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Il Abstract

Background: As part of a clinical trial, four Canadian pediatric emergency departments (EDs) offered an urgent appointment to
mental and behavioural health patients being discharged. Objective: To investigate facilitators, constraints, and fidelity in delivery
of the urgent appointments. Method: A mixed-method study using concurrent triangulation design was conducted (September
2023 — March 2024). Nineteen of 24 eligible appointment providers completed an online survey to rate how frequently they
demonstrated 15 tasks and stances (content fidelity) in appointments. Time-to-appointment, attendance, and duration data were
collected and analyzed using descriptive statistics. Virtual interviews were conducted with 21 appointment providers or appointment
managers and implementation personnel and were coded using template analysis to understand factors affecting appointment
implementation. Results: The use of risk assessments, working with goals and tasks, and relational and curious approaches were
frequently reported (74-89% of providers always completed the component). Diagnostic considerations, along with take-home
and documentation tasks, had lower use (42-47% of providers always completed). The median time for appointments was within
the 96-hour target, with most children attending (ED setting=423/427; outpatient setting=77/88), and appointment length usually
met the expected 60-minute duration (range: 45-90 minutes). Appointment scheduling, staffing, scope of practice, and training
were identified as challenges to delivery, while ongoing feedback mechanisms and quality improvement strategies served as
facilitators. Conclusions: Content fidelity was high for common mental health care practices but lower for more specialized
content. Appointment metrics including attendance, duration, and time to appointment demonstrated moderate to high fidelity.
Targeted training, feedback, and quality improvement activities are recommended for implementing urgent appointments in other

settings.
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Il Introduction

Most children who visit an emergency department (ED) for
mental and behavioural health care will be discharged home
once acute concerns and safety risks have been addressed,
with recently published discharge statistics ranging from
64-84%1-®, Common reasons for visits include suicidal
ideation, depressed or anxious mood states, and behavioural
concerns®®,_  Dissatisfaction with the effectiveness of
ED services in reducing symptoms has been reported®,
underscoring the importance of post-visit care in addressing

patient’s needs over time.

Although ED-based approaches to facilitate care navigation
and follow-up care are recommended®, there are limited
evaluations of such approaches and no evidence-based
recommendations to guide their development and evaluation®.
Single treatment sessions in the ED for suicidal adolescents
that include service referral assistance or telephone contacts
after discharge have increased mental health care initiation
and attendance®-®. Automated notifications in an electronic
health record have improved ED documentation and resulted
in communication to primary care providers about children
who screened positive for severe depression and suicidality?.
Time to post-ED care varies across published studies, with
31% of children receiving outpatient mental health care
within 7 days of ED discharge, 43-84% receiving care within
30 days, and 9% receiving no care!"'¥, The likelihood of
receiving mental health care after an ED visit has been shown
to increase if an appointment was scheduled®. Collectively,
these findings reinforce the recommendation that approaches
to facilitate receipt of mental health care after an ED visit
are needed to ensure children receive optimal and equitable

care®,

A multi-site clinical trial was recently conducted to address
the need to improve mental and behavioural health care of
children in the ED"9. Four pediatric EDs were randomized
to provide care as usual, while four others were randomized
to introduce a novel pediatric mental health care bundle
designed for ED settings. This bundle included standardized
risk screening” and assessment!'® as well as a scheduled

follow-up appointment with a mental health care provider

emphasizing family and patient-centered care and shared
decision-making”. The objective of this trial sub-study
was to investigate facilitators, constraints, and fidelity in the
delivery of urgent appointments provided at the four EDs that

implemented the mental health care bundle.
Il Methods
Study Design and Implementation Context

This was a mixed-method sub-study using a concurrent
triangulation design®” conducted during the main trial from
September 2023 to March 2024; the main trial ran from
February 2022 to November 2024. We used: (1) a survey to
collect data on appointment content, (2) trial administrative
data to review appointment attendance, duration and time to
appointment, and (3) an interview to collect perspectives on
appointment enablers and constraints. Ethics approval for the
study was obtained from the University of Alberta’s Health
Research Ethics Board (REB) (Ethics ID: Pro00132092) and
use of administrative data was approved from the University

of Calgary and trial sites’ REBs.

During the trial, the scheduled appointment was intended
to take place within 96 hours of the ED visit. Appointments
were provided to children being discharged from the ED who
did not have a mental health care provider to provide follow-
up care. Two appointment approaches were implemented
during the trial based on resource allocation: (1) in two EDs,
appointments took place after ED discharge, either virtually
or in-person at an off-site, outpatient mental health clinic;
and (2) in two EDs, appointments took place on-site in the
ED after a brief physician or social worker assessment and
before discharge, or if the visit occurred during appointment
providers’ off hours, as an on-site or virtual appointment the
next business day, depending on the referral process. Urgent
appointments were to be one hour in duration and modelled
after Choice appointments'?, which are the first therapeutic
contact in the Choice and Partnership Approach (CAPA)
(19, Choice appointments have a well-defined structure and
are built on principles of family-/patient-centeredness and
collaboration!), features which are also advantageous for an

urgent care setting®"??, These appointments have been used
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in outpatient and community mental health care settings®® as
satisfaction and improved patient flow®®. An overview of the

displayed in Figure 1.

a part of the CAPA model, which has been associated with service

care bundle and urgent appointment delivery within this bundle is

Figure 1. Overview of the care bundle and urgent appointment delivery.
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Implementation Fidelity

Guided by the framework developed by Carroll et al.*?, we
examined fidelity to appointment content, coverage, duration,
and timeliness. Fidelity to content was defined as appointment
providers’ reported adherence to 15 core components of
a Choice appointment, including eight task components
(e.g., informed consent, joint formulation) and seven stance
components (e.g., strengths-based, honest opinion)@®. Use of
reported adherence rather than direct observation protected
the patient experience. Fidelity to coverage was the degree to
which appointments occurred as scheduled (i.e., attendance),
and duration fidelity was an appointment length of at least one
hour. Fidelity to timeliness was defined as the degree to which
appointments occurred within the 96-hour target, defined
as median time from ED referral (on-site appointments) or

discharge (on or off-site appointments) to appointment.

Sampling and Participants

Sub-study sampling covered a range of roles because a team-
based approach was required for urgent appointment delivery.
We used purposeful sampling to recruit: (1) health care providers
who had delivered more than five appointments at the time of
recruitment, as experience with the appointments was needed
for representative survey responses, and (2) site personnel
involved in appointment implementation (e.g., allocate
resources, oversee training, collect and communicate local data
for quality improvement purposes). Email invitations and three
email reminders were forwarded by the local trial, or mental
health team leads to eligible participants. Our goal was to recruit
>80% of eligible survey participants for representativeness®”.
For interviews, we aimed to minimally recruit 60% of eligible
participants, including at least one person in every role involved
in organizing and delivering the appointments at each site to

promote representativeness®-!. The study coordinator (author
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JSK) notified local trial site leads when certain role perspectives
were missing from the sample so that the leads could follow-
up with key personnel about potential participation. A $10
coffee shop gift card was offered to participants after survey
completion as a token of appreciation. Verbal informed consent
was recorded on consent forms for all interview participants
and survey consent was implied by response in accordance

with REB requirements.
Data Collection

We collected appointment content data using the Choice
Clinical Core Competencies Tool 2.0 (CCCT)@®. Originally
developed as an observation and feedback tool, the CCCT was
developed by a team of CAPA experts (including authors JC and
SC) using feedback from clinicians and educators experienced
in Choice appointments, and a recent Delphi study®®. The tool
was adapted for self-assessment and online administration
using REDCap®?. Providers indicated how frequently they
believed they demonstrated the core Choice tasks and stances
during past-month or most recent appointments using a four-
point scale (always, often, sometimes, rarely). Five additional
questions surveyed providers about training, therapeutic
alliance and demography. Survey content and face validity
were verified by four study members (authors JSK, JC, SC, and
ASN) prior to distribution. We collected coverage data using
trial documentation of the number of booked appointments
attended by enrolled children that consented to administrative
data collection. Appointment duration and time-to-appointment

data were obtained from site personnel.

Through virtual interviews, we collected data on perceived
appointment enablers and constraints and asked about
delivery context (e.g., processes established, referral and/or
booking practices at appointment conclusion), approaches to
supporting content fidelity (e.g., type and regularity of training,
feedback, support) and time-to-appointment (e.g., auditing
and feedback using site data), and delivery experiences (e.g.,
therapeutic alliance, child/family experiences). The interview
guide was developed using Carroll et al.’s® framework and
the Theoretical Domains Framework®®, which have been used
to understand health care intervention implementation. Before

use, the guide was reviewed for face and content validity,

then pilot tested with two content experts (authors JC and SC)
and refined based on feedback. Interviews were conducted
individually or as a group, depending on preferences, and were

recorded and transcribed.
Data Analysis

We analyzed the quantitative data using SPSS (version 29)
and Microsoft Office Excel® (version 2405), reporting results
as aggregate counts and percentages of total responses or as
medians with interquartile ranges (IQR) as appropriate. We
used published cut-points to interpret implementation fidelity
findings (80-100% ‘high’, 51-79% ‘moderate’, 0-50% ‘low’
fidelity)®39, We conducted a template analysis®® with line-
by-line coding of interview data using NVivo (Lumivero 2023,
release 14.23.3¢Y). Unique text segments from each interview
transcript were mapped onto Carroll et al.’s framework® by a
primary coder (author JSK). Ten percent of the transcripts were
coded by a second coder (author JC)©®7, with coding from both
analyses compared to identify and resolve discrepant codes®¥; a
third team member (author ASN) reviewed the resultant codes to
promote internal validity of the findings. We focused on themes

with higher code counts during data triangulation.
Il Results

There was representation across the four sites with a range of
3-8 participants per site, depending on team size. Nineteen of
24 (79%) eligible providers completed the survey (10 ED-based
and 9 outpatient providers), and 21/32 (66%) eligible providers
and site personnel participated in individual (n=12), dyadic
(n=2) or group (n=1) interviews with at least one person in every
role participating. Participant demographics are summarized
in Table 1, with notable differences in disciplines overseeing
appointments: crisis and social workers were involved in ED-
based delivery and mental health/psychiatric nurses were

involved in outpatient delivery.
Fidelity to Intervention Content

Providers reported varied use of the Choice appointment
components (range for ‘always’ completing: 30-90% ED-based
vs. 44-89% outpatient providers). Table 2 displays Choice task
findings. Tasks reported more frequently as ‘always completed’

were risk assessment and planning (90% ED-based vs. 80%
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outpatient providers) and working with goals (80% ED-based
vs. 67% outpatient providers). Participants described these
tasks as common in their role: “our job is assessing for other
services and directing people to the right service at the right
time” (Participant 15). The joint case formulation task was
reported as ‘always completed’ by 30% of ED-based providers
compared to 67% of outpatient providers. In interviews,
some ED-based providers felt their scope of professional
practice limited joint formulation. Approximately half of the
providers reported always completing take home tasks, and
documentation of the formulation and plan for the family
(40-50% ED-based vs. 44-56% outpatient providers). Table
3 displays Choice stance findings. Most providers reported
always adopting a relational stance (90% ED-based vs. 89%
outpatient providers), and curiosity was reported as ‘always
used’ by outpatient providers (89%) in the appointments. The
least used stance was honest opinion (40% ED-based vs. 44%
outpatient providers), and the strengths-based stance was low

among ED-based providers (50% always used it).
Appointment Setting

Appointments that took place on-site were described in the
interviews as more focused on risk assessment and stabilization
compared to outpatient appointments, where participants
described the ability to explore formulation and plan next steps.
Participants indicated that multidisciplinary collaboration
during on-site appointments facilitated task completion and
efficient use of team members’ expertise and time. Outpatient
appointment participants described focusing on experiences,
needs, and goals: “It may have started off with really tense or
stressed folks, but then I was able to kinda calm them down and
say, ‘Alright, this is the pamphlet you were given. ...What are
your thoughts here? What do we need?’” (Participant 8).

Training and Resources

Providers’ opinions varied as to whether they believed they
had received enough training and resources for Choice tasks
(yes: 8/19, 42%; somewhat: 7/19, 37%; no: 3/19, 16%) and
stances (yes: 8/19, 42%; somewhat: 8/19, 42%; no: 1/19, 5%)
(Tables 2 and 3). A commonly described training strategy

was integrating Choice components into familiar, established

practices. Managers at three sites described reviewing the
CCCT with providers to identify components that required
incorporation and/or more emphasis. Across all sites, managers
described weekly or monthly meetings with providers to assess
whether supports were required to deliver the appointments with
content fidelity, and providers described seeking peer feedback

via informal discussions about appointment content and flow.

Fidelity to Coverage, Duration, and Time to
Appointment

Intervention coverage data included 515 booked appointments
from 1,575 participants enrolled in the trial, of whom 1,239
(79%) consented to administrative data collection. The median
(IQR) age of children who received urgent appointments was 14
(12-15) years; most children identified as Caucasian and girls.
The most common ED presenting complaints across sites were
for mood (depression, suicidal ideation, and/or self-harm) and
anxiety (anxiety, situational crisis, and/or hyperventilation),
with comparable proportions across sites, except site 3,
which had more complaints for anxiety than mood (Online

Supplement).

Fidelity to coverage varied across sites; urgent appointment
receipt was generally higher if the appointment was ED-based
(423/427,99%) versus outpatient-based (77/88, 88%) (Table 4).
Participants described appointment coverage being negatively
affected by incomplete bookings (e.g., appointment booking
slip was given, but patient information was not forwarded to
the clinic) and positively affected by providing families with a

brochure that outlined key appointment details.

Appointment duration was usually 60 minutes for on-site
appointments and 45-90 minutes for off-site ones (Table
4). ED-based providers reported that limited availability of
private, comfortable space and time could affect duration. As
one participant described, “I met with a family in a very tiny
room. It was extremely hot... the young boy, he was about
eight, extremely irritable — they had been there for hours — we
were all cramped in this tiny little room. He just wanted to go”
(Participant 3).

The median time to ED-based (4 hours; IQR 2, 9) and outpatient
(81 hours; IQR 41, 118) appointments was within the 96-hour

88
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target (Table 4); 39% of outpatient appointments took place
after the 96-hour target and, of these, 25% took place after 120
hours (5 days) of the ED visit. Appointments exceeding the
target typically occurred because the target time frame included
weekend days or statutory holidays when appointments were
not available. In interviews, participants described using
time-to-appointment data audits to refine booking processes
and increase the number of appointments, and dedicated
appointment staff as enablers of appointment availability, and
thus, meeting the time target. Patient volumes, team workload,
and more often, staffing shortages were constraints. As one
manager explained, “because we have a limited number of
appointments and people doing them, if someone’s ill or on
vacation, we suddenly wind up with more of a problem”

(Participant 12).
Therapeutic Alliance

Providers reported being very able (15/19, 79%) or moderately
able (3/19, 16%) to establish a therapeutic alliance during
urgent appointments. Managing expectations about post-
appointment services (e.g., wait-lists for additional services,
caregivers needing to self-refer their child for a service, i.e.,
contact the service to book an appointment) were described
as affecting alliance: “a family might get a little bit of help,
but then have to wait for service again... managing those
expectations and ensuring that people are going to be, I guess,

okay in that meantime can be heavy” (Participant 16).
Bl Discussion

Urgent appointments after an ED visit for mental health or
behavioural concerns play an important role in the continuum
of children’s mental health services. Access to this type of
care is associated with reduced ED volumes, lower health
system costs, and fewer hospitalizations®”. Our evaluation
of the implementation fidelity of an urgent appointment for
children visiting the ED for mental or behavioural health
concerns revealed substantial variation, with low-to-high
fidelity in appointment implementation, and identified key
factors thought to influence appointment implementation.
These findings provide considerations for understanding how
such a care delivery approach can be introduced for this clinical

population.

Variation in health care providers’ reported use of the intended
Choice strategies highlight important considerations for
implementing care approaches in practice settings outside of
their original intent. The Choice and Partnership Approach was
developed for community mental health care settings“?. High
fidelity to some Choice components, such as risk assessment/
safety planning, may reflect their alignment with an established
scope of practice for urgent appointments“?). Conversely, joint
case formulation, takehome tasks, and honest opinion require
a different approach to provider-client interactions, which may
explain the low use reported by providers. Age may be another
factor contributing to variation in content fidelity, especially
in the ED setting. The median age was 14 years among those
who received an urgent appointment, and mental health care
delivery for an adolescent population requires additional time
to establish trust, ensure understanding, and allow for two-
way communication and shared decision-making®. Time
constraints discussed by participants in the ED setting could have
compounded these challenges. Additionally, the behavioural
and possibly attitudinal changes needed by health care providers
to provide novel care components may not have been addressed.
The mixed opinions on training and resource sufficiency suggest
there was unmet need among providers. Study of the impact
of training and resources tailored to address different clinical/
professional backgrounds and role expectations is a logical next

step.

Strategies described by site personnel for achieving high content
fidelity—tailored training, ongoing assessment and responsive
training, and peer feedback—are commonly recommended“*-*?.
However, content fidelity and provider opinions on training
may have increased by using the CCCT as designed; to aid
in observation and feedback for practice development, rather
than a reference document for review and discussion. Limited
resources and time precluded this approach at sites, but tool
use by a peer or supervisor during appointments could have
resulted in feedback to providers and introduced audit and
feedback, which is effective in changing health care provider
behaviours®®, Other feedback approaches, such as simulation-
based or role play evaluations of specific components or case
responses, could also be explored in future work as alternatives
to direct observation and self-reflection. These alternatives
may offer skill development in areas of clinical self-efficacy

and communication, relationship building, and reflection in a
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manner that is cost-effective and does not interfere with the
patient experience®”. Provider confidence or self-efficacy
may have affected content fidelity. Studies have shown that
confidence is associated with mental health providers’ practice
behaviours“*?. We did not assess confidence in this sub-study,
but its measurement over time could have informed local

practice feedback and training strategies.

In this trial sub-study, high-to-moderate fidelity was found
for appointment coverage, duration, and time to appointment.
High-to-moderate coverage fidelity suggests that most
patients will attend an appointment if one is scheduled.
The implementation support activities designed to improve
coverage and time to appointment across study sites have
been described by others as successful®). While fidelity to
appointment duration and time to appointment were high,
participants noted that appointment setting characteristics are
an important fidelity consideration. ED-based appointments
were affected by patient volumes as appointments were not
booked for a specific timeslot while outpatient appointments
posed time to appointment challenges. The length of time to
an appointment after a mental or behavioural health crisis, in
particular, has been associated with a reduced risk of returning
to the ED for additional care®®. As follow-up to this sub-
study, investigation of the impact of urgent appointments on
patient-centered (e.g., well-being, access to community-based
services) and system (e.g., ED revisits) outcomes is necessary
and is planned as part of the clinical trial'®. The findings
from this implementation fidelity sub-study can provide
considerations for the analysis and interpretation of the clinical
and health system outcomes for the trial. Study of caregiver/
child experiences in the appointment settings is also warranted
as ED-based appointments could have been experienced
differently from outpatient appointments (e.g., time to think
about next steps before the appointment, different setting). In
addition, further work to expand community services is also
needed given that providers’ referral and scheduling practices
at the end of the appointments were influenced by limited

referral options, which posed challenges to care access.

On a final note, staffing and providers’ scope of practice were
highlighted as key factors in appointment implementation.
While providers felt that the appointment model of care was
advantageous with respect to providing families with a concrete

‘next step’ in care, limited human resources for mental health

care was acknowledged as a substantial obstacle®. From a
human resource planning perspective, consideration of how to
build and train a workforce for providing urgent appointments
should include discussion of whether task sharing between
specialist (e.g., psychiatrists, psychologists, mental health
social workers) and non-specialist (e.g., general practitioners,
nurses) workers®® could be used for appointments to introduce
efficiencies to care, improve care delivery, and support the
scaling-up of this service. Thus, there may be value in identifying
which core skills are essential to achieve the desired outcomes,
taking into consideration the appointment setting, staffing,
and clinician qualifications. Investing in the development of
core shared skills across the workforce, instead of focusing on
training for specific treatment modalities, could offer a flexible

approach to urgent appointment provision.
Implications for Practice

We used a Choice appointment approach to conducting urgent
appointments because of its emphasis on shared decision-
making and well-defined tasks and stances that we believed
would benefit a child and their family after an ED visit.
While certain tasks may be prioritized over others depending
on appointment proximity to the mental and/or behavioural
crisis, the goals of the Choice appointment—goal setting,
collaboration, connection to resources—remain valuable to
the delivery of urgent mental health care. To support this
appointment approach as part of urgent care, the investment of
time and resources for formal training and ongoing feedback
is essential so that providers are well-trained in Choice tasks
and stances, including their purpose during the appointment.
Collaboration with clinicians and leaders is also necessary to
integrate and monitor use of these principles in care and ensure
administrative aspects, such as booking and coverage, are well-

implemented.
Limitations

This study has some limitations. Our survey response rate was
below the traditional target of >80%?”; however, it exceeded
the recommended target of 67% that is based on a recent meta-
analysis of 115,526 health sciences education surveys®®. This
updated target includes the recommendation that researchers
document evidence of survey validity®>. Our use of the CCCT
is a strength, as this tool was specifically designed as a clinical

aid to assess Choice tasks and stances; content and face validity
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have been established. Regarding interview sampling, while a
larger sample could have augmented the perspectives provided,
we met our goal to have at least one person in every role
involved in organizing and delivering the appointments at cach
site and common factors were discussed across four sites. A
second limitation was that content fidelity was measured by
clinician self-report, which is prone to higher reported use of the
intended content compared to observer ratings®®, Because the
presence of study personnel could have limited family comfort
and rapport, and would have required substantial additional
resources, we concluded that provider self-assessment was
a pragmatic approach that would promote feasibility despite
this potential limitation. Third, our evaluation of appointment
coverage was limited to trial participants that consented to a
review of their health records, meaning we could not review
coverage for all the appointments provided at each site. Finally,
two study sites conducted the appointments at the end of the
ED visit rather than as a separate follow-up appointment, which
contributed to heterogeneity in appointment delivery, and thus,
sub-study findings. This difference, however, enabled us to
explore the Choice approach in different settings and consider
the impact of crisis proximity on provider use of Choice tasks

and stances.
B Conclusion

Our findings suggest that fidelity to the Choice appointment
during urgent appointment delivery was high for common
urgent mental health care practices (e.g., risk assessment)
and low for specialized content (e.g., joint case formulation),
while moderate-to-high fidelity was achieved for intervention
coverage, duration, and time to appointment. Appointment
setting, staffing, scope of practice, and training on the
appointment’s care model were key factors affecting delivery.
Consideration of team capabilities, training approaches,
including supervision practices, and use of implementation
support strategies to refine referral and appointment delivery

processes, are important for appointment implementation.
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B Tables

Table 1. Participant demography.

Characteristic

Survey

ED-based
provider (N=10)

% (n)

Outpatient
provider (N=9)

% (n)

Interview

ED-based
setting (N=9)

% (n)

Outpatient
setting (N=12)

% (n)

Gender identity, % (n)
Woman 70 (7) 44 (4) 89 (8) 83 (10)
Man 20 (2) 44 (4) 11 (1) 17 (2)
Non-binary* 10 (1) 0(0) 0(0) 0(0)
Declined to answer 0 (0) 11 (1) 0 (0) 0 (0)
Professional discipline/role, % (n)
Crisis worker 80 (8) 0(0) 33 (3) 0(0)
Social worker 10 (1) 56 (5) 11(1) 50 (6)
Psychiatrist 10 (1) 22 (2) 11 (1) 8 (1)
Mental health/psychiatric nurse 0(0) 11 (1) 0(0) 8 (1)
Implementation support personnel N/A N/A 33 (3) 17 (2)
Mental health team manager or supervisor N/A N/A 11(1) 17 (2)
Declined to answer 0(0) 11 (1) 0(0) 0(0)
Study site, % (n)
Site 1 70 (7) N/A 67 (6) N/A
Site 2 10 (1) N/A 33(3) N/A
Site 3 N/A 33(3) N/A 67 (8)
Site 4 N/A 22 (2) N/A 334
Declined to answer or missing 20 (2) 44 (4) 0(0) 0(0)
Years of professional experience, median 21 16 11 17
Years of professional experience, IQR 11-34 8-19 8-27 10-23
Number of urgent appointments delivered, median 15 14 N/A
Number of urgent appointments delivered, IQR 7-25 4-300 N/A

Note. Abbreviations: IQR = interquartile range, N/A = not applicable

* Agender, pangender, genderqueer, gender fluid, gender non-conforming, or in the process of deciding.
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Table 2. Provider self-rated use of Choice tasks during appointments.

ED-based Outpatient provider
Survey provider (N=10) (N=9)

e Supporting quote from interview

Core component

% (n) % (n)

1. Introducing the appointment

Always 60 (6) 78 (7) Initial engagement: ... we identify ourselves; we
identify our role; we ask what — we talk about what
Often 30(3) 22(2) we’re — why we’re there, and to help them — to

help them — you know, support them through the
appointment tasks.” (Participant 3)

Engages with client/
caregiver to set the stage for Limitations due to time constraints:
the appointment. “... sometimes when we’re short of time, we take

Sometimes 10 (1) 0 (0) shortcuts. .. A really gross example, I sometimes
walk into the room and don’t say, ‘Hi, my name

is [provider’s name],” and that’s to a fault. I

think that’s impolite, but that’s the kinda shortcut I
would take.” (Participant 11)

2. Informed consent

Always 60 (6) 67 (6)
Voluntary nature: “They’re provided the option
Works with client/caregiver Often 303) 0(0) if they want this appointment, and they get that
to obtain informed . choice. It doesn’t impact — if they say yes or no,
consent to continue with Sometimes 10(1) 1@ it doesn’t negatively impact any other choices
appointment. they make for healthcare, so it’s not a forced
Rarely 000 1 appointment, which is important.” (Participant 8)
No response 0 (0) 11 (1)
3. Joint case formulation
Always 30 (3) 67 (6)
Consider a range of risk and protective contributors:
“We ask them about their hobbies, their grades, their
goals, do they have friends? Is there adversity? ...
. o
etk it @lenemepies How have they dealt with the adversity? Do.they
. have support systems? Who do they turn to in
to collaboratively develop . .
. the past, and who would they like to turn to in the
a shared understanding - ..
ofF i mrEReT i future?” (Participant 11)
Often 70 (7) 33(3)

concern, contributors and

TN S Limitations based on the child’s engagement:

“We have had people who’ve absolutely refused
to participate — very rarely though — but usually if
the kid or teenager is reluctant, usually we would
engage with the caregiver instead.” (Participant 9)
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Table 2 cont’d.

ED-based Outpatient provider
Survey provider (N=10) (N=9)

Core component
response

Supporting quote from interview

% (n) % (n)

4. Risk assessment and planning

Always 90 (9) 89 (8) “We would look into their goals. Are they future
oriented? Gives us an idea of the suicidality risk, you
know. Do they have friends? Do they have hobbies? Do
they have things to look forward to? (Participant 21)

Openly discusses risk so
it is understood as part

of current situation, and it
informs development of a Often 10 (1) 11 (1)

“Most of the time, we’re either going down to
safety plan as necessary.

safety plan with them or provide options for
community services” (Participant 5).

5. Working with goals
Always 80 (8 67 (6
way ®) © Responsive to goals at presentation: “[S]pending
time reflecting upon the goals, reflecting upon what
Often 2002) R perhaps is more important, and then having them
. give us their feedback as to what they believe is
SomEiEs oY) ey more important and then working on their goals with
them” (Participant 20).
Goals may be methods not outcomes: “If goals is [sic],
Works with client/caregiver you know, ‘I want to be on a medicat‘ion or [ want to
. . . get referred to a program’, then certainly we talk about
to identify their best hopes, , .
. that. We wouldn’t necessarily talk about, you know,
wishes or what they would S : .
. . . their intricate goals of psychotherapy, their goals — kind
want to be different in their ] : : :
i of their longer-term goals. Like, we don’t necessarily
LUCSy No response 0(0) 1) get to that in the appointment.” (Participant 9)

Apprehensive about offering conflicting advice: “I’'m
a little bit nervous about maybe giving them
[patients/families] some information that might be
competing with [their primary provider] because
everyone practices a little bit differently...so
sometimes there might be a little bit of apprehension
around where I go with it...” (Participant 16)

6. Method matching and planning

Always 60 (6) 67 (6) Psychoeducation: “It’s helping them develop the
stress tolerance skills as well. Some parents have
Often 30 (3) 22 (2) different expectations, developmental goals — on
Works with client/caregiver recognizing that their kid is only a certain age
to identify methods Sometimes 10 (1) 0(0) and they shouldn’t achieve these goals for some
that can address drivers time in their life, but helping them get there is the
(mechanisms) from the role.” (Participant 20)
formulation and help them
move toward goals. No response 0(0) 11 (1) Referral to other services: “Okay, so when you leave

today, you know, mom has said that she’s going
to do this, and then gonna follow-up on this, and
I’m gonna send this referral here.” (Participant 16)
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Table 2 cont’d.

Core component

7. Take home tasks

Survey
response

ED-based
provider (N=10)

% (n)

Outpatient
provider (N=9)

% (n)

Supporting quote from interview

Did you feel that you
received enough training
and resources in order

to complete the tasks of the
urgent appointments, as
modeled after the Choice
approach?

Yes 60 (6) 22(2)
Somewhat 30 (3) 44 (4)
No 10 (1) 22 (2)

No response 0(0) 11 (1)

Always 50 (5) 44 (4) Self-directed tasks: “After I’ve provided some information
and we looked at resources, and we talked about coping
Often 40 (4) 44 (4) strategies and next steps, and what the family is doing
Works with client/caregiver ) ;vell, and whe;\reh we thm}( that Lhe.y can’?dfc)l - .th.ey can
to engage them in their own Sometimes 10 (1) 0(0) 0ost some of their coping techniques.” (Participant 8)
changﬁe tiy fe?ﬁliytl}rll gl-2 Seeking community resources: “We try to make sure
spe;l ¢ Ellls s tha d ;}1’ are that there’s something in place — a safety net in place
ready, willing, and able right away when they leave so that there’s something
to immediately commit to. No response 0 (0) 11 (1) that they can rely on. ... So, we try very hard to get
something going, and usually we rely on our partners
— the schools, and parents; EAP [Employee Assistance
Program] stuff.” (Participant 21)
8. Documentation
Always 404 36 5) Timeliness: “Documentation is very important because
the order of social workers in [city] here, you know,
Offers a record of the Often 3003 30) gives yout at .certai.rtl ht.im;:;irllle. You ha;l\;e to do }l;our od
: . ocumentation within ours, right, so we have to do
appomtment to the client/ Sometimes 30 (3) 0 (0) that.” (Participant 21) g
caregiver at the end of the ; P ’
apgomlt metnht t_o .reco;gmze ¢ Limitations based on familiarity with documentation
and vajue thetr involvemen system: “The documentation is different too because now
and capture k_ey elements of we’re documenting in [CCCT], which we don’t have, like
the plan moving forward. No response 0(0) 11 (1)

— we’re not scanning and uploading forms the same way
as we would have before we documented in [electronic
record]” (Participant 15)

Perceived sufficiency of training and resources

Training and resources provided: “They had a
psychologist on their team at that time who kind

of took all that information [about the Choice

approach] and kinda conceptualized it into a clinical
session. And then she met with the team to kind of, T
guess, coach them on how they would kinda move through/
that.” (Participant 14)

Peer feedback: “they do have interdisciplinary
meetings... that help them to just discuss their cases, how
they are doing stuff in the emergency, and how could they
bring improvement to what’s going on so far” (Participant
10).

Training gaps: “If I could, you know, give one tip or
recommendation it would be really clear, concise, defined
goals. Communication and language that is used by all
those who are part of that team” (Participant 16).
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Table 3. Provider self-rated use of Choice stance during appointments.

ED-based Outpatient

Core component provider (N=10) provider (N=9)

Survey response Supporting quote from interview

Survey % (n) % (n)
response ¢
1. Relational
Displays genuine Always 909 89(8)
warmth, empathy, “It might just be about validation and support in that
kindness, and Often 101y 0©) moment.” (Participant 15)
CONIDASSION, No response 0(0) 11 (1)
2. Attunement
Mindfully aware of own| Always 70(7) 78(7) “If a patient becomes extremely dysregulated,
state of mind and body, , . . g
. .. I’'m gonna use different skills to kind of try to keep
while tuning in and Often 20 (2) 11 (1) . .
. . them in the appointment, and try to help them get re-
connecting to the client/ . . .
. .. . : regulated, so I might go off script to offer other skills,
caregiver; is intentional | Sometimes 10 (1) 0(0) .

) other suggestions, help them get re-regulated so we can
and purposeful in 1 . th th . » ..
actions. No response] 0(0) 11 (1) actually continue with the appointment.” (Participant 9)

3. Curiosity
Genuinely interested Always 60 (6) 89 (8) “Everyone has their own individual thoughts and
in, and seeks to feelings and experience, and if you go into an
understand, the client/ Often 40 (4) 0 (0) appointment feeling like this is a brand new feeling with
caregiver’s views of the a whole brand new set of experiences, and I’'m here to
world, problems, goals, learn and be open-minded, and no matter what they say
wishes, strengths and | No response 0(0) 11 (1) to me, I’m gonna be there to support them and to, most
resiliencies. importantly, just listen.” (Participant 3)
4. Humility
Always 60 (6) 78 (7)
. . Often 30(3) 11 (1) “Sometimes they don’t feel better, and then I have to go
xﬁggﬂ;g&:;;wn back and say, ‘Well, what’s that about? What else can I
) Sometimes 10 (1) 0(0) do? Or what differently can I do?”” (Participant 11)
No response 0(0) 11 (1)
5. Transparency
Always 70 (7) 67 (6)
Clear, open and Often 20 (2) 22(2) “I think being genuine and real, I think, transparent
straightforward in — like, what I can — what we can and can’t
communication. Sometimes 10 (1) 0(0) offer.” (Participant 9)
No response 0(0) 11(1)

J Can Acad Child Adolesc Psychiatry, 35:2, August 2026 929



Urgent Mental Health Appointment after Emergency Department Visits: A Mixed-Method Implementation Evaluation Study

Table 3 cont’d.

ED-based Outpatient

provider (N=10) provider (N=9)

Core component

Survey response Supporting quote from interview

Survey % (n) % (n)
response
6. Honest opinion
Always 40 (4) 44 (4 Straightforward with what is and is not offered
within formal services: “They’re not experts on the
Often 50(5) 4 mental health system, potentially, and kinda what
Brings Sometimes 10 (1) 0(0) resources are out _there. Sp, I think, in that respect,
own expertise and we do provide guidance in terms of what’s out there
experience into the because they’re not gonna know what to ask for and
. what resources are available to them.” (Participant 9)
appointment.
No response 0(0) 11 (1) Offers impressions: “I say, basically, ‘Everyone’s got
issues. Now, your issues are these, and they’re treatable,
and we can do things about them’” (Participant 11).
7. Strengths-based
Always 50 (5) 78 (7)
“The beginning of getting it fixed is to empower
Respects that clients/ Often 40 (4) 11 (1) them to help their child solve problems with certain
caregivers are the tools. I think there’s great value in saying that, ‘We’re
experts of their lives. Sometimes 10 (1) 0(0) going to help you and give you the tools,” versus
‘We’re gonna take over care.”” (Participant 20)
Response 0(0) 11 (1)
Did you feel that Yes 60 (6) 22(2) Training entailed “discussion about what doing these
. appointments means, and what kind of — how we go
you r'ecelved enough .| Somewhat 40 (4) 444 about doing them and so on.” (Participant 12)
training and resources in|
‘S):;;get‘;;‘i(’l:)tngiis that o 0 1w Peer feedback via informal discussions: “when you
align with é)le Choice were at the hospital, you weren’t alone for a while; you
. were with another person too, so you had that person to
apprgach n t};e urgent | No response 0(0) 22(2) bounce ideas off and feed off of until we were by
appointments? ourselves” (Participant 5).
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Table 4. Urgent appointment coverage, duration, and time to appointment.

ED-based appointment Outpatient appointment
Fidelity element

Site 1 Site 2 Site 3 Site 4

Number of appointments* 208 1549 132 227

Appointment attendance®

Attended, /N 23/27 400/400 28/33 49/55
Proportion of appointments attended, % 85 100 85 89
Appointment booking timeslot (duration), minutes 50¢ 45-90 60¢ 604

Time to appointment

Median (hours) 1 4 67 86

IQR (hours) 0.2-6 29 39-117 45-118

Appointment occurred within 96 hours of ED referral or discharge

Number of appointments within 96 hours, n/N 208/208 1549/1549 89/132 130/227

Proportion of appointments within 96 hours, % 100 100 67 57

Note. Abbreviations: ED = emergency department, IQR = interquartile range

* Trial administrative data collected during each site’s quality improvement and implementation strategies

b Obtained from the trial database for 1,239 enrolled participants who consented to administrative data collection (79% of trial participants)

¢ Median duration using local data (IQR 25-69)

4 Appointment time slot was typically 90 minutes with 60 minutes spent with the family and 30 minutes available to extend the session if needed and complete
documentation.
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Supplemental Table. Sociodemographic and clinical visit characteristics among children who received a
booked, urgent appointment.

Sociodemographic

Median age in years (IQR)*

14 (12-15)

Gender identity, % (n)

Girl 50.1 258
Boy 32.6 168
Nonbinary® 58.3 30
Transgender 11.7 6
Declined to answer or missing 10.3 53
Ethnic and racial background,® % (n)
White (European descent) 73.0 376
Latino (Latin American or Hispanic descent) 5.0 26
Indigenous (First Nations, Metis or Inuk/Inuit descent) 4.9 25
East Asian (Chinese, Japanese, Mongolian, North Korean, South Korean, or Taiwanese 31 16
descent)
Black (African, Afro-Caribbean or African Canadiandescent) 33 17
Middle Eastern.(Arab, Persi.an or West Asian descent, e.g., Afghan, Egyptian, Iranian, 29 15
Lebanese, Turkish, or Kurdish)
Southeast Asian (‘Indonesian, Yietnamese, Thai, Singaporean, Filipino, Malaysian, Burmese, 14 7
Laotian, Cambodian or Bruneian descent)
Another background 1.6 8
Declined to answer, do not know, or missing 13.8 71

Clinical visit details

Presenting complaint to the emergency department, % (n)

Depression, suicidality or deliberate self-harm 69.9 360
Anxiety/situational crisis and/or hyperventilation 21.6 111
Violent behaviour 4.5 23
Concern for child’s welfare 2.1 11
Disruptive behaviour 1.2 6
Bizarre and/or paranoid behaviour, hallucinations and/or delusions 0.6 3
Insomnia 0.2 1

Note. Abbreviations: IQR = interquartile range
* Based on 490 children; data missing for 25 children (5%)

® Pangender, gender fluid, gender diverse, gender nonconforming, two-spirit, or in the process of deciding

¢ >100% as multiple backgrounds could be indicated
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