
6) Arrival at ED
1) Identification 

of Crisis
4) Decision to 
proceed to ED

3) Screening

5) Decision re: ED 
location

2) Decision to 
involve services

Start End

A. ED Flow: Identification of Crisis à Arrival at ED

Crisis Types

1. Substance Abuse
2. Violent Self Harm (sad)

3. Psychotic (strange)
4. Behavioural Crisis

5. Homeless

*For a family or person, a crisis is a crisis. 

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

Renfrew Integrated Crisis Response
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A. Identification of Crisis  to ED:  1. Identification   V1.3
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Source: Aug. 7th AM

Risk of Dying, or 
Immediate Serious 

Harm?

a. Call 911 

Yes

Know Crisis Line 
Number?

No

c. Call Crisis Line 

no

Hard to Match Need 
with Services 

Available in a Crisis

Stigma amongst 
first responders

Families and 
Individuals scared 

and are not going to 
look for a phone 

number

If Crisis has 
subsided, might not 
seek help and chose 
instead to rest until 

next criss

If ‘BIG’ Crisis, it is 
easier to identify 

and put energy into
911 Call to transfer/

connect to crisis 
line? 

b. Proceed to ED on 
own 

Yes

No

A1. Crisis 
Identified by 
Client/Family 

Member

A1. Crisis 
identified in 
the moment 
i.e. Car Stop

A1. Crisis 
identified at 
the school

Yes

Increase knowledge/
awareness of crisis line

A2: 
Involvement of 

Services

A2: 
Involvement of 

Services

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

Confusion over 
which crisis line to 
call for what age

Renfrew Integrated Crisis Response
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A. Identification of Crisis  to ED:  2. Involvement of  Services (First Response) V1.3
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Source: Aug. 7th AM

Could take time to 
respond. (Hours?)

Lack of training causes 
variation to how police 
respond/engage other 

services

A2. Call  to 911

A2. Call Crisis Line

h) Mobile Crisis 
Team Notified

Involve Mobile 
Team?

Yes

a) Paramedic and/or 
Police Dispatched

Violence or self 
harm?

d) Police for back-up

Yes

e) Paramedic 
Response

No

Involve Mobile 
Team?

Yes

No Proceed to ED?

f) Start Referral 
Process

More work to 
create referral

Consent of sharing 
information is seen 

as barrier

Two Police Systems in 
Renfrew: OPP & Deep 

River

Different Levels of Use 
across the County

Lack of alternative 
options

Not 24/7

?No

A1. Crisis 
Identified by 
Client/Family 

Member

A4. Proceed to 
ED

A1. Crisis 
identified in 
the moment 
i.e. Car Stop

A2. Involvement 
of Services 

(Community)

A4. Proceed to 
ED

Yes

?

No

c) Police deployed

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

b) Paramedic 
deployed 

Renfrew Integrated Crisis Response
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A. Identification of Crisis  to ED:  2. Involvement of  Services (Community Services) V1.3
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Source: Aug. 7th AM

Could take time to 
respond. (Hours?)

A2. Call  911

A2. Call Crisis Line

A2. Go to Walk-in 
Clinic

A2. Seek other 
community services

h) Mobile Crisis 
Team Notified

Does agency have 
crisis team paging 

number?

Yes

g) Call intake 
number

No

Immediate 
Danger?

Yes

Four School Boards in 
Renfrew

Different Levels of Use 
across the County

Not 24/7

MH Nurses 
can respond 
within a two 
day period

i) Contact MH Nurse 
associated with 

school

No

h) Refer to 
community services

?

A1. Crisis 
Identified by 
Client/Family 

Member

A4. Proceed to 
ED

A2. 
Involvement 

of First 
Response

A1. Crisis 
identified at 
the school

A2.  Go to primary 
care clinic 

No

Involve Mobile 
Team?

No

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

j) Use ASIST 
screening

Check what 
agencies/boards 
are using ASIST

Renfrew Integrated Crisis Response
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A. Identification of Crisis  to ED:  3. Screening  & 4. Proceed to ED (First Response) V1.3
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 Crisis Pre ED Source: Aug. 7th AM

Lack of training causes 
variation to how police 
respond/engage other 

services

h) Mobile Crisis 
Team Notified

Involve Mobile 
Team?

Yes

a) Paramedic and/or 
Police Dispatched

Violence or self 
harm?

d) Police for back-up

Yes

e) Paramedic 
Response

No

Transfer Patient to 
ED

Involve Mobile 
Team?

Yes

No

Proceed to ED?

f) Start Referral 
Process

Two Police Systems in 
Renfrew: OPP & Deep 

River

Lack of alternative 
options

NO

What screening 
is used?

Any screening 
before transfer?

m) Complete 
interRAI Brief MH 

Screener 

How is it 
decided to 
involve the 

mobile team?

How is it 
decided to 
involve the 

mobile team?

Then what?

l) CTAS assigned
How is the CTAS 

determined?

MH Calls generally 
assigned a low CTAS score 

by Paramedics

2. Call to 911

c) Police deployed

A2. Call to 
Crisis Line

A2. Call to 
Crisis Intake

n) Information 
gathering

Asist Training

o) De-Escalation

On-site, at home, or phone

p) Coordination 
with pharmacy, 
physicians, crisis 

beds

Once team is involved “hold on to individual” from several weeks to 3 
months

Proceed to ED?

q) With Police and 
Mobile Team

No

r) With Mobile 
Team

Sense that more 
appropriate 

decisions and care 
are made with 
Mobile Team 

involved

Decision to go to ED 
not common with 

Crisis team 
involement

A2. Involvement of Services 
(Community)

?

No

B1. Arrival At 
ED

Could  referral 
process to 
community 

resource occur with 
Paramedics?

Could  referral 
process to other 

community 
resource occur?

Renfrew Integrated Crisis Response
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A. Identification of Crisis  to ED:  3. Screening and 4. Proceed to ED (Community Services) V1.3
C

lie
n

t 
/ 

Fa
m

ily
C

o
m

m
u

n
it

y 
Se

rv
ic

es
Ed

u
ca

ti
o

n
C

ri
si

s 
Te

am
 

/L
in

e
Fi

rs
t 

R
es

p
o

n
se

Crisis Screening                    Source: Aug. 7th AMPre Crisis Screening

A2. Go to Walk-in 
Clinic

A2. Seek other 
community services

j) Use ASIT 
screening

Immediate 
Danger?

Check what 
agencies/boards 

are using ASIT

Four School Boards in 
Renfrew

MH Nurses 
can respond 
within a two 
day period

i) Contact MH Nurse 
associated with 

school

No

A2.  First 
Response

A1. Crisis 
identified at 
the school

A2.  Go to primary 
care clinic 

Yes

h) Refer to 
community services

No

Phoenix Centre:
Self developed screening 

tool

FCS: Safety assessment 
(whole family)

What Screening 
tools are Primary 

Care Using?

Use of Screening Tools 
which are beyond 

suicide risk?

Child and Family Services (School Based Program) 
will on rare occasion take children to the ED. 

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

Renfrew Integrated Crisis Response
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B. ED Flow:  5. ED Location (decision factors and behaviours – (2014-15 data))                                                V1.3
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 Source: Aug. 7th AM & NACRS DATA 2014-2016

Closest Hospital

Closest Location, 
unless patient 
makes request

With Police

Wait times at ED 

Past Experience/
Reputation of 

hospital

Age of Youth

Distance

32% PRH
40% CHEO
19% RVH

(130 visits total)<16

47% PRH
18% RVH
9% DRH

(520 visits total)

>16

Mobile Crisis Team 
Involvement with 

Police

With Mobile Team
Transport 
method

On Own/With 
Family

Small numbers 
arriving by 
ambulance

Age of Youth

17 arrivals
<16

72 arrivals
>16

With Paramedics

Renfrew Integrated Crisis Response
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1. Arrival 2. Triage 3. Registration
4. Assessment / 

Treatment 
Recommendations

6. DischargeStart End

B. ED Flow: Arrival at ED -> Discharge from ED

5. Referrals

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

Renfrew Integrated Crisis Response
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B. ED Flow:  1. Arrival V1.3
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Source: Aug. 17th PM; ATS Feedback

A. Client escorted to 
ED by police / 
paramedics / 
family / other

B. OPP completes 
Brief Mental Health 

Screening Tool & 
provides to ED nurse

B2. Triage
Start

Repeat ED visitors 
may be a population 
to focus on – better 
understanding their 

needs / how to 
address

Perception that ED 
is an open door

When client comes 
from another 

location – quality of 
information they 

are sent with could 
be improved

Role of ED / 
expectations could 

be more clearly 
articulated to 

clients / families in 
advance -> clients 
go to right place at 
right time based on 

need

Feeling of not 
knowing where to 
go or reach out to

Multiple issues 
could be at play, 

including 
intoxication

Perception that ED 
is an open door

SF: Summer influx 
of summer camp 

children

OSI Peer Support: 
Will attend and wait 

in ED with youth 
over 18 or with 
family member

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

Clients with 
addictions often not 
getting their mental 

health issues 
addressed

Stigma towards 
those with 

addictions in crisis 
and concurrent 

needs not 
addressed

Renfrew Integrated Crisis Response
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B. ED Flow:  2. Triage   (Over 16) V1.3
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Aug. 17th PM

a) Present at triage

c) Brief 
assessment / 

monitoring of vital 
signs

b) Write initial 
compliant / main 

issue (on green slip)

d) Assign CTAS 
priority

B3. 
Registration

B1. Arrival

CTAS 1 or 2?

e) Move to safe 
room

yes

no

SFMH: 
Do not have 

designated triage 
desk or nurse, often 

go to registration 
first

PRH:
CTAS 4 or 5?

PRH:
f) Move to Zone B 

(urgent care)

no

no

yes

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

Lots of paperwork

Time between 
triage and 

assessment

h) ATS&RVH: 
If already client of 

ATS, ATS will be 
offered to be called 

at this point

B. Intoxicated individual 
could be brought back to 

police for overnight

B4. 
Assessment/
Treatment

g) CMH&RVH: 
If already client of 
CMH, call made to 

CHM

B5. Discharge

Connection made based on timing/availability

Connection made based on timing/availability

B. OPP can leave after 
patient goes through triage 

(voluntary admission) – 
this need clarification

Renfrew Integrated Crisis Response
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B. ED Flow:  2. Triage (under 16)  V1.3
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Source: Aug. 17th PM; Feedback from CHEO Sep 24

a) Present at triage

c). Brief 
assessment / 

monitoring of vital 
signs

b) Write initial 
compliant / main 

issue (on green slip)

d) Assign CTAS 
priority

B3. 
Registration

B1. Arrival

CTAS 1 or 2?

i)  <16. Start 
Transfer to CHEO 

i)  <16. Start 
Transfer to CHEO 

yes

no

SFMH: 
Do not have 

designated triage 
desk or nurse, often 

go to registration 
first

CHEO:
If presenting at 

CHEO initially for a 
crisis, triage process 

is different.

PRH:
CTAS 4 or 5?

no yes

no

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

Lots of paperwork

Time between 
triage and 

assessment

B. OPP can leave after 
patient goes through triage 

(voluntary admission) – 
this need clarification

ATS&RVH: 
If already client of 

ATS, ATS will be 
offered to be called 

at this point

B. Intoxicated individual 
could be brought back to 

police for overnight

B4. 
Assessment/
Treatment

B5. Discharge

Connection made based on timing/availability

Connection made based on timing/availability

What happens? 
To a CTAS 3

j) Consultation 
with CHEO

j) Consultation 
with CHEO

B6. Dischrge/
Transfer

k) stabilization if 
needed

k) stabilization if 
needed

Renfrew Integrated Crisis Response
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B. ED Flow:  3. Registration       V1.3
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Aug. 17th PM

a) Go to  registration 
(sometimes person 

who came with 
them to ED)

b). Create ED chart / 
verify health card

B4. Assessment / 
Treatment 

Recommendations

B2. Triage

Sometimes families 
also need support / 
to be registered as 

well

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

SFMH
Connect families 

with church 
resources

Renfrew Integrated Crisis Response

10/15/2015 Page 12 Process Maps DRAFTv1.3



B. ED Flow:  4. Assessment / Treatment Recommendations V1.3
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Sources: Aug. 17th PM; Feedback from CHEO Sep 24

PRH
a) Call Acute MH 
nurse down for 

assessment

b) Perform 
assessment / 

determine treatment 
recommendations

B6. Discharge

B3. 
Registration

Form 1 
required?

Hospitalization 
required?

Transfer 
required?

no

yes

e)  Complete 
necessary 
paperwork

yes

no

yes

no

c) Contact CritiCall 
Ontario to coordinate 

transfer to Ottawa 
Schedule 1 facility

Referral(s) 
required?

yes

no

CHEO
HEADS-ED 

Screening Tool

Police accompany client 
until seen by physician – 
clinicians try to release 

client to police as quickly 
as possible

Long wait for 
CritiCall

Multiple assessments / 
repeat story many 

times throughout visit

AMH Nurse vs other 
staff may increase 
stigma but may be 

more efficient

Extra nursing staff 
required to accompany 

client in ambulance 
during transfer i.e. 
chemical restraint 

(needs clarification)

Criteria for 
voluntary admission

Looking for 
treatment in ED

Perception that 
admission = 

treatment, not 
stabilization + 

discharge

SFMH
Difficult to 

coordinate with 
physician at night-

time

County Hospitals:
Crisis Team might 

commence the 
assessment

ATS: Appointment 
might be booked for 

next day ATS staff 
@ hospital

PRH: Service Navigator for 
Pembroke/Petawawa Residents: 
Will get paged and meet in ED or 

follow up in 24 hours

Not many options 
and options are not 

suitable

Perception that the 
right “key words” 
need to be spoken 
at this point to get 

appropriate 
treatment.

B5. Complete 
necessary 
referral(s)

Nurses not 
informed of 

decisions by Drs.

Perception that MH 
clients take lots of 

time and not 
medical 

emergencies

Up-to-date 
electronic inventory 

of local resources

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

d) Coordinate 
transfer to facility

Multiple calls to 
CHEO / callbacks

 uptake of ED 
Clinical pathway for 
Children and Youth 
with MH conditions 

No assessment tools 
being used for 
youth under 16

Youth being 
transported without a 

parent

Renfrew Integrated Crisis Response
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B. ED Flow:  5. Referrals V1.3
C
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Sources:  Aug. 17th  PM;  Arnprior ED Aug 11thFeedback from CHEO Sep 24  

B4. Assessment / 
Treatment 

Recommendations

Requires 
additional 

support post 
discharge

Under 18?

Requires 
additional 
psychiatric 
assessment

Needs a plan of 
care

yes

No

No

b) Contact CHEO 
Urgent Care 

Services

c) Appointment 7-
10 days

d) Assessment and 
safety planning

Yes

f) Call 613-732-3675 
ex:61245 informing 

referral, but not 
addmission

e) Complete 
Outpatient 
Psychiatric 

Consultation 
referral form (select 

urgent/ASAP)

g) Fax Referral to 
Dr. Vijay (613-732-

6350)
Yes

h) Call Crisis Team 
using healthcare 

worker #

i) Provide patient 
demographics, 
history of crisis

B6: DischargeNo

Requires other 
support?

No

Substance Use an 
element of the 

crisis?

Yes

a) Recommend 
referral to ATS or 

Pathways

No

k) Make referral to 
community agency

Yes

No

Contacts for 
community 

resources often out 
of date

Military associated client might opt not to seek 
support in Renfrew (stigma/consequences on career)

Families might not 
be able to make the 

trip to Ottawa

Up-to-date 
electronic inventory 

of local resources

SFMH
Offer to call back 

organization if 
patient has not 

heard back 

Potential for 
referrals to get ‘lost’ 
not followed up on

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

Substance use 
might not be 

identified

Urgent need 
with moderate/

high acuity?
Yes

No

j) Give patient crisis 
pamphlet

Renfrew Integrated Crisis Response
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B. ED Flow:  6. Discharge        V1.3
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Aug. 17th PM

A. Review treatment 
recommendations / 

discharge plan / 
provide information

D. Discharge 
summary faxed to 
family physician 

(may take weeks)

B4. Assessment / 
Treatment 

Recommendations

Stop

B. Leaves ED 
(with information)

C. Paperwork 
completed / 
referrals sent

SFMH
Copy of CHEO 

discharge summary 
added to hospital 

chart

CHEO
If client arrived by 

ambulance and not 
admitted, transportation 

home can be an issue

Written discharge 
summary provided 
to clients / families

Message at ED: Go 
home, nothing we 

can do, wait for wait 
list opening

CHEO perceived to 
provide more 

support

B5: Complete 
necessary 
referral(s)

Leaving ED without 
any information ie: 

Crisis pamphlet

Might not 
remember 

information& 
recommendations

SFMH
Create contract with 
patient to call back 

the next day

Ideally would like 
youth to leave with 

accompaniment/ 
reality youth often 

leave alone

Good practice: Heart health 
discharge planning, 

implement similar with MH
Have a safety plan 
completed prior to 

discharge

Client leaving ED, 
but family still 
feeling at risk

Info on Community 
resources (crisis 
line) provided on 

discharge.

Should Family Drs. Take a 
lead on this follow through?

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16
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C1: 
Community 
Follow up

C. ED Flow:  Discharge from ED à Connecting to Community Resources

B6. 
Discharge

Renfrew Integrated Crisis Response
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B. ED Flow:  2.  Community Flow    V1.3
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B6:  Leaves ED 
(with 

information: 
optional)

Many families will 
not disclose a 
recent ED Visit

Might not 
remember 

information& 
recommendations

Family Stress 
Waiting for Services

Families/Students 
may not want to 
share medication 

information

Military Families 
used to services 
coming to them

Transient 
population

Youth in crisis often 
have other issues 

underneath

People fall through 
the cracks as they 
sit on a waiting list

Receive referrals 
from CHEO, Q-C, 

Royal

In school nursing 
support

Up to 3 month of 
service

Not receiving 
referrals from 

county hospitals

Service Navigator 
Contacted (meet in 
Pembroke ED or 24 

hour follow up)

Assumption that 
CCAC gets ED 
information 

automatically

OSI Peer Support: 
for youth over 18 or 
family member can 
access to bridge the 

wait for services

PMFRC: Has a MH 
team (only one in 
Canada) not well 

known

Military  MH  First 
Aid Training 
available to 
caregives

Phoenix Centre: 
Youth Crisis 

Counselling (shorter 
wait time)

Robbie Dean: Group 
Supports available

Phoenix Centre: 
Youth MH 

Counselling (6 
month wait)

Services and 
supports availalbe

Foster families only 
obliged to inform 

FCS of ED visit

If consent if given 
discharge info can 

take 30 days 

Social worker will 
follow up

Missed opportunity 
when spot/service is 

available, person 
may not want it any 

more

EAP Services: For 
families with 

extended benefits

Family group 
available for 
addictions

Discharge summary 
only goes if patient 

consents

Up to 4 weeks for a 
follow up

Summary does not 
have 

recommendations/
action plan Social works 

available at many 
FHTs in County

Patient potentially 
turned away: “we 

are not dealing with 
you like this”

Not always have a 
family doctor

Fee for service 
counselling

Potential  to request  
services on a sliding 

scale 

Patient Experience

Variation across 
organization

Legend

Optional

Waste

Improvement 
opportunities

N/A for youth 
<16

ATS >12
Pathways >16

Renfrew Integrated Crisis Response
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