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Executive Summary
The Addiction and Mental Health Strategic Clinical Network™ (AMH SCN™) and the Emergency
Strategic Clinical Network™ (ESCN™) launched the Helping Kids & Youth in Times of Emotional
Crisis project in 2016 in response to the several identified opportunities to improve care for
children, young adults and their families with addiction and/or mental health issues presenting
to Emergency Departments (ER).
In order to make meaningful, patient-driven change for children and youth with addiction
and/or mental health issues, a clear understanding of what their experiences are when they go
to the ER was required. This included an understanding of what leads up to an ER visit, what
services they hoped for and subsequently received at the ER and what follow-up was done once
leaving the ER.
Phase I originally entailed a 4-layered approach to inform a clear picture of the current state as
well as identify gaps and opportunities for improvement which included gathering the patient
and family experience through the collection of online surveys, an in depth look into the data,
mapping of the ERs in the urban centers.
This “Patient Journey” has been informed by youth, families, clinicians and data and has
painted a picture of experiences, the gaps and the areas for improvement.
Two Brain Trust(s) have also been held, (August 2016 and February 2018), to present, gather
input and seek validation of the current state. Participants have included youth and families,
health care leaders, front line staff, physicians and clinicians.
Echoing through all of the findings was the experience of stigma. Rather than create a separate
theme, stigma was placed at the core of all identified themes. Within each theme, any
opportunities identified will have an effect on the level of stigma experienced and present
within the system. Future work will maintain this stigma lens and through the initiatives that
will be prioritized into Phase II, an overall decrease in stigma will be an expected outcome.
Based on all of the data and information gathered the five other overarching themes identified
and validated are:
Theme 1: Youth and families don’t know where to go for help in times of crisis (before and after
the ER visit).
Youth and families have indicated difficulty in navigating the health care system for support
prior to/while in crisis and that there are challenges in accessing follow-up care. This includes a
perceived lack of quality in the information provided to them upon discharge from the ER, a
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lack of follow-up to see if they were able to access care, and a lack of availability to the services
to which they have been referred.
It has been identified that schools, the public and even primary care may not have a complete
understanding of what services and supports the ER is able to provide to a youth presenting
with an addiction and/or mental health related issue. Primary Care has indicated that they will
send their patients to the ER due to a lack of other available services (or a lack of knowledge
about all of the potential community based options) or due to the timing of the crisis (i.e. in the
evening when other services are closed).
Theme 2: Health care professionals awareness, understanding, empathy, comfort-level and
competencies with addiction and mental health needs to be improved.
Youth and families reported feeling that staff don’t understand addiction and mental health
issues and that they are treated differently when they go to the ER with these issues compared
to a physical health complaint.
ER staff also report feeling unprepared and uncomfortable when dealing with patients with
addiction and mental health issues and point to only a general education and understanding of
these issues.
Theme 3: Parents/caregivers have unmet need in times of crisis.
Families report that by the time they are bringing their child/loved one in to the ER, not only is
the youth in crisis, but they (and their family unit) are also in crisis. They report wanting
information on how they can help their child deal with the next crisis but also wanting support
for their own health needs. They often feel that their role as a “parent” is unclear when at the
ER. When their child is discharged home with a referral to a service with a 6 month waiting list
it falls onto the families to serve as a case worker for their child. Work hours are lost to stay
home to watch their child, relationships are strained between the parent and child as well as
within the entire family unit, and the mental, emotional and physical well-being of the parents
are also suffering.
Theme 4: Youth and families had poor experiences (ER and AMH related) when accessing help
at the ER
There was a reported lack of understanding and communication of the processes once at the ER
and protocols which isolated parents and youth created further information and
communication barriers. The use of uniformed security guards is intimidating and stigmatizing –
youth reported feeling like others in the ER thought they were dangerous. Protocols from
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removing clothing and all items from youth and isolating them in a room also led to youth
reporting feeling stigmatized and lonely.
Theme 5: There is variation in practice and standards for the ER, including care for addiction
and mental health.
There are different service models being delivered in ERs across the province for youth
presenting to the ER for and addiction and/or mental health related concern, each with pros
and cons. Standardized assessments, protocols and practices do not exist and lead to variation
in care. Staff hours, especially those of specialized teams (mental health and mobile teams) are
not aligned with the times of high need/traffic in the ER.
Phase II will now launch starting with pre-planning to investigate current ongoing related
initiatives that can be leveraged and new projects will be prioritized for initiation.
N.B. Youth and families identified that the term that resonates most with them is “ER” rather
than “ED”. In keeping with our focus on youth and families throughout this work we have used
the term “ER” in this report.
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Background
Introduction
The Addiction and Mental Health Strategic Clinical Network™ (AMH SCN™) and the Emergency
Strategic Clinical Network™ (ESCN™) launched the Helping Kids & Youth in Times of Emotional
Crisis project in 2016.
The call and opportunity for improvement of care for children, young adults and their families
with addiction and/or mental health issues presenting in Emergency Departments (ERs) was
originally identified through multiple sources including:







Emergency Departments identifying an increase in the number of ER visits by children
and young adults with addiction and/or mental health concerns and the hospital’s ability
to respond to the increased demand.
The Alberta governments report “Valuing Mental Health” and the Report of the Auditor
General of Alberta (2015) identifying critical gaps and opportunities that need to be
considered for improving care.
Patients and families expressing challenges with addiction and/or mental health care
and asking for improved care.
Staff expressing concerns with providing the right care in the right location and at the
right time for patients coming to the ER with addiction and/or mental health concerns.

Many stakeholders have come together recognizing the challenges and opportunities listed
above with the desire to improve care for the children, young adults and their families in
Alberta. The project is co-led by the ESCN™ and AMH SCN™ with participation of many key
stakeholders including but not limited to: community agencies and services, patients and their
families, ER clinical and administrative staff, mental health and Psychiatry clinical and
administrative staff, clinical and administrative leaders at the hospital and zone levels,
Provincial Addiction and Mental Health Committee, etc. The Maternal Newborn Child and
Youth SCN™ is serving in a consultative role.
Recognizing that there are many complicated challenges in delineating the improvements that
will truly create the transformational change envisioned, the work was divided into three
phases:
Phase I: developing an understanding of the current state of addiction and mental health care
within ERs as well as the immediate upstream events or care and immediate post-care. The
current state captured both the emotional and process journey of pediatric, youth and young
adults coming to an ER for addiction and/or mental health emergencies or crisis. The emotional
and process journeys were developed and validated by patients, families and staff.
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Capturing the current state included identification of barriers, gaps, what is working well and
identification of potential quick wins for implementation. Where possible root causes were
identified and improvements developed towards the ideal future state.
Phase II will involve further root cause analysis to barriers identified in Phase I. Plans for
improvement will be developed and trialed when possible. Those solutions that show
improvement to the identified themes will be scaled in spread as a part of Phase III.
Primary Goal for Phase I:
To establish and understand the current state in the ER, including the flow into and out of the
ER using the voice of the patient and family, mapping of the healthcare professional and a
provincial review of the data.
Measures of Success:
 Broad engagement of the identified groups.
 Understanding of the current state from the perspective of patients, families, front line
staff, data extraction and process mapping.
 Identification of opportunities to improve care
Brain Trust
In August 2016, a Brain Trust was held in Calgary. Attendees included patients and families,
front line staff, physicians, clinicians, operational leadership and researchers. The goal of the
Brain Trust was to gather ideas for gaps and opportunities along a pre-defined patient journey
map (Figure 1).
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Figure 1. Patient Journey Map presented at Brain Trust August 2016
From the Brain Trust the major takeaways were:






There are assumptions made about the patient journey – the health system doesn’t
actually understand the journey as the patient experiences it.
Families of children and youth play an integral part of their journey and are often not
included in their care.
There is variance in practice and populations across the Zones.
There are many projects happening in the Zones to address this population in the ER.
It is easy to jump to solutions without having all of the information.

Based on this feedback from the Brain Trust, the AMH and ESCN™ took a step back and sought
input from all areas to accurately represent the patient journey through the ER.
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As such, the information gathered in phase 1 was split into 4 layers:
1. Patient and family mapping was done using surveys and focus groups to ensure that
patient and family journeys are mapped using their own words, feelings, and direct
experiences. Two community agencies, both of who specialize in hearing the patient
voice, supported mapping the journeys of patients and families. PaCER (Patient and
Community Engagement Research) worked primarily on the family journey and MAPS
(Mapping and Planning Support Alberta Capital Region) focused on the youth journey.
2. ER Mapping began at the two urban pediatric hospital ERs: Stollery and Alberta
Children’s Hospital (ACH). Working with front line staff, physicians, and administrators,
the mapping process created deeper understanding of daily processes such as flow
through the ED, admissions, discharges, and various wait times.
3. Data Analysis provided an upfront detailed review of available data to help create a
baseline understanding of who is presenting at the ER.
4. Literature Review was initially planned for Phase 1; however, it was determined that
the literature review would be moved to Phase 2 when more specific questions and
identified solutions were prioritized.
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Project Layers:
Baseline Health Data
Acquiring baseline data was a key component of phase 1 in order to form a complete
understanding of the current state of youth visits to the ER for AMH related issues. The AMH
and ESCNs™ engaged with the a consultant (Kathy Huebert) and analysts from Provincial AMH
team and from Edmonton and Calgary Zone analytic teams within AHS to examine available
health data sources.
A design team was formed to create a framework under which the data would be examined
with the goal to develop a detailed, multidimensional current state view of addition and mental
health care in the ER in Alberta.
Initial data goals were defined as:










To understand current service being provided to people presenting to the ER between
the ages of 0-24 years with mental health concerns.
To understand the characteristics of the pediatric, youth and emerging adults that are
coming to an ER with a presenting complaint of addiction and/or mental health.
To understand the type of presenting diagnosis that is most frequent by age.
To understand who and volume of patients with Suicide Related Behaviours (SRB).
To understand how much time patients are spending in the ER.
To understand who comes to the ER on their own, with family, or through EMS on a
Form 1 or 10.
To understand the frequency of visits to the ER, as well as, those visits that result in
discharge versus those visits that result in admission.
To understand characteristics of patients being admitted, as well as, ER visit location
compared to location admitted to hospital.
To understand the sites with the greatest volume of visits, as well as, those that visit an
ER and potentially admitted to another hospital or institution.

Data questions were finalized in November 2016 as follows:
1. What are the current trends in visits to ERs in Alberta for children and young adults
under age 25 related to addiction and mental health issues?
2. Among children and young adults with an ER visit related to addiction and/or mental
health issues, what age groups are most common and what age groups are seeing an
increase in ER visits?
3. Which sites in Alberta are seeing the most increase in ER service volume for children and
young adults under age 25 with addiction and/or mental health issues?
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4. What are the most common concerns of children and young adults under age 25
presenting to top 17 ERs in Alberta related to an addiction and/or mental health issue?
5. What is the severity level of illness of ER visits by children and young adults under age
25 with addiction and/or mental health issues?
6. How long do children and young adults under age 25 visiting an ER related to addiction
and/or mental health issues stay in ER?
7. For children and young adults under age 25 visiting an ER related to addiction and/or
mental health issues, what proportion is admitted to inpatient?
8. What is the number and percentage of ER visits that have Suicide Related Behaviors
(SRB)/Intentional Self-Harm involvement for children and young adults under age 25?
9. What are the most common diagnoses that accompany SRB/Intentional Self-Harm for
ER visits among children and young adults under age 25?
10. Of ER visits for Intentional Self-Harm by children and young adults under age 25, what
proportion is admitted to inpatient units from ER?
11. Of ER visits for Intentional Self-Harm by children and young adults under age 25, what
proportion has return visits to the ER after inpatient unit discharge?
The final report was produced in July 2017 (Alberta Health Services, 2017).
Included in the analysis were all individuals under the age of 25 years who received mental
health and substance related services in one of the top 17 emergency departments (as
identified by the Emergency SCN™) across Alberta between April 1, 2013 and March 31, 2016.
Two methods of data extraction were used to examine the data:



Front end: extraction of data was based on the Presenting Complaint (captured during
the triage process upon arrival at the ER)
Back end: extraction of data was based on Primary Diagnosis (captured at the end of the
ER visit)

Overall findings support that ERs are key settings when an addiction and/or mental health crisis
occurs for individuals and families to access care in the health system and that there has been
an increase in the rate and number of ER visits of children and young adults for addiction and
mental health related concerns from 2013/14 to 2015/16. Increases were seen across all five
zones however the largest volume was seen in urban zones. Older age groups (age 15-24)
presented the largest volume in rates of ER visits; however, the largest percentage increase was
found in ages 7-10 and 18-24 over the last three fiscal years.
The most common presenting complaints were related to mood issues, substance misuse and
anxiety and the most common level of acuity assigned upon arrival were CTAS 2 – Emergent
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and CTAS 3 – Urgent. Those with multiple ER visits (2-5 visits) related to addiction and/or
mental health issues had slightly higher proportions of admission to inpatient from the ER
compared to those with only a single visit or with more than 6 visits.
Length of ER stay was shorter for those children and young adults who were discharged from
the ER compared to those who were admitted to inpatient and urban zones generally had
longer ER stays compared to rural zones. 13-15% of children and young adults who presented
to the ER for addiction and/or mental health related issues were admitted to inpatient from the
ER. Edmonton Zone has a slightly lower proportion of admissions to inpatient compared to
Calgary Zone.
Intentional self-harm ER visits were analyzed separately. Provincially, the rate of ER visits for
Intentional Self-Harm have increased over the last three fiscal years (11% increase) with most
of the increase seen in urban zones and in age groups 15-17 and 18-21. The most common
diagnosis for these visits was overdose (over 50%). Provincially, 62% of ER visits for Intentional
Self-Harm resulted in discharge from the ER with the majority of patients who are admitted
having only a single ER visit within each fiscal year.

Patient & Family Mapping
Integral to the creation of the current state map for patients was to collect input from both
youth and their families about their experience when they attend the ER for an addiction
and/or mental health related issue. Surveys, delivered online, were selected as the method to
collect this information with the additional option of participating in focus groups to ensure
that the youth and family journeys were captured using their own words, feelings and direct
experiences. Two groups were engaged to assist in the collection and collation of the youth and
family journeys: Patient and Community Engagement Research (PaCER) worked primarily on
the family journey and Mapping and Planning Support Alberta Capital Region (MAPs) focused
on the youth journey.
Ethics review
In order to conduct these patient and family surveys and the subsequent focus groups, ethics
approval was obtained from the University of Calgary Research Ethics Board (REB17-0924).
Support from the Scientific Offices of the AMH and ESCN™ was sought to complete the ethics
application. For ethics submission, including full survey questions see Appendix A. It is
important to note that due to ethics and consent requirements, the youth survey was only
open to those aged 15 and above.
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Survey Creation and Distribution
Surveys were created to ensure that the right questions were being asked without the use of
healthcare jargon or unknown acronyms and terminology. The questions developed were pretested with youth and parents to ensure that the survey questions were patient friendly and
encouraged a feeling of dialogue rather that of straight queries.
Social media including Facebook and Twitter, email distribution, and posters were used to
advertise the surveys. Two versions of the survey were administered: one for individuals who
visited the ER between the ages of 15 and 24 years (the Youth survey) and one for families who
visited the ER with a child between the ages of seven and 24 years (the Caregiver and Family
survey) (see Appendix B for examples of survey awareness tools).
The survey launched on August 28 2017 and closed on September 29 2017.
In total we had 992 youth survey respondents and 553 family/caregiver respondents. There was
good representation from each zone (1/3 from Edmonton, 1/3 from Calgary, and 1/3 from the
three rural zones combined) across both surveys.
Quantitative demographic results were compiled by the AMH SCN™ using SPSS software using
the full dataset (Suen et al., 2018). Qualitative results were compiled by the Health Systems
Evaluation and Evidence team within AHS using NVivo 11 to thematically analyze a random
sample of surveys (Hastings et al., 2017a, Hastings et al., 2017b). All participants were assigned
an ID number and a random sample was drawn using these ID numbers. Analysis was
completed with the random sample to the point of redundancy.
Youth Experiences
The majority of respondents were between the ages of 16-20 and 21-25. The average age of
respondents was 20.84. The average age of first presentation to the ER was 16.31 years of age.
34% of respondents reported attending the ER in Edmonton Zone, 31% in Calgary Zone, 13% in
South Zone, 11% in Central Zone, and 10% in North Zone.
The majority of respondent identified as being female (92%).
Four overarching themes emerged from the responses in the youth surveys:
Care provider training – Some participants expressed dissatisfaction with care provider
attitudes toward and knowledge of mental health. Participants felt stigmatized by providers
and noted a lack of sensitivity, dismissal of concerns, and failure on the part of staff to show
compassion. Participants noted that many care providers seemed to lack sufficient training in
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mental health. This problem was not exclusive to the healthcare setting; attitudes and
knowledge should be improved in the school environment as well.
Wait times and access ‐ Long wait times to get into the ER, to see a mental health professional
for an assessment, and/or to get help in the community when leaving the ER, were seen as
unacceptable to youth. Participants waiting for care sometimes questioned their decision to
seek help, and often left feeling hopeless instead of receiving care. Lengthy wait times were
identified as an issue in the ER, for inpatient beds, and to access community mental health
services as. Lack of appropriate providers resulted in a bottleneck inhibiting access to care.
Family involvement ‐ While participants appreciated the support of their family, many would
rather have limited family involvement. Participants were less likely to be honest about their
mental health experience if family was present. Many felt embarrassed and thought their
family had stigmatizing attitudes towards mental health concerns. Others were concerned that
their family would become the sole source of information sharing with the provider, instead of
being able to express their concerns themselves. Ultimately, care providers should let youth
determine the level of family involvement. In addition, care providers should take the
opportunity to educate family members about youth mental health.
Environment – Participants would like to see a private space, both in the waiting room and in
the ER, for those experiencing a mental health crisis. Participants were uncomfortable receiving
care for a mental health crisis in an open environment and expressed hesitation about
discussing their concerns when others could hear and/or see them. The ER environment was
also described as being cold and sterile.
Youth Webinars – MAPs Focus Groups
In order to make the focus groups accessible to youth, “webinar” sessions were held online
using the platform Adobe Connect. Two sessions were scheduled and invitations to all youth
who indicated interest from the surveys were contacted. In total, 150 youth indicated interest,
45 accepted invitations to the webinars and 6 youth participated in the webinars. MAPs and the
AMH SCN™ jointly facilitated these sessions.
The goals for the youth focus group were to:
1. Share the four overall themes elucidated from the surveys
2. Seek validation from participants on the summarized survey results and ask what, if
anything, was missed
3. Expand on survey results and ask for more information on how/what can be done better
(what would improve care)
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The overarching themes from the youth focus groups were:
Concern #1: Improved Triaging
"It feels like I’m being punished for having a mental health issue"




As soon as addiction and/or mental health is flagged, youth feel that they are treated
differently
Feels like as soon as they are identified as having a mental health concern, they are kept
away from everyone, in seclusion, personal belongings taken from them
Need a better triaging system where mental health does not equal seclusion and loss of
personal belongings and to determine who needs security

Concern #2: Use of Security
"Felt like I was in a prison. Security guards watching me, escorting me to the bathroom. Very
stigmatizing"





Stigmatizing from everyone in the ER including staff and other patients
Find different ways to ensure safety without having security guards in uniforms
Frustrating how patients have their clothes and belongings removed, guards are in
uniforms, and staff on unit in “regular” clothes

Concern #3: “Ask Me!”

“I expressed my bad experience with medication in the past and asked for additional
resources or information on what I could do and was told if I didn't take the medication there
was nothing they could do for me”




Youth want a variety of options, not to just be offered medication
Youth want their experiences, fears, and their understanding of their illness to be
heard
Ask youth about their family’s involvement – don’t assume anything, regardless of
their age

Concern #4: Practice Empathy
“Don't just stick me in a room and not say anything to me. Talk to me, tell me where you're going,
when you'll be back. Ask me questions and let me ask you some.”




ER is often the last place youth want to go; often youth only go because of a safety
concern or something drug related
Staff need to be mindful of their approach (i.e. eye level, body language,
proximity/space)
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Youth are not textbook cases – staff need to understand mental health and also be
relationship-based practitioners who care about patients

Concern #5: Physical Environment
“Maybe even having volunteers who could sit with us during these long waits or even peer
supporters who have utilized the ER or mental health system, they could sit and talk with us.
Overall not being left alone”




Provide simple things for youth to do while they wait – colouring books, doodle
pads, information to read
Youth don’t want to be left alone for long amounts of time; do check-ins often and
provide updates on where things are at

Concern #6: Support When Leaving ER
“The waiting time is way too long. Or, going to the hospital is already hard enough for me, it is
highly unlikely that I am going to go to yet another place and tell my story yet again”




Youth (and their families) worry about what they will do in their next crisis because
youth fear going back to the ER based on their experiences
Wait times for the referrals (if they get one) are long and they don’t get updates on
what they can expect for wait times

The dialogue from theses focus groups coupled with the results of the surveys were used to
create a current state journey map by the MAPs group. This represented the youth journey
upon which all additional data, information and experiences gathered would be layered to
create a full current state journey. The map went through several iterations with input from the
project team and was sent for final approval and validation from the youth who
participated/who expressed interest in the focus groups (Figure 2). The white bubbles indicate
the current state as described by the youth. The blue bubbles indicate the hopes that the youth
described.

Helping Kids & Youth in Times of Emotional Crisis: Phase 1 | 18

Helping Kids & Youth in Times of Emotional Crisis: Phase 1 | 19
Family & Caregiver Experience
35% of respondents reported bringing their child or family member to an ER in Edmonton Zone,
34% in Calgary Zone, 14% in Central Zone 12% in South Zone, and 11% in North Zone. This
closely mirrors the distribution seen in the youth surveys.
Contrary to the youth surveys, when asked to identify the child/family members who they had
taken to the ER’s biological sex there was a more even distribution of male and female (44%
and 56% respectively).
The majority of respondents (67%) were not employees of Alberta Health Services, indicating
that a broad public sample was achieved.
Half of the respondents indicated that their child/family member has been admitted to the
hospital for an addiction and/or mental health issue.
Four overarching themes emerged from the responses in the family & caregiver surveys:
Wait times and access ‐ Wait times for care in the ER, both from ER team members and mental
health professionals, were seen as unacceptable to respondents. Caregivers were concerned
about wait times when worried for their child’s safety, especially when their child had
attempted suicide or was experiencing suicidal ideation. Participants noted a lack of mental
health services offered during the evenings and weekends, and expressed frustration that an
appropriate mental health provider was not always available for youth. Parents also stated that
the long wait for getting support in the community is very frustrating and inhibits recovery.
Care provider training ‐ Many participants were disappointed in the quality of care, noting that
care providers lacked sufficient training in mental health. Participants were often concerned
that their child was being discharged prematurely while they were still at risk. Participants
described how care providers minimized mental health symptoms, held stigmatizing attitudes,
showed a lack of sensitivity, and failed to demonstrate compassion. Participants said these
attitudes often made their child question their decision to seek help, and worsened their
mental health state.
Communication and navigation ‐ Caregivers felt they should be able to help their child
communicate mental health concerns with staff and should be involved in treatment planning.
Participants would have liked to receive more educational material on youth mental health so
they could better support and care for their child. Participants were disappointed in the lack of
follow‐up from care providers, often feeling forgotten. A patient navigator would be beneficial
to ensure caregivers are pursuing timely appropriate care for their child.
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Environment – Participants were concerned with the lack of privacy for their child and family.
Participants were concerned that their child would not be completely honest with ER staff
knowing that other patients could hear and/or see them. Further, participants were concerned
that the lack of privacy could worsen their child’s condition.
Family & Caregiver Focus Groups – PaCER Focus Groups
Twenty-one (21) family/caregivers participated in the focus groups lead by PaCER. These
participants were recruited via two methods: 1) Through care providers from ED’s (specifically
the Alberta Children’s Hospital in Calgary and the Stollery in Edmonton), parent councils and
parent advisory groups, community agencies and 2) self-identification of interested individuals
from the online surveys. Participants were mostly female (20 female, 1 male) with slightly more
reporting their child who presented to the ED being female (12 female, 9 male). Eleven (11)
participants were from Calgary Zone, 7 from Edmonton Zone, 1 from Medicine Hat, 1 from
Jasper and 1 from Camrose (Koczkur, Halton, Pintson, Bercov, & Shklarov, 2018).
Through discussions with the families & caregivers the following journey map was created
(Figure 3):
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Figure 3. The Timeline and Path through the Emergency Department – Parenting a Child in the
ER (Koczkur et al., 2017)
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Four (4) overarching storylines emerged across the discussions from the focus groups:
High Expectations for Help: Parents with a child in crisis are by nature also in crisis. When they
arrive to the ER they have high expectations that they will receive help to remedy the crisis. A
parent’s job is to protect their child and they want to be engaged in a way that will be helpful to
their child, however they often felt that staff were either too busy or unable to inform or
engage with them. This led to hours of waiting with parents having no information on what was
going to be happening next. Having some knowledge of what to expect/what is happening in
the ER would help to lower parents’ anxiety and would help them to support their child. Some
parents indicated experiencing mental health care in other countries such as New Zealand and
the UK where there are separate entrances and areas, patients feel welcomed and are treated
with compassion.
Is the ER the Right Place to Go?: Families & caregivers indicated feeling that ER staff required
more support and/or training to help people in distress as well as their families. Participants
indicated that they felt like they and their child was being punished for seeking help at the ER
and that their experience in the ER was more harmful than helpful.
It’s All Cracks!: Families & caregivers looked elsewhere for supports but went to the ER because
they were told that it was the only way to receive immediate help in a crisis. There are major
problems accessing mental health services (e.g. the waitlists are long). Once at the ER,
participants highlighted the gaps in waiting and information sharing. Parents indicated that they
felt dismissed upon arrival at the ER – as though they were not believed that this was a crisis.
There are many campaigns aimed at informing parents to take their child’s mental health
seriously and to get help when needed – however they feel there is nowhere to go to actually
seek this help.
“I Promised We’d Get Help”: Families & caregivers are feeling stressed and fearful when they
bring in their child to the ER, however they also want to be strong and supportive for their
child. They indicate needing to convince their child to stay through the long wait times in order
to receive support and help. In the end, parents indicated feeling helpless as their child was
shamed for seeking help as they felt they put their child through the ordeal of going to the ER
for aid that was not, in the end, received. This led to additional tension and a break in trust
between the parent and child and unwillingness on the child’s part to return to the ER in future
crises. Parents also indicated that they experience a loss of work time, financial stressors and
relationship tension as a result of their child’s emotional crisis.
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From the focus groups, PaCER has produced six recommendations:
1. Parents want to be partners, feel they are a part of the solution and have someone to
turn to for support and assistance in managing the impact if mental illness on their
family and themselves.
2. Rethink ER services for mental health patients, including: use of restraints, uniformed
security guards, isolating rooms, more mental health expertise at time of triage and
waiting for consult, environment that feels punishing rather than calming and
compassionate.
3. A separate location for mental health emergencies, such as a smaller clinic or urgent
care facility, separate hospital treatment areas in the emergency department.
4. Supports are needed for youth to talk to someone during the long waits, at discharge
and after while waiting for treatment. An interim support worker to help youth and the
family get through the ongoing crisis periods during the long periods of time while on
waiting lists to see a mental health expert or program.
5. Supports are needed for parents in the emergency room, more information about what
is happening and what to expect, connection with a support person would reduce the
parents stress allowing them to be helpful and supportive for their child.
6. Parents have expertise to share and strength to contribute to managing their child’s
mental health crisis. Listening to the parents, engaging them, and accepting their
contribution can help improve the quality of help received by the child.

ER Mapping
The third layer in Phase I involved determining, from a systems/ER lens, the process through
which youth with addiction and mental health related issues pass through the ER. Site visits
including interviews with a variety of staff including triage staff, ER nurses, mental health
teams, psychiatrist, and bed coordinators, occurred in order to capture the current state as
identified by the health system.
Methodology
Due to the focus on the two urban zones in this work, data was collected at the Alberta
Children’s Hospital (ACH) in Calgary, and the Stollery in Edmonton. Analysis of the other ER’s
within the Calgary and Edmonton zones only occurred in relation to the flow of patients within
the zone and clinical practices identified as needing consideration to inform the current and/or
future state.
The primary objectives of the ER Mapping Layer were to achieve:
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An understanding of the:
o patient flow through the ACH and Stollery ER’s to a point of triage through to
disposition back to the community or to an inpatient bed
o patient transfer patterns within the zone
o interfaces between the ER and A and MH systems
o roles (defined and in practice) of the various providers (ER and A and MH)
o processes/guidelines to determine who needs a consult
o processes/guidelines to determine who needs an admission
o processes/guidelines for transfer to an inpatient bed
o barriers and opportunities to assist staff in providing excellent care
Identification of the:
o areas of variance within the zone and between zones
o strengths and challenges with solutions implemented to date
o best practices that may be considered in the improvement of care
o areas for further exploration to improve efficiency
Overview of the designated child psychiatry beds within the zones including:
o Number of beds
o Types of beds
o Distribution within the province
o Lengths of stay
o Number of ALC patients and qualitative understanding of the barriers to
discharge
o Out of region admissions/discharges
o Admitting and discharge practices e.g. elective admissions
o Utilization of off-service beds

A flow map was created for both sites (Appendix C: Stollery Flow Map; Appendix D: ACH Flow
Map) based on the information gathered during the site visits and also through data that was
pulled via the Emergency data repositories.
Models
Differences in service models were found:
ACH
Under 18 yrs

24/7 Consultation Model (2 FTE D/E and 1 FTE
ND – ER Nurse in MH pod – 4 beds

Stollery
Under 17 yrs (17+ are seen in adult ED’s and
transferred to Stollery for further
consultation if required)
Direct Care Model – Assessments and direct
nursing care (1 FTE Nurse, 1 FTE Psych aid –
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All referrals are seen by PES prior to Consult
to Psychiatry
Beds at multiple sites
Off service Admits
16-17 yr. admits on adult units
Follow-up/bridging services onsite –
Emergency Room Outreach

D/E) – 2 beds
60% referrals direct for Psych Consult
Single site for acute beds (RAH) – all admits
must be transported
No off service admits
No under 18 admits on adult units
Referred to Mobile response team for next
day follow-up/bridging to community
services

Time Spent in ED
Data was gathered from several sources in order to determine the average time spent
throughout each stage of the patient visit to the ER (Figure 4).

Figure 4. Average Time per Stage in the ER on Patient’s Journey
The variation in wait times across the two sites is due to the variation in the service model
delivered (i.e. complete care model vs. consultative model).
Data was also pulled to determine busiest ER presentation times. As seen in Figure 5, ER
presentation rates increase during weekdays compared to weekends. Figure 6 demonstrates
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the increase in presentations in the latter half of the day. In using data like this to inform future
models of care we can ensure the best use of staffing and resources.

Figure 5. ER Visit Rates by Day of the Week

Helping Kids & Youth in Times of Emotional Crisis: Phase 1 | 27

Figure 6. Rates of ER visits by Time of Day
EIP data pulled from Tableau indicated that EIP wait times increased over the weekend with the
longest wait time occurring over Friday and Saturday (Figure 7).
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Figure 7. EIP Wait Times

Outcome
Provincially, 60% of consults went straight to psychiatry however only 17% of patients were
admitted.
Data was pulled from hospital systems to determine how patients visits to the ER concluded.
Admission
Discharged Home
Home with Support
Left Against Medical
Advice
Left without treatment
Left without being seen
To clinic?
Transfer Non-Acute
Transfer Acute
Totals

ACH
1355
4766
45
23
6
72
0
1
312
6580

20.6%
72.4%
0.7%
0.3%
0.1%
1.1%
0.0%
0.0%
4.7%

UAH
80
4697
4
46
15
176
0
21
362
5401

1.5%
87.0%
0.1%
0.9%
0.3%
3.3%
0.%
0.4%
6.7%
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Beds
Edmonton Zone had a total of 54 inpatient child and youth mental health beds (Children=12,
Adolescent=10, Crisis=6, Rehab=26) while Calgary Zone had a totally of 49 (Children=12,
Adolescent=37).
Bed management practices differ between Edmonton and Calgary Zone.
Calgary Zone:





Admissions:
o All admissions go through Bed Coordinator who gathers information and
presents at daily conference with managers/site leads to determine placement
 After 1500h the Bed Coordinator provides a list of bed availability and the
ER must contact the unit directly for admission
o This includes admits to medical units and Woods Home beds
o Priority is based on time stamps of arrival to ER
o Currently sites outside of ACH do not consult with ACH team about admissions
o No elective admissions since 2010 (policy change)
 This has increased usage of Off Service Beds (eg. In 2012/13, 35% of
admissions were patients with mental health issues)
Average length of stay varies across sites; ranges from 14-30 days.
o Initiatives aimed at getting all units down to 14-21 days
Estimated ALC rates are 20-25%

Edmonton Zone:








Access to inpatient admission is completed by Psychiatrist/Resident - Contact is made
directly to inpatient unit for bed availability.
All admits are transported via inter-hospital transport to RAH
Unit manager participates in Zone wide Bed Mgt. calls daily for bed capacity reporting
Direct management of beds is tasked to the Frontline Unit Manager
Adolescent beds (total 18) - 80% of admissions to these beds are from emergency
Elective admission management is in place
4 beds are designated and kept vacant for emergency department admissions only –
when a child requires someone to watch them sleep - 24/7 nursing and psychiatry dailyvery discretionary use of beds
o Never go into day or evening without at least one bed available emergency
admit bed – W/E - 3 available beds
o Unit is considered full capacity (100%) when 14 of the 18 beds are filled
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o Informal bed alert protocol is initiated once allocated emerg beds start to fill i.e. beds only 2 left – start talking about who can go home/be discharged with
supports
o Monday morning unit meetings – post w/e – unit full and three kids in emerg.
Have discussions on who can be discharged and what other resources can be put
into place within the community
o Long ER waits to bed is rare
o Medical lead for Stollery – Quarterly meetings to discuss/review access and flow
processes.
Elective Admissions
o Psychiatrist identifies patient for elective admission/waitlist
o Kids under 12 – Elective admissions are mostly for humanitarian and respite
purposes
o First come first served typically with urgent needs considered as they present
(i.e. calls to unit from patient or psychiatrists)
o Unit manager or program manager - Start at the top of the list and work their
way down. There is a review mid-week (Wed.) for anticipated discharges/ empty
beds coming up
o If a family declines a bed when it becomes available there is follow up with the
referral source for a decision to remove the youth from the list
o During slow summer months on adolescent units – will utilize bed capacity for
elective waitlist patients

Strengths within Current State
Generally psychiatric services in the ER were seen as invaluable.
ACH:







Fast track for Triage level 3
Full Mental Status Assessments occur prior to Psych consults – Consultation Model
It was felt that education and integration between the ER and MH was improving
An Emergency Room Outreach (ERO) team exists onsite to connect and help bridge
patients to services
The implementation of new community based initiatives appears to have reduced ER
presentations
The use of Sunrise Clinical Manager has improved communication between ACH and
other ER’s in the Zone

Stollery:
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There are Mental Health nurses providing care in the ER
Clear admission criteria for acute inpatient beds vs. connection to community
resources/urgent care exist
Good bed utilization/management practices exist within Edmonton
Elective admissions have alleviated pressures on the ERs

Opportunities/Challenges
ACH:









ER nurses indicated that they do not feel comfortable working within the Psych areaThey don’t feel they have the skill set/education to care for patients during EIP LOS
ERO teams workload and hours of operation – despite that early mornings are typically
very quiet, the ERO team is in place during these hours
PES – Night Shift is typically very quiet or the kids are too tired or sleepy so it is not an
ideal time to complete assessments
No clearly established use of inpatient bed criteria
There are long waits for bed – Especially 12 and under
Off service admission – not ideal for the care and treatment of patients
There are no elective admissions – ER access only into inpatient care
More community based services (such as Woods Program (Calgary) Service)

Stollery:











17+ this is a difficult transition for on families and children to be forced to go to adult
ED
Unless a psych consult is requested, MH services are not involved
There are varying practice for medical clearance for patients arriving from other ER’s
Criteria/parameters for MH nurse assessment vs Psych consults are not clearly defined
There is only one MH FTE to cover assessments and complete patient care
Breaks are provided by Team Lead Stollery (who is not always available to do so).
Psychiatric Aide is not always replaced - If there is no replacement coverage for Psych
aide – MH is unable to leave area to complete assessments in other ER beds
Patients are told to return the next day for an assessment if it is too busy or in early
morning hours (0100h- 0500h) when there is No EMHT team available
Mobile Response Team rarely utilized (if at all) - due to availability to respond in a
timely manner
Transport is required for all admissions – e.g. to gain access to beds at Royal Alexandra
Hospital
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Shared:













Improved communication between ER /Psych teams and between ER/Psych program
administration is required
There is varying degree of AMH knowledge and comfort (ER staff) – more mental health
education for ER Staff is required
Coverage should be aligned with busiest ER presentation times (24/7 may not be best
use of resources – look to Figure 5)
Patients who are directly triaged to Mental Health beds can experience longer waits to
be seen than non-MH-patients with lower CTAS scores due to lack of MH bed availability
There is an opportunity to increase /utilize Social Worker’s role at the sites – there
would be a need for role clarification
There is a disconnect between public understanding of what can be offered by an
emergency department – There exists a need to better educate the public
School referrals to the ER are increasing- other resources as a first contact for school
counselors should be considered etc. Increased Public and School education on access
to services outside ER is required
There is limited psychiatry coverage to manage both Urgent Clinic service and psych ER
- This leads to long waits for urgent clinic referrals
Walk in clinic, urgent/ crisis clinic and PCN’s need to be used to alleviate pressures on
the ER’s
Community services hours of operation – School hours – are not designed for when
patients are available which leads them to default to ER’s
Children’s Community clinics hours of operation- would like to see access to psychiatry
support on evenings and weekends (when families can access)

The findings of the ER Mapping have been validated back with each of the sites and also
discussed and validated with the Working Group. We have categorized the data in this layer
into four main themes:
Service Model: There are variations in the service models between Calgary and Edmonton Zone
which leads to inconsistent care across the province. There are both pros and cons to the
different models and consideration/evaluation should be used in order to determine the best
(likely hybrid) model to implement moving forward. Staffing levels should be reflective of the
busy days/times so that resources can be best used.
Pathway Development: Staff see the opportunity for the development of pathways of care for
youth presenting with addiction and/or mental health related issues in the ER. Ensuring that
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standardized assessment, consultation practices etc. are in place will aid in streamlining the
care of youth presenting to the ER with addiction and/or mental health related issues.
Training & Stigma: ER staff reported not feeling that they had sufficient training and knowledge
to support youth presenting with addiction and/or mental health related issues. A lack of
education and understanding has led to staff viewing these patients with a stigmatizing lens.
Alternative Services: There is a need to increase awareness and access to alternative services
within the community in order to alleviate the pressure on the ERs. Public and School education
on what services and support the ER is and is not able to provide is required.

Literature Review
A literature review layer was included in the planning of Phase I. However, upon closer
examination of the three other layers it was determined that it would be more efficient to
create a full picture of the current state and to identify, with our Zone partners, which
opportunities were most urgent to address and were most likely to improve the experience of
care for our patients. As such, the literature review layer will be moved into Phase II.
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Brain Trust 2
On February 28 2018, a second Brain Trust was held in Calgary to summarize the findings of all
of our Phase I work and to seek validation and feedback on future directions for this work from
a broad group of stakeholders, leaders, and patients.
Through layering all the data and information gathered to develop the current state, the
opportunities for improvement were divided into five overall themes. These themes were
presented to the participants of Brain Trust 2 for validation and further discussion. World Cafes
were held throughout the afternoon so that smaller groups could participate in facilitated and
in-depth discussions around how the data and information presented made them feel, to
provide the opportunity for attendees to highlight anything that may have been missed or that
did/did not resonate with their own knowledge and experience, and to participate in
brainstorming potential solutions as well as barriers to the implementation of some of those
solutions.
The themes are presented below are the final themes that will be used to move this work
forward into Phase II. Within each theme, specific areas/projects for consideration have
emerged through the surveys, focus groups, ER mapping process, discussions with the Zones, at
the Working Group and at the Brain Trust 2.
Stigma
Stigma emerged at the forefront as a large gap across many layers of Phase I. However, rather
than create a theme (and subsequently a bucket of work) around “Stigma” we challenged the
Brain Trust 2 participants to consider how stigma relates to and affects each of the themes and
the problems identified as well as the proposed solutions. If we can address gaps in each of
these areas, we should begin to move the dial towards decreasing stigma. Throughout the
World Cafes, participants were challenged to think about whether implementing a specific
initiative would lead to an increase in stigma, a decrease in stigma, or not affect stigma at all.
This “stigma lens” will continue to be at the core of this work as it moves forward into Phase II.
Themes and Recommendations
Theme 1: Youth and families don’t know where to go for help in times of crisis (before and
after ER visits)
Problems identified:
Youth and families have indicated difficulty in navigating the health care system for support
prior to/while in crisis and that there are challenges in accessing follow-up care. This includes a
perceived lack of quality in the information provided to them upon discharge from the ER, a
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lack of follow-up to see if they were able to access care, and a lack of availability to the services
to which they have been referred.
It has been identified that schools, the public and even primary care may not have a complete
understanding of what services and supports the ER is able to provide to a youth presenting
with an addiction and/or mental health related issue. Primary Care has indicated that they will
send their patients to the ER due to a lack of other available services (or a lack of knowledge
about all of the potential community based options) or due to the timing of the crisis (i.e. in the
evening when other services are closed).
Areas/Solutions for consideration:








Enhance availability to access to community based resources
Provide “self-serve” options and navigation tools such as:
o Online tools and apps for assessment
o Way-finding tools and apps
o Online treatment (online CBT)
o Alberta wide website with all relevant and helpful information
Create hubs outside of schools or primary care clinics where youth can seek safe
services
Provide education for GPs about what else is available to support their patients
Strengthen partnerships between communities, schools and the acute care system
Create and implement clinical pathways that span schools and primary care into and out
of emergency departments to improve navigation

Theme 2: Health care professionals awareness, understanding, empathy, comfort level and
competencies with addiction and mental health needs to be improved
Problems identified:
Youth and families reported feeling that staff don’t understand addiction and mental health
issues and that they are treated differently when they go to the ER with these issues compared
to a physical health complaint.
ER staff also report feeling unprepared and uncomfortable when dealing with patients with
addiction and mental health issues and point to only a general education and understanding of
these issues.
Areas/Solutions for consideration:
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Create a special certification for mental health (i.e. a Mental Health equivalent to
Pediatric Advanced Life Supports (PALS))
Increase availability of psychiatry/consulting services after-hours and on weekends
Allow ER staff to access treatment plans, health history, and other relevant data
sources, in particular for those patients frequently accessing services
Empower ER staff through opportunities to shadow AMH staff and/or use peer-to-peer
training
Provide additional training opportunities for ER staff

Theme 3: Parents/caregivers have unmet needs in times of crisis
Problems identified:
Families report that by the time they are bringing their child/loved one in to the ER, not only is
the youth in crisis, but they (and their family unit) are also in crisis. They report wanting
information on how they can help their child deal with the next crisis but also wanting support
for their own health needs. They often feel that their role as a “parent” is unclear when at the
ER. When their child is discharged home with a referral to a service with a 6 month waiting list
it falls onto the families to serve as a case worker for their child. Work hours are lost to stay
home to watch their child, relationships are strained between the parent and child as well as
within the entire family unit, and the mental, emotional and physical well-being of the parents
are also suffering.
Areas/Solutions for consideration:






Provide resources for families/caregivers to access support for themselves
Establish communication protocols to ensure parents are still able to “parent” while
managing expectations while in the ER
Focus on family centered solutions
Provide Peer Support opportunities that can be accessed before, during and even after
ER visit
Provide educational materials around addiction and/or mental health for parents (i.e.
biological brain disorders, chronic conditions etc.)

Theme 4: Youth and families had poor experiences in times of crisis (both ED and AMH
related) at the ER
Problems identified:
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There was a reported lack of understanding and communication of the processes once at the ER
and protocols which isolated parents and youth created further information and
communication barriers. The use of uniformed security guards is intimidating and stigmatizing –
youth reported feeling like others in the ER thought they were dangerous. Protocols from
removing clothing and all items from youth and isolating them in a room also led to youth
reporting feeling stigmatized and lonely.
Areas/Solutions for Consideration:







Allow parental access to youth in the ER
Provide youth access to pens/paper, colouring books, phone chargers, stuffed animals,
soft blankets in the ER while they wait
Have Peer Support available for youth in isolation (and families) to provide support and
information during and after their ER stay
Ensure regular communication between staff and youth/families about processes and
progress during their ER stay
Separate door/system for AMH? Separate waiting rooms? (How will this affect stigma?)
Support staff in the “little things” that can be said/done to promote trust and relieve
stress for youth and families (i.e. saying to the youth and/or families “You came to the
right place”)

Theme 5: There is variation in practice and standards for ER, including care for addiction and
mental health
Problems identified:
There are different service models being delivered in ERs across the province for youth
presenting to the ER for and addiction and/or mental health related concern, each with pros
and cons. Standardized assessments, protocols and practices do not exist and lead to variation
in care. Staff hours, especially those of specialized teams (mental health and mobile teams) are
not aligned with the times of high need/traffic in the ER.
Areas/Solutions for Consideration:





Implement standardized protocols, policies, processes for care of AMH patients in the
ER (e.g. admission criteria, consult time, bed management)
Set targets and accountability for consults, rounds, discharges, follow ups etc.
Create a hybrid of the Complete Care and Consultation models currently in use
Decrease length of AMH assessments; utilize other staff (i.e. Social Worker, Nurse
Practitioner etc.)
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Rural Zones
While the majority of our focus was spent on Calgary and Edmonton Zones, we recognize that
there are unique challenges faced by the rural zones such as geographic spread and limited
resources/staffing and access to beds. Initiatives that are rolled out in the two urban zones may
not be sufficient for the rural zones, or may need adjustment and so special consideration of
how work can be adapted/enhanced to better support these zones is required.
At the Brain Trust 2 we did form a World Café to specifically address the potential opportunities
and gaps within our rural zones. The following suggested areas for improvement were put
forward:





Increase recruitment of child psychiatry
Build capacity for rural GPs to support youth
Strengthen and build better relationships with communities to leverage community
resources
Opportunities for telehealth/tele-psychiatry/mobile technology

As we move into Phase II, there will be a greater focus on exploring in more depth the current
state within the rural zones so that any initiatives that are implemented will also take into
account the unique challenges in the rural areas.

Next Steps
In order to move into Phase II of this work the AMH and ESCNs™ will complete a pre-planning
process to prioritize the potential opportunities. Information on work that is currently in
progress has been gathered and will continue to be investigated to search for opportunities to
connect and leverage existing initiatives.
The following governance structure has been proposed for Phase II, with the number of
working groups dependent on the projects that are prioritized out of the pre-planning phase
(Figure 8).
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Figure 8. Proposed Governance Structure for Phase II
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