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Health and Alberta Health Services—
Systems to Manage the Delivery of Mental 
Health Services Follow-up 

 
 

SUMMARY 
Mental illness affects one in five Albertans during their lifetime. Severe and persistent mental illness is a 
chronic disease and should be treated like one. Even minor or episodic mental health problems can 
easily deteriorate into lifelong chronic illness, without proper and timely treatment. Mental illness is often 
experienced along with other chronic diseases and significantly complicates their treatment. 
 
What we examined 
With this follow-up audit, we applied the chronic disease management model to examine how well the 
health system meets the care needs of people with serious mental illness. We frame our findings within 
the model described in our September 2014 report on chronic disease management.1 
 
The key feature of that model is patient-centred care—care organized around the needs of patients 
rather than around the structure of the health system. 
 
Overall conclusions from our follow-up audit 
Systems to deliver mental health services in Alberta should be improved. 
 
The Department of Health has failed to properly execute its addiction and mental health strategy.2 There 
is no need to redesign the strategy; rather the department needs to carry it out. The department also has 
not done any detailed analysis or reporting on the strategy. Without analysis it is not possible to know if, 
and how, the plan has led to significant and meaningful change in how mental health and addictions 
patients are cared for.  
 
AHS has made important improvements since our original 2008 mental health audits. For the most part, 
however, the delivery of frontline addiction and mental health services remains unintegrated and allows 
ongoing gaps in service continuity. We found this lack of integration affected healthcare services in the 
following three areas. 
 
Disjointed care planning and delivery among healthcare providers and programs  
Healthcare providers continue to treat patients in isolation, often not knowing what services the patient 
is receiving from someone else. AHS indicated this is primarily because it does not have control over all 
key elements of the public healthcare system and lacks clear authority to deploy a provincial integrated 
case management mechanism.  
 
  

                                                 
1 Report of the Auditor General of Alberta—September 2014, page 3. 
2  2011 Creating Connections: Alberta’s Addiction and Mental Health Strategy 

http://www.health.alberta.ca/documents/Creating-Connections-2011-Strategy.pdf 
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Limited sharing of clinical information among service providers within AHS 
AHS’s mental health information systems remain incompatible, are outdated and do not support 
integrated care delivery. AHS told us it has not developed specialized mental health information 
management systems because it is developing a province-wide central clinical information system that 
would serve all its clinical areas. 

 
Uncoordinated frontline delivery of housing support services 
There has been no significant change in this area. In many parts of the province patients, their families 
and individual care providers must navigate the system on their own to find the right housing placement 
and the right level of support. AHS believes it does not have a clear responsibility for mental health 
housing support delivery as there are numerous other government entities involved in this area. 
 
In our opinion, AHS has both the mandate and capacity to coordinate the efforts of those entities that 
should be involved in integrating public mental health and addictions services in Alberta. 
 
Overall key findings 
AHS has made improvements in a number of areas we examined in our original 2008 audits. It has: 
• made progress by better coordinating services offered through its community mental health clinics 

and addictions clinics 
• improved processes at community mental health clinics to manage wait lists and reduce wait times 

for mental health programming 
• partnered with several primary care networks to enhance mental health treatment available to 

patients at these clinics 
 
However, the department and AHS still need to deal with shortcomings in Alberta’s mental health and 
addictions service delivery system. The formation of AHS as a single entity delivering health care in 
Alberta offered significant opportunities to integrate mental health service delivery across the entire 
continuum of care. These opportunities were largely missed. In our 2011 progress report we noted that 
the department and AHS planned to implement our recommendations from 2008, and were starting to 
take action in key areas.3 In 2014 we found that the momentum from 2011 was either lost or had failed 
to bring about significant change in the delivery of health care. Several key initiatives were discontinued 
or changed direction.  
 
Progress on implementing the addictions and mental health strategy 
Since our last progress report, the action plan4 to implement the addiction and mental health strategy 
has not been followed. The department needs to identify, monitor and report on specific tasks, targets, 
timelines and deliverables to ensure measurable progress is being made to implement the strategy. 
There has been no meaningful reporting on, or evaluation of, implementation progress. Although the 
department and AHS have improved coordination and are working on a number of activities intended to 
move the strategy forward, we were unable to determine whether, and when, these projects will achieve 
the improvements to mental health and addictions service delivery envisioned by the strategy. 
 
  

                                                 
3  Report of the Auditor General of Alberta—November 2011, pages 27-32. 
4  Creating Connections: Alberta’s Addiction and Mental Health Action Plan 2011–2016   

http://www.albertaaddictionserviceproviders.org/ccactionplan2011.pdf 
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Integration of provincial addiction and mental health service delivery 
Overall, delivery of frontline addiction and mental health services remains unintegrated and there are 
gaps in service.  
 
Between the various publicly funded providers of mental health and addictions services there is no 
integrated case management system. An integrated system would provide Albertans who have severe 
and persistent mental illness with a comprehensive care plan that follows them through the healthcare 
system, and a care team responsible to help keep them on an optimal care path. AHS indicated the main 
reason for this is that it does not have control over all key elements of the public healthcare system and 
lacks clear authority to deploy a provincial integrated case management mechanism.  
 
We found that: 
• AHS does not have an operational model for integrated case management for its community and 

hospital mental health and addictions services that clearly defines:  
- who prepares the integrated care plan and where  
- how the care teams are to be organized and managed  
- who is responsible to help patients stay on an optimal care path 
- how patient outcomes are to be evaluated 

• Emergency departments in many rural hospitals have limited access to support from mental health 
and addiction services. Emergency room staff at both rural and urban hospitals do not have access 
to patient information in AHS community addiction and mental health information systems. 

• The 4,000 family physicians in the province and AHS’s 1,800 community mental health and 
addictions staff do not have an effective means of sharing patient records and they develop different 
treatment plans for the same patient, in isolation from one another. 

• Staff compliance with case management expectations at AHS community clinics remains a problem 
in some areas. 

• AHS needs to improve its process to formally identify and evaluate potential good practices in 
operational service delivery and deploy the best ones across the province. 

 
Clinical information management in mental health and addictions 
AHS uses incompatible and outdated systems it inherited from the former health regions for its inpatient 
and community mental health and addictions services. This does not support sharing of information and 
integration of frontline service delivery; many hospitals and community care providers are unable to 
exchange clinical information from health records electronically.  
 
Most caregivers continue to use cumbersome paper-based methods, when records are exchanged at 
all. AHS has not created specialized mental health and addictions health information management 
systems because it continues to develop a unified province-wide health information management 
solution to serve all clinical areas. This unified clinical information system may take five to ten more years 
to materialize, at an estimated cost of $1 billion; $1.5 billion if physician offices are included. In the 
interim AHS does not have a plan to identify opportunities to integrate care through better use of clinical 
data in the existing mental health and addictions information systems. 
 
AHS does not have an efficient system to collect, enter and process individual patient assessment data. 
Clinicians use a treatment outcome measurement tool to gather this data in a variety of clinical 
programs. The current system is cumbersome and does not ensure compliance with the measurement 
tool’s requirements.  
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Community housing supports for people with mental illness 
The importance of community housing support services to treat chronic mental illness may not be 
immediately obvious. A shortfall in such services has led to hundreds of people with mental illness 
occupying expensive acute care hospital beds for thousands of days longer than necessary every year, 
as they are forced to wait to find a suitable placement in the community. Treatment in the community 
may also be less effective if safe and stable housing is not available.  
 
Delivery of community support services does not require AHS to deliver affordable housing. What is 
required is a stronger effort to support people where they live and an organized approach to 
placements. Some in-home support services are as simple as weekly visits to help with basic activities 
of daily life. Appendix C notes progress underway related to housing. 
 
AHS does not have a formal coordinating mechanism to connect its community and hospital patients 
with the appropriate housing supports available in the 550 mental health community spaces it funds 
directly, and about 1,850 spaces independently provided by various community agencies. AHS does not 
have a formal instrument to assess the community housing support needs of these patients. In most 
parts of the province AHS does not maintain waitlists. Finding a community placement for a patient is 
largely based on persistence and the advocacy skills of their family and care providers. 
 
AHS continues to prepare an assessment of gaps between supply and demand for mental health and 
addictions housing supports, which it hopes to finish in 2015. However, it is not clear who will fill any 
identified gaps. AHS indicated it has no process at the corporate level to develop and manage housing 
and support services because it has no clear responsibility or mandate to do so. Because other 
government organizations have a mandate over various aspects of community housing, AHS believes it 
does not have the authority to lead or direct work to ensure a sufficient supply of mental health and 
addictions placement options in the community. 
 
What we found 
Treatment of mental illness in Alberta shows some movement in the direction of patient-centred care. In 
many cases these incremental improvements are driven by local Alberta Health Services staff and 
community service providers. However, the current framework of healthcare delivery does not support a 
coordinated, province-wide approach to providing patient-centred care. 
 
What needs to be done 
With this follow-up audit, we replace 11 recommendations (see Appendix A) to the department and AHS 
with one new recommendation to the Department of Health and three to AHS. The department needs to 
provide the leadership and resources for fulfilling its goal of providing patient-centred care for Albertans 
who have mental illness or addictions. To provide patient-centred care, AHS needs to better integrate its 
services and eliminate gaps in the services it provides to individual patients. 
 
Under patient-centred care, patients with severe and persistent mental health and addictions problems 
would benefit from: 
• a single, comprehensive care plan 
• a single health record, available to healthcare providers at the point of care  
• teamwork among providers of different services to guide the patient along a single, clear, optimum 

care path 
• active contributions by patients and their families to the care plan and the health record 
• community housing support services that are an integral part of treatment 
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Our recommendations 

We make one recommendation to the Department of Health and three to Alberta Health Services: 
 

Recommendation: Use action plan and progress reporting to implement strategy 
We recommend that the Department of Health: 
• use an action plan to implement the strategy for mental health and addictions 
• monitor and regularly report on implementation progress 

Recommendation: Integrate mental health service delivery and eliminate gaps in service 
We recommend that Alberta Health Services for its own community and hospital mental health and 
addictions services: 
• work with physicians and other non-AHS providers to advance integrated care planning and use of 

interdisciplinary care teams where appropriate for clients with severe and persistent mental illness 
who need a comprehensive level of care 

• improve availability of mental health resources at hospital emergency departments  
• improve its system to monitor and ensure community mental health clinics comply with AHS’s 

expectations for treatment planning and case management  
• improve its process to identify and evaluate good operational practices used by local mental health 

and addictions staff and deploy the best ones across the province  

Recommendation: Improve information management in mental health and addictions 
We recommend that Alberta Health Services make the best use of its current mental health and 
addictions information systems by: 
• providing authorized healthcare workers within all AHS sites access to AHS mental health and 

addictions clinical information systems  
• strengthening information management support for its mental health treatment outcomes 

measurement tools 

Recommendation: Complete assessment and develop waitlist system for Albertans who need 
community housing supports 
We recommend that Alberta Health Services in supporting the work of the cross-ministry housing 
planning team established under the mandate of the Minister of Seniors: 
• complete its assessment and report on gaps between supply and demand for specialized 

community housing support services for mental health and addictions in the province 
• develop a waitlist management system to formally assess the housing support needs of AHS’s 

mental health hospital and community patients and coordinate their placement into specialized 
community spaces funded by AHS  

 
Why this is important to Albertans 
Mental illness and addiction take a significant toll on the health of Albertans, and on the cost of providing 
health care. They also have a significant direct and indirect societal impact. 
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AUDIT OBJECTIVES AND SCOPE  
 
We changed our approach in this follow-up audit, as a result of the work we did on the September 2014 
Chronic Disease Management systems audit.5 Our 2014 CDM audit report focused on the Department of 
Health and AHS’s system-wide approach for managing all chronic diseases and conditions, which 
include serious mental illness and addictions. 
 
Our overarching objective was to determine whether the department and AHS have achieved 
fundamental change and improvement in key areas identified in our 2008 reports. We frame our findings 
in the context of the chronic disease treatment model. 
 
In performing this audit of mental health services we: 
• reviewed relevant documentation from the department and AHS and interviewed management at 

both entities 
• visited hospitals and community mental health and addiction clinics in the five AHS geographic 

zones and interviewed management and staff at these locations 
• examined a sample of files at each location for adult patients and clients admitted or discharged 

between January 2013 and February 2014 
 
The original audit and this follow-up focused on publicly funded inpatient and community-based mental 
health services for adults (those aged 16 to 64). We did not look at mental health services for children, 
seniors or forensics. 
 
We carried out our work between January 2014 and March 2015. We substantially completed our audit 
on April 29, 2015. Our audit was conducted in accordance with the Auditor General Act and the 
standards for assurance engagements set by the Chartered Professional Accountants of Canada. 
 
 

BACKGROUND 
In 2008 we performed an audit of systems used to deliver mental health services in Alberta. We reported 
our audit findings and recommendations in two phases. Phase one, reported in April 2008, examined 
whether the then Alberta Mental Health Board6 and the Department of Health had adequate systems to 
monitor and report on the implementation progress of the priorities set out in the 2004 Provincial Mental 
Health Plan for Alberta.7 
 
The second phase, reported in October 2008, examined the then regional health authorities’8 mental 
health operations and service delivery across the province, focusing on inpatient and community-based 
mental health services for adults. 9  
 
  

                                                 
5  Report of the Auditor General of Alberta—September 2014. 
6  In April 2009 this entity and its role in the area of mental health became part of the newly formed Alberta Health Services (AHS). 
7  Report of the Auditor General of Alberta—April 2008, pages 63-93. 
8  In April 2009 the nine geographically based health regions were replaced by AHS. 
9  Report of the Auditor General of Alberta—October 2008, pages 151-205. 
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Mental illness and addiction in Alberta 
One in five Albertans (about 20 per cent of the population) will suffer a mental disorder in their lives.10 
Suicide, for example, is a primary cause of death among some age groups and populations. Nationally, 
seven times more Canadians died by suicide than assault in 2011 (3,726 and 521, respectively).11 Each 
year suicide accounts for about 500 deaths in Alberta,12 which is roughly 50 per cent more than the 
number of traffic fatalities.13 About 90 per cent of people who end their own life suffer from a mental 
illness.14 Each year, there are over 6,000 emergency room visits and over 2,000 hospitalizations due to 
intentional self-inflicted injuries.15 
 
The results from a 2012 Statistics Canada mental health prevalence survey16 show 10.9 per cent 
(325,124 people) of responding Albertans aged 15 and older reported having symptoms consistent with 
a least one of six mental or substance abuse disorders17 in the previous 12 months. The economic 
burden of mental health problems is one of the costliest in Canada, estimated at $14.4 billion.18 
 
The department and AHS’s Creating Connections: Alberta’s Addictions and Mental Health Strategy 
makes a compelling case for change.19 
 

“Everyone is affected by mental illness. One in five people experience a mental 
illness in their lifetime, and the remaining four have a friend, family member or 
colleague who has been or will be affected (Health Canada 2002). Everyone is 
similarly affected by substance abuse: as many as 10 per cent of people over age 
15 may be dependent on alcohol or drugs (Centre for Addiction and Mental Health: 
Mental Health and Addiction Statistics 2010), and some are experiencing both 
mental disorders and substance abuse problems (Rush et al., 2008). 

 
The consequences of addiction, mental health problems and mental illness reach 
well beyond individuals. When prevention programs are unavailable, or when 
affected individuals are not able to access treatment and assistance, people’s 
functioning is impacted in all areas – work productivity, family stability, health and 
quality of life. This, in turn, impacts the well-being of the entire population. 

  

                                                 
10  http://www.health.alberta.ca/documents/GAP-MAP-Report-2014.pdf, page 18. 
11  Statistics Canada: http://cansim2.statcan.gc.ca/cgi-

win/cnsmcgi.exe?Lang=E&ArrayId=V892&ResultTemplate=NoMenus&RootDir=CII/&Interactive=1&OutFmt=HTML2D&Array_Re
tr=1&Dim=-&C2Sub=HEALTH&accessible=1 

12  Centre for Suicide Prevention: https://suicideinfo.ca/Library/AboutSuicide/Statistics.aspx 
13  Alberta Traffic Collision Statistics 2012: http://www.transportation.alberta.ca/Content/docType47/Production/AR2012.pdf 
14  Canadian Mental Health Association: http://alberta.cmha.ca/mental_health/statistics/ 
15  http://www.albertahealthservices.ca/2774.asp 
16  http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=1051101&paSer=&pattern=&stByVal= 

1&p1=1&p2=31&tabMode=dataTable&csid 
17  The six disorders measured by the survey were major depressive episode, bipolar disorder, generalized anxiety disorder, and 

abuse of or dependence of alcohol, cannabis or other drugs. 
18  http://alberta.cmha.ca/mental_health/statistics/ 
19  Creating Connections: Alberta’s Addictions and Mental Health Strategy, pages 4-5. 

http://www.health.alberta.ca/documents/Creating-Connections-2011-Strategy.pdf 
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The economic burden of addiction, mental health problems and mental illness is 
staggering. For example: 
• The World Health Organization estimates that 40 per cent of all the days ‘lived 

with disability’ throughout the world are because of mental health or alcohol 
problems (World Health Organization 2001). 

• The World Health Organization estimates that by 2020 the burden to individuals 
and society caused by mental illness will outstrip that of all physical disorders 
except for coronary heart disease (World Health Organization 2004). 

• Every day, 500,000 Canadians are absent from work due to mental illness 
(Institute of Health Economics 2008). 

• Twenty per cent of Canadian seniors currently have some form of mental 
illness. It is expected that the prevalence of dementia in Canada and Alberta 
will double between 2008 and 2038. In Alberta, this means almost 102,000 
Albertans (2.2 per cent of the total population) would have some form of 
dementia by 2038, compared to 40,000 Albertans (1.1 per cent of the total 
population) in 2008. With the population of seniors expected to increase 
significantly in Alberta, their mental health issues will continue to require 
appropriate programs and services. 

• Alcohol abuse costs Albertans $855 million in lost productivity, $407 million for 
direct healthcare services, and $275 million for law enforcement annually (AHS 
2006; AADAC and AGLC 2007). 

• Alcohol-attributed illness accounts for approximately 1.6 million hospital days, 
representing $1.5 billion in direct costs to the health system, and $3.3 billion in 
indirect costs to the Canadian economy annually (CCSA 2010). 

 
While the economic burden of mental illness constitutes more than 15 per cent of 
the burden of disease in Canada, these illnesses only receive 5.5 to 7.3 per cent of 
healthcare dollars (Institute of Health Economics 2008).” 

 
Structural changes in the healthcare system since 2008 
Since the original reporting of our recommendations, the healthcare system has been significantly 
restructured. The Alberta Mental Health Board, Alberta Alcohol and Drug Abuse Commission and the 
nine geographically based health regions were replaced with Alberta Health Services in 2009. This 
fundamentally changed the management structure and accountability for addiction and mental health 
service delivery in Alberta. 
 
In September 2011 the department released Creating Connections: Alberta’s Addiction and Mental 
Health Strategy. The 2011 strategy replaced the 2004 Provincial Mental Health Plan we reported on in 
April 2008. The objectives of the 2011 strategy are to “transform the addiction and mental health system 
in Alberta” with an ultimate goal “to reduce the prevalence of addiction, mental health problems and 
mental illness in Alberta through health promotion and prevention activities and to provide quality 
assessment, treatment and support services to Albertans when they need them.”20 
 
  

                                                 
20  http://www.health.alberta.ca/documents/Creating-Connections-2011-Strategy.pdf, page 3. 
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Overview of Alberta’s current publicly funded mental health and addictions services 
Most of the mental health and addictions services in Alberta are provided by AHS and physicians, at an 
annual cost of about $700 million and $121 million, respectively.  
 
Hospitals 
• Emergency departments: emergency departments are a key point of entry into the healthcare system 

for Albertans with mental illness and addictions. There are 98 emergency departments in the 
province, 89 of which are accessible 24 hours a day. About 59,000 individuals diagnosed with a 
primary mental disorder accounted for 89,700 emergency department visits (4.2 per cent of all 
emergency department visits) across Alberta in the fiscal year 2012–2013. 

• Inpatient psychiatric units: There are 16 hospitals with 672 acute care psychiatric beds in Alberta.21 
An additional 805 beds are associated with programs at Alberta Hospital Edmonton, Centennial 
Centre (Ponoka), the Claresholm Care Centre and the Southern Alberta Forensic Psychiatric Centre.22 
Across these facilities, 16,430 individuals had a total of 22,085 inpatient stays23 for a total of 
616,750 inpatient days in fiscal year 2012–2013. The average length of stay for mental health and 
addictions patients was about 28 days, which is 4.5 times longer than for patients without a mental 
health diagnosis. The average cost per day at a hospital is estimated at $1,500. 

• Outpatient supports: Discharged patients come to the hospital to get continuing support, either 
individual therapy or group counseling. 

 
AHS community clinics 
There are 132 community mental health and addictions clinics in Alberta staffed with approximately 
1,200 full-time equivalent (FTE) therapists and counsellors, including 39 clinics where mental health 
therapists and addictions counselors are co-located. 
 
AHS’s mental health and addictions clinics are located in communities throughout Alberta. These clinics 
offer assessment, treatment and a variety of programs, including: 
• individual therapy ranging from several sessions for short-term situational problems to long-term 

ongoing support for those with chronic and complex needs 
• group therapy and activities 
• walk-in crisis management (typically a single session) 
 
Each year, there are about 1,000,000 patient visits to all of AHS’s community mental health and 
addictions services. We were not able to obtain detailed service utilization data for mental health clinics. 

 
  

                                                 
21  Based on number of beds reported in the AHS Beds Staffed and in Operation Survey completed on September 30, 2014. We 

have excluded 12 acute care psychiatric beds at the Alberta Children’s Hospital from this total. 
22  This does not include 150 standalone psychiatric beds at Villa Caritas, an acute mental health facility focusing on the care of 

seniors with complex mental health illness. 
23  This is for patients with a primary diagnosis of mental disorder upon admission who were discharged from hospital during the 

2012–2013 fiscal year. Costs are based on average inpatient rates for Alberta. 
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Outreach and emergency mobile support 
Typically based out of community clinics, these mental health and community living support services 
can be taken to the client rather than having the client come to the service. Services offered can include: 
• street outreach for the homeless 
• mobile crisis response teams that go to peoples’ homes24 
• assertive community treatment (ACT) for high needs, long-term clients who require ongoing and 

intense support to be able to remain in the community 
• Independent Living Support (ILS) for lower need clients who require help with day to day tasks such 

as appointments, shopping or home maintenance 
 
AHS has approximately 600 FTE staff positions providing these services throughout Alberta. We were 
not able to obtain detailed service utilization data for community outreach and emergency mobile 
services. 
 
Community primary care 
General practitioners are often the first point of contact and treatment for many mental health patients. 
Specialist practitioners, mainly psychiatrists, are also important providers of mental health services in the 
community and in hospitals. 
• 573,500 individuals presenting with a mental illness or disorder accounted for 1,867,000 visits to 

3,800 family physicians in fiscal 2012–2013 
• 162,100 individuals had a total of 1,782,000 visits to 2,200 specialists  
 
Community housing support services 
Many people with mental illness and addictions live and receive treatment in the community. Many can 
live a successful life if they receive the right level of support in their own home. Others may need a safe 
and appropriate placement with the regular presence of healthcare providers. Generally, it is better for 
the patient and much more cost effective for the healthcare system, to help patients succeed in the 
community and avoid hospitalization. 
 
Not-for-profit organizations own and operate community housing, including about 2,400 spaces for 
people with mental illness and addictions, with varying levels of on-site support. AHS currently funds 
about 550 of these mental health spaces throughout the province. AHS also funds 452 community beds 
specifically for patients with addictions. 
 
AHS also provides in-home community supports to mental health and addictions patients through 
outreach and emergency mobile support services. These supports help patients stay in their own home 
and successfully continue their treatment in the community by providing assistance with often basic 
activities of daily living or get them care in the appropriate setting if they are observed to be going into 
crisis. 

 
  

                                                 
24  This can include Police and Crisis Teams (PACT), which pairs a police officer with a mental health worker. There are PACT 

teams in place in a number of regions including Edmonton, Calgary, Grande Prairie and Red Deer. For more information see 
http://justice.alberta.ca/programs_services/safe/Pages/PACT.aspx.  
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FINDINGS AND RECOMMENDATIONS 
Progress on implementing the addictions and mental health strategy 
Background 

The 2004 Provincial Mental Health Plan aimed to improve mental health delivery across Alberta through 
integration of mental health services across the continuum of care. The goal was to incorporate services 
into the broader healthcare system and fill gaps in service delivery.  
 
The department and AHS replaced the 2004 plan in 2011 with Creating Connections: Alberta’s Addiction 
and Mental Health Strategy.25 Unlike the 2004 plan, this strategy included an accompanying detailed 
five-year action plan. The 2011 strategy reflects structural changes introduced with the formation of 
AHS, but otherwise endorses the same concepts in mental health service delivery as the 2004 plan. With 
development led by the department and AHS, the strategy included the active collaboration of other 
government ministries and various community stakeholders and not-for-profit organizations. The 
strategy identifies five strategic directions,26 each having its own priorities, expected key results and 
initiatives (or actions) to achieve these priorities. 
 
In 2008 we concluded that systems intended to implement the plan were not well designed. We 
identified the following weaknesses: 
• There was no system to establish what entity or group had the overall authority and responsibility to: 

- assign specific parties to work on the priorities 
- monitor work on individual priorities and take required remedial action 
- regularly and publicly report on implementation progress 

• Because the plan resulted from a collaborative effort by many organizations, it was not clear who was 
accountable for its implementation or reporting on its progress. 

 
RECOMMENDATION 6: USE ACTION PLAN AND PROGRESS REPORTING TO IMPLEMENT STRATEGY 
We recommend that the Department of Health: 
• use an action plan to implement the strategy for mental health and addictions 
• monitor and regularly report on implementation progress 

 
Criteria: the standards for our audit 

• Responsibility for each priority should be clearly assigned.  
• An implementation plan and/or process should be created for each priority. 
• Progress in implementing the strategy should be monitored and  

periodically reported. 
  

                                                 
25  Creating Connections: Alberta’s Addiction and Mental Health Strategy, September 2011 - 

http://www.health.alberta.ca/documents/Creating-Connections-2011-Strategy.pdf  
26 The five strategic directions are:  

1. Build health and resilient communities 
2. Foster the development of healthy children, youth and families (including seniors) 
3. Enhance community-based services, capacity and supports 
4. Address complex needs 
5. Enhance assurance 
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Our audit findings 

KEY FINDINGS 
• The 2011 Addiction and Mental Health Strategy, like the 2004 Provincial Mental Health Plan before 

it, identifies all the right things that need to be done. There is no need to drastically redesign the 
strategy. There is a need to deliver on the solid goals already set by following an existing action 
plan to make these concepts a reality. 

• The department has not followed its detailed five-year action plan. This plan identifies 
implementation timelines for each priority initiative, entities primarily responsible for implementation 
and potential performance measures. We were not able to determine the progress made by the 
department and AHS in implementing their strategy. 

• The department has not done detailed analysis or reporting of progress in implementing the 2011 
strategy. Without this it is not possible to determine if, and how, the work done to date on the 
strategy has resulted in significant and meaningful change in how mental health and addictions 
patients are cared for. 

 
Action plan not followed  

The department’s addiction and mental health strategy sets solid high-level strategic directions and 
goals. Like the 2004 plan, the 2011 strategy emphasizes integrated service delivery across the 
continuum of care, patient and family centred care, comprehensive care planning, interdisciplinary 
teams, community-based services and housing supports, outcomes measurement and accountability. 
 
The 2011 strategy stated specific desired outcomes and outlined specific initiatives to achieve those 
outcomes. It contained priority initiatives to, among other things: 
• implement a chronic disease management approach to addictions and mental health 
• establish an integrated case management approach to delivering client-centred housing, and 

addiction and mental health services 
• leverage technology for better information sharing  
• improve access to addiction and mental health services in primary care 
• increase the capacity of rural communities to provide addiction and mental health services 
• establish a clear framework for supportive housing, treatment and care options, provider roles and 

funding accountabilities 
• identify major housing and service gaps across the age span and level of need, and develop 

initiatives to target these areas 
 
However, the strategy itself contains no timelines, no endpoint when it should be fully implemented, or 
any milestone review dates for making adjustments. The accompanying detailed five-year action plan 
identified potential quantitative performance measures for each of the strategy’s priorities, established 
implementation timelines and identified entities responsible. Of the 77 strategy initiatives across the five 
strategic directions, 50 were shown as the primary responsibility of AHS and/or the department; the 
remainder required coordinated action with other government ministries or non-government 
organizations. The action plan also stipulates that implementation timelines would be reviewed and 
updated annually, and that the plan would be evaluated in its last year (2015–2016). 
 
We found no evidence that the action plan has been followed nor were we able to determine the 
progress made by the department and AHS in implementing their strategy. According to the action 
plan’s timeline, many of these priority initiatives were supposed to be completed by now. 
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Implementation progress is not measured and not reported 

Although numerous projects are ongoing, and some completed, there has been no analysis done to 
assess if, and how, these projects have produced the desired result: patient centred coordinated service 
delivery across the continuum of care. We were not able to determine whether and when these activities 
will achieve the improvements to mental health and addiction services envisioned in the strategy.  
 
In April 2015 the department released its only interim report on implementing the 2011 strategy.27 We do 
not view this document as an example of adequate assessment and reporting of implementation 
progress. It offers no detail on what was completed and what measurable impact it had at the front line, 
what remains to be done, by whom and by when.  
 
The 2015 report provides a high level view only and contains no analysis or detailed information to 
demonstrate how any of the projects associated with the strategy have improved the mental health 
delivery system. Progress and final reports for some individual projects have been completed separately. 
Most of these have not been made public. Reporting needs to be regular, complete and public, and 
needs to show the operational impact of the Addictions and Mental Health Strategy on the frontline of 
healthcare delivery and on the patients’ health outcomes. 

 
Improvements noted 

In contrast to the 2004 plan, a governance framework is in place to facilitate implementation of the 
2011 strategy, with each level having specific terms of reference, roles and responsibilities. See 
Appendix D for a description of this governance structure. This framework puts in place a process for an 
Executive Steering Committee, with input from an Advisory Committee to identify and rank projects for 
the coming year. There is also an established process for the execution of each project.  
 
Documents we reviewed showed 25 projects across the five strategic directions of the strategy were 
initiated in 2012–2013, with work on 21 of these continuing into 2013–2014 along with six new projects 
started that year. However, despite these improvements, what is lacking is a process for the steering 
committee to evaluate if, and how, these individual projects collectively will improve the delivery of 
mental health and addictions services and meet the goals and objectives set out under the strategy. 
 
A Secretariat maintains an internal Implementation Summary Dashboard which tracks the progress of all 
current strategy initiative projects and provides a synopsis of expected deliverables, a summary of work 
completed and what needs to be done for each of these. Updated dashboard reports are provided 
quarterly to the steering committee for discussion at its meetings. The most recent dashboard report we 
reviewed28 shows 30 active projects across the five strategic directions, with seven of these shown as 
being complete. However, these dashboard reports are not a replacement for the action plan, because 
of their limited scope. They only focus on the execution of current projects and do not provide an overall 
implementation framework for the strategy as a whole or the level of performance measurement as set 
out in the action plan. 
 
Implications and risks if recommendation not implemented 

Without following a clear and measurable path toward integrated healthcare services, there is a risk that 
the department and AHS will expend their efforts on incremental changes and basic maintenance of the 
existing system without making the needed comprehensive and significant changes which have been 
identified. 

                                                 
27  http://www.health.alberta.ca/documents/Mental-Health-Creating-Connections-Report-2015.pdf 
28  For the September 2014 to August 2015 reporting period. 
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Without an effective means to measure and analyze the results from projects associated with strategy 
implementation, it is difficult to determine if, and how, these efforts are actually integrating the current 
disjointed model of mental health and addictions care and service delivery. Regular detailed public 
reporting is required for transparency and accountability, and is necessary to demonstrate to Albertans 
what actual results are being achieved from strategy implementation and how these are improving 
delivery of mental health and addiction services to the public. 
 
Integration of provincial addiction and mental health service delivery 
Background 

The fundamental premise of integration is that by acting as one team, healthcare providers can achieve 
more for their patients than by acting in isolation. An integrated system ensures that providers in various 
settings and at various levels of care: 
• work together to plan and deliver care to each patient 
• use and contribute to a single health record  
• guide each patient along an optimal care path through the healthcare system  
• provide for clear accountability for care outcomes  
 
Not all Albertans who suffer from mental health or addictions problems require complex ongoing care. 
Some patients present with episodic conditions that, with prompt and proper treatment, can be resolved 
without the need for ongoing intervention. On the other hand, there are patients whose mental health 
and addictions problems are severe and persistent and follow a pattern similar to that of chronic 
disease. Such chronically mentally ill patients benefit from an integrated approach to treatment, 
complete with a single comprehensive care plan, multidisciplinary care team, and a robust case 
management process. 
 
No healthcare professional group alone can meet the care needs of patients suffering from serious 
mental illness or addiction. Physicians are experts in treating medical conditions and managing 
medications. Non-medical interventions are the expertise of psychologists, addictions counsellors, 
social workers and registered psychiatric nurses. Patients receive the best care when all these 
professionals operate as one team and follow a single care plan.  
 
These concepts are not new. The 2004 Provincial Mental Health Plan aimed to improve mental health 
delivery across Alberta through integration of mental health services across the continuum of care. The 
goal was to incorporate services into the broader healthcare system, and fill existing gaps in service 
delivery.  
 
Community Treatment Orders were introduced in 2010 by an amendment to the Mental Health Act, for 
individuals with mental illness meeting the requirements outlined in legislation.29 Application of a CTO is 
appropriate only for some patients, and can be one of the tools for supporting comprehensive case 
management across the continuum of care.30 CTOs are for individuals with serious and persistent mental 
illness who have shown that without community treatment and support they may end up in a recurring 
cycle of formal hospitalization, deterioration after discharge and subsequent readmission to hospital. 
AHS’s various mobile community mental health teams deal with these individuals to ensure they comply 
with their orders. The makeup of these teams vary by zone but typically involve both mental health 

                                                 
29  Mental Health Act, (RSA 2000 cH M-13), s. 9.1(1). 
30  A Community Treatment Order is not court ordered; rather it is a treatment and care plan tailored to an individual’s specific 

needs and is intended to help them comply with treatment in a community setting rather than a mental health facility. For more 
information on Community Treatment Orders see http://www.health.alberta.ca/newsroom/community-treatment-orders-
MHA.html. 
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therapists and independent living support type workers. AHS currently monitors about 579 individuals on 
CTOs across the province.31 
 
In 2008 we found that the system was not integrated and there was no clear corporate direction or 
concrete action plan to achieve integration of mental health and addiction services along the continuum 
of care. The 2004 plan outlined all the right high level goals and objectives, but there was no action plan 
to make them a reality. Community mental health clinics, substance abuse programs, family physicians, 
hospital emergency departments and inpatient programs worked in operational silos. Patients and their 
families were often left to navigate through the system without a clear care path and without anyone 
clearly in charge of coordinating their care. A patient could have multiple care plans created by various 
providers across the system, all working in isolation from one another. Without a mechanism to 
coordinate transition from one provider to another, patients were at a risk of “falling through the cracks.”  
 
The 2011 addiction and mental health strategy recognizes that people with complex mental health and 
addiction problems often require specialized services from a variety of service sectors and 
stakeholders.32 A priority of this strategic direction is to ensure people with complex service needs can 
access a full range of appropriate addiction and mental health services and supports. This includes an 
integrated system case management model where the individual’s various services providers work 
together to meet the patient’s needs. 
 
In 2008 we also identified that service delivery expectations for public community mental health services 
were not standardized and not consistently followed by community mental health services staff. In most 
community mental health clinics the initial triage of new clients was done by qualified and experienced 
mental health professionals, but at some clinics this critical task was performed by administrative staff. 
Case management procedures around treatment planning, case conferencing, file closure, and post-
discharge follow up differed across the province. Our review of treatment files showed the existing 
procedures were not always followed by community mental health clinic staff.  
 

RECOMMENDATION 7: INTEGRATE MENTAL HEALTH SERVICE DELIVERY AND 
ELIMINATE GAPS IN SERVICE 
We recommend that Alberta Health Services for its own community and hospital mental health and 
addictions services: 
• work with physicians and other non-AHS providers to advance integrated care planning and use of 

interdisciplinary care teams where appropriate for clients with severe and persistent mental illness 
who need a comprehensive level of care  

• improve availability of mental health resources at hospital emergency departments 
• improve its system to monitor and ensure community mental health clinics comply with AHS’s 

expectations for treatment planning and case management  
• improve its process to identify and evaluate good operational practices used by local mental health 

and addictions staff, and deploy the best ones across the province  
 
  

                                                 
31  Numbers provided by AHS; active CTOs as of March 31, 2014. 
32  Creating Connections: Alberta’s Addiction and Mental Health Strategy, Strategic Direction 4.0 Address Complex Needs,  

page 27. 
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Criteria: the standards for our audit 

AHS should have systems to:  
• promote continuity and coordination of care on discharge, using a chronic disease management 

approach to addictions and mental health 
• triage and intake mental health clients at points of access into the system 
• provide mental health crisis intervention 
• treat mental health clients in the community  
• plan inpatient discharge to facilitate successful transition 
• prepare hospital emergency rooms for mental health cases 

 
Our audit findings 

KEY FINDINGS 
• Between the various publicly funded providers of mental health and addictions services, there is no 

integrated case management system for Albertans who are chronically mentally ill. AHS indicated 
that it does not have control over all key elements of the publicly funded healthcare system and 
lacks clear authority to deploy a provincial integrated case management mechanism. This may be a 
serious obstacle to improving the mental health system in Alberta and must be resolved. Broader 
provincial coordination around community housing was outside the scope of this follow-up audit.  

• For its community and hospital mental health and addictions programs, AHS does not have an 
operational model for integrated case management. This model would clearly define: 
- which patients need an integrated care plan 
- who prepares the plan and where 
- how the care teams are to be organized and managed 
- who is responsible to help patients stay on an optimal care path 
- how patient outcomes are to be evaluated 

• AHS has piloted promising innovative approaches in a number of communities to identify and 
provide focused coordinated treatment to small groups of patients with high care needs who 
consume significant AHS resources. These small scale projects have shown promising results but 
are very resource intensive. It isn’t clear how they can be expanded under the current operating 
model. 

• Critical gaps in service: 
- Emergency departments do not have access to patient information in the community mental 

health information systems, and many rural emergency departments do not have access to 
adequate mental health support at the point of care.  

- Family physicians and AHS do not have access to each other’s health information systems and 
separately develop and implement their own treatment plans for the same patient. We are not 
making a recommendation to deal with this finding at this time. We intend to include this finding 
in subsequent audit work dealing with healthcare integration.  

• Compliance with patient case management expectations at AHS community mental health clinics 
remains a problem in some areas.  

• We observed a number of improvements and good frontline operational practices at individual 
service locations across the province. Some of these good practices we already noted in 2008. 
AHS needs to improve its process to identify and evaluate local good practices and deploy the 
best ones across the province. 
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Integration of addictions and mental health service delivery  

AHS does not have an operational model for integrated case management for its community and 
hospital mental health and addictions programs. This model would clearly define: 
• which patients need an integrated care plan 
• who prepares the care plan and where 
• how care teams are to be organized and managed 
• who is responsible to help patients stay on an optimal care path 
• how patient outcomes are to be evaluated 
 
In a number of communities, AHS staff have piloted very promising innovative approaches to identify 
and provide focused coordinated treatment to small groups of patients with highest care needs and 
highest use of AHS resources. This is a step in the right direction, but it isn’t clear how these can be 
expanded under the current operating model. The overall model of frontline delivery of addiction and 
mental health services in Alberta hasn’t changed significantly, remains unintegrated and does not 
support seamless transition and integrated case management between different parts of the healthcare 
system.  
 
AHS made incremental improvements in a number of areas and increased its involvement on the boards 
of primary care networks. However, these changes have not resulted in a significant shift towards 
integration of care between hospital, community and primary care service providers for individual 
Albertans suffering from chronic mental illness and addictions.  
 
AHS and other stakeholders recognize the benefits of integrating care and helping mental health and 
addictions patients navigate through the system. However, there is currently no process in place to do 
this. No one we talked to felt this could be accomplished under Alberta’s current framework of publicly 
funded healthcare delivery. 
 
The diagram on the following page shows the current level of integration of publicly funded mental 
health service delivery in the province.33  
  

                                                 
33  This diagram is intended to provide a basic overview and does not depict every provider of services in the province, which 

includes various medical specialists, government ministries and not-for-profit organizations. 
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Overall, there is very little joint care planning and service delivery among various healthcare providers. 
Individual care providers and programs continue to treat patients in isolation, often not knowing what 
services the patient is receiving from someone else. As a result, patients may end up with multiple care 
plans that are not connected. Care providers’ access to each other’s patient health records remains very 
limited across the public system; access is limited even between treatment programs that are part of 
AHS.  
 
One notable improvement made by AHS was the consolidation of community mental health services 
with addictions services under the same management structure in 2009.34 Although joint treatment 
planning and care delivery are not yet the norm across the province, we noted improvements in this 
area, particularly at locations where mental health therapists and addictions counsellors work in the 
same building or office.  

                                                 
34  Before AHS was formed in 2009, community mental health services were provided by regional health authorities separately 

from addictions treatment services, which were provided by AADAC. Before 2009 there was no coordination of care between 
mental health and addiction service providers both at the management level and frontline treatment.  
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Critical gaps in service 

While all the gaps identified in the diagram above are important, three areas are of particular 
significance.  
 
Lack of mental health and addiction support in hospital emergency departments 
In many communities, particularly in rural Alberta, hospital emergency departments have limited access 
to and support from mental health and addiction services. Emergency department staff at both rural and 
urban hospitals do not have access to patient information in community addiction and mental health 
information systems. Access to this information would help them evaluate and treat patients presenting 
with mental illness or addictions.  
 
Emergency departments are one of the two main entry points into the healthcare system. It is the 
primary entry point for people in distress, including those with addiction and mental health problems. 
Our analysis of emergency department data shows that multiple emergency visits are a common trend 
among some patients with mental health and addiction problems. We identified a list of over 59,000 
patients who visited emergency at least 89,700 times (4.2 per cent of all emergency department visits) in 
2012–2013, for which a diagnosis was a mental disorder.35 Of these individuals, over 13,800 patients 
visited an ER more than once, of whom more than 400 visited 10 times or more. The highest number of 
visits by one individual was 98. Over 11,400 visits were revisits for a mental disorder within 10 days of a 
previous visit to the emergency department. The number of mental health emergency department visits 
has been increasing at the rate of about 5 per cent per year over the past five years.36 
 
Many people with mental illness who present at emergency departments do not have an acute care 
condition that warrants hospitalization. It is in the best interest of such patients to avoid hospitalization. 
This can be done safely for the patient through close coordination of care between emergency 
departments and community mental health and addiction service providers. Point of care support and 
access to mental health and addictions health records are vital. 
 
Most emergency departments in larger urban centres have a mental health worker on site or on call 
seven days a week. Please see Appendix C for some examples we saw at hospitals we visited. In 
contrast, rural emergency departments may receive some on call support from therapists at the local 
community mental health clinic when it is open (usually weekdays from 8 a.m. to 4:30 p.m.). At all other 
times rural emergency department staff often have little or no access to mental health support. Medical 
staff at several rural emergency department sites we visited expressed frustration at this lack of access 
to adequate or dedicated mental health support, especially on weekends or early morning hours. 

 
Emergency department staff at both urban and rural hospitals have no access to community mental 
health and addictions information systems. They cannot check whether a patient before them has a 
diagnosed mental illness, is a known suicide risk, has a history of violence, has a treatment plan, or 
whether there is a list of community caregivers to be contacted in an emergency. In other words, at this 
critical point, the healthcare system proceeds as if it doesn’t know the patient.  
 
Without access to information and coordination with community mental health service providers, an 
admitting physician may be faced with a choice to hospitalize the patient for safety reasons rather than 
for an acute medical condition.  
 

                                                 
35  Totals include ER visits for which one or more of the three main recorded diagnoses was a mental disorder. 
36  Alberta Health Services, System Level Performance Report for Addictions and Mental Health Services in Alberta 2012/13,  

page 22. 
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Lack of integration between AHS’s community mental health and addiction programs and services 
provided by family physicians 
Family physicians and AHS are two main providers of publicly funded mental health and addictions 
services in Alberta. 
• Physicians—Together with hospital emergency departments, family physicians are another key point 

of entry into the healthcare system. Mental health and/or addiction concerns are raised in at least 
nine per cent of all visits to family physicians, and amount to about $121 million each year in 
physician billings to the Department of Health.37 Each year, family physicians prepare and maintain 
about 125,000 care plans for Albertans with chronic illness,38 and about 6,600 of these plans (billed 
by physicians at about $200 per plan) list mental illness as one of the underlying health conditions.39  

• AHS—Of total base operating funding of about $10.5 billion40 received from the department in  
2013–2014, AHS spent about $700 million41 on its mental health and addictions programs. AHS 
employs about 1,800 mental health and addictions staff across its 132 community clinics and a 
number of community support, outreach and crisis intervention programs. Each mental health 
therapist and addictions counsellor prepares their own treatment plan for the patient.  

 
The 4,000 family physicians in the province and AHS’s 1,800 community mental health and addictions 
staff have no access to each other’s health information systems. They separately develop and 
implement their own treatment plans for the same patient. The health records and care plans do not 
follow patients as they go from one service provider to another.  
 
The 42 primary care networks include over 3,000 family physicians and employ the equivalent of 
73.6 full-time mental health workers (16.9 therapists, 37.4 behavioural consultants, 0.8 nurse, 
3 psychiatric nurses, 0.6 occupational therapist, 3 social workers and 11.9 psychologists).42 About 
66 per cent of these resources are concentrated primarily at four primary care networks. Half of Alberta’s 
42 primary care networks have no mental health workers and seven others have less than one FTE.43 
Access to patient health data and direct involvement in joint planning and delivery of care to individual 
patients for AHS staff working at or visiting primary care network clinics is limited to those sites. 
 
The Department of Health has the overall responsibility and authority to directly engage family 
physicians. AHS management has indicated that its role and authority in this area are limited. 
Engagement of physicians is critical for integration of healthcare service delivery in Alberta and any 
challenges in this area must be resolved. We are not making a recommendation at this time, because we 
intend to examine this area in a broader system-wide context.   
 
Lack of coordinated approach to community housing supports for people with mental illness 
AHS’s ability to successfully treat mental health and addictions patients in the community depends 
heavily on the availability and effectiveness of community housing supports. We provide a separate 
recommendation for this important area later in this report.  
 

                                                 
37  Based on our analysis of data provided by the department. 
38  See Report of the Auditor General of Alberta–September 2014 (Chronic Disease Management), pages 25 to 31 for a description 

of care plans. 
39  Based on our analysis of the fee for service claims data provided by the department. 
40  Ministry of Health Annual Report 2013/14, page 75, http://www.health.alberta.ca/newsroom/pub-annual-reports.html  
41  Based on information provided by AHS; amount shown is net of revenue. 
42  Sixty-eight of these mental health workers are AHS employees. AHS recruits and employs these workers on behalf of the PCNs 

but their wages are covered by PCN funding while they work at network clinics. 
43  Based on our analysis of data provided in PCN 2013–2014 annual reports of actual full time equivalents. 
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Continuing lack of compliance with case management expectations at AHS community  
mental health clinics 

AHS has improved consistency of service delivery expectations at its community clinics, but staff 
compliance with expectations around patient case management remains a problem. AHS does not have 
a formal mechanism to monitor and ensure compliance. 
 
AHS does not currently have a common set of standard practices for planning and delivering treatment 
at its mental health and addictions clinics. Some zones have developed their own, while others continue 
to use legacy procedures which predate AHS. Standards for case management in community clinics 
settings should be the same across the province to ensure consistency in expectations of how patients 
are to be treated and how their clinical information is recorded. 
 
We reviewed 251 patient files at 10 community mental health clinics across five zones of AHS and at 
mental health outpatient clinics in three acute care hospitals. We found compliance with existing case 
management expectations at community clinics remains a problem, specifically in such areas as case 
conferencing with other care providers, involvement of patients in care planning, documentation of 
treatment progress, post discharge follow up and analysis of treatment. Compliance oversight is done 
through periodic file reviews by frontline managers and supervisors, and for the most part remains 
informal.  
 
See Appendix B for examples of current differences in case management expectations across the 
province and a summary of our file review findings.  
 
We did not review patient care planning documentation at family physician offices. 
 
Improve the processes to identify and evaluate good frontline operational practices for province-wide 
implementation 

We observed a number of improvements and good practices at individual service locations across the 
province. Some of these were a result of a centralized corporate effort by AHS while others were driven 
mainly by the initiative of local AHS staff. Some of these initiatives and good practices are new, while 
others we previously noted in our 2008 report.  
 
For example, Calgary’s Access Mental Health is a centralized point of access/intake that makes 
appointments for 85 per cent of that city’s adult mental health programs. This mechanism provides a 
single point of access for all major community mental health services, with the exception of several 
specialty programs. Central intake coordinators assess patient needs and direct them to the most 
appropriate service.  
 
In a much more basic example of a good practice, one community mental health clinic found that 
phoning patients to remind them about upcoming appointments helped reduce the number of no-shows, 
which in turn reduced wait times and improved the use of therapists’ time. This simple step is not a 
standard practice across all AHS clinics, even though its benefits are clear and it is a practice routinely 
used in a variety of settings such as dental and veterinary clinics. 
 
We did not see any evidence that AHS currently has a process to formally identify and evaluate these 
good local frontline operational practices and deploy the best ones provincially. Rather than developing 
a new process, AHS feels its existing Addiction and Mental Health Strategic Clinical Network can be 
used to do this.44 In order to be successful the strategic clinical network will have to evaluate and 

                                                 
44  For more information on this SCN see http://www.albertahealthservices.ca/7698.asp.  
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communicate information about already existing and new local best practices to other care providers in 
a timely and efficient manner. 
 
Please see Appendix C for more examples of good practices and improvements we observed. These 
represent important opportunities for AHS to improve quality of care and patient outcomes, and better 
manage costs.  
 
Implications and risks if recommendation not implemented 

Without integrated service delivery, coordinated care planning and service providers acting as one team, 
the healthcare system may not meet the needs of mental health and addictions patients. The needs of 
patients at rural emergency departments may also not be met if they cannot receive a level of support 
and assessment comparable to that offered in larger urban centres. 

 

Clinical information management in mental health and addictions 
Background 

Integration of health information is essential for successful coordination of health service delivery across 
the continuum of care. Clinical information captured by mental health and addictions service providers is 
an important part of a patient’s overall health record.  
 
Mental health and addictions patients move between service providers and between hospital and 
community settings. Their health information, including their care plan and treatment history, should 
move with them and be available at point of care. Both providers and patients should be able to access 
and contribute to the health record.  
 
All care providers generate health information on their patients – mental health therapists, addictions 
counsellors, community support workers, crisis teams, family physicians, emergency departments and 
acute care units at hospitals. They all need access to the relevant information to provide the right 
treatment at the right time. For example, if an emergency department nurse had access to the patient’s 
community treatment file, including a care plan and a list of community care providers, this would help 
provide the most appropriate care and could help avoid hospitalization.  
 
In 2008 we found that mental health information systems in Alberta were not integrated. Health regions 
were developing IT solutions that were redundant and incompatible. There was virtually no health 
information flow between or within regions. Information flow between community and hospital settings 
was often restricted to communications by fax. Hospitals couldn’t share information even when they 
were located in the same community or were using the same software. Information sharing between 
community service providers was not much better. 
  
Confidentiality, privacy and security of health information is an important risk, but it is a risk that can be 
managed. As with a paper health record, there must be proper security measures in place and providers 
should have access based on what they need to know to care for their patients. However, it would be 
wrong to use confidentiality and privacy as an excuse not to share health information where it could 
significantly improve quality of care, patient outcomes, performance measurement and accountability of 
healthcare providers.    
 
The department and AHS are jointly considering the acquisition or development of a unified central 
clinical information system (CIS). In the fall of 2014, we were told that a request for proposals for a CIS 
solution would be issued in 2015. AHS estimates the cost of this system, if implementation begins in 
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2015 or 2016, would be $1 billion over the six year roll-out period. A further estimated $500 million would 
be required to deploy the CIS’s electronic medical records (EMR) module into physician offices in the 
community.  
 
In 2009 AHS began introducing a treatment outcome measurement tool for mental health clients in a 
variety of its clinical programs.45 At a minimum, an assessment using this tool should be done at the 
beginning and end of each treatment program a patient is enrolled in. Comparing pre- and post-
assessment scores for each patient helps the therapist evaluate the success of the treatment and 
degree of improvement in key functional areas. 
 

RECOMMENDATION 8: IMPROVE INFORMATION MANAGEMENT IN MENTAL HEALTH AND ADDICTIONS 
We recommend that Alberta Health Services make the best use of its current mental health and 
addictions information systems by: 
• providing authorized healthcare workers within all AHS sites access to AHS mental health and 

addictions clinical information systems  
• strengthening information management support for its mental health treatment outcomes 

measurement tools  
 
Criteria: the standards for our audit 

• Mental health information systems should make summary information available to staff who need it. 
• Information systems should capture data completely, accurately and on a timely basis. 
 
Our audit findings 

KEY FINDINGS 
• Mental health information systems remain incompatible, are outdated and do not support 

integrated care delivery. AHS has not proceeded with developing specialized mental health 
information management systems because it is developing a central clinical information system—a 
province-wide health information management solution that would serve all clinical areas. 

• While the unified central health information system may take five to ten years to materialize, AHS 
does not have a process to identify opportunities to integrate care through better use of existing 
mental health and addictions information systems.  

• The process for capturing data for AHS’s clinical outcome measurement process is inefficient and 
does not support timely and complete data entry and analysis. 

 
Mental health information systems remain incompatible and outdated 

Information management systems for inpatient and community mental health and addictions services 
remain incompatible. Various incompatible legacy systems that AHS inherited from the health regions 
are still in use. This does not support integration of addiction and mental health services across the 
continuum of care.46 This also results in inconsistent data capture and a lack of standard data 

                                                 
45  Health of the Nations Outcome Scale was developed by the British Royal College of Psychiatrists in the mid-1990s to help 

measure the health and social functioning of people with severe mental illness. It consists of 12 individual categories, each 
one measuring a type of problem commonly presented by clients with mental illness. Clinical staff score these on a scale 
from 0 to 4, 0 indicates no problem and 4 indicates a severe problem. A completed HoNOS score sheet provides a profile of 
12 severity ratings and a total score for the client at that point in time. At a minimum an assessment is done at the beginning 
and end of a particular course of treatment; comparing these scores helps clinicians determine outcome measures for the 
patient in these 12 areas from the provided treatment. HoNOS is the most widely used routine clinical outcome measure tool 
used by mental health services in the UK; it is also used in New Zealand, Australia and Canada. See 
https://www.rcpsych.ac.uk/clinicalservicestandards/honos.aspx. 

46  This includes the ability to integrate client information with the appropriate clinical decision support tools at the point of care; 
linking client/patient care between inpatient and community settings, as well as between various healthcare providers in the 
community. 
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definitions, which hampers AHS’s ability to monitor and benchmark performance at the zone, program 
and individual healthcare provider levels.  
 
The current information management environment presents a number of challenges: 
• Some of the mental health and addiction information systems are rapidly becoming technologically 

obsolete, which makes them difficult to maintain and increases risk of failure. 
• The current mix of electronic and paper systems does not support integration of care across the 

continuum, including healthcare provider access to a patient’s records at the point of care, and the 
ability to allow patients and their families to look at and contribute to their health record.  

• Without access to clinical information systems, care providers often rely on patients for information 
on prior assessments and treatments, which poses a risk when dealing with people who suffer from a 
mental health disorder. Inability to view and safely share information with other care providers, such 
as suicide risk and medication reactions, can result in serious harm to the patient and others. 
Healthcare providers need to know in a timely manner what treatments were tried in the past to avoid 
interventions that are ineffective and could harm the patient.  

• Patients and their families complain that they have to repeat the same information and answer the 
same questions every time they contact a healthcare system. This is not just a matter of 
inconvenience for a patient who is already in distress. Rather, this is an indication that a system does 
not know the patient, does not manage his or her care across the continuum and that care providers 
are not working together as a team. Redundant collection of information also wastes time that should 
be spent treating patients.  

 
Many frontline staff we talked to expressed frustration with the status quo and raised concerns similar to 
those noted above. 
 
AHS’s work on developing a single provincial clinical information system is in the early design stages. 
We are not able to assess whether it will meet the needs of care providers and support integration of 
mental health and addiction services across the continuum of care. While AHS is working on this long-
term solution, which could take anywhere between five and ten years to materialize, healthcare providers 
must continue to rely on clinical information systems that are currently in place.  
 
No short-term plan to make better use of existing clinical information systems 

AHS does not have a process to identify opportunities to integrate care through better use of existing clinical 
information systems. The cost of acting on such opportunities needs to be considered in relation to the 
benefits they offer to patients. In some cases, significant improvement may be accomplished without 
extensive IT development effort. 
 
At its creation in 2009 AHS inherited various legacy mental health and addictions information systems. 
At the same time, employees of health regions became employees of AHS, which removed many 
barriers to the flow of health information. Despite the transition to a single organization, AHS staff 
continue to have limited access to a patient’s health information.  
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For example, mental health workers and addictions counsellors do not have access to each other’s 
information systems, even though about half of all people with mental illness have a concurrent drug or 
alcohol addiction. Addictions counsellors and community mental health clinic therapists are now 
employees of AHS and there should be no legal barriers to sharing information. Other examples include 
information access in hospital emergency departments and primary care, as discussed in detail under 
the previous recommendation. 
 
Another potential opportunity would be to provide access to specific mental health information through 
Netcare.47 Such information could include alerts for suicide risk and violent behaviour, diagnoses, 
treatment plans (if available), and care providers to be contacted in crisis. Family physicians and hospital 
emergency departments already have access to Netcare. 
 
Process to support collection and analysis of clinical outcomes data 

The current initiative to introduce standardized outcomes measurement may be hindered because AHS 
does not have an efficient system to collect, enter and process the patient assessment data gathered by 
individual clinicians. The current system is paper based and the assessment results for every patient are 
entered twice. First, clinicians record their patient assessments on paper, which is collected and stored 
at their local clinic until someone has the time to enter it. Second, each zone transfers the data from 
paper to an electronic database. Program staff complained that the paper process is cumbersome, does 
not support an easy, timely and complete data capture and causes data entry backlogs. We found that 
the required assessments are not always done, particularly the post-treatment assessments. Without 
timely electronic data entry, local managers cannot effectively monitor and ensure clinician compliance 
with outcome measurement requirements. 
 
Implications and risks if recommendation not implemented 

If care providers do not have timely access to relevant health information at the point of care, they may 
not be able to meet the care needs of their patients and help them stay on the right care path. 
 
Lack of effective clinical information management compromises AHS’s ability to evaluate patient 
outcomes, assess performance of care providers, and direct resources to treatments and programs that 
are best for the patients. 
 
Supportive living and home care services for mental health and addictions 
Background 

Availability of an appropriate and supportive living environment is not a nice-to-have, but a prerequisite 
for successful treatment and management of mental illness and addictions in the community. It is also a 
key consideration in deciding whether a patient can be safely discharged from the hospital. Housing 
support needs cover the entire spectrum from in-home supports for relatively high functioning 
individuals to secure facility living for people with severe mental illness. 
 
When we talk about providing mental health and addictions patients with housing supports in the 
community, we do not imply that AHS needs to be in the business of building and operating mental 
health housing. AHS can do this by supporting patients in existing community placements, whether in 
the patient’s apartment or family home, or in a group home operated by a community agency. AHS is 

                                                 
47  Alberta Netcare is a provincial electronic health record system. Various healthcare providers submit key patient health 

information to Netcare which is combined into a single integrated patient record which can be accessed by authorized 
healthcare providers through a secure internet connection. Netcare does not provide a patient’s full medical record, but 
includes information such as laboratory test results, diagnostic images and reports, hospital visits, surgeries, drug alerts and 
immunizations. See http://www.albertanetcare.ca/InfoForAlbertans.htm for more information about Netcare. 
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not in the business of managing infrastructure48—it is in the business of providing healthcare services to 
Albertans in settings that are best for them. 
 
Many government and non-government organizations are involved in providing mental health and 
addictions services to Albertans who live with mental illness and addictions in the community. However, 
AHS is responsible for delivering healthcare services to Albertans in a setting that is best for the patient, 
including their own home. Of all these organizations, AHS has by far the strongest inherent interest in 
making sure that Albertans have access to appropriate services that make their home a safe and 
supportive living environment. 
 
Much of the support that patients need to function in the community and stay healthy does not require 
complicated therapeutic interventions. In some cases, all it takes to keep a patient on the right care 
path, and away from the hospital, is for someone to visit their home once or twice a week and help with 
some basic activities of daily living. For example, even patients with serious mental illness can 
successfully function in the community if somebody periodically comes over to talk to them, helps them 
schedule appointments, reminds them to fill their prescriptions and take their medications, helps them 
make better food choices and alerts other treatment providers to the earliest signs of them going into 
crisis. 
 
The idea of supporting Albertans in their own homes as a key to their treatment success in the 
community is not new and is not unique to mental health. For example, AHS’s continuing care program 
for seniors effectively stimulates the supply of supportive living and home care services by contracting 
private service providers to offer support services to Albertans in residential settings.49 AHS’s home care 
staff offer a variety of support services directly in patients’ homes, or AHS contracts third party providers 
to do this work. In other words, under the continuing care model, AHS takes a strong lead in deciding 
what services are needed and where, controls the waitlist and the patient placement process, and 
directly manages the supply of community housing supports through contracts with care providers. 
 
In 2008 we reported that there was no coordinated approach to manage community housing support 
services for people with mental illness in Alberta. There was no provincial system to analyze and manage 
gaps between supply and demand for mental health housing services. Formal coordinated placement 
mechanisms for mental health housing existed only in a handful of communities. Community support 
and crisis intervention services were a patchwork of programs and initiatives across the province that 
were developed in isolation without coordinated provincial direction and support. 
 
As a result, patients and families often had to navigate the system on their own when trying to find the 
right place to live in the community. Mental health workers who were trying to help were only in a 
marginally better position, having to rely mainly on their personal connections with housing resources in 
the community. The same situation often applied to mental health patients who needed an appropriate 
housing option lined up before they could be discharged from a hospital. 
 
There are a number of recent provincial and local initiatives which aim to end homelessness or provide 
appropriate housing for Albertans.50 These initiatives are funded by various levels of government. While 

                                                 
48  The only notable exception where AHS owns some housing infrastructure is in long-term care. The long-term care facilities 

owned by AHS are mainly small rural auxiliary hospitals that were converted for long-term care use.  
49  See the Report of the Auditor General of Alberta—October 2014 follow-up audit report on Seniors Care in Long-term Care 

Facilities, pages 71-103.  
50  These include “A Plan for Alberta-Ending Homelessness in 10 years” 

http://humanservices.alberta.ca/documents/PlanForAB_Secretariat_final.pdf and Edmonton Homeward Trust 
http://www.homewardtrust.ca/home.php 
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none of these initiatives are specifically directed at people with mental illness or addiction, a sizeable 
percentage of their target populations have a mental health condition. AHS was part of a cross ministry 
working group51 which developed an Addiction and Mental Health Housing and Supports Framework.52 
This document was intended to provide: 
• a consensus on the range of housing options and community services needed for this population 
• a snapshot of the inventory and capacity of existing housing options and services in Alberta for the 

different populations with mental illness and addictions and an analysis of gaps and barriers 
associated with these options 

• recommendations to deal with identified concerns around housing capacity, access and client needs 
 
This framework, and an accompanying implementation plan, has now been sent to the InterAgency 
Council on Housing and Homelessness.53 It will be considered as part of an Integrated Housing and 
Supports Framework for Alberta, which is being developed for all affected populations, including those 
with mental health and addictions. AHS is one of the council partners. 
 
During our 2011 progress report we noted that AHS was working to compile an inventory of community 
placement options that can meet the needs of Albertans with mental illness and addictions. 
 

RECOMMENDATION 9: COMPLETE ASSESSMENT AND DEVELOP WAITLIST SYSTEM FOR ALBERTANS 
WHO NEED COMMUNITY HOUSING SUPPORTS 
We recommend that Alberta Health Services in supporting the work of the cross-ministry housing 
planning team established under the mandate of the Minister of Seniors: 
• complete its assessment and report on gaps between supply and demand for specialized 

community housing support services for mental health and addictions in the province 
• develop a waitlist management system to formally assess the housing support needs of AHS’s 

mental health hospital and community patients and coordinate their placement into specialized 
community spaces funded by AHS 

 
Criteria: the standards for our audit 

• AHS should have systems to determine the supply and demand for housing supports for people with 
mental illness 

• AHS should collaborate with service providers to develop mental health housing support services. 
• There should be systems to link people with mental illness with support services and appropriate 

community placements. 
 
  

                                                 
51  This also included representation from Human Services, Alberta Health and Municipal Affairs. 
52  This was one of the projects associated to implementing the Strategy (specifically Strategic Direction #3.0, Enhance 

Community-based Services, Capacity and Supports). 
53  http://humanservices.alberta.ca/homelessness/16051.html  
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Our audit findings 

KEY FINDINGS 
• Although much was done since 2008 to develop a provincial housing framework and improve 

cross-entity coordination, there has been no significant change in the frontline delivery of housing 
support services for people with mental illness. It remains largely uncoordinated. While we noted 
several good practices, in many parts of the province patients, their families, and individual care 
providers must navigate the system on their own to find the right housing placement and the right 
level of support.  

• The gap analysis for community mental health housing supports is not complete, although AHS 
expects to finish it later in 2015. A much greater concern is that it is not clear who will fill these 
gaps for AHS’s hospital and community mental health patients. AHS indicated it does not have a 
clear responsibility for mental health housing support delivery, as there are numerous other 
government entities involved in this area. This may be a serious obstacle to improving the mental 
health system in Alberta and must be resolved. Broader provincial coordination around community 
housing was outside the scope of this follow-up audit.  

• AHS does not have a formal mechanism to coordinate placement of its community and hospital 
patients with the appropriate housing support services and the 550 mental health community 
spaces it funds directly.  

• AHS does not have a formal instrument to assess the community housing support needs of its 
mental health and addiction patients  

• In most parts of the province, AHS does not maintain waitlists and has no formal placement 
process for its community and hospital patients who require mental health housing supports to 
function in the community 

• AHS often does not control the placement of patients into mental health community spaces it 
funds through contracts with community service providers.  

• We observed a number of improvements and good practices in frontline operations that were 
mainly driven by the initiative of local staff and community service providers. AHS needs to 
improve its process to formally identify, assess and deploy these good practices to other parts of 
the province.   

 
Lack of change in frontline delivery of community housing support services for mental health 
and addictions 

AHS is involved in a number of high level initiatives with other government and non-government 
organizations to develop a provincial framework for community housing, and to better coordinate efforts 
in this area. However, much of this work remains either in conceptual development or at such a high 
level that its impact has not had significant impact at the front line. Aside from a number of successes in 
some communities, the delivery of housing support services remains uncoordinated for mental health 
and addiction patients waiting to be discharged from hospitals, or for those treated by AHS in the 
community. 
 
If mental health and addictions patients do not have a safe home environment that meets their needs 
and supports their treatment objectives in the community, therapeutic interventions provided by 
healthcare workers at hospitals and in the community are likely to fail in the long run. When community 
supports fail, mental health patients end up in hospital emergency departments and inpatient units again 
and again.  
 
Without properly supported options lined up, it may be unsafe for a hospital to discharge mental health 
and addictions patients into the community. As a result, patients may be hospitalized without an acute 
health condition. Although Canadians hospitalized with mental health illness are less than one per cent 
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of the total population, they represent 12 per cent of all hospitalizations, and account for 25 per cent of 
all hospital bed days.54 
 
Patients hospitalized for a few weeks or more are at risk of losing their current placements in the 
community, which makes it even more difficult to discharge them from hospital. Based on delayed 
discharge data compiled by AHS for 2012–2013, there were over 2,900 mental health patients whose 
hospital discharge was delayed, representing over 109,000 hospital bed days and accounting for 
22 per cent of all available psychiatric beds during the period. Waiting for a facility placement or 
connection with a community resource were major reasons for discharge delays. 
 
On the community side, AHS does not centrally track how many of its mental health and addictions 
patients require some form of housing support. 
 
With intensive inpatient treatment, over 80 per cent of mental health and addictions patients show 
significant improvement by the time they are discharged from the hospital.55 If community housing 
supports fail upon discharge, all previous therapeutic investment and success can be quickly lost as 
patients relapse and end up back in the emergency department. Across Alberta, the 30-day unplanned 
readmission rate for mental health was about 10 per cent in 2012–2013. Almost 20 per cent of people 
with primary mental health diagnosis were back in the emergency department within 30 days of leaving 
the hospital.56 
 
This revolving door cycle harms the patient, wastes resources and is extremely demoralizing to the 
frontline healthcare providers. AHS cannot afford to take a passive role on community housing supports 
for people with mental illness. 
 
Lack of process to manage gaps in supply and demand for community housing support services 

AHS continues to work on an assessment of gaps between supply and demand for mental health and 
addictions housing supports. AHS indicated the assessment will be finished later in 2015. It will provide 
a comprehensive assessment of mental health and addictions housing needs by community, number of 
spaces and support level required. 
 
The key point we raise is that it is not clear who will fill gaps in mental health housing that AHS may 
identify, and how. AHS indicated that it does not have a central system to develop and manage housing 
supports for mental health and addictions because it does not have a clear responsibility and mandate 
over this area. Because other government organizations have a mandate over various aspects of 
community housing, AHS maintains it does not have the authority to lead or direct work to ensure a 
sufficient supply of mental health and addictions placements and housing supports in the community. 
While this may be a serious obstacle to improving the mental health system in Alberta and must be 
resolved, broader provincial coordination around community housing was outside the scope of this 
audit. 
 
In other words, the situation has not fundamentally changed since 2008. AHS zone staff continue to 
manage existing contracts for available community mental health housing placements, figure out what 
housing options are needed and where, and do their best to convince private housing providers to offer 
spaces for people with mental illness. In every zone we visited, housing supports and community 

                                                 
54  Alberta Health Services, System Level Performance Report for Addictions and Mental Health Services 

in Alberta 2012/13, page 71. 
55  Ibid, page 79. 
56  Ibid, pages 99-103. 
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placements for mental health and addictions were in short supply and AHS staff we interviewed 
expressed frustration with the current situation. 
 
AHS does not maintain a provincial inventory of available mental health placements in the community. A 
province-wide inventory was compiled in 2012 (supply side only) but this has not been updated since 
then. 
 
Lack of coordinated placement and waitlist management 

AHS does not have a formal mechanism to coordinate placement of its community and hospital patients 
with the appropriate housing support services available in the 550 mental health community spaces it 
funds directly. AHS indicated that it often does not have control over patient placement into housing 
spaces that it contracts and funds directly. Coordinating patient placement with independent community 
providers is even a greater challenge. 
 
AHS has not formally adopted an assessment tool to determine the housing support needs of individuals 
with mental illness and addictions. This is a contrast to the internationally validated care needs 
assessment instrument57 used by AHS in its continuing care program. For seniors and Albertans with 
various disabilities, AHS uses this internationally validated instrument to assess their functional needs 
and determine the level of support each patient requires. In continuing care, this helps local 
management make placement decisions based on the relative support needs of each patient. By 
contrast, in mental health and addictions, finding a community placement for the patient is based almost 
exclusively on persistence and the advocacy skills of their family and care providers. 
 
Locally and centrally, AHS does not maintain a comprehensive waitlist of people who need mental health 
housing. Individual mental health workers in the community and in hospitals often rely on their own 
relationships with community housing providers to find placements for their patients. They often do so 
independently and in competition with their colleagues. The only exception we saw was in Calgary, 
where a web-based centralized referral and booking system is used to manage placement into 
specialized community housing funded by AHS. All housing referrals are directed through one central 
intake coordinator, who assesses each client and places them on waiting lists for a suitable contracted 
site.58 Each site notifies the coordinator as vacancies arise, who in turn provides the facility operator with 
the contact information of the next suitable candidate; once housed, the individual is removed from all 
waiting lists.59 The coordinator regularly monitors all waiting lists and provides updates to referring 
sources and clients as needed. 
 
AHS zones periodically generate statistics on delayed discharges from hospitals, but this information is 
used mainly for aggregate reporting and is not used to manage placement of individual patients.60 No 
similar data is reported for patients cared for in the community. 
 
  

                                                 
57  For more information on interRAI, see http://www.interrai.org/. 
58  If the coordinator feels an individual is not a suitable candidate for AHS contracted housing, they will provide the referring 

source with other housing options available in Calgary such as the Calgary Homeless Foundation, Mustard Seed, Calgary 
Housing, etc. 

59  Most sites will do their own secondary intake with a prospective client to ensure they are a good fit for that location. This is 
especially true in group home type settings where operators want to be sure newcomers don’t upset any existing dynamics 
and harmonies. 

60  Alberta Health Services, System Level Performance Report for Addictions and Mental Health Services in Alberta 2012/13, 
pages 60-69. 
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Adoption of good practices 

We observed a number of improvements and good practices in frontline operations such as Calgary’s 
web-based centralized referral and booking system. Although AHS improved communication and 
provincial coordination of community mental health support services after it took over from the health 
regions, it needs to improve its process to formally identify and assess local good practices, and deploy 
the best ones across the province as we note in our findings under integration of provincial addiction 
and mental health service delivery, starting on page 69. See Appendix C for a list of improvements and 
good practices we observed. 
 
Implications and risks if recommendation not implemented 

If patients with serious mental health and addictions problems do not receive appropriate housing 
supports, any treatment success gained in the hospital or community will be jeopardized. 
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Appendix A 
 
 

RECOMMENDATIONS FROM ORIGINAL 2008 REPORTS 

Recommendations from our April 2008 report 
RECOMMENDATION 3: IMPLEMENTATION SYSTEMS61 
We recommend that the Alberta Mental Health Board and the Department of Health, working with 
other mental health participants, strengthen implementation of the Provincial Mental Health Plan by 
improving: 
• implementation planning 
• the monitoring and reporting of implementation activities against implementation plans 
• the system to adjust the plan and implementation initiatives in response to changing circumstances 
 
RECOMMENDATION 4: ACCOUNTABILITY FRAMEWORK62 
We recommend that the Department of Health ensure there is a complete accountability framework 
for the Provincial Mental Health Plan and mental health services in Alberta. 
 

 
Recommendations from our October 2008 report 

RECOMMENDATION 16: MENTAL HEALTH STANDARDS63 
We recommend that the Department of Health and Alberta Health Services create provincial 
standards for mental health services in Alberta. 
 
RECOMMENDATION 17: HOUSING AND SUPPORTIVE LIVING64 
We recommend that Alberta Health Services encourage mental health housing development and 
provide supportive living programs so mental health clients can recover in the community. 
 
RECOMMENDATION 18: CLIENTS WITH CONCURRENT DISORDERS65 
We recommend that Alberta Health Services strengthen integrated treatment for clients with severe 
concurrent disorders (mental health issues combined with addiction issues). 
 
RECOMMENDATION (FIRST UNNUMBERED): RELATIONSHIPS WITH NOT-FOR-PROFIT 
ORGANIZATIONS66 
We recommend that Alberta Health Services improve relationships with not-for-profit organizations to 
provide better coordinated service delivery. 
 

 
  

                                                 
61  Report of the Auditor General of Alberta—April 2008, page 72. 
62  Report of the Auditor General of Alberta—April 2008, page 77. 
63  Report of the Auditor General of Alberta—October 2008, page 162. 
64  Report of the Auditor General of Alberta—October 2008, page 164. 
65  Report of the Auditor General of Alberta—October 2008, page 168. 
66  Report of the Auditor General of Alberta—October 2008, page 169. 
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Recommendations from our October 2008 report (cont’d.) 
RECOMMENDATION 19: OPPORTUNITIES TO REDUCE GAPS IN SERVICE67 
We recommend that Alberta Health Services reduce gaps in mental health delivery services by 
enhancing: 
• mental health professionals at points of entry to the system 
• coordinated intake 
• specialized programs in medium-sized cities 
• transition management between hospital and community care 
 
RECOMMENDATION (SECOND UNNUMBERED): PROVINCIAL COORDINATION68 
We recommend that Alberta Health Services coordinate mental health service delivery across the 
province better by: 
• strengthening inter-regional coordination 
• implementing standard information systems and data sets for mental health 
• implementing common operating procedures 
• collecting and analyzing data for evidence-based evaluation of mental health programs 
 
RECOMMENDATION (THIRD UNNUMBERED): IMPROVING COMMUNITY-BASED SERVICE DELIVERY69 
We recommend that Alberta Health Services strengthen service delivery for mental health clients at 
regional clinics by improving: 
• wait time management 
• treatment plans, agreed with the client 
• progress notes 
• case conferencing 
• file closure 
• timely data capture on information systems 
• client follow up and analysis of recovery 
 
RECOMMENDATION (FOURTH UNNUMBERED): FUNDING, PLANNING AND REPORTING70 
We recommend that the Department of Health and Alberta Health Services ensure the funding, 
planning and reporting of mental health services supports the transformation outlined in the 
Provincial Mental Health Plan as well as system accountability. 
 
RECOMMENDATION (FIFTH UNNUMBERED): ABORIGINAL AND SUICIDE PRIORITIES71 
We recommend that the Department of Health and Alberta Health Services consider whether the 
implementation priority for aboriginal and suicide issues is appropriate for the next provincial strategic 
mental health plan. 
 

 
  

                                                 
67  Report of the Auditor General of Alberta—October 2008, page 171. 
68  Report of the Auditor General of Alberta—October 2008, page 176. 
69  Report of the Auditor General of Alberta—October 2008, page 181. 
70  Report of the Auditor General of Alberta—October 2008, page 186. 
71  Report of the Auditor General of Alberta—October 2008, page 190. 
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Appendix B 
 

 

CONSISTENCY AND COMPLIANCE WITH CASE MANAGEMENT 
EXPECTATIONS AT AHS’S COMMUNITY MENTAL HEALTH CLINICS 
 
AHS does not currently have common patient file documentation standards in place for its mental health 
clinics. Rather, individual zones are responsible for developing and implementing these. This leads to a 
variety of inconsistent practices across the province.  
 
Examples are: 
• Case conferencing.72 All zones require this to be done, although practices around which cases should 

be conferenced, when, who should be present and how it should be documented in the file vary from 
zone to zone and also between clinics in zones. 

• Contact (or progress) notes. These are an important part of any file and provide a documented 
chronological summary of a client’s treatment progress. While all zones have similar requirements 
around what type of information should be captured in these notes73 the time required to have these 
completed and placed on a patient’s file varies between zones. Some zones mandate this be done 
within two business days of each contact, others a week. 

• File closure. Some zones require automatic closure after three months of non-contact with a client. 
One clinic we visited follows a “three strike rule”; if a client does not show up for three consecutive 
appointments, despite attempts by their assigned therapist to contact them, the file is closed. All 
zones do require some sort of closure summary or note be placed on a file regardless of when or why 
it is closed but what summary information should be documented in the files varies between zones. 

 
  

                                                 
72  Case conferencing is a common yet important clinical procedure where therapists in a clinic or a specific program gather at 

predetermined times to discuss selected cases and get peer feedback and consensus on proposed treatment. If treatment 
does not produce expected results, a case can be conferenced, or presented, again to get feedback from peers on alternative 
approaches.  

73  This includes such details as date of contact, who was present, location, how contact was made (in person or by phone), and a 
full description of what occurred including focus of the session, observed mental state, any changes in the client’s situation, 
progress being made or any changes to an agreed treatment plan, date of next appointment, etc. 
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File review results 
Treatment plans,74 agreed with 
the client 

 Found in 78 per cent of applicable files 

Case conferencing  Full and complete documented evidence found in 39 per cent of 
applicable files. Documentation in the remaining files was either 
partially completed or missing. 

 The most prevalent shortcomings noted around insufficient 
documentation were: 
• Where there was a case conference or equivalent form in the 

file it was not filled out completely. 
• Where summary information was documented, there was no 

outcome relevant to consensus reached about the client’s 
treatment plan. 

Progress notes  Full and complete progress notes found in 89 per cent of 
applicable files. 

Timely data capture  Noted in 98 per cent of files. 

File closure (form)  82 per cent of applicable files contained required file closure 
documentation. 

Analysis of treatment   Full and complete documentation prepared at the end of a course 
of treatment analysing whether it helped the client recover was 
found in 66 per cent of applicable files. 

 
These results show AHS has work to do to improve its case management oversight and review 
processes to ensure compliance with file documentation standards. 
 

  

                                                 
74  This should include descriptions of proposed therapy, frequency of visits, expected duration of treatment and documentation it 

has been discussed and agreed to with the client. Referred to as an assessment in some zones. 
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Appendix C 
 
 

GOOD PRACTICES NOTED BY THE OAG DURING THIS 
MENTAL HEALTH FOLLOW-UP SYSTEMS AUDIT 
Mental health and addiction support in hospital emergency departments 
Some examples we saw at hospitals we visited: 
• The Royal Alexandra hospital now has an embedded mental health nursing team in its emergency 

department, which is staffed 24/7 and has six dedicated beds. This team takes over patient care for 
any individual assessed by the triage nurse as having primarily mental health or addiction symptoms. 
It will also make any necessary follow-up appointments for the patient with outpatient and community 
resources. Team staff also phone patients within 24 hours of discharge to check on their status. 

• At the Foothills Medical Centre, a team of mental health professionals are located in an office beside 
the emergency department and has five dedicated treatment rooms. Available seven days a week 
from 7 a.m. to 2 a.m., staff provide support and advice to emergency department medical staff and 
make referrals to community or outpatient programs as needed. 

• The Red Deer Regional Hospital is supported by a mental health therapist from the Crisis Response 
Team based out of the community mental health clinic who will respond to the ER when requested by 
medical staff. Available seven days a week from 8 a.m. to 11 p.m., the therapist will also make 
referrals and appointments for the patient with necessary mental health or addiction programs. 

 
Common operating procedures 
AHS has developed and implemented a number of common province wide operating standards and 
procedures in some areas of adult mental health, with more continuing in development. Addictions and 
mental health has a dedicated policy development manager who is responsible for leading this process. 
 
Some examples of these are: 
• A new suicide risk management policy suite (2011) to standardize this process across all acute 

inpatient psychiatric units; consists of three policies and seven related procedures.75 
• Revised policies and procedures for staff who provide mental health services to inmates in provincial 

correctional facilities. This includes who should conduct a screening and risk assessment for suicide 
and when and what procedures should be followed for those patients identified as being suicidal or 
mentally unstable. 

• A new procedure for protocols around restraining adult psychiatric unit patients during behavioural 
emergencies has been drafted and is in the final stages of review before going to senior management 
for approval and roll out. 

 
Shared Care Mental Health 
In the Calgary zone, AHS has greatly expanded Shared Care Mental Health.76 The adult side of this 
program is supported by twelve mental health clinicians and thirteen psychiatrists. An AHS mental health 
clinician will attend at a doctor’s practice77 to assess and provide treatment to an individual patient. The 
doctor is also present during each session, interacting where necessary and appropriate. The intent of 
the program is to help doctors become more comfortable and experienced in dealing with mental illness 
so they can deal with patients’ concerns rather than immediately referring them to a community clinic. 

                                                 
75  Mental Health Observation Policy (one procedure), Suicide Risk Assessment and Management Policy (three procedures) and 

Mental Health Safety Precautions Policy (three procedures). 
76  http://www.albertahealthservices.ca/services.asp?pid=service&rid=1009052 
77  This can be a private stand-alone practice or the doctor could be part of a Primary Care Network. 
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The manager who oversees this program told us that there are currently 750 participating doctors in 
Calgary, with a waiting list of 80. 
 
Partnerships with Primary Care Networks 
AHS also partners with a number of Primary Care Networks (PCNs) throughout the province to enhance 
mental health treatment available to these patients at these primary care clinics. This is done through the 
Behavioural Health Consultation service which is intended to support patients whose behavioural and 
mental health concerns78 can be resolved through short-term treatment. Patients are given access to 
brief (up to 30 minutes) and frequent (typically four to six) therapy sessions with a qualified mental health 
clinician to help them either resolve their concerns or develop long-term coping strategies. If the doctor 
and mental health clinician feel the patient requires additional or ongoing therapy not available at the 
PCN they will be referred to the appropriate community mental health clinic or other AHS program. 
 
Some PCNs have funding in place to hire mental health clinicians and use this money to cost-share with 
AHS to recruit and staff the Behavioural Health Consultation service. These clinicians are AHS 
employees but their salaries are covered from PCN budgets and they work full time in PCN clinics. In 
Calgary there are currently 45 clinicians working under this model at five of the area’s seven PCNs; it is 
also currently being utilized at two PCNs in the Edmonton zone and 15 clinics associated to the Chinook 
PCN (which serves Lethbridge and area in the south zone). 
 
Central zone offers similar mental health support to some of its rural PCNs using a different approach. 
AHS Mental Health Liaison workers spend part of their time at PCN clinics seeing patients whose 
doctors feel would benefit from this type of short-term treatment in the primary clinic setting. 
 
We talked to AHS staff and PCNs associated to these programs and the consensus was that patients 
benefit. Those suited to this type of treatment are assessed and treated in a timely manner and in a 
familiar and less stigmatizing environment. They do not have to access other finite community mental 
health resources unless it is deemed necessary after assessment by a qualified mental health clinician, 
who ensures they are referred to the appropriate program. 
 
Wait time management 
Mental health programs at the community clinics we visited continue to be heavily subscribed. Wait 
times for new patients to see therapists for individual counselling between initial intake and the first 
appointment still exist. These varied from an average of 30 days (for the adult short-term program) and 
90 days (adult long-term program) at one large city clinic to as short as five to ten days at a clinic in a 
smaller locale. 
 
Some clinics were able to reduce wait time length by changing their practices. One clinic found that 
phoning clients to remind them of upcoming appointments helped reduce the number of no shows and 
resulting unproductive use of therapists’ time. They were also able to reuse these time slots when the 
contacted client advised they would be unable to make their booked appointment and wanted to 
reschedule. This freed up time was then used to move up another client further back on the wait list or 
provide a new intake a more timely appointment. 
 
Other clinics have managed wait lists by offering new services using existing staff resources. Some now 
offer a recurring brief intervention clinic, which is similar in concept to the behavioural health 

                                                 
78  These include non-chronic and situational conditions such as anger, anxiety/panic, grief and loss, depression, stress, sleeping 

problems, relationship concerns and a variety of other lifestyle problems. 
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consultation service AHS operates with PCNs. Clients who are identified by intake as needing short-term 
support for a situational crisis (such as getting over the death of someone close or a failed relationship) 
are given the next available appointment with the therapist who runs this clinic. The therapist meets the 
person individually, typically for between one to four sessions, to help them deal with their situation. 
Clinics have found clients get the help they need through this process and don’t have to wait for a spot 
to open up in the short-term program. 
 
A number of clinics now offer clients immediate access to different group sessions while they wait for 
their first scheduled appointment with a therapist. The purpose is to provide clients with insight into what 
they can expect from therapy and a level of support while they are waiting. Other groups help clients 
deal with such concerns as stress management, relationship dynamics, budgeting and finances. These 
groups have helped reduce wait times since some clients find they get the help they need from the 
group settings and end up cancelling their individual therapy appointment, thereby freeing that time for 
someone else to use. 
 
Coordinated intake at mental health clinics 
The intake function at community mental health clinics remains the primary means for clients to access 
that system. Clients make contact with intake in a variety of ways: they can walk into or call a clinic or be 
referred by a doctor, social worker, hospital in-patient unit, etc. 
 
Intake in all zones we visited is now staffed with mental health professionals. They conduct an initial 
triage assessment with a client to evaluate what their primary mental illness is and what program(s) are 
best suited for them and where—whether a specific program in the AHS continuum or one offered by 
other community partners. Intake staff will then make an initial appointment for the client with the 
appropriate AHS program or provide them with the necessary contact information for the community 
resource. 
 
With the exception of Calgary zone, all zones continue to operate stand-alone intake functions at 
individual mental health clinics and for specialty programs. Calgary’s Access Mental Health is a 
centralized point of access/intake process which makes appointments for 85 per cent of that city’s adult 
mental health programs; seven rural clinics79 in the east part of the zone have also set up a similar 
functionality for all programs offered at those sites. 
 
Individual AHS addiction clinics also operate their own stand-alone intake functions. In several locations 
where mental health and addiction clinics were either co-located or immediately adjacent to each other 
we saw examples of joint intake between the two functions. 
 
People looking for information on community mental health or addictions resources can contact two  
toll-free numbers listed on AHS’ website.80 This service is run by Health Link Alberta and staff there have 
access to a provincial data base of community mental health and addictions resources. 
 
Improved relationships with not-for-profit organizations 
AHS continues to rely heavily on not-for-profit organizations to help it provide a continuum of care to 
mental health clients, especially in the community. It contracts with a variety of these organizations 
across the province to provide services such as housing, supportive living, distress lines and outreach 
programs. 

                                                 
79  These are clinics in Strathmore, Didsbury, Airdrie, Chestermere, Black Diamond, Okotoks and High River. 
80  https://myhealth.alberta.ca/Pages/Emergency-Phone-Numbers.aspx  
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We talked with representatives from a number of these contracted organizations. For the most part they 
indicated that their organizations had good working relationships with AHS; if problems or concerns 
arose there were processes in place for both parties to meet and deal with these in a timely fashion. We 
were given examples where AHS and not-for-profit organizations’ staff worked together in partnership to 
deliver programs in the community and where AHS provided access to training and education. We did 
not hear of any situations that were as problematic as those mentioned in our 2008 report.81 
 
We noted no significant problems with contractual reporting requirements; a number of the contracted 
organizations’ representatives told us AHS is quite flexible around this requirement. We spoke to AHS 
zone contract managers who said they will work with their not-for-profits to try and keep this process as 
simple as possible for them, especially the smaller ones with limited administrative resources. 
 
One common concern raised by not-for-profits was the level of funding. Many organizations find the 
demand for their services exceeds their capacity. More money would help them increase wages to retain 
and attract qualified staff and reduce the pressure on many of their program areas. 
 

Strengthening treatment for clients with concurrent disorders 
With AADAC becoming part of AHS in 2009, integrated treatment for patients with concurrent 
disorders82 has become much easier. Previous barriers around sharing of patient clinical information 
between the two programs have been removed. Mental health therapists and addictions counsellors can 
now freely collaborate and work together to coordinate and jointly provide treatment for clients with 
concurrent disorders. Clinicians we spoke to in every zone confirmed this. 
 
This works best where mental health and addictions community clinics and staff are co-located in either 
same facility or adjacent to each other in the same building. AHS has already co-located a number of 
clinics throughout Alberta and is planning to add more as new sites are developed. 
 
Working with community partners to find housing for homeless individuals 
We saw a number of good practices in different parts of the province where AHS works with community 
partners to find housing for homeless individuals with complex mental health and other needs, and AHS 
staff provide the supports necessary to keep them housed. We already identified some of these 
programs as good practices in our 2008 report. 
 
Two newer initiatives are:  
DiverseCity Housing Team (Edmonton) 
• Helps referred clients find permanent, affordable rental accommodation or interim transitional 

housing. Team works with closely with Homeward Trust Edmonton83 and has good partnerships with 
a number of local landlords. 

• Team provides all necessary on-site 1:1 supports to enable the individual to remain in this housing; 
goal is to eventually wean clients off this level of support as they become used to routine and more 
self-sufficient and responsible. 

• Demand for service currently exceeds available rental supply. Currently supporting 35 housed clients 
and looking for spaces for ten active referrals. 

 

                                                 
81  Report of the Auditor General of Alberta—October 2008, page 170. 
82  These are clients who have both a mental illness and addictions. 
83  http://www.homewardtrust.ca/programs/housing-first.php  
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Clinical Intervention and Support Team (Lethbridge) 
• Funded by the City of Lethbridge, this is a joint venture between AHS and the City of Lethbridge 

Police Service. Suitable candidates are referred by Home Base84 (a non-profit agency funded by the 
CMHA). 

• The team provides necessary mental health and living supports to help keep clients stable and from 
being evicted. Staff will also develop a treatment plan and connect a client with any suitable 
community resources. 

• Currently supporting 15 individuals who would otherwise be homeless. 
 
Demand for these types of programs is high. 
 
Housing managers in a number of zones work directly with local developers to try and increase access 
to existing or planned housing spaces for mental health and addiction clients. They have also helped 
non-profit housing providers build business cases to obtain alternative sources of funding for 
construction of these housing spaces. However, these efforts were typically done on the initiative of an 
individual manager and not as part of any overall zone or AHS strategy. 
 
Working with other Government of Alberta partners to help populations with 
complex service needs 
Community Support Teams are the result of a joint initiative between AHS and Human Services (People 
with Developmental Disabilities) which began in 2013. These teams are comprised of local AHS zone 
and PDD regional staff who work together to jointly serve a population who have complex service 
needs: people with developmental disabilities who require intensive community services and have 
significant mental health or chronic substance abuse/dependency problems. These multidisciplinary 
teams85 work directly with various community service providers to help them provide the necessary 
supports to keep these complex needs clients stable and in their own communities. Edmonton and 
Calgary currently each have a Community Support Team in place, who will provide support to the other 
zones as needed. AHS is currently in the process of establishing CST teams in each of its other zones. 
 
Working with inner city homeless population 
The Inner City Supports Team (based out of the 108 Street Mental Health Clinic in Edmonton) was 
started in 2010. It currently comprises four mental health therapists and an independent living support 
worker who act as an outreach resource for the inner city population who are chronically homeless and 
have mental illness and addictions.86 Team members attend at the various inner city agencies (such as 
the Bissell Centre, Hope Mission, George Spady Centre and Herb Jamieson Centre) to connect with 
clients and provide any required counselling and identify and facilitate access to whatever community 
  

                                                 
84  A Housing First Service providing centralized intake, assessment and triage for the homeless, and those who are at risk of 

becoming homeless. Works with other local non-profit agencies and co-operative landlords to place homeless clients in 
available residential spaces in Lethbridge. 

85  Teams may be comprised of behaviour therapists, occupational therapists, social workers, psychologists, nurses, mental 
health therapists, therapy assistants and ILS workers.  

86  Another registered nurse who works out of the Boyle McCauley Health Centre and sees clients there is also considered part of 
the team. 
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supports they may need, including AHS community mental health and addictions clinics. Each weekday 
morning a team member also attends at the Royal Alexandra hospital emergency department to deal 
with any patients identified by its embedded mental health nursing team as homeless. The goal of this 
team is to try and remove barriers faced by the homeless inner city population in accessing mental 
health and addiction treatment and supports. Team staff told us they are extremely busy and could use 
three times their existing staff to deal with their volume of referrals. 
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Appendix D 
 
 

2011 ADDICTIONS AND MENTAL HEALTH STRATEGY 
GOVERNANCE FRAMEWORK 
 
The stated purpose of the strategy is to reduce the prevalence of addiction and mental illness in Alberta 
through health promotion and prevention activities and providing better assessment, treatment and 
support services. To accomplish this, the strategy identifies five strategic directions, with each strategic 
direction having its own specific priorities, expected key results and initiatives (or actions) to achieve 
these priorities. The five strategic directions are: 
1. Build healthy and resilient communities 
2. Foster the development of healthy children, youth and families (including seniors) 
3. Enhance community-based services, capacity and supports 
4. Address complex needs 
5. Enhance assurance 
 
 

Governance Structure 
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DESCRIPTION ROLE 

Executive Steering Committee • Executive body responsible for providing strategic direction for 
strategy implementation and identifying projects for Initiative 
Teams to work on. 

• Authority to review and approve final deliverables of these 
projects or any changes in their scope, costs or timelines. 

• Includes senior management representation from AHS, Alberta 
Health and other ministries (such as Human Services, 
Education, Justice and Solicitor General) as well as the 
Champions. 

• Meets monthly. 
• Chair87 reports to the Deputy Minister of Health. 

Advisory Committee • Comprises representatives from Alberta Health, AHS and other 
Government of Alberta (GOA) ministries (including Human 
Services, Justice and Solicitor General and Education), the 
Mental Health Patient Advocate and various community 
stakeholders and not-for-profit organizations. 

• Provides input to Executive Steering Committee (ESC) on 
which strategic direction initiatives should be focused on to 
move the strategy forward. 

Secretariat • Comprises representatives from AHS and Alberta Health senior 
management. 

• Advises and provides any necessary support to the Initiative 
Teams, monitors progress of various projects and provides 
monthly summary status reports to ESC. 

• Meets regularly as required. 

Champions • Five in total, one for each of the strategy’s strategic directions. 
Currently either an assistant deputy minister (GOA) or senior 
management level (AHS). 

• Provide oversight and direction to the initiative teams working 
on projects falling under their assigned strategic direction to 
ensure successful completion of task(s). 

• Responsible for providing regular status updates on their 
projects to ESC. 

Initiative Team(s) • Individuals or teams tasked with doing the work on projects 
associated to specific strategic direction initiatives selected by 
ESC. Formed as required and staffed with employees from 
AHS, Alberta Health, other partner GOA ministries or 
organizations or contract resources. 

• Accountable to the strategic direction Champion responsible 
for the initiative they are working on. 

• Each team formed to work on a specific project has an 
identified lead who: 
- develops an implementation plan for approval by the 

appropriate Champion 
- submits quarterly written status reports to the Champion 

and Secretariat and makes project progress presentations 
as required to the ESC 

- prepares a final project report for submission to ESC 

                                                 
87  Current chair is ADM of Alberta Health, Health Services Division. 




