her. Through training our “ears” to hear what is not yet spoken too in people’s 
words and what represents important but so far hidden identity stories, we can co‑
create meaningful and impactful journeys at walk‑in such as this one with Elissa.

CONCLUSION

Walk‑in therapy clinics have created an opportunity for people to experience contact 
with the mental health system in a way that respects people’s unique identities—
the knowledge, skills, qualities and values that they have with them. The therapist 
listens in a way that reflects the belief that life is multi‑storied. We listen for the 
alternative or preferred stories, for stories in the landscape of identity that have been 
subordinated by the problem story, for what is absent but implicit in peoples’ words, 
and co‑develop with the person rich understandings of their internal and intentional 
states—knowledge, qualities, values and so on. Multi‑story listening—listening 
for and inquiring about multiple stories, especially those stories that have been 
overshadowed by problem stories, facilitates an unexpected journey in a walk‑in 
session. Elissa’s journey was one that she, nor I, could have predicted. The way of 
listening and the questions are intentional but the destination is always unexpected.
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THERAPY APPROACH
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This article describes the implementation and evaluation of a single-session 
therapy (SST) pilot project in a youth community-based mental health clinic. 
The intent was to improve access to therapy services in order to reduce wait 
times, support youth’s and their caregivers’ functioning, relieve immediate 
distress and connect youth to resources while waiting for ongoing therapy. 
Wait times were reduced by 90 days when SST was implemented following 
intake. Caregivers reported clinically significant improvement in adolescent 
well-being at one-month follow-up using the Outcome Rating Scale. Clinicians 
embraced the implementation of SST as a complementary service to multi-
session therapy in the clinic setting.

Keywords: single‑session therapy, youth mental health, improving access 
to services

INTRODUCTION

Single‑session therapy (SST), by appointment, was introduced as a pilot project to 
improve access to therapy in the Youth Mental Health and Addiction Services, a 
component of the Saskatoon branch of the Saskatchewan Health Authority system. 
This pilot project was developed and evaluated using quality improvement tools 
and processes from the Health Authority’s program database and existing client 
outcome measurement tools. The authors worked with clinical staff within their 
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respective roles as Manager (first author) and Senior Clinician (second author) to 
implement the project and train staff in providing an additional clinical service 
to the community. Outcomes were based on anecdotal client experience, existing 
client outcome measures (Partners for Change Outcome Management System) 
and staff feedback. This article describes the process from conceptualization to 
implementation and evaluation of this SST pilot project.

Community mental health services are publicly funded and available across 
most Canadian provinces and territories. Services for children and youth are 
part of this continuum of care. In Saskatchewan, one of the Western Canadian 
provinces, a network of services for children and youth is available in both rural 
and urban settings. Youth Mental Health and Addiction Services (YMHAS) is 
one of these, offering a range of services to youth aged 12–18 years and their 
families. Requests for mental health services are typically made by parents, 
physicians, and school counselors. The tracking system for therapy requests 
utilized in this setting indicates that therapy to address adolescent anxiety and 
depression represents the highest volume of requests (Addictions Mental Health 
Information System [AMIS], n.d.). In the previous 5 years in particular, the 
Saskatchewan system of community mental health services has seen increased 
demand for service, leading to a rethinking of traditional multi‑session models 
for youth and families. In Saskatoon, the demand for service from YMHAS has 
increased by 30% (AMIS, n.d.).

The need to address escalating wait times for YMHAS services led to mul‑
tiple quality‑improvement initiatives over time, such as streamlined multi‑session 
team‑based services and improved system flow based on assessment of severity 
and intensity of clients’ presenting problem at the point of intake. Despite im‑
provements, prolonged wait times for presentations judged less critical remained. 
Increased numbers of youth presenting with self‑harm and suicidal ideation meant 
that youth presenting with issues related to anxiety and depression continued to 
wait for service. SST for youth and families as an additional core mental health 
service was considered for YMHAS in order to improve access while reducing wait 
times for multi‑session service.

The Service

Youth mental health and addiction services (YMHAS) is managed by the first 
author, who is tasked with oversight of program design, delivery, and evaluation 
within the context of the Saskatchewan Health Authority (SHA) goals and values. 
Reduced wait times and improved access to mental health services through a client‑
centered model of care are key directives of SHA that guide the Manager and the 
entire team in service delivery and evaluation.

Following a literature review, it was decided to develop and implement a pilot 
project offering SST for youth and families triaged as mild to moderate severity 
in symptom presentation. SST for youth and families as an additional core mental 
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health service was considered as it could facilitate meeting project goals while 
reducing wait times for multi‑session service.

Literature Review

Approaches to SST by appointment and walk‑in SST services have been reviewed 
across a range of settings and populations within Canada and globally (Barwick 
et al., 2013; Cameron, 2007; Campbell, 1999; Green, Correia, Bobele, & Slive, 
2011; Harper‑Jaques, McElheran, Slive, & Leahey, 2008; Iveson, 2002; Talmon, 
1990; K. Young, Dick, Herring, & Lee, 2008). Results of implementation of SST 
in Canada indicate high client satisfaction and significant reduction in distress fol‑
lowing walk‑in SST (Harper‑Jaques et al., 2008). Access barriers and wait lists in 
youth mental health services across Canada have led to the implementation of brief 
therapy and walk‑in services with positive outcomes. Barwick et al (2013), Mireau 
and Inch (2009), Hymmen, Stalker, and Cait (2013) summarize the key findings of 
SST effectiveness in a range of clinical settings and populations from both scheduled 
and walk‑in approaches. Studies that examined the sufficiency of the single‑session 
walk‑in service found a low return rate of 15% of clients at one clinic and 37% at 
another over a one‑year period (Harper‑Jaques et al., 2008). Another study specific 
to children’s mental health found that 61% of families seen at SST did not require 
therapy 18 months later (Perkins & Scarlett, 2008). Studies of scheduled SST and 
walk‑in SST services for American high school students reported a reduction in 
the severity of concerns at two weeks follow‑up and a reduction again at 6 weeks. 
Fifty percent of youth reported satisfaction with the one session (Littrell, Malia, 
& Vander Wood, 1995).

SST was offered as a first service to youth and families through an Australian 
federal government initiative. Headspace National Youth Mental Health Founda‑
tion clients were found to attend the service only once or twice (Headspace, 2014; 
Hopkins, Lee, McGrane, & Barbara‑May, 2016). In a review of the helpfulness of 
SST to Headspace clients, Hopkins and colleagues (2016) found that SST was ef‑
fective in improving adolescent well‑being (Dwyer, 2003). Hopkins and colleagues 
(2016) reported that parents highly rated their experience of the SST session as 
reflected on a post‑session rating scale (Duncan, Miller, Sparks, & Claud, 2003).

Walk‑in SST clinics in Saskatchewan are offered through family service agen‑
cies, are available to people of all ages and form part of the continuum of mental 
health services for youth and families. The majority of clients attending these clinics 
cite relationship issues as the presenting problem (Chursinoff, Englot, & Novik, 
2017). Service users also identified struggles with mental health issues including 
depression and anxiety. A few cited challenges in dealing with bipolar disorder, 
schizophrenia, and borderline personality disorder (Chursinoff et al., 2017). In 
summary, walk‑in counseling clinics throughout the province have improved access 
along the continuum of mental health care.
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IMPLEMENTATION OF SINGLE-SESSION THERAPY 
IN YOUTH COMMUNITY MENTAL HEALTH

YMHAS practice was and is evidence‑informed, suited to each youth’s needs and 
designed to assist youth develop supports in order to participate in the community 
and experience positive social connectedness. The clinicians value safety, empower‑
ment, and choice and they practice with a framework that incorporates the culture 
and history of youth and their families and is also gender and trauma informed. 
Service delivery at YMHAS integrated aspects of family therapy (Sexton & Alexan‑
der, 2003), narrative therapy (White & Epston, 1990), cognitive behavioral therapy 
(Kendall & Hedtke, 2006; Sheffield et al., 2006) and dialectical behavior therapy 
(A. Miller, Rathus, & Linehan, 2017). Adding SST to core service offerings was 
consistent with these principles and practices. It was hoped that reduced wait times 
and improved access would benefit clients and improve mental health outcomes.

Early in the planning stages of this pilot project, administrative and clinical staff 
repeatedly questioned the value of SST. There had been a longstanding practice 
of engaging adolescents and their families in multi‑session therapy. It was as‑
sumed this was the best approach; this deeply held belief persisted despite clini‑
cian awareness of the limitations of multiple sessions and feedback from youth. 
Specific concerns included worry that a single session would be unhelpful and a 
strong belief in relationship‑building. The administrative and clinical team shared 
values of client‑centered care and a high degree of compassion for the youth they 
served. The clinical team were also aware of the effects of treatment delay. This 
compassion and awareness, despite the reservations, served as motivation to add 
SST to the existing service delivery model and was a strong influence in clinician 
“buy‑in” for making this new service delivery approach for youth with mild to 
moderate acuity. Achieving “buy‑in” involved the use of familiar quality improve‑
ment (QI) activities with which this group of staff were comfortable in order for 
in‑depth examination of values and the development of an overarching vision with 
the clinical team. J. Young, Weir, and Rycroft (2012) highlight the importance of 
support from both leadership and clinicians in successful implementation of SST. 
This process established a foundation for the implementation of the approach and 
insured that the new initiative resonated with core values and fit with service and 
practice principles (J. Young et al., 2012).

Changes were also required in the administrative procedures. This included 
workflow, forms, and paperwork. Standardizing and simplifying administrative 
processes eliminated additional clinician paperwork. Clinicians told us streamlined 
paperwork was a factor in being able to take on a new clinical service approach 
in an already busy clinical environment. QI processes insured regular reviews 
and adjustments in order to pair the new approach with existing organizational 
client‑centric practices. Upon client arrival, administrative staff insured new client 
registrations were completed and that clients completed pre‑session forms. This 
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coordinated approach between management, administrative staff and clinicians 
contributed to successful implementation and the ultimate improvement in the 
well‑being of clients.

The SST Process

In order to reduce possible confusion, the Manager and Senior Clinician decided 
to offer SST by appointment one day a week with all SST clinicians providing ser‑
vice in the same appointment blocks. The Manager and Senior Clinician requested 
clinicians block off two 90‑minute appointment times each Thursday afternoon. 
Having an “SST day” facilitated the program focusing on refining service both 
administratively and clinically. During the first 2 months of the service an average 
of seven families were seen each week.

Incorporating an “SST day” also supported administrative staff ensuring there 
was smooth flow for youth and families who were making their first visit to the 
clinic. Family sessions were pre‑scheduled at the point of intake and the process 
of SST was explained. Youth and families were offered a single session within 7 
to 21 days of completing intake, as opposed to waiting 120 days for multi‑session 
therapy. The SST clinic times filled quickly, and when wait times for SST surpassed 
21 days, additional appointments were added to the schedule to accommodate the 
need. Families who completed an SST session were also offered a telephone follow‑
up conversation one month later. This gave parents the opportunity to address any 
outstanding or new issues that may have come up.

All youth and families scheduled for SST completed an intake triage assess‑
ment prior to the pre‑scheduled SST session. This enabled clinicians to review 
background information in preparation for the actual session. On the SST appoint‑
ment day parents and youth were asked to complete a pre‑session form, which 
gave them the opportunity to focus on their goals for the session. The pre‑session 
form invited both the youth and parent(s) to cite the specific concern that brought 
them to the service and to evaluate their level of distress at that moment. Having 
youth and parents complete the pre‑session form on their appointment day also 
helped the clinicians to be outcome focused yet empathic with the clients during 
the session. As well, youth and families were informed that the clinician had the 
intake information, which would mean they would not have to repeat their story, a 
common complaint from clients who access longer term services.

Following the first round of offering sessions, the Senior Clinician and clinicians 
gathered to debrief their experience. For the most part, clinicians were enthused, 
found the therapy approach invigorating and believed they had provided a useful 
and effective service. They shared their successes and their struggles and how they 
worked through them. Common concerns expressed had to do with whether they 
had addressed complex issues such as trauma or difficult family situations. As well, 
and given their experience with longer term therapies, the clinicians expressed con‑
cerns as to their ability to address specific disorders such as obsessive‑compulsive 
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disorder. The Senior Clinician validated individual concerns and encouraged clini‑
cians to problem‑solve with the direct support and feedback of the larger group.

Training

Formal training in SST was not an option due to time and financial constraints. To 
offset this limitation, the Senior Clinician, who had experience with this approach, 
provided clinicians with literature on solution‑focused brief therapy (SFBT) and 
met with them to ensure they fully understood the theory and practice of SST. Clini‑
cians were also encouraged to draw on their own clinical knowledge, and to work 
closely with the SST lead in the adoption of SST approaches. Clinicians built on 
their own practice of providing client‑centered service through a strength‑based lens.

During the early phases of implementation, clinicians met weekly as a group to 
discuss practice strategies. Meetings took place prior to client arrival. Clinical staff 
were encouraged to discuss differences between SST and multi‑session therapy and 
encouraged to establish a single‑session mindset (Slive & Bobele, 2012). YMHAS 
clinical team meetings also focused on learning aspects of SST approaches from 
each other. The team members were encouraged to access additional resources 
regarding SST such as Nelson (2018) and Dryden (2018).

From the outset of the SST pilot project the majority of clinicians were highly 
invested. Ninety percent of clinicians were familiar with and used SFBT at least 
some of the time in their multi‑session practice. Everyone recognized that the goal 
of SST was not to resolve long‑standing issues, but to provide immediate relief, 
to reduce distress and to connect clients to additional resources by focusing on 
the present. The Senior Clinician and one other clinician became consultants to 
the group based on their prior SST experience. With one exception, the group was 
highly committed to this new form of service delivery. The clinicians who were 
part of the process of brainstorming ideas related to improving client care, decreas‑
ing wait times and providing better access to services, were highly invested in the 
model and contributed substantially to the implementation and overall operation 
of the service. This high level of cooperation made a significant contribution to 
the successful launch of the program, which was evidenced by the improvement 
in outcome scores of youth and families.

The Senior Clinician and those clinicians who had previous experience working 
in a brief model provided a high level of feedback and role modeling a solution‑
focused approach to assist those staff who acknowledged their struggles with the 
model implementation.

Theoretical Underpinnings

Clinicians were supervised to follow the underpinnings of SFBT and apply this 
perspective to their SST sessions. SFBT fits well in a single‑session format as it is a 
future‑focused, goal‑directed, and strengths‑based approach. (de Shazer, 1985). In 
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addition, clinicians utilized the Single Session Family Consultation Form (Bouverie 
Centre, 2014), which assists with directing the session, keeping a focus on record‑
ing the client/caregivers’ problem statement, and setting short‑term goals, which 
in turn directs the “your take‑aways from session” section of the form.

Clinicians worked effectively with the clients to see the presenting problem as 
something involving both the youth and the family thereby setting the stage for 
working together. This avoided the “fix my child” parental expectations of therapy, 
and reduced the feeling of “everything is my fault” for the youth, while empowering 
parents with concrete steps on how to offer support. A number of SST intervention 
strategies (e.g., mindfulness, creative expression, journaling, and narrative ap‑
proaches such as externalizing the problem) were offered as a way to deconstruct 
the “problem” into smaller achievable steps and solutions. Rapport is generally 
built quickly to achieve this outcome. Families are also given information on how 
to access additional single sessions.

Client Outcomes and Feedback

A pre and post‑treatment survey was conducted at the outset of each single session 
and once again over the phone by the Senior Clinician one month after the SST 
session. The instrument used was the Partners for Change Outcome Management 
System (PCOMS) standardized assessment system, a service evaluation tool imple‑
mented by the Saskatchewan Health Authority. This assessment system provides 
client‑directed outcomes. It is an approach to mental health treatment that values 
the wisdom and experience of the individual client.

A component of PCOMS is the outcome rating scale (ORS), a four‑item mea‑
sure designed to assess areas of functioning that are known to improve as a result 
of therapeutic intervention. The four areas measured are personal well‑being, 
interpersonal well‑being, social functioning, and overall well‑being. The ORS 
is a reliable and valid measure that provides objective, quantifiable data on the 
effectiveness of individual client sessions (Duncan & Miller, 2000; S. Miller & 
Bargmann, 2012).

Information from the program database revealed that 338 youth/families were 
seen for SST from April 2019 to February 2020, and 179 were reached for the 
follow‑up phone call. Of those reached, every client/family that was seen for 
SST reported that the single session had been helpful in some way. Comments 
reported ranged from the issue being completely resolved, and there was no 
longer a need for services, to the session was helpful but further therapy was 
still requested. Families reported improved functioning as reflected in their 
overall ORS average improvement score of 9.59. As noted in the literature, 
any score greater than 6 is considered reliable change (S. Miller & Bargmann, 
2012). Thirty seven percent of the post‑test scores revealed “clinically signifi‑
cant change,” which in turn indicated that life functioning (improvement) is at 
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a level typical of a nonclinical population and the client is no longer in need of 
therapy (Duncan & Reese, 2012).

The 37% whose scores showed clinically significant change either discontinued 
therapy or asked to be put on a “call back if needed” basis should problems recur. 
The remaining 63% reported the single session as helpful and stabilizing but also 
requested ongoing therapy. A majority of clients reported significant improvement 
in their well‑being at a one‑month follow‑up as measured by the ORS. Clinically 
significant change was consistently reported by clients over the first year of service 
delivery.

This data indicates the following: that SST clinicians at YMHAS are providing 
high‑quality care, and that the SST is a high‑quality, value‑added program that 
provides objectively demonstrable improvement to the YMHAS population.

SUMMARY AND CONCLUSIONS

Single‑session therapy was implemented as a pilot project in a community‑based 
youth mental health service in Saskatoon, Saskatchewan, Canada, with the goal 
to reduce wait times, improve access while ensuring quality of care. Youth clients 
presenting with mild to moderate anxiety or depression had improved access to care 
by attending a SST service with their caregiver. Youth and families completing an 
intake who agreed to attend a single session of therapy received service within 30 
days. This resulted in a 90‑day reduction in the wait times for the initial session 
of therapy. This is a significant improvement over the previous 120‑day wait. In 
addition to reducing the wait time, the single session was reported as helpful by 
all 169 clients and resulted in clinically significant changes by itself, avoiding a 
need for further therapy 37% of the time

The clinicians who participated in the SST service to improve client care, de‑
crease wait times and provide better access to services were highly invested in the 
model and contributed significantly to the implementation and on‑going operations 
of the service. This high level of cooperation was a major contributor to the suc‑
cessful launch and to the high‑quality service provided, as evidenced by the client 
outcome improvement scores.

The outcome of this pilot quality improvement initiative has limitations. The 
scores from the ORS indicated significant reduction in mental health distress over 
time, which in turn meant that the project met one of its primary goals. The stated 
goals of increasing access, reducing wait times and providing quality care were met. 
Further research is needed to differentiate the clients for whom one session was 
enough from the other clients who requested additional service; Anecdotal clini‑
cian suggestions were that factors involved were multiplicity of systems involved 
(e.g., family factors, substance abuse treatment, and past history of trauma) and 
severity of symptoms.
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