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Summary
Introduction. Adolescence represents a critical period for the individual’s psychic development, during which substantial neurobiological and psychosocial
changes occur. It is estimated that about 70% of psychiatric conditions begin
within 25 years of age and that nonspecific prodromal symptoms are already
detectable several years earlier. The early identification and management of
subjects at high risk of developing mental disorders or risk behaviors represent
a priority within Mental Health Departments. In this study, data relating to the
afference, the type of disorder identified, and treatments provided in a territorial Prevention and Early Intervention Service aimed specifically at subjects
between 14 and 25 years residing in area of the Local Health Trust (ASL) Roma
1 were described.
Methods. Data concerning the services provided by the Unity from January
2020 to December 2020 to users residing in Municipalities referring to the
(ASL) Roma 1 have been extrapolated from the following information systems:
SISP 2000 and GDSM (territorial service and day center), SIPC- sr (residential
structures).
Results. A total of 1149 subjects (53% female), representing the 1.2% of the
14-25 year-old population living within the territory of ASL Roma 1 were followed up by the service, with 486 (55% females) new outpatients during the
12 months considered. About 24% of new users had a VGF score of ≤ 50. The
prevalent diagnoses for all subjects currently undergoing treatment were: neurotic disorders, 47%; personality disorders: 24%; affective disorders: 10%; psychotic disorders: 10%. One hundred thirty-three patients (11.6% of total users)
were attending activities in the semi-residential service (day service), while 32
subjects were undergoing treatment in the residential facilities belonging to the
unit. About 34.4% of patients reported use of substances, the most frequent
being cannabis (83.3%). The ongoing COVID-19 pandemic was associated to
a decrease of accesses during the first lockdown (march-april 2020), followed
by a substantial rebound of referrals in autumn.
Conclusions. Evidence from the scientific literature and epidemiological data
confirm the indication to intercept early and take charge of subjects at high
risk or at the onset of a psychic disorder. This requires specific structures in
non-stigmatizing contexts and with a multidisciplinary approach. The possibility of identifying early psychopathological and environmental risk factors is
fundamental in the structuring of a timely and articulated intervention which, by
limiting the duration of untreated pathology, can positively modify its trajectory
and long-term outcome.
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Introduction
Adolescence represents a critical period for the individual’s psychic development, during which substantial physical, neurobiological, emotional, and psychosocial changes occur.
Adolescence typically begins with the onset of physiological puberty and ends when an adult identity and behaviour are developed and integrated. The World Health Organization (WHO) defines “adolescents” individuals in the
10-19 years age group and “youth” the 15-24 years age
group, while “young people” covers the age range 10-24
years 1. In general, Authors tend to subdivide this lengthy
period of development into “adolescence” (10-19 years)
and “young adulthood” (20-24 years) 2. However, there is
only partial consensus on this matter among researchers,
and age ranges defining adolescence are still debated.
Adolescents are faced with critical biological and psychological challenges. From a neurobiological perspective,
there is increasing evidence that the adolescent brain undergoes major changes in the neural systems underlying
several functions, such as emotion processing and control, motivation, cognition, interpersonal interactions, and
risk-versus-reward appraisal. Modifications include, but
are not limited to, changes in grey matter volumes, synaptic pruning, and myelination 3. These processes start
in childhood, become significant around 14 years of age,
and continue throughout time until about 25 years of age,
when remodeling and myelination of crucial brain areas,
such as the prefrontal cortex, are completed. Alterations
in these processes, together with environmental stressors
(i.e., maltreatment, neglect, bullying, and substance use,
among others), might undermine the physiological transition into adulthood and underlie the increased risk for the
development of psychiatric disorders in this timeframe.
It is estimated that about 70% of mental health problems
in adults started during childhood and adolescence, mostly between age 14 to 24, and earlier onset is associated
to a more severe course of illness and chronicity 3-6. However, most remain undetected and untreated until later in
life 7. Mental and substance use disorders are major contributors to health-related disability in children and youth,
accounting for about ¼ of all Years Lived with Disability
(YLDs) 8. Half of all mental disorders starting in adolescence are usually preceded by non-specific psychosocial
disturbances 9 that may persist for months or even years,
delaying detection and intervention. Additionally, adolescents represent a population at higher risk of developing
mental problems when facing severe social and environmental stressors, such as the recent, ongoing COVID-19
pandemic 10-12.
Mental health problems do not only affect young people
and their family and friends, but also have deep implications for their social functioning. In Europe, 15 to 20% of
adolescents have at least one psychological or behavioural problem, that often continue throughout adulthood
and may become chronic, with eventual implications for

global economy 13. It is estimated that a yearly loss of
4% of the European gross national product is linked to
the effects of mental health problems, such as absenteeism and reduced work performance 14. Moreover, certain
conditions, such as substance use, antisocial behaviour,
conduct disorders, attention deficit/hyperactivity disorder
(ADHD), and neurodevelopmental disorders, are associated with early involvement with juvenile justice system 15-16.
Since effective treatments during adolescence not only
affect the duration of mental health episodes, but also
reduce morbidity later in life and portend a better social
and functional outcome 17, prevention and early identification and intervention are crucial 6. Young people and their
caregiver often fail to find adequate help for mental health
problems. This is partly due to several issues, such as
perceived and self-stigmatising attitudes to mental illness,
limited access, and general lack of knowledge about mental health services 18. In addition, adolescents have different care needs than adults and children, being right in the
middle of their maturation end self-identification process.
In 2002, the World Health Organization issued a statement that European Union member states are required to
deliver tailored and adequate mental health care (MHC)
interventions to adolescents in need of help. More specifically, member states need to ensure “age-sensitive
MHC services (i.e., primary and specialised health care
services and social care services) operating as integrated
networks” 19. To date, however, specialised MHC facilities
for adolescents are lacking.
The current service configuration, with distinct Child and
Adolescent Mental Health Services (CAMHS) generally
treating patients until 18 years of age, and Adult Mental Health Services (AMHS), contributes to high rates of
transition-related discontinuity of care. It has been estimated that between 25% and 49% of CAMHS service
users will need transitioning to AMHS 20. However, deficiencies in planning, organisation, and policy lead to a
suboptimal transition process, and treatment gaps are
particularly relevant for people affected by specific conditions, such as neurodevelopmental disorders 21. Therefore, services allowing patients to be assessed in a structured and standardised way, in order to determine the
on-going need for care throughout adolescence and early adulthood, will have the potential to improve treatment
retention and, by delivering intensive, multidisciplinary,
and tailored interventions during a crucial developmental
timeframe, lead to better outcome and quality of life 22.
Finally, it is important to note that about 15–23% of children worldwide live with a parent with a mental disorder,
and that these children are at increased risk to develop
several mental and social issues, such as depression,
anxiety, affect dysregulation, behavioral problems, reduced overall functioning, substance abuse, and lower
occupational status 23. These observations highlight the
need for parent involvement in the treatment of adolescents.

33

I. Panaccione et al.

Organization of a 14-25-year-old mental healthcare
service in Rome
This dedicated public mental health service has been instituted within the Mental Health Department (MHD) of
the Local Health Trust “ASL Roma1” in Rome, Italy. ASL
Roma 1 provides healthcare to 6 out of the 15 administrative areas (Municipi) in which the city of Rome is subdivided (i.e., Municipio 1, 2, 3, 13, 14, and 15), serving
more than 1 million inhabitants. Overall, this territory is
extremely diversified in terms of sociodemographic characteristics and healthcare and social needs, requiring tailored interventions.
The service is aimed to adolescents and young adults (14
to 25 years old) living in the abovementioned areas. This
age range has been defined to provide continuity of care
across all stages of adolescence to adulthood, as defined
by the WHO, overcoming the traditional separation between CAMHS and AMHS. This configuration then guarantees to specifically address patients’ needs during a
developmental timeframe characterized by profound neurobiological, psychological, and social changes, whose
interaction shapes future health and functional outcomes.
The service implements interventions aimed to both prevention and early identification and treatment of mental
problems at their onset, reducing the duration of untreated
illness, with a multidisciplinary approach. It provides care
programmes to patients with major psychiatric disorders,
including subjects of > 18 years with ADHD and autism
spectrum disorders without cognitive impairment (formerly known as “high functioning”). Treatments include psychopharmacological and psychological (both individual
and group) therapy, as well as psychosocial and vocational rehabilitation, and parental support. When appropriate, treatments are carried out conjointly with other mental
health services, i.e., eating disorders and addiction centers. Prompt consulting of inpatients admitted to hospital
psychiatric wards is also guaranteed.
The Unit comprises two independent outpatient health
centres, located within the “east” and “west” areas of ASL
Roma 1, providing assessment and therapeutic continuity
to patients from Municipi 1 east, 2, and 3, and 1 west, 13,
14, and 15, respectively. Each center refers to an intermediate semi-residential structure (namely the Day Centre)
designed to carry out psychiatric treatment, rehabilitation,
and recovery and development of patients’ social skills in
an informal environment. Additionally, four residential facilities directly pertain to the Unit, providing long-term residential care in close cooperation with patients’ referring
therapeutic team. Residential structures are organized to
provide assistance of different intensity, from round-theclock support for severely impaired patients to relatively
limited care for subjects with greater levels of functioning.
Further activities of the Unit comprise psychiatric and
psychological consultations for the juvenile detention center in Rome, as well as counselling for most of the high
schools within the ASL Roma 1 territory.
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Methods
We conducted a descriptive, retrospective review of existing medical charts on outpatients referring to a Prevention and Early Intervention in Mental Health Center of ASL
Roma 1 between January and December 2020. Information was extracted from the electronic databases “SISP
2000” and “GDSM” (territorial services and day centers),
and “SIPC-sr” (residential facilities). Data were anonymized and each patient was identified only by a numeric
code automatically generated by the system. Age, gender,
ICD-9-CM diagnosis, and Global Assessment of Functioning (GAF) scores 24,25 were extracted and analyzed. Diagnoses were attributed according to ICD-9-CM 26 codes and
grouped as follows: Schizophrenia and Other Psychotic
Disorders (ICD-9-CM: 295.x, 297.x; 298.x; 299.x), Affective Disorders (ICD-9-CM: 296.x), Personality Disorders
(ICD-9-CM: 301.x), and Neurotic Disorders (ICD-9-CM:
300.x; 307.1; 308.x; 309.x; 311.x). Groups were chosen in
line with Regional Health System requirements. Patients
were also grouped by age (14, 15-19 and 20-24 years) according to World Health Organization’s definition of “adolescence”, and “young adulthood” 1. The age of newly
incident patients (“first ever”) was calculated at the time
of first evaluation, whereas the age of prevalent patients
was calculated at 31/12/2020. The study was conducted
in accordance with the recommendations of Good Clinical
Practice guidelines and the Declaration of Helsinki (1964)
and subsequent revisions. All subjects (or parents/tutors,
if underage) gave written informed consent.

Results
Clinical and demographic characteristics
A total of 1149 subjects (53% female), representing the
1.2% of the 14-25 year-old population living in the territory of ASL Roma 1, was treated in the Unit during the
considered 12-months. Four hundred eighty-six new outpatients (55% female) referred to the service during the
same timeframe.
We observed an evident reduction of new accesses in
March and April, followed by a progressive increase during the subsequent months, and in August, with a peak of
new accesses during autumn. The course of new referral
by month is shown in Figure 1.
The most frequent reasons for new referrals were: neurotic disorders, 262 (54%); personality disorders, 87 (18%);
affective disorders: 46 (9%); psychotic disorders 40 (8%).
The prevalent diagnoses for all subjects currently undergoing treatment were: neurotic disorders, 47%; personality disorders: 24%; affective disorders: 10%; psychotic disorders: 10%. Twenty-four percent of new users had a GAF
score of ≤ 50, thus displaying severe symptomatology and
functional impairment. Data are summarized in Tables I-V.
Among prevalent subjects, 56 (4.9%) were diagnosed with
conduct disorders (ICD-9-CM: 312.x) with a higher rate of
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Figure 1. Course of “first ever” patients by month.
Table I. Incident patients (age, gender).
Age
(years)

Gender
Male

Female

Total

n

%

n

%

n

%

14

6

3%

14

5%

20

4%

15-19

128

58%

148

56%

276

57%

20-24

82

37%

96

36%

178

37%

Day center and residential treatments

≥25

4

2%

8

3%

12

2%

Total

220

100%

266

100%

486

100%

%

45%

55%

discharged from hospital wards with subsequent need of
continuity of care.
Seventy-three percent of subjects with psychotic disorders
was treated by ≥ 3 different healthcare professionals (i.e.,
psychiatrist, psychologist, nurse, social worker, etc.), compared to 56% of affective disorder patients, 46% of personality disorder patients, and 21% of neurotic disorders
patients. The number of healthcare professionals involved
in treatments was also higher in patients with lower GAF
scores, with ≥ 3 different healthcare professionals required
in 65% of patients with GAF ≤ 50, regardless of diagnosis.
About 34.4% of patients (males: 62.7%; females: 37.3%)
reported recreational use (at least once per week) of substances. The most frequently assumed drugs were cannabis (83.3%), alcohol (55.3%), cocaine and other stimulants (27.1%). However, only 11.3% of patients reporting
frequent use of substances accepted to also refer to specific addiction services.
Finally, about 6% of patients was referred to the service
from public security and justice Institutions, including juvenile/family court. Overall, a slightly higher rate (about 9%)
of patients were involved in some kind of justice problems,
from mild (i.e., drug possession) to severe (i.e., aggression), with a predominance of males (77%).

100%

males (n = 38, 67.8%; mean age 18.6 ± 1.9 years) over females (n = 18, 32.2%; mean age 18.7 ± 2.9 years). Additionally, 10 patients (0,87%; M = 9, F = 1; mean age 18.7±1.6 years)
were diagnosed with ADHD (ICD-9-CM: 314.x), whereas 12
patients (1.04%; M = 9, F = 3; mean age: 21.7 ± 1.9 years)
had autism spectrum disorders (ICD-9-CM: 299.0x, 299.8x).
More than a half (55%) of newly incident patients selfreferred to the service, while 19% were sent from other
mental health services or were inpatients about to be

One hundred thirty-three patients (11.6%) were attending therapeutic-rehabilitation activities in the day centers
(males: 49; 44%; females: 74; 56%), 52 of which entered
the programme during the current year, while 32 subjects
were undergoing residential treatment in facilities belonging to the unit. Thirty-one additional patients were treated
in other residential centers throughout Italy; 86% of these
patients were comorbid for substance use disorders.

Discussion
In this study, we describe demographic and clinical characteristics of patients treated in a mental health service

Table II. Incident patients (diagnosis, age).
Diagnosis

Age (years)
14
n

Psychotic disorders
Affective disorders

1

Personality disorders

15 - 19
%

n

20 - 24

≥ 25

Total

%

n

%

n

%

n

%

1

13%

40

8%

0%

46

9%

0%

12

4%

27

15%

5%

28

10%

17

9%

0%

55

20%

31

17%

1

13%

87

18%

6

25%

262

54%

0%

19

4%

13%

27

6%

Neurotic disorders

17

85%

151

54%

88

50%

Other disorders

1

5%

13

5%

5

3%

Non psychiatric

1

5%

16

6%

9

5%

0%

1

0%

1

1%

3

38%

5

1%

20

100%

276

100%

178

100%

12

100%

486

100%

Unknown/missing
Total

1
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Table III. Incident patients (diagnosis, GAF scores).
Diagnosis

GAF scores
≤ 30

≤ 50

≤ 70

n

%

n

%

> 70

n

%

Unknown/
missing

Total

n

%

n

%

n

%

Psychotic disorders

9

39%

21

23%

7

2%

0

0%

3

11%

40

8%

Affective disorders

4

17%

13

14%

25

8%

2

6%

2

7%

46

9%

Personality disorders

3

13%

24

27%

52

17%

3

9%

5

19%

87

18%

Neurotic disorders

3

13%

26

29%

200

64%

23

71%

10

37%

262

54%

Other disorders

4

17%

4

4%

10

3%

1

3%

0

0%

19

4%

Non-psychiatric

0

0%

2

2%

16

5%

5

12%

4

15%

27

6%

Unknown/missing

0

0%

0

0%

2

1%

0

0%

3

11%

5

1%

Total

23

100%

90

100%

312

100%

34

100%

27

100%

486

100%

%

5%

19%

64%

Table IV. Prevalent patients (age, gender).
Age
(years)

14

Female

Total

n

%

n

%

n

%

2

0.4%

8

1%

10

1%

15-19

217

41%

258

42%

475

41%

20 - 24

265

49.6%

294

48%

559

49%

≥ 25

51

10%

54

9%

105

9%

Total

535

100%

614

100%

1149

100%

%

47%

53%

6%

100%

The number of monthly accesses was not constant, with
an evident decrease during march and april and a highpoint in autumn. This reduction overlaps with the outbreak
of COVID-19 pandemic in Italy and subsequent implementations of emergency containment measures from the
Government. During this timeframe, regular clinical activities were guaranteed, although with some modifications
in line with Government dispositions. However, many patients cancelled their appointments, postponing or waiving treatment. Motivations for this behaviour are unclear. It
might be hypothesized that some people gave up reaching the center out of fear of contagion, whereas others
might have changed their perception of their own mental status and need for immediate care. However, these
remain speculations, and conclusions cannot be drawn.
Referrals’ decrease in august, in contrast, was predictable
and constant over the years, being related to partial reduction of clinical activities and to highest rate of people
leaving the city for summertime holydays.

Gender
Male

7%

100%

specifically aimed at adolescents and young adults. During the considered period (January-December, 2020),
more than one thousand patients received healthcare,
and almost 500 new subjects (“first ever”) accessed
clinical attention, with a slight prevalence of females.
Table V. Prevalent patients (diagnosis, GAF scores)
Diagnosis

GAF scores
≤ 30

≤ 50

≤ 70

n

%

n

%

n

> 70
%

n

Unknown/
missing
%

n

Total

%

n

%

Psychotic disorders

22

39%

64

20%

31

4%

1

2%

11

15%

129

10%

Affective disorders

9

16%

47

14%

58

8%

4

7%

7

10%

125

10%

Personality disorders

10

18%

105

32%

167

22%

6

10%

17

24%

305

24%

Neurotic disorders

7

13%

85

26%

444

59%

41

71%

20

28%

597

47%

Other disorders

7

13%

17

5%

21

3%

1

2%

2

3%

48

4%

Non-psychiatric

1

2%

6

2%

21

3%

5

9%

9

13%

42

3%

Unknown/missing

0

0%

2

1%

14

2%

0

0%

6

8%

22

2%

Total

56

100%

326

100%

756

100%

58

100%

72

100%

1268

100%

%

4%

36

26%

60%

5%

6%

100%
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The main reason for treatment-seeking was neurotic disorders (i.e., anxiety disorders, panic disorders), a result
in line with previous reports 27. This might also partially
explain the observed gender differences, since neurotic
disorders tend to be more frequent in females.
About 5% of our sample was diagnosed with conduct disorder, while ADHD and neurodevelopmental disorders
were less represented. In all three groups, we observed
a predominance of males, a result in line with other reports 28-30. Despite increasing awareness on these conditions is leading to better identification, the overall number
of patients remains quite low. This might be partially due
to the fact that the majority of these patients is usually
first treated in CAMHS and might be either discharged at
the end of treatment, or lost during transition to other care
facilities.
More than a half of help-seeking patients was self-referred. A significant rate (about 1/5) reached the service
from either other healthcare providers belonging to the
Trust or from hospital psychiatric wards, thus indicating a
good continuity of care between different services.
Most patients (75,3%) were offered a combined treatment
with at least two different healthcare professionals involved. In particular, psychotic disorder patients displayed
a high rate of service utilisation, with more than 70% of
them being treated by teams of 3 or more professionals.
In our sample, 65% of patients with GAF ≤ 50 required
treatment from at least 3 different healthcare professionals. Although this might appear quite intuitive, it is still interesting to note that patients with “non severe” diagnosis
account for about one third of all patients with GAF ≤ 50,
highlighting the importance of functional impairment in
terms of healthcare burden and service utilisation. Many
neurotic or conduct disorder patients might display significant difficulties in relations and school performance, and
might therefore require intensive, multidisciplinary interventions to prevent social isolation and school dropout.
More than 1/3 of patients reported regular consumption
of substances of abuse, especially cannabis (83.3%) and
alcohol (55.3%). Interestingly, the rate of cannabis use in
our sample is in line with previous reports on Italian secondary school students 31, hinting at a dramatic diffusion
of cannabis consumption within this age range regardless
to mental health status. Substance use among adolescent
represents a significant public health problem. According
to the latest ESPAD report, substance use has risen over
the years, with earlier age of first intake and a progressive narrowing of gender gap, as females increased drug
and alcohol consumption 32,33. Comorbidity of psychiatric
disorders and substance use leads to increased symptom
severity, worse course of illness, lower functioning, and
detrimental outcomes. Additionally, epidemiological data
show that about one third of underages accessing Emergency Departments in Lazio were diagnosed with substance use disorders 34. However, despite this evidence,
only a minority of patients with co-occurring substance use
refers to specific addiction services. This might be due, at

least in part, to insufficient awareness on this problem and
its consequences. Stigmatization towards addiction care
services might also play a role.
About one out of 10 patients was involved in some kind
of justice problems. Although increasing evidence points
out that psychiatric patients are not more likely to commit
crimes 35, associations have been found between certain
psychiatric diagnosis (i.e., ADHD, antisocial personality
disorder, conduct disorders, substance use, and neurodevelopmental disorders) and higher rate of contact with juvenile justice systems 15,16. In this perspective, early identification and treatment of these conditions might prevent
at-risk behaviours and involvement in illegal activities, offence, and crime, other than representing a crucial step in
effective rehabilitation and social reintegration.
Young adulthood is a unique and critical period of development during which unmet health needs and disparities in access to appropriate care are high. Although it is
well known that most mental and substance use disorder
onset in adolescence, early identification and treatment
might be challenging. Subjects might display several nonspecific prodromic symptoms before a clear diagnosis can
be made, leading to delays and undertreatment. Additionally, clinical presentation is often complex and comes at
the interplay of many different neurobiological and environmental factors, each playing a significant role in determining future trajectories of the illness. Several alternative classification criteria have been proposed to better
address this variety of presentations (i.e., internalizing vs
externalizing disorders), focusing more on psychopathological dimensions, such as impulsivity and emotional
dysregulation, and overall functioning. Finally, clinicians
must face significant new challenges, like the substantial
increase of “newly emerging” mental disorders, such as
Internet, gaming, and smartphone addictions, or severe
social retirement (i.e., “hikikomori”), for which standardized treatments are still not available and are often associated with high rates of school dropout and “NEET” (Not in
Education, Employment, or Training).
Although in recent years many international organizations,
such as WHO, repeatedly pointed out the urgent need
for implementing mental health care addressing adolescents’ and young adults’ specific needs, and substantial
efforts have been made in many Countries, the availability of dedicated services is still insufficient. This is also
associated with a significant rate of dropouts and inadequate deliver of care during transitions from CAMHS to
AMHS. Another critical aspect is the reduced availability
of psychiatric wards for underages in hospitals, as well as
of dedicated residential facilities, that limit both the safe
management of critical episodes and the possibility of effective long-term rehabilitation.
Improvement of the general health, family conditions (e.g.,
through parental support) and school environment has
been demonstrated to show beneficial effect on youth
mental health. Preventive interventions require integrated
socio-sanitary policies aimed at promoting healthy life-
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styles of adolescents and increasing awareness of their
behaviours. Finally, epidemiological surveys should be
carried out, in order to inform appropriate resource allocation and support policies that address mental health
needs of this population 36.
This study has some limitations that must be acknowledged. First, the quality of data, which depends on a correct data entry from the single professional. Consistency
on attribution of diagnosis and GAF scores could not be
evaluated. The same patient might require more than one
treatment over the years and might be attributed different
diagnosis as the disease unfolds, leading to a discrepancy
between the number of subjects treated and the number
of active treatments/diagnosis among prevalent patients.
Due to characteristics of the informatic system, information
about comorbidity is limited. Finally, these results relate to
a specific group of patients (14-25 years old subjects living
in a defined urban area), which limits their generalizability
to other clinical populations.

Conclusions
This descriptive study outlines the clinical characteristics
and utilisation rates of patients referring to a center specifically designed to offer mental care to adolescents and
young adults, delineating an accurate picture of a service
which is both innovative in its organization and significant
in terms of healthcare provided.
Implementation of mental health services specifically
aimed to adolescents and young adults is crucial for delivering adequate support throughout this critical neurodevelopmental period, when the early identification and
availability of tailored, multidisciplinary interventions might
prevent the onset of severe mental disorders and dramatically modify illness trajectories, reducing chronicization.
Working in network with additional healthcare providers,
including hospitals, other mental health services (i.e.,
CAMHS, AMHS, eating disorders services, addiction services, etc.), and GPs, is crucial to deliver comprehensive
treatments and to avoid dropouts during transitions between services. Additionally, healthcare centers easily accessible, designed to address youth specific needs, and
deeply integrated with other public Institutions within the
community (i.e., schools) might reduce stigmatization and
encourage referrals, reaching a wider number of subjects
and effectively promoting well-being.
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