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In ER 

Receive fax from 
doctor/school 

TO MCFD 
MAP 

Mom and child present 

at pediatrician 

Child starts to hit, cry, 

block door, behaviour 

is uncontrollable 

Ambulance is called and 

child is taken to ER 

in ambulance 

In ER: Pediatrician on call 

medically stabilizes in ED 

Admitted to ER room with 

parent, RN or SW to calm 

them and stay calm 

Certified under MH ACT 

 Given medication 

 Code white might 

be called 

Hx is attained from parent 

IHSU screen, access care 

IHSU 

Could be referred to SU 

adult psychiatry directly 

Assessed by emergency 

CYMH worker within 

two hours 

1:1 observation by 

HC provider 

Referred to PDCRS or 

Boys and Girls Club, School 

supports AB SW Friendship 

Center Family 

Resource Center 

MCFD 24-line for 

child protection 

Emergency foster care 

Discharge home under 

parents’ care 

 
 
 9 year old 
 Multiple behavioural issues 
 Home and school difficulties 
 Physical and verbal aggression 
 

 YES 

NO 

DECISIONS 

BARRIERS 

Referred to portage 

Refer to CYMH in 

regular office hours 
Assessed by PRHSW 

Child is admitted to peds 

Held until assessment 

can be done 

Need higher 

level care? 
Is there a substance 

use issue? 

 

Does it fit with 

CYMH mandate? 

 

Is CYMH 

available? 

Is child admitted 

to pediatrics? 

 

Is PRHSW 

available? 
Is child able to 

go home? 

BARRIERS 

 No activities to self-regulate in ER 

 Can be a delay between ER assessment and 

clinician assignment 

 ED will not know about previous interaction with MCFD 

 Hospital ER staff are to fax CYMH to notify of child/youth 

presenting at hospital 

 Clinician to follow-up with referral – referral may not 

arrive at CYMH 

 Services with Aboriginal CYMH are different than CYMH 

 Psychiatry referral can be made by doctor to BC Children’s 

but family must travel 

Y N 

Y 

Y 

Y 

Y 

Y 

Y 

N 

N 

N 

N 

N 

Y 
Is the Seclusion Room needed? 

 Elopement risk, danger to self 
or others 

 Is hard for staff, parents and 
doctors to see used 

 

Refer to weekdays or 

weekends and after 

hours below 



Medically stabilized 

 

Upon admission to peds 

Receive fax from 
doctor/school 

TO MCFD 
MAP 

Child admitted to pediatrics 

IDEAS FOR IMPROVEMENT 

 Increase community crisis stabilization services to 

support youth and families in crisis in community 

 Integrate MH and SU services for youth and MH and SU 

services for adult 

 Improve information sharing so services are more 

coordinated, less duplication 

 Improve information flow (between caregivers) 

re: case being open, closed, pending. Without 

this information we aren’t looking for alternate services 

 CYMH youth counseling appointments during school 

day creates stress for kids missing school and draws 

attention to them. Would it be feasible for youth 

counselors to rotate through evening schedule so kids 

can access after school hours? 

 Improve access to CYMH documents when youth 

present in ER 

 Improve communication between community partners 

 Information booklet with community resources  – who 

does what and who to contact 

 Provide clearer understanding about contracts held by 

service providers 

 SW or community mental health nurse to coordinate 

services for children/youth who don’t fall under 

CYMH mandate 

 Feedback to referral agent and others involved in 

support re: progress (i.e. to dis etc.) 

 Create an after-hours response team to help “settle 

things down” 

 Can Seclusion Room be modified to be less punitive, 

maybe modeled after a “Snoezelen Room” 

YES 

NO 

DECISIONS 

IDEAS 

Pediatric assessment 
Dx, medications and 

in-depth assessment 

Referred to APU at 

KGH or BCCH 

BARRIER: In smaller 

hospitals there is no 

pediatric psychiatry. Kids 

admitted to same area as 

adults can be scary. 

BARRIER: On-call 

adult psychiatrist is not 

always comfortable 

assessing children. 

Discharged with community 

support referral 

(see community supports) 

Respite on ped or 

emergency foster care BARRIER: Connection 

between caregivers can 

depend on families to 

navigate. 

BARRIER: Families can get 

mixed advice from different 

support groups. 

BARRIER: What supports 

are available to stabilize 

home situation? 

BARRIER: Lack of family 

support leads to parent 

burn-out, hospital becomes 

respite care. 

COMMUNITY SUPPORTS 

Friendship centre/ 

bands – similar role 

to integrated family 

development worker 

Pediatrician Private psychiatry or 

private EFAP (if family 

has means) or 

private psychologist 

School-based 

behavioural intervention 

support workers 

ICAN if 

a. Autism 

b. Complex developmental 

disorders 

c. FASD 

(can wait 1 to 2 years 

for assess) 

PDCRS Youth Services 

 Storefront location 

 Faster parent support 

 Alternate school program 

 Home support 

Behavioural 

intervention workers 

Integrated family 

development 

 Family can self-refer or be referred 

by CYMH 

 Have group classes and in-home 

support, in-office support 

BARRIER: 

If private 

assessments 

are done by 

non-credential 

professionals 

they are not 

usable for 

school/CLBC. 

purposes 

BARRIER: 

Recommended 

services not always 

available in 

community. 

BARRIER: Parent 

may not pass along 

recommendations 

to school. 

Is higher level 

care needed? 

Is family able 

to support? 

Y 

Y 

N 

BARRIERS 

N 

MCFD Child Youth 

Mental Health 


