



Children’s Mental Health Waitlist Triage
Introduction

It is generally accepted the outcome of Mental Health intervention is affected by the availability of treatment. Alberta Mental Health Board in a position paper 2006 reports that 2,157 children accessed service during 2005/06 fiscal year of which 21%were waitlisted for 30 days and 43% wait listed in excess of 90 days
Development and utilization of wait lists are seen as a necessary development when the demand for service out strips the available resources  Brown (pp220) further states  consumers endure a variety of costs when waitlisted these include emotional distress, occupational and social dysfunction and in some cases danger to self and others.
The issue of wait lists is even more critical in Northern settings where there are limited staff and generally a lack of community support agencies for referral purposes the
Alberta Mental Health Board reports that a scan of the literature indicates wait times for Children’s Mental Health is recognized as an issue but is documented by few countries and jurisdictions

There is a growing body of American Literature on telephone Triage the focus however is for billing purposes and completed at first contact, there is little attention to the role, function and effectiveness of the triage system (Marget pp788) According to Kevin there is no single model for telephone triage in general terms it references a generic model where professionals receive incoming calls as the primary point of contact. Therefore not addressing the research question
According to Grigg , Herman and Harvey ( pp 787) triage basically involves three functions of entry to the system 

· Prioritize referrals based on urgency
· Emergency access
· Reduce unnecessary use of resources

A common theme in the articles regarding the use of telephone triage is the lack of visual clues to aid in the decision making to Edmond  further suggests the under/over representation of a mental illness a number of dangers associated with this model include
· Qualifications of person making the diagnosis

· Making a diagnosis

· Client and staff attitudes towards this type of care

· Liability

· Staff forced to make a decision in minutes it takes a trained therapist hours to make
Mental Health staff routinely makes decisions regarding who receives service

A major draw back in this system is that it relies on the patients description of the intensity, duration of the symptoms and the lack of clinical observation (Edmond pp 588)



Often lacking is the fact protocols seldom reference the clients potential for life threatening behavior A further Challenge is the use of telephone triage with Children who face a greater challenge verbalizing their thoughts and feelings therefore the therapist must rely on second party information
Despite the growing reliance on these tools there is not sufficient information on the utilization of wait lists time referred nor do valid tools to aid in determine the priority for service (Kevin pp3)
Issue for Northern Lights Health Region (NLHR)West

Background
NLHR is the most Northern of Alberta’s 9 Health Regions. The focus of the Project is the Western portion of the region situated above the 58 parallel it encompasses the Communities of High Level, La Crete, Fort Vermilion Rainbow Lake and  5 Aboriginal Communities with a catchment area of 20,000 people. The region includes two full time 
Mental Health Clinics located in High Level and Fort  Vermilion with travel Clinics to the other communities the staffing complement includes 5.4 therapists. The clinical practice is supported by a consulting Psychiatrist who provides 12 children’s clinics per year.
A major gap in service delivery is the lack of community supports to which mental Health could refer to

Current practice
The current practice of the clinics is to rely telephone triage the client at point of original contact information is obtained in the following behavioral categories

· Mood

· Sleep patterns

· Appetite

· Drug/alcohol use

· Suicidal behavior

· Social support

· Presenting issues

Based upon this information a Children’s Global Assessment of functioning (GAF) scale is completed. Based on clinical judgment the Child is placed on a scale of 0 to 100 within one of 10 categories the lower the score assigned the higher the acuity.

A therapist is assigned to High Risk clients within one work day. Given the volume of the work load wait lists are common place and can result in a wait time of 2 to 3 months




During the wait list time there is seldom direct client contact except in the case of a three month wait. where the client is contacted to see if they are still interested in service. The focus of this project was to identify a research based tool to reliably triage children remaining on the wait list monthly
Of the Articles reviewed one the Western Canada Wait List (WCWL)Provided some scientific based research
WCWL
The focus of the WCWL was the development of a valid and reliable clinically transparent tool to assist in the management of wait times in selected clinical areas (WCWL position paper pp 14) the project intends to improve fairness within the health care so access to service is prioritized on the basis of need and potential benefit
The project was a collaborative effort with 19 partner organizations including 7 Regional Health authorities, 4 medical associations, 4 Provincial Ministries, and 4 Health Research Centers. The  following clinical areas were included
· MIR scanning

· Cataract surgery
· Hip and knee replacement

· Children’s Mental Health

The empirical phase began in 2000 and consisted of pilot testing the draft tools in clinical practice to determine the extent to which the scoring criteria were relevant  to the assessment of urgency.(WCWL position paper pp-9)I
Phase 1 Reliability test

	Panel
	Raters
	Process
	Distribution

Of items by ICC1

Scores2
	
	
	Ranking3
	VAS

Urgency
	Maximum

Waiting time

	
	
	
	.>.75
	.40-.75
	<.40
	
	
	

	Children’s

Mental Health
	18
	Paper cases
	3
	10
	8
	o.29
	0.26
	0.30


1 interclass correlation coefficient ranges from 0 to 1 with higher values indicating better reliability
2 Number of criteria rated Children’s Mental Health 21
3 Relative ranking of all six cases on a visual analogue urgency scale N/A not available
4 VAS is 10 cm visual analogue urgency scale recorded for each of the standardized cases
Maximum waiting time is rater’s judgment of the maximum acceptable waiting time for each standardized cases



The authors report Children’s Mental Health, (see Appendix A for the wcwl Children’s Mental Health Assessment), was the lowest rated reflecting the need to cover a broader range of severity. The amount of refinement varied with the combination, addition and deletion of items resulting in a decrease in criteria for all items
The WCWL has been piloted by AMHB since 2004 with 2157 completed in the 2005/06 fiscal year of which 147 completed in NLHR

In the report there was no information provided for interpretation of scores for the categorization of risk levels other than the higher the score the higher the urgency therefore the wcwl is seldom used as a clinical decision making tool

The wcwl provides a common approach to assessment however there is no maximum wait time associated with the assessed level of urgency, The authors of the final report recommend if a clinic  chooses to implement the wcwl it should be carefully monitored and evaluated to include 
assessment “of validity, reliability, feasibility acceptability and benefit to patients in real world settings” Western Canada waiting List Project Final Report PP 21
Conclusion

The issues of managing waitlists will continue to be an issues in the absence of a valid research based protocol. The lack of research was a surprise given Children’s Mental Health has been a focus of discussion for several years this may however be a reflection of the fact Canada is one of the few countries the lacks a national mental health policy
Within NLHR West there were several discussions held during clinical meetings whether the WCWL would be beneficial for the purpose of wait list triage. The consensus was based on the recommendation for implementation the results at best would be a subjective interpretation.

This issue however cannot be ignored and a system for triage at three week intervals will be implemented. The process will mirror our current intake system which relays heavily on the therapist clinical judgment and any corresponding change in the GAF ratings. At follow up a change to moderate risk level will result in a case review at weekly clinical meetings with a change to high risk will result in immediate assignment  to a therapist
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