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Abstract

This dissertation is composed of three studies that evaluated outcomes of a novel
community-based mental health care program providing services to frequent emergency
department users presenting with mental illness or addiction in Ottawa, Ontario, Canada. The
publicly-funded program, known as Familiar Faces, provided a stepped-care intervention to
clients, including system navigation and intensive case management. The program was designed
to support client health and social needs while alleviating resource burden on hospital emergency
departments.

Study 1 used a pre-test/post-test design to prospectively assess program outcomes.
Quantitative data were obtained from self-report measures of 63 program clients regarding their
experiences of psychosocial functioning, mental illness symptoms, and addiction symptoms, at
baseline program intake and follow-up at least six months later. Results indicated improved
client outcomes over time related to overall functioning and severity of anxious and depressive
symptoms.

Study 2 used a qualitative design and pragmatic thematic analysis to retrospectively
assess program outcomes. Data were obtained from interviews with 15 program clients and focus
groups with six program case managers regarding their perceptions of program outcomes,
mechanisms of change, and barriers to change. Results indicated perceptions of improved client
outcomes related to quality of life and severity of mental illness symptoms. Perceived
mechanisms of change included the importance of fostering positive working relationships
between program clients and case managers, as well as the program’s focus on supporting clients

to develop practical skills.



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE il

Study 3 used a pre-test/post-test, nonequivalent groups design to retrospectively assess
program outcomes. Quantitative data were obtained from longitudinal population-level public
health care records for 278 program clients and three matched comparison groups regarding their
frequency of emergency department visits, hospital admissions, days in hospital, general practice
outpatient visits, and psychiatric outpatient visits, in the one year before and two years after
program intake. Results indicated that both program clients and comparison participants
improved on outcomes over time, including reduced frequency of emergency department visits
and hospital admissions. No interaction effects were found on outcomes between groups over
time, other than for psychiatric outpatient visits, with program clients experiencing greater
increases in psychiatric outpatient visit frequency over time than comparison participants.

These dissertation studies employed varied research designs, different methods, multiple
data sources, and diverse participant pools, enabling a comprehensive and rigorous evaluation of
program outcomes. The dissertation findings contribute empirical evidence and practical insights
to inform mental health care program and policy development for frequent emergency

department users with mental illness or addiction and the health care systems that support them.
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Preface
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users with mental illness or addiction in Ottawa, Ontario, Canada.
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research. John Sylvestre was co-investigator of the study. Donna Pettey was an internal research
representative from the Canadian Mental Health Association Ottawa Branch. Jonathan Samosh,
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data, analyzing study data, and writing the manuscript. Study methods were approved by the
University of Ottawa Office of Research Ethics (H10-15-09).
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responsible for conducting the literature review, formulating research questions, coordinating

data collection, conducting all study interviews and focus groups, analyzing study data, and
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and Ontario Institute for Clinical Evaluative Sciences (P0970 278 000).
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General Introduction

Frequent emergency department users presenting with mental illness or addiction often
struggle to find the support they need (Kanzaria et al., 2019). Indeed, emergency departments
have seen a growing number of patients presenting recurrently who require support beyond
traditional medical care, including from housing and social services (Davis et al., 2024; Kanzaria
et al., 2019). Although the definition of frequent emergency department use varies (Doupe et al.,
2012), research using a definition of four or more visits per year identified that this group of
4.5% to 8% of emergency department users accounted for 21% to 28% of all emergency
department visits (LaCalle & Rabin, 2010). It is now well-known that this small proportion of
emergency department users accounts for a disproportionately large amount of emergency
department visits (Beck et al., 2017). Notably, the most consistent characteristic of these frequent
emergency department users is the presence of psychiatric diagnosis (Giannouchos et al., 2020;
Soril et al., 2016). This health care context places significant strain on hospital emergency
departments while failing to address patient health and social needs, with increasing calls for the
provision of more personalized care approaches across multiple support systems — not just
medical — to address these issues (Meng et al., 2017).

Studies describing frequent emergency department users with mental illness or addiction
indicate that this population differs notably from other frequent emergency department users, in
that the former have higher rates of emergency department use, homelessness, unemployment,
comorbid and chronic physical, mental, and substance-related diagnoses, and are more likely to
be a visible minority and have access only to public health insurance (Brennan et al., 2014;

Buhumaid et al., 2015; Chang et al., 2014; Doupe et al., 2012; Leporatti et al., 2016; Meng et al.,
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2017; Zhang & Das, 2024). Descriptions of frequent emergency department users with mental
illness or addiction also indicate that, on average, this group is middle-aged, single, and has a
lower-than-average level of education; they often present with symptoms related to suicidality or
intoxication and commonly have psychiatric diagnoses related to anxiety, mood, schizophrenia
spectrum, or substance use disorders; and prevalence of the frequent emergency department use
is similar between females and males (Buhumaid et al., 2015; Chang et al., 2014; Zhang & Das,
2024).

In the province of Ontario, Canada, the frequency of emergency department visits for
mental illness or addiction increased almost 50% from 2009 to 2017, while outpatient visits
increased by less than 10% over the same period (Mental Health and Addictions Program
Framework Research Team, 2021). These trends are consistent with patients reporting lack of
access to services and inadequate outpatient care being their main reasons for frequent
emergency department use (Fleury et al., 2024), as well as research indicating systemwide
difficulties referring and coordinating care between the emergency department and other services
(Barker et al., 2020; Fleury et al., 2025; Walker et al., 2021). Frequent emergency department
users also report that their emergency department visits are necessary and unavoidable because
they need immediate aid or lack other service options (Birmingham et al., 2017; Wise-Harris et
al., 2017). This perception holds despite frequent emergency department users also reporting
stigma from hospital staff and being discharged with insufficient follow-up care (Wise-Harris et
al., 2017). Alternative care models extending beyond the emergency department may therefore

be more appropriate for meeting the needs of this population.
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As a result, various approaches have been implemented in an attempt to better support
frequent emergency department users, including system navigation and case management
(Althaus et al., 2011; Mullen et al., 2023). System navigation refers to individuals receiving
support to reduce barriers and connect with needed health and social services in a client-centered
manner. It has been found to be an effective intervention (Mullen et al., 2023). Case management
refers to a more comprehensive and often interdisciplinary approach to supporting health and
social needs in a client-centered manner. It too has been found to be an effective intervention
(Dieterich et al., 2017; Ponka et al., 2020; Soril et al., 2015). However, recent research has
described substantial challenges to reducing emergency department use and hospital
readmissions, as well as increasing quality of life, after providing such supports to frequent
emergency department users with mental illness or addiction.

Stergiopoulos et al. (2017) conducted a randomized controlled trial of a case management
service for frequent emergency department users with mental illness or addiction in Toronto,
Ontario, Canada. Their findings indicated that both intervention and treatment as usual
participant groups experienced reductions in emergency department visits and days in hospital
over one year, with no statistically significant differences found between the two groups.
Finkelstein et al. (2020) conducted a randomized controlled trial of an intensive clinical and
social care program, including system navigation, for individuals with frequent hospital
admissions and various other criteria, which could include mental illness or addiction, in
Camden, New Jersey, United States of America. They found no statistically significant
differences between intervention and treatment as usual participant groups in hospital admissions

over six months. Cohen et al. (2022) conducted a randomized controlled trial of a case
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management intervention designed to reduce frequent emergency department use in York, North
Yorkshire, England. They found no statistically significant differences between the intervention
and treatment as usual participant groups in overall primary care use over two years.

Unfortunately, the application of interventions to support frequent emergency department
users with mental illness or addiction has been inconsistent and research on their outcomes is
still at an early stage (e.g., Barker et al., 2020; Finkelstein et al., 2020; Soril et al., 2015), leading
to an ongoing lack of evidence-based procedures to effectively move forward (Stergiopoulos et
al., 2017). One of the reasons for the inconsistency in outcome studies likely reflects the broad
variability in the services being provided and in the health care contexts being studied (Althaus
et al., 2011; Stergiopoulos et al., 2017), as well as limited knowledge of the mechanisms of
change that might promote positive intervention effects (Manuel et al., 2023). However, what
does appear consistently across research in this field is that frequent emergency department users
with mental illness or addiction are not receiving the support they need (Weber, 2012).

The Familiar Faces Program

In Canada, the relationship between mental illness, addiction, and health care service use
became a focal point of the Ontario Ministry of Health and Long-Term Care’s (2011)
comprehensive mental health care strategy. Repeated and unscheduled emergency department
visits within 30 days for mental illness or addiction were subsequently included as performance
indicators of the Ontario mental health care system (Mental Health and Addictions Leadership
Advisory Council, 2016). Local Health Integration Networks that publicly fund and organize
health care in separate regions of Ontario took up this focus as a result. The Champlain Local

Health Integration Network, serving the Ottawa, Ontario area, thus developed goals to reduce
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frequent emergency department use for mental illness or addiction (Champlain Local Health
Integration Network, n.d.). This included public funding to create a mental health care program
to support frequent emergency department users with mental illness or addiction in the Ottawa
area, while reducing resource burden on local hospitals (as detailed in a related Memorandum of
Understanding; Canadian Mental Health Association Ottawa Branch & The Ottawa Hospital,
2015).

This program, known as Familiar Faces, was implemented out of the hospital and in the
local community by the Canadian Mental Health Association Ottawa Branch — an independent,
community-based, non-profit organization, which typically provided services to individuals in
the Ottawa area with severe and persistent mental illness or addiction, as well as chronic
homelessness or vulnerable housing (Canadian Mental Health Association Ottawa Branch,
2025). The Familiar Faces program began accepting referrals in 2014 and aimed to assist clients
to reduce their emergency department use by providing them with more relevant and
comprehensive community-based services, including related to mental illness, addiction,
employment, and housing. The program received referrals directly and automatically from three
hospitals via an electronic health records system that identified all individuals attending the
emergency department two or more times within 30 days for mental illness or addiction
presentations; one additional hospital sent only handwritten referrals by fax. The program was
staffed by social workers providing a novel stepped-care approach to intervention, based on a
modified strengths model of case management (Rapp & Goscha, 2012).

Upon receipt of a referral, program staff would “cold call” the referred individual, who

would typically be unaware of their referral prior to this first phone contact. Mailed letters and
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visits in the community formed additional outreach efforts used by the program to follow up
further with referrals. The intervention itself involved three months of system navigation support
(i.e., outreach, assessment, and assistance organizing referrals to relevant health and social
services) and, if relevant, a subsequent nine months of community-based intensive case
management support (i.e., continued system navigation support plus a focus on leveraging client
strengths to achieve specific goals that could improve quality of life and reduce emergency
department use, such as obtaining a family physician, applying for housing, or developing safety
plans), for an intended maximum of one year receiving program services. When clients ended
their time with the program, either due to goal achievement, reaching the time limit for service
provision, or the client wishing to withdraw, they could either terminate services or connect with
other services, if available. These other services could be internal to the Canadian Mental Health
Association Ottawa Branch (e.g., long-term case management support, concurrent disorder group
treatment), or external to the organization (e.g., counseling services, addiction support
programs).

A review of Familiar Faces program data from January 1, 2018 to December 31, 2018
indicated that the program received 1,325 referrals over the year, with 250 of these becoming
system navigation clients and 83 system navigation clients becoming intensive case management
clients. Over this year, 287 clients were enrolled in the system navigation service and 139 in the
intensive case management service, reflecting a total of 362 unique individuals enrolled across
both services. System navigation clients received an average of three hours of support over an
average of eight client contacts during an average of two months in the service, including phone

calls averaging 15 minutes each and in-person contacts averaging 65 minutes each. Intensive
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case management clients received an average of 17 hours of support over an average of 29 client
contacts during an average of 14 months in the service, including phone calls averaging 15
minutes each and in-person contacts averaging 78 minutes each.

Past research evaluated the implementation of this Familiar Faces program. A study of
the implementation of the system navigation service found that the automated referral system
was more effective than handwritten referrals in the demanding emergency department context,
the service was assisted by the Canadian Mental Health Association Ottawa Branch building
connections with other local organizations to provide clients with more relevant supports and
continuity of care, and the service was challenged by a lack of integration across health and
social care systems more broadly in the Ottawa area (Cherner et al., 2022). Evaluation of the
implementation of the intensive case management service found that the flexible, client-centered,
and community-based nature of the service helped clients pursue their personal goals, that again
the service was assisted by the Canadian Mental Health Association Ottawa Branch building
connections with other local organizations to provide clients with more relevant supports and
continuity of care, and the service was challenged by tension between maintaining its short-term
duration to assist a greater number of clients while also looking for more resources to enable
longer duration of support for clients with substantial ongoing needs (Samosh et al., 2019).
While this past research found Familiar Faces program implementation to be efficient and
sustainable overall, it did not assess client outcomes to evaluate the program’s effectiveness in
achieving its goals to support frequent emergency department users with mental illness or

addiction and reduce resource burden on hospitals in the Ottawa area.
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Dissertation Purpose and Structure

This dissertation evaluated outcomes of the Familiar Faces program across three studies
for the purpose of contributing knowledge to more effectively assist frequent emergency
department users with mental illness or addiction and the health care systems that support them.
To do so, the dissertation studies aimed to produce findings with implications for current
empirical understanding and future research, program, and policy development in this field. The
studies employed varied research designs, different methods, multiple data sources, and diverse
participant pools, to enable a comprehensive and rigorous evaluation of program outcomes
related to mental illness and addiction symptom severity, quality of life, and health care service
use.

Study 1 used a pre-test/post-test design, without comparison group, to prospectively
assess program outcomes. Quantitative outcome data were obtained from client self-report
measures of psychosocial functioning, mental illness symptoms, and addiction symptoms. Study
2 used a qualitative design and pragmatic thematic analysis to retrospectively assess program
outcomes. Outcome data were obtained from interviews with program clients and focus groups
with program case managers regarding their perceptions of program outcomes, mechanisms of
change, and barriers to change. Study 3 used a pre-test/post-test, nonequivalent groups design to
retrospectively assess program outcomes. Quantitative outcome data were obtained from
longitudinal population-level provincial public health care records with matched comparison
groups regarding frequency of emergency department visits, hospital admissions, days in

hospital, general practice outpatient visits, and psychiatric outpatient visits.
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The dissertation author’s involvement in this research included reflexivity practice
drawing from Walsh’s (2003) framework. For example, personal reflexivity included
examination of the author’s beliefs regarding contemporary mental health care practice and
policy, interpersonal reflexivity included consideration of the needs of various stakeholders
involved in the dissertation studies (e.g., program clients, program management, university
researchers), methodological reflexivity included understanding the strengths and weaknesses of
different study designs to structure a dissertation with complementary methods in the pursuit of
accurate and useful research findings, and contextual reflexivity included recognition of the
potential influence of social stigma on perceptions of frequent emergency department users with

mental illness or addiction. The dissertation studies proceeded accordingly.
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Abstract
Objective: Frequent emergency department users presenting with mental illness or addiction
often struggle to find the services they need. This study investigated an alternative intervention
model aiming to support this population out of hospital.
Methods: A pre-test/post-test design assessed client outcomes after participation in a novel
community-based stepped-care program delivering individualized intensive case management
services.
Results: Results indicated improvement in overall functioning and severity of anxious and
depressive symptoms.
Conclusions: Study findings may indicate effectiveness of the program’s novel stepped-care
model for delivering individualized intensive case management support to frequent emergency

department users with mental illness or addiction out of hospital and in the community.
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Introduction

Frequent emergency department users presenting with mental illness or addiction often
struggle to find the services they need. Due to the complex health and social needs of these
individuals, hospital emergency rooms similarly struggle to provide them with relevant support
while managing wait times and limited resources (Kanzaria et al., 2019). Awareness of this
health services issue and its negative effect on the Canadian health care system continues to
grow, as do calls for more innovative and personalized approaches to effectively address the
diverse needs of frequent emergency department users while reducing resource burden on
hospitals (Meng et al., 2017).

The Canadian Mental Health Association’s Ottawa Branch operates the community-
based Familiar Faces program with funding provided by the Ontario government. Ottawa-area
hospitals send automated referrals directly to the Familiar Faces program for all individuals who
attend an emergency department two or more times within 30 days for mental illness or addiction
concerns. Once contacted and enrolled into the Familiar Faces program, clients receive system
navigation support for up to three months, including outreach, assessment, and support
connecting to relevant health and social services. Intensive case management can be provided for
a subsequent nine months for those clients requiring additional assistance, including the pursuit
of targeted personal goals to improve quality of life and reduce visits to the hospital. In this way,
the Familiar Faces program reflects a novel community-based stepped-care model for delivering
intensive individualized supports to frequent emergency department users with mental illness or

addiction.
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The current study aimed to assess the mental health, alcohol use, drug use, and
psychosocial outcomes of Familiar Faces program clients for the purpose of improving the
program and collecting empirical evidence for policymakers and practitioners looking to
similarly support frequent emergency department users with mental illness or addiction.

Methods
Participants

A sample of 63 Familiar Faces program clients who had received at least six months of
program services and were still enrolled in the program participated in the current study. An
additional six declined to participate, seven agreed to participate and then did not, and six were
interested but could not participate prior to the study deadline.

Materials

Participants completed the following validated self-report measures in interview format
with the researchers: the Alcohol Use Disorders Identification Test (AUDIT; a 10-item self-
report screener for harmful alcohol use; Babor et al., 2001; see Appendix A), the Drug Abuse
Screening Test (DAST-10; a 10-item self-report screener for problematic drug use; Cocco &
Carey, 1998; see Appendix B), and the Global Appraisal of Individual Needs — Short Screener,
as modified by the Centre for Addiction and Mental Health (GAIN-SS; a 27-item self-report
screener with subscales for internalizing disorders [e.g., anxiety, depression], externalizing
disorders [e.g., inattentiveness, hyperactivity], alcohol and drug use, crime and violence, overall
functioning [i.e., a combination of the aforementioned subscales], and a supplemental subscale
[i.e., for concerns related to eating, trauma, psychosis, videogame or internet use, and gambling];

Dennis et al., 2013; see Appendix C).
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Procedure

The Health Sciences Research Ethics Board at the University of Ottawa (H10-15-09)
approved the study methods. Informed consent procedures were followed accordingly.
Participants were each compensated with a $20 gift card. Baseline data collected by program
staff when clients completed intake into the Familiar Faces program were obtained by the
researchers from the Canadian Mental Health Association’s client database. Follow-up self-
report data were collected directly by the researchers at least six months later with participants
either at the Canadian Mental Health Association offices, at a mutually agreeable community
location that provided for adequate privacy, or by phone, based on participant preference. All
follow-up data were collected in 2018 and 2019. Average client duration in the program at time
of follow-up was 11 months (SD = 5 months).
Design and Analysis

A pre-test/post-test design without comparison group was used to compare the mental
health, alcohol use, drug use, and psychosocial outcomes of program clients at baseline and
follow-up using two-tailed paired-samples #-tests (o = .05). Data were analyzed with IBM SPSS
Statistics (Version 29) software. Single items of missing data were prorated as an average of the
rest of the scale data present. Full scales of missing data were computed with scale-level multiple
imputation. For comparison, analysis was also repeated without imputing missing data.

Results

Table 1 presents demographic characteristics of Familiar Faces program clients who

participated in the current study. A review of all program clients participating in the program

over a one year period (N = 191) indicated their primary diagnostic categories were substance
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related disorders (29%), mood disorders (28%), psychotic disorders (20%), anxiety disorders
(12%), and personality disorders (10%); further, 60% were identified as having a concurrent

disorder and 35% presented with either a suicide attempt or threat to another’s life.

Table 1

Demographic Characteristics of Program Clients

16

Demographic Characteristic n %
Gender
Female 27 43%
Male 35 56%
Other 1 2%
Age
18-24 years 9 14%
25-34 years 17 27%
35-44 years 13 21%
45-54 years 10 16%
55-64 years 14 22%
Residence type
Own apartment/home 22 35%
Share place with friends/peers 8 13%
Supportive/transitional housing 7 11%
With parent(s)/family home 4 6%
Rooming/boarding house 1 2%
Treatment facility 1 2%
With other family members/relatives 2 3%
Group home 1 2%
Shelter 16 25%
Homeless (without a fixed address) 1 2%
Referring hospital
The Ottawa Hospital General Campus 31 49%
The Ottawa Hospital Civic Campus 20 32%
Hopital Montfort 6 10%
Queensway Carleton Hospital 6 10%

Note. N = 63 program clients. These data reflect self-reported characteristics recorded at time of

research follow-up.

Analyses found statistically significant symptom improvement between baseline and

follow-up on the GAIN-SS internalizing disorders subscale and overall functioning scale, as
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shown in Table 2. No significant differences were found between baseline and follow-up on the
GAIN-SS externalizing disorders, alcohol and drug use, crime and violence, and supplemental
subscales. There were also no significant differences found between baseline and follow-up on
the AUDIT alcohol use screener and DAST-10 drug use screener. However, all null findings
indicated reduction in symptom severity from baseline to follow-up despite failing to reach the
level of statistical significance in this regard.

The same results of statistical significance and non-significance were found when
analysis was repeated without using multiple imputation to address missing data. In this regard,
significant symptom improvement was reported from baseline (M = 3.2, SD = 2.1) to follow-up
(M =2.1,8D = 1.5) on the GAIN-SS internalizing disorders subscale, #(48) =3.43, p=.001,d =
49, 95% CI (.19, .79). Significant improvement was also reported from baseline (M = 5.9, SD =
4.5) to follow-up (M =4.2, SD = 3.5) on the GAIN-SS overall functioning scale, #46) =2.53, p

=.02,d=.37,95% CI (.07, .66).



18

MENTAL HEALTH AND EMERGENCY DEPARTMENT USE

‘uonenduwr sdynw woiy synsar pajood o) se pajiodar are WopIdLJ JO $32I39(T SJuaI[d wreidord €9 = N 210N

el vy 571 0 Sl 'l 0 Sl vl [eyuowa[ddns SS-NIVO
100" 6LIL 8Tt ¥I-0 Ve 't L10 0y 09 Suruonouny [[e19A0 SS-NIVD
120 10¢ 60°C [0 t0 10 €0 90 0 90US[OIA pue SuIId SS-NIVD
v WOL 790 $—0 Sl ¢l ¢ 81 vl asn 3nIp pue [0Yoo[e SS-NIVD
el” Ie6t €SI ¢0 01 80 0 1 'l SIOPIOSIP SUIZI[EUINNXD SS-NIVD
100> 66y LIV 0 Sl 0¢ 0 61 133 SIOpIOSIP SuIZI[ewul SS-NIVD
6T el 901 6—0 1 194 010 v'e L? asn 3nIp 0[-LSVA
81 Pie SE€1  8¢0 801 '8 00 VIl 86 9sn [OYOJ[e LIANV
Jdduey  @as " dduey  @s n
d Jp 1 dn-morroq surpaseg amsedws J10da1-J198

df)-mojjo] pun au1jasng v sainsvap woidwds r.ioday-fjas 1uaiy) painduy Qdimp 10f synsay] 1521 -1

[ACLAR



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE 19

Discussion and Conclusions

The current study of the Canadian Mental Health Association’s Familiar Faces program
aimed to assess the mental health, alcohol use, drug use, and psychosocial outcomes of program
clients. Clients reported statistically significant improvement in their overall functioning from
baseline to follow-up in the program, largely related to their reporting of reduction in severity of
anxious and depressive symptoms. Statistically significant change was not found for other
outcomes under investigation. Clients would likely benefit in this regard from longer-term and
more targeted support for symptoms related to alcohol use, drug use, and externalizing disorders.
Further, clients likely require support extending beyond health care to address broader concerns
related to social determinants of health, such as housing and homelessness, all of which reach
beyond the capacity of the Familiar Faces program to address on its own.

Ultimately, frequent emergency department users with mental illness or addiction
reported improved overall functioning and reduced symptoms of internalizing disorders while
participating in the Canadian Mental Health Association’s Familiar Faces program. This may
indicate effectiveness of the program’s novel stepped-care model for delivering individualized
intensive case management support to clients out of hospital and in the community. This result is
consistent with past calls for personalized care approaches to address the diverse needs of this
population beyond the limited services provided by emergency departments (Kanzaria et al.,
2019; Meng et al., 2017).

This study had limitations. Small sample size and some missing data may have affected
statistical power such that all self-report measures showed improvement from baseline to follow-

up, but only two of these reached a level of statistical significance. As a quasi-experimental
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study without comparison group, results were also susceptible to validity threats such as attrition,
history, maturation, and regression to the mean. Further, the study collected only self-report data
to measure program outcomes. Future studies should continue to investigate innovative
approaches to address the challenge of supporting frequent emergency department users

effectively while reducing resource burden on health care systems.
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Abstract
Objective: This study aimed to investigate the perceived outcomes and mechanisms of change
of a community mental health service combining system navigation and intensive case
management supports for frequent emergency department users presenting with mental illness or
addiction.
Methods: The study setting was a community mental health agency receiving automated
referrals directly from hospitals in a midsize Canadian city for all individuals attending an
emergency department two or more times within 30 days for mental illness or addiction.
Qualitative interviews with 15 program clients were conducted. Focus groups with six program
case managers were also conducted. Data were analyzed using pragmatic qualitative thematic
analysis.
Results: Participants generally reported perceiving that the program contributed to reduced
emergency department use, reduced mental illness symptom severity, and improved quality of
life. Perceived outcomes were more mixed for outcomes related to addiction. Reported
mechanisms of change emphasized the importance of positive working relationships between
program clients and case managers, as well as focused efforts to develop practical skills.
Conclusions: Community mental health services including intensive case management for
frequent emergency department users presenting with mental illness or addiction were perceived
to effectively address client needs while reducing emergency department resource burden.
Similar programs should emphasize the development of consistent and warm working
relationships between program clients and case managers, as well as practical skills development

to support client health and well-being.
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Introduction

Hospital emergency departments often struggle to provide support for the complex health
and social needs of frequent emergency department users (Hansagi et al., 2001; Soril et al.,
2016). This challenge is further amplified for those frequent emergency department users
presenting with mental illness or addiction (Kanzaria et al., 2019; Minassian et al., 2013; Ondler
et al., 2014). Although the definition of frequent emergency department use varies (Doupe et al.,
2012), research using a definition of four or more visits per year identified that this group of
4.5% to 8% of all users accounted for 21% to 28% of all emergency department visits (LaCalle
& Rabin, 2010). It is now well-known that this small proportion of emergency department users
accounts for a disproportionate amount of emergency department visits (Beck et al., 2017; Hunt
et al., 2006).

Although the provision of effective supports for this population remains inconsistent
(Barker et al., 2020), what is clear is that these emergency department users would benefit from
help that they are not receiving (Weber, 2012). Two broad categories of health services being
implemented and researched to address the needs of frequent emergency department users are
system navigation and case management (Althaus et al., 2011; Mullen et al., 2023). System
navigation refers to individuals receiving support to reduce barriers and connect with needed
health and social services in a client-centered manner. It has been found to be an effective
intervention (Mullen et al., 2023). Case management refers to a more comprehensive and often
interdisciplinary approach to supporting individuals’ health and social needs in a client-centered
manner. It too has been found to be an effective intervention (Dieterich et al., 2017; Ponka et al.,

2020; Soril et al., 2015).
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At the same time, some research has also described substantial challenges reducing
emergency department use and hospital readmissions, as well as increasing quality of life, after
providing system navigation or case management support to frequent emergency department
users (e.g., Finkelstein et al., 2020; Spillane et al., 1997; Stergiopoulos et al., 2017). One of the
reasons for inconsistency in such outcome studies likely reflects the broad variability in the
services being provided and in the health care contexts being studied (e.g., Althaus et al., 2011),
as well as limited knowledge of the mechanisms of change that promote positive effects (Manuel
et al., 2023).

There are still no best practices regarding interventions for frequent emergency
department users because the system navigation and case management interventions that have
been evaluated to address this challenge are often quite different from one another. Addressing
the needs of frequent emergency department users with mental illness or addiction, as well as
addressing the resource needs of overwhelmed emergency departments, continue to be
substantial health policy concerns requiring further innovation and study. To better understand
next steps in this regard requires further investigation into not only the implementation and
outcomes of such interventions but also an enumeration of the specific mechanisms of change
that actively respond to frequent emergency department users’ needs and reduce their frequency
of hospital visits.

The Familiar Faces program (funded by the Ontario government and implemented by the
Canadian Mental Health Association’s Ottawa Branch) receives automated referrals directly
from hospitals in the Ottawa, Ontario, Canada area for all individuals attending an emergency

department two or more times within 30 days for mental illness or addiction. This community-
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based program is staffed by social workers and is composed of two connected services. First,
social workers provide a system navigation service for up to three months, including outreach,
assessment, and assistance organizing referrals and connections to relevant health and social
services. Second, an intensive, community-based, modified strengths model of case management
(Rapp & Goscha, 2012) is offered by social workers for up to an additional nine months to those
program clients requiring further support. The case management service offers continued system
navigation support and adds a focus on leveraging client strengths to achieve specific goals that
improve quality of life and reduce emergency department use (e.g., obtaining a family physician,
applying for housing, developing safety plans).

This novel program design reflects innovation in the field of health care services for
frequent emergency department users. Evaluations of the implementation of this service
indicated that such a program can be developed and implemented efficiently and sustainably
(Cherner et al., 2022; Samosh et al., 2019). However, outcome studies investigating the
effectiveness of this service delivery model and its related mechanisms of change have not yet
been published.

The current study of program clients and case managers used a qualitative design to
evaluate Familiar Faces program outcomes for those who received both system navigation and
intensive case management supports. The study was grounded in a pragmatic realist orientation
to describe actual client experiences, program functions, and how these forces likely affected
program outcomes (Miles et al., 2014). Accordingly, the study was intended to answer the
following research questions as perceived by program clients and case managers:

1) Why did program clients visit emergency departments prior to program enrollment?
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2) What services were provided by the program?

3) What were the outcomes of program participation?

4) What mechanisms of change and barriers to change affected program outcomes?

Methods

Participants

A sample of 15 program clients who each received at least six months of Familiar Faces
services participated in this study. Six months was the minimum for study participation to ensure
that participants had received at least the full three months of system navigation support,
followed by a further three months of intensive case management support, meaning that they had
significant experience of the program and had reached at least the halfway mark of the maximum
12-month program duration. Nonprobability purposeful sampling was pursued with the
assistance of case managers for the “selection of information-rich cases for the most effective use
of limited resources,” identifying clients who were available and willing to participate, able to
effectively communicate their experiences, and representing a diversity of client demographic
characteristics, namely, gender, age, primary diagnostic category, and referring hospital
(Palinkas et al., 2015, p. 534). Further, a sample of six of the seven Familiar Faces case
managers participated in study focus groups.
Materials

Semistructured protocols were used for interviews and focus groups. The interview
protocol included questions asking participants why they used the emergency department before
receiving Familiar Faces services, what services they received from the Familiar Faces case

management program, what outcomes they perceived resulting from these services, and what
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they perceived to be the mechanisms of any changes they observed of themselves related to
receiving services (see Appendix D). The focus group protocol for case managers asked similar
questions but from the perspectives of the case managers providing the service (see Appendix E).
The protocols permitted the researcher to deviate from these items as necessary to promote
participant comfort when discussing difficult personal experiences and to permit the researcher
to probe for follow-up information based on each participant’s unique responses.
Procedure

The University of Ottawa Research Ethics Board (File H10-15-09) approved the study
methods. Informed consent procedures were followed. Program client participants were each
compensated with a $20 gift card. Interviews were audio recorded and transcribed verbatim. All
case managers providing Familiar Faces case management services were invited to participate in
one of two focus groups; six of seven were available to participate. All interviews and focus
groups took place in 2020 and considered the program prior to the COVID-19 pandemic.
Design and Analysis

Interview and focus group transcripts were analyzed with the assistance of QSR
International NVivo and Microsoft Excel software. Qualitative thematic analysis was used to
code the transcripts and identify themes relevant to each research question (Miles et al., 2014).
This involved summarizing each interview and focus group, creating a start list of codes
deductively based on the study research questions, conducting first-cycle coding of each
transcript using the start list of codes and updating the codes as needed, developing a cross-case
matrix of the data (to compare client and case manager codes, with columns for participants and

rows for codes), and conducting second-cycle coding to consolidate and make sense of the
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broader themes within the data relative to the study research questions. Analysis was conducted
by the first author and validated via peer audit by the second author throughout this process.
Each component of this analysis and any related decisions were recorded in an audit trail, with
particular attention paid to the potential presence of data outliers.
Results

Participant Characteristics

Fifteen program clients who each received at least six months of Familiar Faces support
(both system navigation and case management) participated in this study. Interview duration
ranged from 11 min to 53 min (M = 25 min). Fifteen clients proved sufficient for reaching data
saturation (Fusch & Ness, 2015), as no new themes emerged after 11 interviews. Further, at least
one client from six of the seven case managers’ respective caseloads had been interviewed by
that point, including at least one client from each hospital emergency department referring to the
Familiar Faces program, suggesting diverse sampling of client experiences in the current study.

Table 3 presents demographic characteristics of client participants.
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Table 3
Demographic Characteristics of Interviewed Program Clients
Demographic Characteristic n %
Gender
Female 10 67%
Male 5 33%
Age
18-24 years 1 7%
25-34 years 5 33%
35-44 years 2 13%
45-54 years 2 13%
55-64 years 4 27%
65-74 years 1 7%
Indigenous status 3 20%
Primary diagnostic category
Adjustment disorder 1 7%
Anxiety disorder 5 33%
Mental disorder due to general medical condition 1 7%
Mood disorder 6 40%
Schizophrenia or other psychotic disorder 1 7%
Substance-related disorder 1 7%

Other illnesses
Concurrent disorder 7 47%

Dual diagnosis 1 7%
Other chronic illness or physical disability 5 33%
Housing
Non-profit 1 7%
Own or rent 4 27%
Special care 1 7%
Subsidized private 7 47%
Supportive 2 13%
Primary income source
Employment 2 13%
None 1 7%
Social assistance 7 47%
Unknown 5 33%
Highest level of education
College/university 4 27%
Secondary school 4 27%
Some college/university 4 27%
Some elementary school 1 7%
Some secondary school 2 13%

Note. N = 15 participants. Characteristics were recorded at time of client entry into program.
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A sample of six of the seven program case managers participated in one of two focus
groups. Focus groups were 59 min to 1 hr 37 min in duration (M = 1 hr 18 min). Case manager
participant demographics included four (67%) female and two (33%) male case managers who
had been working in this role with the Familiar Faces program from one to five years.
Emergency Department Use

Table 4 summarizes qualitative analysis findings. Both program clients and case
managers reported a broad range of contextual risk factors and immediately precipitating factors
that led to program clients attending emergency departments prior to their referral to the Familiar
Faces program. These factors were addiction symptoms, employment issues, financial issues,
housing issues, mental illness symptoms, relationship issues, suicidal/self-harm
ideation/behaviour, and system navigation issues. Only case managers indicated that some

clients also attended emergency departments due to physical illness symptoms.

Table 4

Summary of Qualitative Themes Perceived by Participants
Research Question Themes

1) Reasons for emergency department use  Addiction symptoms
Employment issues
Financial issues
Housing issues
Mental illness symptoms
Physical illness symptoms
Relationship issues
Suicidal/self-harm ideation/behaviour
System navigation issues

2) Program services Activities of daily living support
Counseling support
Education support
Employment support
Financial support
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Table 4 continued

Research Question

Themes

Housing support
Symptom management
System navigation

3) Program outcomes

No change
Addiction symptoms
Emergency department use
Future outlook
Mental illness symptoms
Suicidal/self-harm ideation/behaviour

Positive change
Addiction symptoms
Access to services
Coping skills
Emergency department use
Education
Employment
Finances
Future outlook
Giving back
Housing
Mental illness symptoms
Quality of life
Relationships
Self-advocacy
Self-awareness
Self-confidence
Suicidal/self-harm ideation/behaviour

4) Mechanisms of change

Mechanisms of change
Access to services
Intensity of support
Practical skills development
Therapeutic relationship
Barriers to change
Client characteristics
Intensity of support
None
Program duration
Program client-case manager fit
Systemic issues

33
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Program Services

Program clients and case managers reported receiving and providing services,
respectively, from the Familiar Faces program to address needs across various life domains.
These included services to support activities of daily living, housing, symptom management, and
system navigation. Some clients also detailed receiving the following additional services:
counseling support, education support, employment support, and financial support.

Perceived Program Outcomes

Neither clients nor case managers reported negative effects on clients due to participation
in the Familiar Faces program, even with the interviewer explicitly probing for the potential
experience of negative outcomes. However, a small number of clients reported no effects of their
program participation on their addiction symptoms. Case managers also noted a lack of
perceived effect in this area, with one stating that “I wish I had more success with the ability to
tackle substance use. I think it’s a lagging area of study. I think there’s not a whole lot of impact
that we’ve had.”

Some clients also described continuing to have a negative outlook for their futures. For
example, one client replied in the negative to an interview question about potential changes to
future outlook by stating, “No, not right now. Not right now, yeah. Sorry to be negative, but it’s
just sad.” A few clients also noted experiencing ongoing mental illness symptoms that affected
their functioning, including “mental health-wise I’'m still having a tough time in my life.” Two
clients indicated continued use of the emergency department despite receiving program services,
with statements such as “I’m still going to the hospital a lot.” Two clients also reported

experiencing ongoing suicidal/self-harm ideation/behaviour.
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However, study participants perceived a much broader array of positive outcomes related
to being a client in the Familiar Faces program. Some clients and case managers reported
perceiving the program effecting positive change for the following outcomes: addiction
symptoms, access to services, coping skills, emergency department use, education, finances,
future outlook, giving back, housing, mental illness symptoms, quality of life, relationships, self-
advocacy, self-awareness, and self-confidence. Some clients also reported positive effects related
to the additional two outcome domains of employment and suicidal/self-harm
ideation/behaviour.

The most emphasized perceptions of positive program effect related to improved future
outlook, self-confidence, and improved quality of life for clients. Said one client: “I think I’'m
feeling more optimistic about my life. I’'m feeling hopeful, which I never had. [ hadn’t felt
hopeful for years to be honest.” Another stated: “Well, I think it’s given me some more
confidence in myself, that I am a strong person because I’ve gone through all the things I’ve
gone through and survived.” And finally: “I don’t believe I’m all the way through my recovery
journey, but definitely I’'m in a way better place than I ever could have been by myself.”

Also of note were perceptions from some clients and case managers of positive program
effects related to addiction symptoms, with one client stating: “I’m much more confident that
I’m not going to relapse into oblivion.” Other participants also described positive effects in terms
of feeling inspired to give back and pay forward similar program experiences and outcomes to
others in their communities: “I’m dedicating my life for betterment and empowerment ... In my

small way, how I can empower others to feel the way I feel. And I feel pretty good.”
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Mechanisms of Change

Program clients and case managers reported perceiving four main mechanisms of change
being responsible for positive program outcomes: the therapeutic relationship between clients
and case managers, practical skills development, access to a broad array of support services, and
high intensity of program support. Further, while most participants emphasized that there were
no barriers to change present in the program, a small number identified client characteristics,
insufficient intensity of program support, short program duration, poor fit between clients and
case managers, and various systemic issues as barriers to change.

The therapeutic relationship between client and case manager was identified as the most
fundamental mechanism of change leading to positive program outcomes. One case manager
explained:

Going into the community and meeting the client there is literally you meeting them

where they’re at. And that is so important in your relationship with them, that you’re not

expecting them to come to your office, you’re not expecting them to do XYZ so that your
relationship can keep going. You’re doing what you can to meet the client where they’re
at and kind of start there and work from there ... I think that really benefits them because
then they know that you’re really there for them and you’re not there for yourself or your
numbers or whatever.

Clients also described the impact of the therapeutic relationship on the changes they
experienced while participating in the Familiar Faces program, including:

I think the human connection of Familiar Faces is really the aspect that I would sell to

somebody ... What this program can offer is a consistent outreach on a one-on-one basis
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that is truly helpful, and its unique perspective that, you know, it’s not something that you

should be anxious about when you call in and talk to the worker. They’re personable,

they’re very warm, and kind.

Clients and case managers also identified the following further mechanisms of change:
practical skills development, access to services, and intensity of support. One client said: “Itis a
level of support that is difficult to find and you get access to things quickly because you’ve been
flagged.”

Barriers to Change

Although emphasized less than the aforementioned mechanisms of change, some study
participants also identified various barriers to change, which they perceived as interfering with
the pursuit of positive program outcomes. In particular, they identified the limited program
duration as being a barrier to change, with one case manager stating that “after nine months
working with us, we are sometimes just engaging ... and after nine months we are about to close
[the client’s file], but [client] is finally ready to work with us.” Systemic issues, such as long
waitlists for other community services, housing shortages, and stigma, were also identified as
barriers to change, including a case manager noting “there’s that systemic barrier that there
aren’t a lot of services for [clients], especially if you don’t have the finances, right?”

Another perceived barrier was the fit between clients and case managers, with one client
stating: “Every worker’s personality is different, so you may be able to have a better fit with
someone.” Intensity of support was also identified as a barrier. Said a client: “I would have liked
to have been more engaged with support. Yeah, more frequently.” Finally, client characteristics,

such as readiness for change, were also raised as a barrier to change, with one case manager
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describing how “sometimes ... [clients] want the support, but the readiness to take actions or to
change may be so very low, so we have to work with that. Sometimes it can take months before
we can start.” However, the majority of clients reported perceiving no barriers to positive change
in the program.

Discussion and Conclusions

The current qualitative study provided data about the outcomes and associated
mechanisms of change of a community-based system navigation and intensive case management
service for frequent emergency department users with mental illness or addiction, as perceived
by 15 program clients and six of their case managers. The findings indicated that community
mental health services incorporating both system navigation and intensive case management
were perceived by both program clients and case managers as being responsive to the needs of
frequent emergency department users with mental illness or addiction, while reducing resource
burden on emergency departments.

Study participants generally perceived positive effects of the Familiar Faces program,
notably related to reduced emergency department use, enhanced quality of life, improved future
outlook, increased self-confidence, and reduced symptoms of mental illness. Some prior research
studying interventions that provided either system navigation or case management supports has
found ongoing difficulty reducing emergency department use and enhancing quality of life (e.g.,
Finkelstein et al., 2020; Spillane et al., 1997; Stergiopoulos et al., 2017). However, the current
study results are encouraging and point to the potential benefits of providing a combined system
navigation and intensive case management stepped-care intervention model. At the same time,

some clients and case managers noted the program not having an effect on addiction symptoms.
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This is a common challenge for many treatment models, as addiction likely requires specific
targeting, higher intensity, and longer duration of intervention (Cherner et al., 2017; David et al.,
2022; Lappan et al., 2020; Zamboni et al., 2021).

Mechanisms of change identified in the current study were consistent with psychotherapy
and community mental health services research (e.g., Kahan et al., 2016). Most notably, the
current study identified consistent perceptions that the critical mechanism of change in the
Familiar Faces program was the relationship between program clients and case managers. The
therapeutic relationship was characterized as being relationally warm, compassionate, authentic,
trusting, nonjudgmental, patient, and consistent. This conforms to long-standing research
findings regarding the importance of therapeutic alliance and other interpersonal relationships in
the lives of mental health service users (Crits-Christoph & Connolly Gibbons, 2021; Kidd et al.,
2017; Kondrat & Teater, 2012; Napierala et al., 2022; Roebuck et al., 2022). Further, practical
skills development (e.g., stress management, coping strategies, problem-solving) is a common
mechanism of change identified in outcome studies (Crits-Christoph & Connolly Gibbons, 2021;
Mueser et al., 2002). Prompt access to a broad array of health and social services is also known
to contribute to positive outcomes for clients (Kumar & Klein, 2013; Mullen et al., 2023).
Finally, having flexibility to vary support intensity based on individual client need is an
important standard of case management practice (e.g., Gilmer et al., 2013; Monroe-DeVita et al.,
2011).

Barriers to change identified in the current study were less salient to most participants,
indicating the program was perceived to be functioning effectively overall. Indeed, the main

participant response to interview questions about barriers was the perception that there were no
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barriers at all. However, for those barriers that were identified, the time-limited duration of the
program (i.e., maximum three months system navigation, followed by maximum nine months
case management) was notable. Case managers were particularly concerned that a subset of
clients could take months to outreach and engage into the program, following which they could
benefit from program services, but then they lost this opportunity due to time constraints. This is
consistent with the findings of prior implementation studies of the Familiar Faces program
(Cherner et al., 2022; Samosh et al., 2019), as well as other community interventions for frequent
emergency department users (Poremski et al., 2016). These results speak to the challenging
policy considerations involved when balancing limited resources with high levels of need and
varied readiness for change at the population level. Program developers determining service time
limits may wish to consider that outreaching and engaging clients into program activities can
take variable amounts of time.

Program clients and case managers also highlighted difficulties experienced in various
life domains beyond health care that contributed to crises, ultimately culminating in emergency
department visits prior to enrollment in the Familiar Faces program. This included challenges
related to employment, finances, housing, relationships, and system navigation. They also
identified services provided by case managers to support clients related to activities of daily
living, education, employment, finances, housing, and system navigation — not just to manage
symptoms of mental illness or addiction. This emphasizes the need to understand frequent
emergency department use behaviours and service needs with a comprehensive model that
extends beyond just health care and symptom management alone (Meng et al., 2017; Weir et al.,

2022). To understand and support the whole person in frequent emergency department use
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contexts likely requires broader conceptualization, including a focus on social determinants of
health and implementation of policies to share and integrate data widely across health and social
care systems (Kanzaria et al., 2019).

The current study had limitations. Eligible program client participants were identified by
their case managers, which may have biased selection. Further, although 15 clients were
determined to be sufficient for reaching data saturation and the researchers deliberately assessed
for outlier data throughout the interview and analysis process, it is possible that interviewing
more clients would have revealed novel or disconfirming data. In addition, clients who may have
negatively experienced their time in the program could have terminated their participation in it
early and therefore were not present to contribute to this research. Also, the study examined
outcomes perceived retrospectively. Finally, this study was conducted in the hospital context of
an electronic system that identified frequent emergency department users with mental illness or
addiction in the Ottawa, Ontario, Canada area and referred them automatically to the
community-based Familiar Faces program. Both emergency department and Familiar Faces
services were publicly funded. Generalizability of the results may therefore be limited to similar
health care contexts. Future research should continue to study not only the outcomes of services
targeting frequent emergency department users but also their associated mechanisms of change

and barriers to change.
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Abstract
Objective: To investigate health care service use outcomes of a novel stepped-care community
mental health program, including system navigation and intensive case management, for frequent
emergency department users presenting with mental illness or addiction. Also, to contribute to
program and policy development related to supporting frequent emergency department users.
Methods: A quasi-experimental, pre-test/post-test, nonequivalent groups design evaluated the
interaction effects of group (stepped-care intervention and three treatment as usual comparisons)
and time (baseline and two follow-up years) on health care service use (emergency department
visits, hospital admissions, days in hospital, general practice outpatient visits, and psychiatric
outpatient visits). Retrospective longitudinal participant data were obtained from population-
level public health care records and analyzed using generalized estimating equations methods.
Results: Both intervention and comparison groups experienced reduced emergency department
visits and hospital admissions over time. No interaction effects were found between intervention
and comparison groups over time for frequency of emergency department visits, hospital
admissions, days in hospital, and general practice outpatient visits. However, results indicated
significant differences between the groups regarding frequency of psychiatric outpatient visits
over time, with the intervention group experiencing greater increases in visit frequency.
Conclusions: The current study replicated past research findings demonstrating that a targeted
intervention did not reduce emergency department visits and hospital admissions among frequent
emergency department users beyond what others experienced with treatment as usual. However,
this study also identified benefits of the stepped-care intervention, notably for increasing access

to psychiatric outpatient services.
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Introduction

The most consistent characteristic of frequent emergency department users across various
international health care systems is the presence of psychiatric diagnosis (Giannouchos et al.,
2020; Soril et al., 2016). Indeed, emergency departments are increasingly faced with frequent
visitors presenting with mental illness or addiction, with this patient population often requiring
not only medical but also nonmedical interventions (e.g., housing and social services) to support
their varied needs (Davis et al., 2024; Kanzaria et al., 2019). In the province of Ontario, Canada,
the frequency of emergency department visits for mental illness or addiction increased almost
50% from 2009 to 2017, while outpatient visits increased by less than 10% over the same period
(Mental Health and Addictions Program Framework Research Team, 2021). These trends are
consistent with patients reporting lack of access to services and inadequate outpatient care being
their main reasons for frequent emergency department use (Fleury et al., 2024), as well as
research indicating systemwide difficulties referring and coordinating care between the
emergency department and other services (Barker et al., 2020; Fleury et al., 2025; Walker et al.,
2021).

This health care context places significant strain on hospital emergency departments
while failing to address patient health and social needs, with increasing calls for the provision of
more personalized care approaches across multiple systems — not only medical — to address these
issues (Meng et al., 2017). Various approaches to bridging medical and nonmedical
interventions, such as system navigation and case management, have been implemented in an
attempt to assist these patients (Althaus et al., 2011; Mullen et al., 2023). Unfortunately, the

application of such interventions to support frequent emergency department users has been
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inconsistent and research on their outcomes is at an early stage (e.g., Barker et al., 2020;
Finkelstein et al., 2020; Soril et al., 2015), leading to an ongoing lack of evidence-based
procedures to effectively move forward (Stergiopoulos et al., 2017).

The Familiar Faces program in Ottawa, Ontario, Canada was designed to reduce frequent
emergency department use among patients presenting two or more times within 30 days for
mental illness or addiction, by using automated identification and referral of these individuals to
a community-based stepped-care service providing system navigation support for up to three
months, followed by intensive case management support for a further nine months, if necessary.
This novel program, delivered by the Canadian Mental Health Association’s Ottawa Branch and
publicly funded by the Ontario government, began accepting referrals in October 2014. The
program has been described in past research indicating that its implementation was efficient and
sustainable (Cherner et al., 2022; Samosh et al., 2019), that receiving program support was
associated with reduction in anxiety and depression symptoms and improvement in overall
functioning (Samosh, Pettey, et al., 2024), and that related quality of life improvements were
fostered mainly by the program’s development of positive working relationships between staff
and clients, its focus on teaching clients practical skills, and its access to a broad network of
medical and nonmedical services for clients in the local community (Samosh, Agha, et al., 2024).
While these results are encouraging with regard to clients’ self-reported health, wellbeing, and
perceptions of program services, what remains unclear is if Familiar Faces program services are
also associated with changes in objective outcome measures of client health care service use.

The current study aimed to investigate the health care service use outcomes (i.e.,

frequency of emergency department visits, hospital admissions, days in hospital, general practice
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outpatient visits, and psychiatric outpatient visits) of Familiar Faces program clients who were
referred to the program due to frequent emergency department use for mental illness or addiction
presentations. This was investigated to inform program and policy development in this growing
area of public health and mental health care, as well as to provide feedback to the Familiar Faces
program itself.
Methods

Participants

All Familiar Faces program clients were considered for study inclusion if they received
both system navigation and intensive case management supports and their intake into the
program occurred between October 2014 and December 2017. This allowed for a sufficient
window of time for follow-up data to be collected after program intake and before the COVID-
19 pandemic. Comparison group participants were individuals who were not enrolled in the
Familiar Faces program during the same time period but were otherwise matched categorically
with program clients by: sex (i.e., female, male), age (i.e., 16 to 29, 30 to 49, 50 or more), and
emergency department discharge diagnosis (i.e., addiction disorders, anxiety disorders, deliberate
self-harm, mood disorders, psychotic disorders), as recorded at the time of the second emergency
department visit within 30 days that would have triggered referral into the program;
experiencing, in the same calendar year, two or more emergency department visits within 30
days for mental illness or addiction presentations (i.e., 2014, 2015, 2016, 2017); and the total
number of emergency department visits (beyond the two that would have triggered referral into
the program; i.e., zero to one, two or more), hospital admissions (i.e., zero, one or more), and

outpatient visits (i.e., zero to three, four or more), for mental illness or addiction presentations, in



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE 56

the two years prior to the second emergency department visit within 30 days that would have
triggered referral into the program.

Participant inclusion criteria also required having a valid entry in the provincial health
care record databases provided by the Ontario Institute for Clinical Evaluative Sciences for this
study, eligibility for public health insurance in Ontario, residency in Ontario, and falling within
the age range of 16 to 105 years old. Once confirmed, participant data were structured by group
as deriving from either the Familiar Faces program (i.e., intervention group participants) or one
of three comparison groups that did not receive the intervention: Ontario participants (i.e.,
province-wide comparison participants), Hamilton participants (i.e., comparison participants
from a different but similar midsize city in the province), and Ottawa participants (i.e.,
comparison participants from the same midsize city as the intervention participants).

A priori power analysis conducted with G*Power 3.1.9.3 (Faul et al., 2007) estimated the
sample size required to achieve 90% power for detecting a medium effect at o = .01 (i.e., in
accordance with Bonferroni correction of o = .05 divided by five outcome variable analyses) was
50 participants. Thus, the obtained sample sizes reported below were sufficient for this study.
Procedure

The University of Ottawa Research Ethics Board (H-05-21-6935) and Ontario Institute
for Clinical Evaluative Sciences (P0970 278 000) approved this study. The Institute for Clinical
Evaluative Sciences is an independent, non-profit research institute funded by an annual grant
from the Ontario Ministry of Health. As a prescribed entity under Ontario’s provincial privacy
legislation, this institute is authorized to collect and use health care data for health systems

analysis, evaluation, and decision support. Secure access to data for researchers is governed by
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policies and procedures approved by the Information and Privacy Commissioner of Ontario
(Data and Analytic Services, 2023).

As a result, informed consent of participants was not required nor obtained, as data were
provided to the researchers in accordance with relevant data handling and privacy laws, policies,
and procedures. The researchers were engaged with the Canadian Mental Health Association’s
Ottawa Branch and the Institute for Clinical Evaluative Sciences in a comprehensive process of
project consultation, contract development, and privacy review, following which the researchers
were provided with de-identified data that could only be accessed and analyzed on a secure
Institute for Clinical Evaluative Sciences online server. Final study results could only be
downloaded from this server following another privacy review of the findings to ensure
participants were not identifiable.

Design and Analysis

This study used a quasi-experimental pre-test/post-test design with one intervention
group (i.e., stepped-care) and three comparison groups (i.e., treatment as usual), involving
retrospective longitudinal data derived from government population-level public health care
records. Outcome variable data were structured by time across three time points as baseline data
(i.e., the yearlong period prior to intake into the intervention), first-year follow-up data (i.e., the
first yearlong period after intake into the intervention), and second-year follow-up data (i.e., the
second yearlong period after intake into the intervention). The five outcome variables assessed
across each of these year-long study periods were the total number of mental illness or addiction-
related emergency department visits, hospital admissions, days in hospital, general practice

outpatient visits (i.e., visits at a general practice physician office, patient home, virtual
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appointment, long-term care facility, or complex care facility; not nurse practitioner visits, nor
community health centre visits), and psychiatric outpatient visits (i.e., psychiatry visits that were
not for inpatient care).

Analysis was conducted with Stata 17 software (StataCorp, 2021). Outcome variables
were modeled with negative binomial distributions, as data were characterized by non-normality,
positive skewness, positive kurtosis, and overdispersion (as seen in the descriptive statistics
reported below). Baseline characteristics were therefore compared between groups using Pearson
chi-square tests (o = .05) for categorical variables and negative binomial regressions with two-
tailed Wald z-tests (o = .05) for continuous variables. Primary study analyses then used
generalized estimating equations methods with two-tailed Wald z-tests and Wald chi-square tests
(a=.01, as described above) to assess main and interaction effects of data across group (i.e., the
Familiar Faces stepped-care intervention and three treatment as usual comparison groups) and
time (i.e., one baseline year and two follow-up years). Finally, additional two-tailed Wald z-tests
(a=.017, in accordance with Bonferroni correction of a = .05 divided by three time point
comparisons) were used to conduct post hoc pairwise comparison analyses to interpret any
significant interaction effects found in the primary analysis.

Results
Participants

Figure 1 illustrates the participant eligibility process for study inclusion, beginning with
377 Familiar Faces program clients. At the Institute for Clinical Evaluative Science’s health
records database level, 32 program clients (8%) were excluded due to invalid or duplicate

identification. Following application of inclusion and exclusion criteria for study participation, a
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further 67 (18%) were excluded due to no emergency department records, emergency department
records being unrelated to mental illness or addiction, or records not reflecting the program
referral criterion for experiencing two emergency department visits within 30 days. Thus, 278
Familiar Faces program clients (74%) were available for study inclusion. Institute for Clinical
Evaluative Sciences comparison group participants were derived from a pool of 23,192,538
emergency department visit records across the province of Ontario. Following application of
inclusion and exclusion criteria to these records, 107,242 individuals were available for

comparison group matching with Familiar Faces program clients.
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Figure 1

Participant Inclusion and Exclusion Flowchart
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Note. ICES = Institute for Clinical Evaluative Sciences. Familiar Faces participant pool n reflects

number of individuals. ICES comparison participant pool # reflects number of emergency

department visits; however, the criterion for the final cell was restricted to only first experiences
of two emergency department visits within 30 days for mental illness or addiction, therefore also

reflecting number of individuals in the final cell.
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Figure 2 illustrates the process that matched intervention and comparison group
participants. The 107,242 comparison participants available for study inclusion were segmented
into 100,477 available for the Ontario comparison group (i.e., all available comparison
participants, minus those enrolled in the Familiar Faces program and minus those residing in
Ottawa), 4,289 available for the Hamilton comparison group (i.e., only those available
comparison participants residing in Hamilton), and 6,487 available for the Ottawa comparison
group (i.e., only those available comparison participants residing in Ottawa, minus those enrolled
in the Familiar Faces program). Following the matching process described above, all 278
Familiar Faces clients available for study inclusion (100%) were matched 1:5 with 1,390 of the
Ontario comparison participants available for study inclusion, 271 Familiar Faces clients (97%)
were matched 1:1 with 271 Hamilton comparison participants, and 276 Familiar Faces clients

(99%) were matched 1:1 with 276 Ottawa comparison participants.
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Figure 2

Participant Matching Flowchart
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Table 5 describes participant demographic characteristics at baseline (i.e., over the one
year prior to intake into the Familiar Faces program). The Familiar Faces group and comparison
groups were all similar with regard to sex, age, year of the second emergency department visit
within 30 days for mental illness or addiction that would have triggered referral into the program,
emergency department discharge diagnosis, and number of psychiatric outpatient visits at
baseline.

However, the Familiar Faces group had significantly more emergency department visits
than all three comparison groups at baseline, Ontario ¥*(1, 1,668) = 157.12, p <.001, incidence
rate ratio = 1.92, 95% CI (1.74, 2.13), Hamilton y*(1, 542) = 48.35, p <.001, incidence rate ratio
=1.72,95% CI (1.48, 2.00), and Ottawa y*(1, 552) = 101.60, p < .001, incidence rate ratio =
2.09, 95% CI (1.82, 2.40). The Familiar Faces group also had significantly more hospital
admissions than all three comparison groups at baseline, Ontario *(1, 1,668) =29.63, p <.001,
incidence rate ratio = 1.59, 95% CI (1.34, 1.87), Hamilton y*(1, 542) = 30.77, p <.001, incidence
rate ratio = 1.90, 95% CI (1.52, 2.38), and Ottawa y*(1, 552) = 14.67, p <.001, incidence rate
ratio = 1.53, 95% CI (1.23, 1.90). Further, the Familiar Faces group had more total days in
hospital than the Ontario comparison group, ¥*(1, 1,668) = 11.24, p <.001, incidence rate ratio =
1.63,95% CI (1.21, 2.20). Finally, the Familiar Faces group had more general practice outpatient
visits than the Ottawa comparison group, ¥*(1, 552) = 10.41, p = .001, incidence rate ratio = 1.41,
95% CI (1.15, 1.74). This indicated that, even following efforts to match intervention and
comparison group participants, as described above, the Familiar Faces group still reflected

individuals with higher levels of some health care service use at baseline. Note that the current
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study accounted for these baseline differences, as the primary analysis already included the
relevant variables, assessed across groups and time points, including at baseline.
Table 5
Demographic Characteristics of Participants at Baseline
Demographic Familiar Faces Ontario Hamilton Ottawa
Characteristic
n % n % n % n %
Sex
Female 132 48% 660  48% 128 47% 132 48%
Male 146 53% 730  53% 143 53% 144 52%
Emergency department
visit year
2014 74 27% 376 27% 72 27% 79 29%
2015 86 31% 426 31% 87 32% 83 30%
2016 79 28% 398  29% 82 30% 75 27%
2017 39 14% 190 14% 30 11% 39 14%
Discharge diagnosis
Addiction disorders 80 29% 400  29% 80 30% 80 29%
Anxiety disorders 58 21% 290 21% 58 21% 58 21%
Deliberate self-harm 13 5% 65 5% 11 4% 12 4%
Mood disorders 39 14% 195 14% 39 14% 39 14%
Psychotic disorders 40 14% 200 14% 35 13% 39 14%
M SD M SD M SD M SD
Age 37.8. 140 37.8 140 374 140 375 142
Emergency department 6.0 7.0 3.1 3.9 3.5 7.0 2.9 2.8
visits
Hospital admissions 1.5 2.2 0.9 1.3 0.8 1.0 1.0 1.2
Hospital days 16.0  30.5 9.8 21.3 132 302 151 352
General practice 5.8 6.8 5.2 9.4 7.0 12.6 4.1 6.8
outpatient visits
Psychiatric outpatient 3.4 52 3.3 6.1 34 6.2 3.1 6.4

visits

Note. N = 278 Familiar Faces, 1,390 Ontario, 271 Hamilton, and 276 Ottawa participants. Some
characteristics total less than 100% due to missing data, while others sum to greater than 100%

due to rounding.



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE 65

Familiar Faces and Ontario Analysis
Table 6 displays outcome variable means, standard deviations, medians, and interquartile

ranges of the matched Familiar Faces intervention group and Ontario comparison group.

Table 6

Descriptive Statistics of Familiar Faces Intervention Group and Ontario Comparison Group
Over Time

Outcome Familiar Faces Ontario
M (SD) Mdn (IQR) M (SD) Mdn (IQR)

Emergency department visits

Baseline 6.0 (7.0) 4 (3-6) 3.1(3.9) 2 (2-4)

Year 1 4.7 (7.5) 2 (1-5) 244.1) 1 (0-3)

Year 2 3.7 (8.9) 1 (0-3) 1.5 (4.0) 0 (0-1)
Hospital admissions

Baseline 1.5(2.2) 1 (0-2) 0.9 (1.3) 0 (0-1)

Year 1 1.1 (2.0) 0 (0-2) 0.7 (1.6) 0 (0-1)

Year 2 0.9 (2.0) 0 (0-1) 0.4 (1.2) 0 (0-0)
Hospital days

Baseline 16.0 (30.5) 4 (0-20) 9.8 (21.3) 0 (0-10)

Year 1 11.6 (11.7) 0(0-17) 8.8 (12.3) 0 (0-6)

Year 2 9.7 (12.9) 0 (0-8) 6.7 (12.0) 0 (0-0)
General practice outpatient visits

Baseline 5.8 (6.8) 3 (1-8) 52(9.4) 2 (0-6)

Year 1 5.7 (8.9) 2 (1-7) 4.9 (8.9) 2 (0-6)

Year 2 4.9 (10.1) 1 (0-5) 3.7 (8.3) 1 (0-4)
Psychiatric outpatient visits

Baseline 3.4(5.2) 1 (0-4) 3.3(6.1) 1 (0-4)

Year | 59@.7) 2 (0-9) 3.9 (8.1) 1 (0-5)

Year 2 4.8 (7.9) 1 (0-7) 3.0(7.9) 0 (0-3)

Note. N = 278 Familiar Faces and 1,390 Ontario participants matched 1:5. Baseline, Year 1, and
Year 2 = the year prior, first year after, and second year after entry into the program,
respectively. IQR = interquartile range.

Omnibus Interaction Effects

Wald chi-square tests (o = .01) assessed the omnibus interaction effect of all modeled

group and time elements combined, for each of the five outcome variables. The overall
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interaction effect was not significant for emergency department visits, ¥*(2, 5,004) =4.30, p =
.116, hospital admissions, ¥*(2, 5,004) = 7.00, p = .030, hospital days, ¥*(2, 5,004) =0.23, p =
.891, and general practice outpatient visits, ¥*(2, 5,004) = 1.99, p = .369. A significant overall
interaction effect was found for psychiatric outpatient visits, ¥*(2, 5,004) = 18.57, p <.001, with
the interaction term accounting for 22.34%, 95% CI (11.10%, 33.58%) of the model’s total
explanatory power.
Emergency Department Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of emergency department visits. The main effect of time across all intervention and
comparison group participants combined indicated a significant decrease in visits between
baseline and the first year after intervention intake (z =—6.01, p <.001), as well as between
baseline and the second year after intervention intake (z =-10.89, p <.001). The main effect of
group across all time points combined indicated that Familiar Faces participants had significantly
more visits than the Ontario comparison group (z = 8.46, p <.001). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z = 0.19, p = .848), nor from baseline to the second year after intervention intake (z =
1.82, p =.069).
Hospital Admissions

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of hospital admissions. The main effect of time across all intervention and
comparison group participants combined indicated a significant decrease in admissions between

baseline and the first year after intervention intake (z =-3.96, p <.001), as well as between
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baseline and the second year after intervention intake (z =-9.99, p <.001). The main effect of
group across all time points combined indicated that Familiar Faces participants had significantly
more admissions than the Ontario comparison group (z = 4.80, p <.001). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z =—-0.34, p = .737), nor from baseline to the second year after intervention intake (z =
2.07, p=.038).
Hospital Days

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of hospital days. The main effect of time across all intervention and comparison
group participants combined indicated no significant difference in hospital days between
baseline and the first year after intervention intake (z =-2.10, p = .035), and a significant
decrease between baseline and the second year after intervention intake (z =—4.56, p <.001).
The main effect of group across all time points indicated that Familiar Faces participants had
significantly more days in hospital than the Ontario comparison group (z = 3.80, p <.001). The
interaction effect between time and group was not significant from baseline to the first year after
intervention intake (z = 0.16, p = .874), nor from baseline to the second year after intervention
intake (z = 0.48, p = .631).
General Practice Outpatient Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of general practice outpatient visits. The main effect of time across all intervention
and comparison group participants combined indicated no significant difference in visits between

baseline and the first year after intervention intake (z =—1.70, p = .090), and a significant
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decrease between baseline and the second year after intervention intake (z =-6.18, p <.001).
The main effect of group across all time points combined indicated no significant difference in
visits between Familiar Faces and Ontario comparison group participants (z = 1.33, p = .183).
The interaction effect between time and group was not significant from baseline to the first year
after intervention intake (z = 0.56, p = .576), nor from baseline to the second year after
intervention intake (z = 1.41, p = .159).
Psychiatric Outpatient Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of psychiatric outpatient visits. The main effect of time across all intervention and
comparison group participants combined indicated a significant increase in visits between
baseline and the first year after intervention intake (z = 3.27, p = .001), and no difference
between baseline and the second year after intervention intake (z =—1.73, p = .083). The main
effect of group across all time points combined indicated no significant difference in visits
between Familiar Faces and Ontario comparison group participants (z = 0.27, p = .784). The
interaction effect between time and group was significant from baseline to the first year after
intervention intake, with the Familiar Faces group visits increasing more than the Ontario group
between these time points (z = 3.89, p <.001, incidence rate ratio = 1.46, 95% CI [1.20, 1.76]).
The interaction effect was also significant from baseline to the second year after intervention
intake, with the Familiar Faces group visits increasing more than the Ontario group between
these time points (z = 3.77, p <.001, incidence rate ratio = 1.59, 95% CI [1.25, 2.01)).

Psychiatric outpatient visit effects across group and time are illustrated in Figure 3.
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Figure 3

Familiar Faces Intervention Group and Ontario Comparison Group Mean Psychiatric
Outpatient Visits Over Time
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Post Hoc Analyses

Post hoc Wald z-tests (a. = .017) were required to further investigate the significant
omnibus interaction effect of group and time on psychiatric outpatient visits described above.
Results indicated that the modeled rate of psychiatric outpatient visits of Familiar Faces program
clients increased significantly between baseline and the first year after intervention intake, z =
3.68, p <.001, incidence rate ratio = 1.71, 95% CI (1.29, 2.28), did not increase significantly
between baseline and the second year after intervention intake, though approached significance, z
=2.33, p =.020, incidence rate ratio = 1.41, 95% CI (1.06, 1.88), and did not differ significantly

between the first year and second year after intervention intake, z =-1.36, p = .175.
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Familiar Faces and Hamilton Analysis
Table 7 displays outcome variable means, standard deviations, medians, and interquartile

ranges of the matched Familiar Faces intervention group and Hamilton comparison group.

Table 7

Descriptive Statistics of Familiar Faces Intervention Group and Hamilton Comparison Group
Over Time

Outcome Familiar Faces Hamilton
M (SD) Mdn (IQR) M (SD) Mdn (IQR)

Emergency department visits

Baseline 6.1 (7.1) 4 (3-6) 3.5(7.0) 2 (2-4)

Year 1 4.7 (7.5) 2(1-5) 2.5(4.2) 1 (0-3)

Year 2 3.8(9.0) 1 (0-3) 1.6 (5.5) 0 (0-1)
Hospital admissions

Baseline 1.5(2.2) 1 (0-2) 0.8 (1.0) 0 (0-1)

Year 1 1.1 (2.0) 0 (0-2) 0.6 (1.1) 0 (0-1)

Year 2 0.9 (2.0) 0 (0-1) 0.2 (0.6) 0 (0-0)
Hospital days

Baseline 16.0 (30.1) 3 (0-20) 13.2(30.2) 0 (0-11)

Year 1 11.6 (11.8) 0(0-17) 9.5 (12.8) 0 (0-3)

Year 2 9.9 (13.0) 0 (0-8) 8.2(13.4) 0 (0-0)
General practice outpatient visits

Baseline 5.9 (6.9) 3 (1-8) 7.0 (12.6) 3 (1-6)

Year 1 5.9 (9.0) 2 (1-7) 6.2 (11.2) 2 (1-6)

Year 2 5.1(10.2) 2 (0-5) 5.7 (12.2) 1 (0-5)
Psychiatric outpatient visits

Baseline 3.4 (5.1) 1 (0-4) 3.4(6.2) 1 (0-4)

Year | 5.8 (7.6) 2 (0-9) 3.3(5.8) 1 (0-5)

Year 2 4.8 (8.0) 1 (0-7) 2.5(5.5) 0 (0-3)

Note. N =271 Familiar Faces and 271 Hamilton participants matched 1:1. Baseline, Year 1, and
Year 2 = the year prior, first year after, and second year after entry into the program,
respectively. IQR = interquartile range.

Omnibus Interaction Effects

Wald chi-square tests (o = .01) assessed the omnibus interaction effect of all modeled

group and time elements combined, for each of the five outcome variables. The overall
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interaction effect was not significant for emergency department visits, ¥*(2, 1,626) = 2.70, p =
.260, hospital admissions, ¥*(2, 1,626) = 1.72, p = .423, hospital days, ¥*(2, 1,626) =4.31,p =
.116, and general practice outpatient visits, ¥*(2, 1,626) = 0.97, p = .616. A significant overall
interaction effect was found for psychiatric outpatient visits, ¥*(2, 1,626) = 23.46, p <.001, with
the interaction term accounting for 39.91%, 95% CI (20.81%, 59.02%) of the model’s total
explanatory power.
Emergency Department Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of emergency department visits. The main effect of time across all intervention and
comparison group participants combined indicated a significant decrease in visits between
baseline and the first year after intervention intake (z =-3.41, p = .001), as well as between
baseline and the second year after intervention intake (z =—5.23, p <.001). The main effect of
group across all time points combined indicated that Familiar Faces participants had significantly
more visits than the Hamilton comparison group (z = 3.92, p <.001). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z = 0.75, p = .453), nor from baseline to the second year after intervention intake (z =
1.64, p =.101).
Hospital Admissions

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of hospital admissions. The main effect of time across all intervention and
comparison group participants combined indicated a significant decrease in admissions between

baseline and the first year after intervention intake (z = —2.64, p = .008), as well as between
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baseline and the second year after intervention intake (z =—8.67, p <.001). The main effect of
group across all time points combined indicated that Familiar Faces participants had significantly
more admissions than the Hamilton comparison group (z = 4.79, p <.001). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z =—-0.86, p = .387), nor from baseline to the second year after intervention intake (z =
0.21, p = .830).
Hospital Days

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of hospital days. The main effect of time across all intervention and comparison
group participants combined indicated no significant difference in hospital days between
baseline and the first year after intervention intake (z =—1.03, p =.303), and a significant
decrease between baseline and the second year after intervention intake (z =—4.09, p <.001).
The main effect of group across all time points indicated no significant difference between the
Familiar Faces participants and the Hamilton comparison group (z = 1.04, p = .298). The
interaction effect between time and group was not significant from baseline to the first year after
intervention intake (z = 0.29, p =.775), nor from baseline to the second year after intervention
intake (z = 2.05, p = .040).
General Practice Outpatient Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of general practice outpatient visits. The main effect of time across all intervention
and comparison group participants combined indicated no significant difference in visits between

baseline and the first year after intervention intake (z =—1.56, p = .119), nor between baseline
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and the second year after intervention intake (z =—-1.97, p = .049). The main effect of group
across all time points combined indicated no significant difference in visits between Familiar
Faces and Hamilton comparison group participants (z =—1.27, p = .206). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z = 0.96, p = .340), nor from baseline to the second year after intervention intake (z =
0.34, p =.730).
Psychiatric Outpatient Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of psychiatric outpatient visits. The main effect of time across all intervention and
comparison group participants combined indicated no significant difference in visits between
baseline and the first year after intervention intake (z =—-0.32, p =.751), and a significant
decrease in visits between baseline and the second year after intervention intake (z =-2.76, p =
.006). The main effect of group across all time points combined indicated no significant
difference in visits between Familiar Faces and Hamilton comparison group participants (z = —
0.18, p = .855). The interaction effect between time and group was significant from baseline to
the first year after intervention intake, with the Familiar Faces group visits increasing more than
the Hamilton group between these time points (z = 4.36, p <.001, incidence rate ratio = 1.77,
95% CI[1.37, 2.29]). The interaction effect was also significant from baseline to the second year
after intervention intake, with the Familiar Faces group visits increasing more than the Hamilton
group between these time points (z = 4.39, p <.001, incidence rate ratio = 1.97, 95% CI [1.45,

2.66]). Psychiatric outpatient visit effects across group and time are illustrated in Figure 4.
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Figure 4

Familiar Faces Intervention Group and Hamilton Comparison Group Mean Psychiatric
Outpatient Visits Over Time
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Post Hoc Analyses

Post hoc Wald z-tests (o = .017) were required to further investigate the significant
omnibus interaction effect of group and time on psychiatric outpatient visits described above.
Results indicated that the modeled rate of psychiatric outpatient visits of Familiar Faces program
clients increased significantly between baseline and the first year after intervention intake, z =
3.62, p <.001, incidence rate ratio = 1.72, 95% CI (1.28, 2.30), increased significantly between
baseline and the second year after intervention intake, z = 2.40, p = .017, incidence rate ratio =
1.43,95% CI (1.07, 1.92), and did not differ significantly between the first year and second year

after intervention intake, z =—1.22, p = .221.
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Familiar Faces and Ottawa Analysis
Table 8 displays outcome variable means, standard deviations, medians, and interquartile

ranges of the matched Familiar Faces intervention group and Ottawa comparison group.

Table 8

Descriptive Statistics of Familiar Faces Intervention Group and Ottawa Comparison Group
Over Time

Outcome Familiar Faces Ottawa
M (SD) Mdn (IQR) M (SD) Mdn (IQR)

Emergency department visits

Baseline 6.0 (7.0) 4 (3-6) 2.9 (2.8) 2 (2-4)

Year 1 4.7 (7.5) 2(1-5) 1.9 (2.8) 1 (0-3)

Year 2 3.7 (9.0) 1 (0-3) 1.3(2.8) 0 (0-1)
Hospital admissions

Baseline 1.5(2.2) 1(0-2) 1.0 (1.2) 1 (0-2)

Year 1 1.1 (2.0) 0 (0-2) 0.6 (1.1) 0 (0-1)

Year 2 0.9 (2.0) 0 (0-1) 0.4 (1.0) 0 (0-0)
Hospital days

Baseline 16.1 (30.6) 4 (0-20) 15.1 (35.2) 1 (0-15)

Year 1 11.6 (11.7) 0(0-17) 7.5 (9.6) 0 (0-3)

Year 2 9.8 (12.9) 0 (0-8) 6.0 (8.7) 0 (0-0)
General practice outpatient visits

Baseline 5.9 (6.8) 3 (1-8) 4.1 (6.8) 2 (0-5)

Year 1 5.8(8.9) 2 (1-7) 3.5(5.7) 1 (0-4)

Year 2 5.0 (10.2) 2 (0-5) 3.6 (7.1) 1 (0-4)
Psychiatric outpatient visits

Baseline 3.4 (5.1) 1 (0-4) 3.1(6.4) 0 (0-3)

Year 1 5.8 (7.6) 2 (0-9) 4.0 (7.5) 0 (0-5)

Year 2 4.8 (8.0) 1 (0-7) 24 4.8) 0 (0-3)

Note. N = 276 Familiar Faces and 276 Ottawa participants matched 1:1. Baseline, Year 1, and
Year 2 = the year prior, first year after, and second year after entry into the program,
respectively. IQR = interquartile range.

Omnibus Interaction Effects

Wald chi-square tests (o = .01) assessed the omnibus interaction effect of all modeled

group and time elements combined, for each of the five outcome variables. The overall



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE 76

interaction effect was not significant for emergency department visits, ¥*(2, 1,656) = 3.06, p =
.216, hospital admissions, ¥*(2, 1,656) = 5.19, p = .075, hospital days, ¥*(2, 1,656) =4.09, p =
.129, and general practice outpatient visits, ¥*(2, 1,656) = 2.51, p = .285. A significant overall
interaction effect was found for psychiatric outpatient visits, ¥*(2, 1,656) = 18.11, p <.001, with
the interaction term accounting for 20.83%, 95% CI (10.28%, 31.37%) of the model’s total
explanatory power.
Emergency Department Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of emergency department visits. The main effect of time across all intervention and
comparison group participants combined indicated a significant decrease in visits between
baseline and the first year after intervention intake (z =—4.71, p <.001), as well as between
baseline and the second year after intervention intake (z =—6.18, p <.001). The main effect of
group across all time points combined indicated that Familiar Faces participants had significantly
more visits than the Ottawa comparison group (z = 8.15, p <.001). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z = 1.29, p =.197), nor from baseline to the second year after intervention intake (z =
1.71, p = .088).
Hospital Admissions

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of hospital admissions. The main effect of time across all intervention and
comparison group participants combined indicated a significant decrease in admissions between

baseline and the first year after intervention intake (z =—4.30, p <.001), as well as between
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baseline and the second year after intervention intake (z =—5.50, p <.001). The main effect of
group across all time points combined indicated that Familiar Faces participants had significantly
more admissions than the Ottawa comparison group (z = 3.67, p <.001). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z = 1.83, p = .068), nor from baseline to the second year after intervention intake (z =
2.04, p=.041).
Hospital Days

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of hospital days. The main effect of time across all intervention and comparison
group participants combined indicated a significant decrease in hospital days between baseline
and the first year after intervention intake (z =-2.58, p =.010), as well as between baseline and
the second year after intervention intake (z =—4.18, p <.001). The main effect of group across
all time points indicated no significant difference in hospital days between the Familiar Faces
participants and the Ottawa comparison group (z = 0.33, p = .743). The interaction effect
between time and group was not significant from baseline to the first year after intervention
intake (z = 1.64, p = .102), nor from baseline to the second year after intervention intake (z =
1.69, p =.092).
General Practice Outpatient Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of general practice outpatient visits. The main effect of time across all intervention
and comparison group participants combined indicated no significant difference in visits between

baseline and the first year after intervention intake (z =—1.87, p = .061), nor between baseline
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and the second year after intervention intake (z =—1.22, p = .223). The main effect of group
across all time points combined indicated that Familiar Faces participants had significantly more
visits than the Ottawa comparison group (z = 2.84, p = .005). The interaction effect between time
and group was not significant from baseline to the first year after intervention intake (z =
1.26, p = .207), nor from baseline to the second year after intervention intake (z =-0.15, p =
.881).
Psychiatric Outpatient Visits

Wald z-tests (o = .01) assessed the effects of group, time, and their interaction, on the
modeled rate of psychiatric outpatient visits. The main effect of time across all intervention and
comparison group participants combined indicated a significant increase in visits between
baseline and the first year after intervention intake (z = 2.65, p = .008), and no difference
between baseline and the second year after intervention intake (z =-2.42, p = .016). The main
effect of group across all time points combined indicated no significant difference in visits
between Familiar Faces and Ottawa comparison group participants (z = 0.52, p =.600). The
interaction effect between time and group was not significant from baseline to the first year after
intervention intake (z = 2.29, p = .022; though approached significance, incidence rate ratio =
1.34,95% CI[1.04, 1.72]), but was significant from baseline to the second year after
intervention intake, with the Familiar Faces group visits increasing more than the Ottawa group
between these time points (z =4.23, p <.001, incidence rate ratio = 1.84, 95% CI [1.39, 2.44]).

Psychiatric outpatient visit effects across group and time are illustrated in Figure 5.



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE 79

Figure 5

Familiar Faces Intervention Group and Ottawa Comparison Group Mean Psychiatric
Outpatient Visits Over Time
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Post Hoc Analyses

Post hoc Wald z-tests (o = .017) were required to further investigate the significant
omnibus interaction effect of group and time on psychiatric outpatient visits described above.
Results indicated that the modeled rate of psychiatric outpatient visits of Familiar Faces program
clients increased significantly between baseline and the first year after intervention intake, z =
3.73, p <.001, incidence rate ratio = 1.73, 95% CI (1.30, 2.30), increased significantly between
baseline and the second year after intervention intake, z = 2.45, p = .014, incidence rate ratio =
1.43,95% CI (1.07, 1.91), and did not differ significantly between the first year and second year

after intervention intake, z =—1.28, p =.199.
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Discussion and Conclusions

The current study investigated health care service use outcomes of a novel community
mental health program providing system navigation and intensive case management supports for
individuals in the Ottawa, Ontario, Canada area who had experienced frequent emergency
department visits related to mental illness or addiction presentations. The examined outcomes
included the number of mental illness or addiction-related emergency department visits, hospital
admissions, days in hospital, general practice outpatient visits, and psychiatric outpatient visits
assessed over three years (i.e., one baseline year and two follow-up years) and compared to three
comparison groups (i.e., across the province of Ontario, city of Hamilton, and city of Ottawa).
Results notably indicated differences in some health care service use indicators between groups
at baseline, with the Familiar Faces group exhibiting more service use than comparison groups,
as well as no interaction effects on outcome variables between intervention and comparison
groups over time, other than for psychiatric outpatient visits, with the Familiar Faces group
increasing their frequency of psychiatric outpatient visits over time at a higher rate than the
comparison groups.
Baseline Group Differences

The health care service use variables examined in the current study exhibited similar
trends over time for both the Familiar Faces group and the comparison groups. However, while
the trends over time were similar, it was notable that the Familiar Faces group started with
significantly higher frequency of emergency department visits and hospital admissions at
baseline compared to all comparison groups, despite matching intervention and comparison

participants categorically on these variables. It was unclear based on data in the current study
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why the Familiar Faces group had this higher health care service use at baseline, though may
reflect that the program was successfully identifying and enrolling those individuals most in need
of assistance. In this regard it was encouraging that, despite higher service use at baseline,
Familiar Faces program clients still experienced decreases in emergency department visits and
hospital admissions over time, even if no related interaction effects were found in the study to
distinguish these changes from the comparison groups.

Further, the Familiar Faces group had significantly more days in hospital at baseline than
the Ontario comparison group, but not more than the Hamilton and Ottawa comparison groups.
While unclear why, this may reflect more access to hospital resources in larger centers like
Hamilton and Ottawa, as opposed to across the whole province, which included more rural areas
with fewer and smaller hospitals. The Familiar Faces group also had significantly more general
practice outpatient visits at baseline than the Ottawa comparison group, but not more than the
Ontario and Hamilton comparison groups. While again unclear why, this may reflect that Ottawa
had less access to general practitioners compared to the other areas, in conjunction with Familiar
Faces program clients having higher levels of need than others in Ottawa, thereby leading to
program clients exhibiting higher baseline frequency of general practice outpatient visits.
Health Care Service Use Outcomes

Results indicated no statistically significant interaction effects on outcome variables
across groups and time points, other than for psychiatric outpatient visits. Thus, there was no
indication that the Familiar Faces stepped-care intervention provided additional benefits to
program clients compared to the treatment as usual comparison groups on these variables, other

than program clients experiencing significantly greater increases in psychiatric outpatient visits
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over time. This lack of interaction effects replicated previous research findings of other
interventions targeted to support frequent emergency department users.

Stergiopoulos et al. (2017) conducted a randomized controlled trial of a case management
service for frequent emergency department users with mental illness or addiction in Toronto,
Ontario, Canada. Their findings indicated that both intervention and treatment as usual
participant groups experienced reductions in emergency department visits and days in hospital
over one year, with no statistically significant differences found between the two groups.
Finkelstein et al. (2020) conducted a randomized controlled trial of an intensive clinical and
social care program, including system navigation, for individuals with frequent hospital
admissions and various other criteria, which could include mental illness or addiction, in
Camden, New Jersey, United States of America. They found no statistically significant
differences between intervention and treatment as usual participant groups in hospital admissions
over six months. Cohen et al. (2022) conducted a randomized controlled trial of a case
management intervention designed to reduce frequent emergency department use in York, North
Yorkshire, England. They found no statistically significant differences between the intervention
and treatment as usual participant groups in overall primary care use over two years.

Taken together, this past research suggests that even targeted interventions may not be
sufficient to significantly improve the health care service use outcomes of frequent emergency
department and hospital users with complex needs, that some of these individuals may already be
well-connected to various other services such that adding another intervention does not add
noticeable benefit related to health care service use, that these interventions may be helpful but

ultimately cannot replace the accessibility of emergency departments and hospitals, and that at
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the same time these interventions may still be important to assist individuals in need even if they
do not obtain improved health care service use outcomes compared to treatment as usual
(Finkelstein et al., 2020; LaCalle & Rabin, 2010; Roland & Abel, 2012; Stergiopoulos et al.,
2017).

Ultimately, while the provision of system navigation and intensive case management
services, such as the Familiar Faces program, may reflect additional intervention offered beyond
the usual supports available for frequent emergency department users with mental illness or
addiction, these still may not be sufficient to reduce emergency department visits and hospital
admissions more than treatment as usual. Indeed, others have noted that frequent emergency
department users often have needs that require more comprehensive and personalized supports
integrated across various health and social support systems (Kanzaria et al., 2019; Meng et al.,
2017; Weir et al., 2022).

Prior research of the Familiar Faces program itself revealed that clients experienced
concerns across a broad range of life domains that brought them to the emergency department,
including addictions, employment issues, financial difficulties, housing challenges, mental
illness, physical illness, relationship problems, suicidal or self-harm ideation or behaviour, and
system navigation barriers (Samosh, Agha, et al., 2024). It may be the case that different care
needs are differentially impacted by a program like Familiar Faces, such that when individuals
with diverse needs are all grouped together, the beneficial effects of the program for some are
lost in the group analysis.

Further, given the varied concerns of frequent emergency department users, some of

these may also be experienced as more acute crises, which may have led to study results
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exhibiting regression to the mean effects (e.g., Finkelstein et al., 2020; Shadish et al., 2002). In
this scenario, individuals would have experienced reductions in health care service use as their
acute crises were resolved over time, with or without intervention support.

Finally, lack of significantly different outcomes between the Familiar Faces and
treatment as usual groups may also reflect a referral threshold issue. It may be that the Familiar
Faces program received referrals for a subset of people who had substantial needs and high
frequency of health care service use prior to program intake, and that these individuals were
supported by the program in a significant manner. However, if the program also received
referrals for individuals who had less substantial needs and lower frequency of service use prior
to program intake, as in the treatment as usual group, these individuals may not have benefited
similarly from the program, thereby obscuring statistical significance when grouped together.

This may be reflected in the negative binomial distributions found in the current study, as
illustrated across the descriptive statistics of outcome variables (i.e., means, standard deviations,
medians, and interquartile ranges). Most participants exhibited lower levels of service use, as
seen in the medians and interquartile ranges reported. However, at the same time, standard
deviations larger than means indicated wide variation within each outcome variable regarding
frequency of participant health care service use. Further, means that were higher than medians
suggested that this variation reflected the presence of a subset of participants engaged in higher
frequency of health care service use. Thus, programs like Familiar Faces may be receiving
referrals for substantially different subsets of individuals with substantially different care needs.

In this regard, there were no widely-accepted standardized definitions of frequent

emergency department use when the current study was conducted. However, Doupe et al. (2012)
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found that there were differences between groups characterized as less frequent visitors (one to
six visits per year), frequent visitors (seven to 17 visits per year), and highly frequent visitors (18
or more visits per year). Most notably, they found that moving from the less frequent to frequent
to highly frequent groups showed corresponding increases with regard to rates of mental illness
and especially addiction, as well as for having a history of seven or more emergency department
visits over the prior year (0.5% of less frequent users, 17.8% of frequent users, and 70.0% of
highly frequent users).

It may therefore be relevant that the Familiar Faces definition of frequent emergency
department use sufficient to trigger a referral into the program was two emergency department
visits for mental illness or addiction within 30 days, thereby potentially including individuals
with less severe needs than this type of program may be intended to support. This poses a
challenge for health care policymakers and administrators, given conflicts between providing
support to the larger subset of individuals with less substantial needs, which could make a greater
impact on systems-level indicators like overall number of emergency department visits and
emergency department wait times, while simultaneously looking to support the smaller subset of
individuals with more substantial needs, though doing so might not lead to as impactful systems-
level effects (Roland & Abel, 2012).

Psychiatric Outpatient Visit Outcomes

While the current study indicated no statistically significant interaction effects on most
outcome variables across group and time, this was not the case for psychiatric outpatient visits.
The Familiar Faces group experienced greater increases, with large effect sizes, in the frequency

of psychiatric outpatient visits over time compared to all three treatment as usual comparison



MENTAL HEALTH AND EMERGENCY DEPARTMENT USE 86

groups. This finding may reflect that the program was successful in connecting program clients
to more specialized outpatient services. The Familiar Faces program did have access to in-house
psychiatric consultation services for clients at the Canadian Mental Health Association’s Ottawa
Branch, where the program was delivered. However, this would typically provide up to one or
two psychiatric outpatient visits at most, meaning that the differences seen between the Familiar
Faces group and the comparison groups regarding psychiatric outpatient visit frequency would
not be fully explained by in-house psychiatric consultations alone and would have likely
included connections to external psychiatric outpatient services as well. The Familiar Faces
program included explicit advocacy for program clients to receive psychiatric supports, if
considered relevant, as well as other services that may have also led to psychiatry referrals later
on (e.g., counseling services).

At the same time, while intervention and comparison groups had similar levels of
psychiatric outpatient visits at baseline, it cannot be ruled out that program clients in the current
study may have had more psychiatric outpatient visits after program intake than comparison
group participants due to the program clients having had higher frequencies of emergency
department visits and hospital admissions at baseline, which may reflect higher levels of need
that would have translated into more psychiatry referrals regardless of program enrollment.
However, it may be more plausible that Familiar Faces program clients obtained more
connection to psychiatric outpatient services directly due to program intervention, given that this
increase in psychiatric outpatient services corresponded with decreases in emergency department

visits and hospital admissions over time.
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This suggests that support may have therefore shifted away from the hospital and toward
community-based outpatient services, a promising finding when considered in the context of the
potential for adverse and traumatic experiences reported in psychiatric inpatient settings
internationally (Hallett et al., 2025), inadequate outpatient care being a primary reason for
frequent emergency department use (Fleury et al., 2024), frequent emergency department use
disproportionately burdening health care systems (Doupe et al., 2012), and one or more
psychiatric outpatient visit being associated with lower odds of subsequent emergency
department visits among individuals with serious mental illness or addiction (Lavergne et al.,
2022). Thus, if the Familiar Faces program was assisting clients to better access specialty
outpatient services, such as psychiatry, this could represent a substantial benefit of the program
for both the clients and health care systems involved.

Recommendations and Future Research

Various recommendations and future research opportunities follow from the study
results. Programs aiming to support frequent emergency department users should carefully define
what frequent use means for referral purposes and consider if the program is relevant for all
clients being referred or if it might be better suited to certain subsets of individuals based on
variables like emergency department visit frequency, diagnostic categorization, and the acute or
chronic nature of the presenting problem. Future research could help look for differential
program outcomes based on these kinds of indicators, as well as study the predictors of zero
emergency department visits at follow-up. Also, to obtain a more comprehensive understanding
of program client experiences, future research might investigate not only health care service use

outcomes but also various psychosocial measures simultaneously. Finally, it would be important
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to assess, when possible, if research participants receive other services while also receiving the
program services being studied, as this can complicate interpretation of study results.
Limitations

While a rigorous process was conducted to match intervention and comparison group
participants, this was done categorically and ultimately led to important differences between
groups at baseline. Namely, the Familiar Faces intervention group exhibited higher frequency of
some health care service use than the comparison groups at baseline. However, despite these
differences, study results remained consistent with similar research conducted using randomized
controlled designs. Threats to internal validity, such as maturation and regression to the mean,
may have also been present due to the quasi-experimental nature of this study (Shadish et al.,
2002). However, the Familiar Faces program operated universally across the Ottawa area,
preventing random assignment in a controlled trial.

Further, while most findings indicated no statistically significant differences regarding
health care service use outcomes between groups, this did not necessarily mean there were no
clinically significant differences present. Given that the Familiar Faces group began with higher
frequency of some health care service use at baseline, it may be that statistically significant
differences were not found in the current study, but that clinically significant differences were
still experienced by Familiar Faces program clients (e.g., Samosh, Pettey, et al., 2024). Finally,
the current study examined concrete behavioural measures of health care service use, not other
psychosocial indicators, such as coping skills and quality of life, which may have shown other
potential differences between intervention and comparison groups over time (e.g., Samosh,

Agha, et al., 2024).
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Conclusions

Frequent emergency department users with mental illness or addiction remain a
population in need of support, with limited research and evidence-based practice standards
available to pursue this aim (Meng et al., 2017; Roland & Abel, 2012; Stergiopoulos et al.,
2017). The current study investigated the health care service use outcomes of a stepped-care
community mental health program, including system navigation and intensive case management,
for frequent emergency department users with mental illness or addiction, along with three
treatment as usual comparison groups. Study findings indicated no significant differences in
outcomes experienced between intervention and comparison groups over time regarding
frequency of emergency department visits, hospital admissions, days in hospital, and general
practice outpatient visits. However, results did indicate significant differences related to
frequency of psychiatric outpatient visits, with the intervention group experiencing greater
increases in psychiatric outpatient visit frequency over time relative to all comparison groups.

The current study thus replicated past research findings showing that even a targeted
intervention did not reduce emergency department visits and hospital admissions among frequent
emergency department users beyond what others experienced without the intervention (e.g.,
Cohen et al., 2022; Finkelstein et al., 2020; Stergiopoulos et al., 2017). However, this study also
added promising findings regarding benefits of the assessed intervention, particularly for
increasing access to psychiatric outpatient services. Future research is needed to investigate more
about frequent emergency department users with mental illness or addiction and how to best

assist them and the health care systems in which they seek support.
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General Discussion

This dissertation evaluated outcomes of a community-based mental health care program
for frequent emergency department users presenting with mental illness or addiction in Ottawa,
Ontario, Canada. The program, known as Familiar Faces, aimed to support client health and
social needs while alleviating resource burden on local hospital emergency departments, by
providing a stepped-care intervention including system navigation and intensive case
management. The three dissertation studies employed varied research designs, different methods,
multiple data sources, and diverse participant pools to enable a comprehensive and rigorous
evaluation of program outcomes.

Study 1 findings indicated improved client outcomes over time related to self-reported
overall functioning and severity of anxious and depressive symptoms. Study 2 findings indicated
improved client outcomes related to perceptions of quality of life and severity of mental illness
symptoms. Perceived mechanisms of change identified in this study included the importance of
fostering positive working relationships between program clients and staff, as well as the
program’s focus on supporting clients to develop practical skills. Study 3 findings indicated that
both Familiar Faces program clients and treatment as usual participants improved on health care
service use outcomes over time, including for frequency of emergency department visits and
hospital admissions. However, no interaction effects were found on outcomes between groups
over time in this study, other than for psychiatric outpatient visits, with program clients
experiencing greater increases in psychiatric outpatient visit frequency over time than

comparison participants.
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Findings were consistent across the dissertation studies in illustrating that the Familiar
Faces intervention was associated with positive client outcomes over time related to quality of
life, mental illness symptoms, frequency of emergency department visits, and frequency of
hospital admissions, as well as challenges promoting positive change related to addiction
symptoms. These findings were also consistent with past research showing that positive client
outcomes associated with program participation were not significantly different than treatment as
usual outcomes (e.g., Cohen et al., 2022; Finkelstein et al., 2020; Stergiopoulos et al. 2017), and
that improving addiction-related outcomes likely required more targeted services with greater
intensity of support and longer-term duration of intervention (e.g., Cherner et al., 2017; David et
al., 2022; Lappan et al., 2020; Zamboni et al., 2021).
Dissertation Contributions

This dissertation contributes empirical evidence that stepped-care interventions
supporting frequent emergency department users presenting with mental illness or addiction,
such as the Familiar Faces program, may add significant value beyond treatment as usual
conditions, by increasing client access to outpatient psychiatric services in conjunction with
decreasing emergency department visits and hospital admissions over time. This is a notable
finding given program goals to increase client access to more relevant community-based
supports while reducing resource burden on local hospitals and emergency departments, all
within the context of similar programs generally experiencing challenges improving health care
service use outcomes compared to treatment as usual (e.g., Cohen et al., 2022; Finkelstein et al.,
2020; Stergiopoulos et al., 2017). This is also relevant given past research indicating that

inadequate outpatient care is one of the main reasons given for frequent emergency department
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use (Fleury et al., 2024), frequent emergency department use disproportionately burdens health
care systems (Doupe et al., 2012), and psychiatric outpatient visits are associated with lower
odds of emergency department visits among individuals with serious mental illness or addiction
(Lavergne et al., 2022).

This dissertation also contributes evidence regarding mechanisms of change that may
support the development of more effective interventions to support frequent emergency
department users with mental illness or addiction. Findings indicated that a combination of
relational factors (e.g., positive working relationships between program clients and staft),
program service factors (e.g., practical skills development), and support access factors (e.g.,
program connections to other supports internal and external to the organization) may contribute
to positive client outcomes. This was paired with findings indicating that an impediment to
positive client outcomes may include the short-term duration of program services (i.e., three
months of system navigation and nine months of intensive case management), which could be
particularly problematic when efforts to engage clients into the service can take time (Cherner et
al., 2022; Poremski et al., 2016; Samosh et al., 2019). These results are supported by research
indicating the importance of therapeutic alliance and interpersonal relationships in the lives of
clients receiving mental health care services (Crits-Christoph & Connolly Gibbons, 2021; Kidd
et al., 2017; Kondrat & Teater, 2012; Napierala et al., 2022; Roebuck et al., 2022), that practical
skills development is a common mechanism of change found in treatment outcome research
(Crits-Christoph & Connolly Gibbons, 2021; Mueser et al., 2002), and that access to a broad
network of health and social services can contribute to positive client outcomes (Kumar & Klein,

2013; Mullen et al., 2023).
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This dissertation also contributes to developments regarding how frequent emergency
department use is framed in research and applied contexts. In the past, this topic has been
conceptualized primarily in the context of individuals with mental illness or addiction
representing a small proportion of emergency department users who make up a
disproportionately large number of emergency department visits. However, writing on this topic
has also increasingly considered broader systems-level factors that contribute to a lack of other
service options in existence beyond the emergency department, as well as barriers to accessing
other service options even when they do exist. This includes research indicating that limited
outpatient services contribute to frequent emergency department use (Fleury et al., 2024), that
lack of integration across health and social support systems means that many individuals fail to
receive the personalized and coordinated care they need (Kanzaria et al., 2019; Meng et al.,
2017), and that other service options often cannot match the availability and accessibility
provided by emergency departments (Roland & Abel, 2012). Dissertation findings show that
systems-level factors related to various life domains, including education, employment, finances,
housing, and system navigation, may contribute to frequent emergency department use. Thus,
broader understandings of frequent emergency department use, including a focus on social
determinants of health, are required to more effectively understand and support frequent
emergency department users with mental illness or addiction.

Limitations

This dissertation has limitations. While one study included comparison groups, no studies

included a control group in the context of a randomized controlled trial. This aspect of the study

designs may have increased susceptibility to internal validity threats, such as attrition, history,
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maturation, and regression to the mean (Shadish et al., 2002). However, the Familiar Faces
program operated universally across the Ottawa area, preventing opportunity to implement a
randomized controlled trial. Further, dissertation findings were consistent with randomized
controlled trials of related programs in other jurisdictions (Cohen et al., 2022; Finkelstein et al.,
2020; Stergiopoulos et al., 2017), suggesting that the dissertation results were sufficiently robust
and interpretable, despite lacking both random participant assignment and control groups.

The Familiar Faces program also experienced various developments over the course of
the dissertation studies. Dissertation data ranged from 2012 to 2020, during which time the
program grew from inception to establishment in the local community, moved office locations
multiple times, and was staffed with different program managers, case managers, and system
navigators. This timespan also meant that different dissertation studies included participants who
experienced the program in different years. The timing of dissertation data also led to evaluation
of the program prior to the COVID-19 pandemic, such that there may have been subsequent
developments to the program and local health care systems afterward that were not considered in
this dissertation.

Finally, the Familiar Faces services operated in the context of an electronic hospital
records system that automatically identified and referred frequent emergency department users
presenting with mental illness or addiction to the program. The hospital emergency departments
and Familiar Faces services studied in this dissertation were all publicly funded in Ontario,
Canada. Further, the program itself was a novel stepped-care intervention combining
community-based system navigation and intensive case management services. The

generalizability of dissertation findings may therefore be limited to similar contexts.
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Research Implications

This dissertation has implications for ongoing research aiming to further understand and
support frequent emergency department users with mental illness or addiction. Given the
diversity of program client presentations, future research should assess for differential program
outcomes based on client subpopulations, using indicators such as emergency department visit
frequency, diagnostic categorization, and the acute or chronic nature of presenting problems.
Future research should also investigate the predictors of zero emergency department visits at
follow-up time points.

Research of stepped-care programs, such as Familiar Faces, should also study each
component of the program separately, not only together, to understand the effects of each
program component in more detail. Further, research should continue studying both the
implementation and outcomes of related programs, as well as associated mechanisms of change
and barriers to change. Research should also continue exploring and attempting to better define
what frequent emergency department use means. Even if such definitions require some degree of
flexibility in accordance with varied local community health care contexts and needs, enhanced
definition still has the potential to help standardize research and practice in this field. Finally,
future research should also include efforts to study frequent emergency department use not only
at the individual level but also within broader sociocultural and systems levels of analysis.
Program and Policy Implications

This dissertation has implications for program and policy development. Determining how
to invest limited financial and other resources into mental health care services can be

challenging. Programs aiming to support frequent emergency department users with mental
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illness or addiction should carefully consider and define what frequent use means for their
referral purposes. Given the diversity of client presentations in this context, programs should
assess if their services are relevant for all clients, or only certain subsets, based on factors like
emergency department visit frequency, diagnostic categorization, and the acute or chronic nature
of presenting problems. This is especially true for the added challenge of attempting to address
addiction symptoms with a short-term intervention.

For the Familiar Faces program itself, future developments should consider whether the
referral threshold of two emergency department visits within 30 days for mental illness or
addiction presentations is too low. Ultimately, limited program resources might be better utilized
in the future with a focus on supporting those individuals with greater frequencies of health care
service use and more complex care needs.

With regard to service duration, programs should also recognize that some clients require
more time to engage with services, such that ending their program participation just as
engagement begins may impede positive outcomes. Further, to promote beneficial client
outcomes, programs should emphasize the development of positive working relationships
between clients and staff, practical skills training for clients, and client access to broad networks
of other health and social services in the local community.

General Conclusions

This dissertation highlights challenges to effectively supporting frequent emergency
department users presenting with mental illness or addiction beyond outcomes obtained from
treatment as usual, while also illustrating added value that community-based mental health care

services may offer this population. This dissertation contributes empirical evidence and practical
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insights to inform mental health care program and policy development in this regard. In
particular, the stepped-care Familiar Faces program, offering community-based system
navigation and intensive case management services in Ottawa, Ontario, Canada, was associated
with improved client outcomes related to quality of life, mental illness symptom severity, and
access to psychiatric outpatient supports. Improved client outcomes were perceived to be
fostered most by the program’s efforts to develop positive working relationships between clients
and staff, as well as its focus on supporting clients to develop practical skills. While further
research is needed in this growing field of public health and mental health care, this dissertation
contributes to ongoing efforts to develop effective interventions that assist frequent emergency

department users with mental illness or addiction and the health care systems that support them.
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Appendix A

Alcohol Use Disorders Identification Test (AUDIT)

The Alcohol Use Disorders Identification Test: Self-Report Version

PATIENT: Because alcohol use can affect your health and can interfere with certain
medications and treatments, it is important that we ask some questions about
your use of alcohol. Your answers will remain confidential so please be honest.
Place an X in one box that best describes your answer to each guestion.

Questions 0 1 2 3 4

1. How often do you have Newer | Monthly | 2-4 times | 2-3 times | 4 or more
a drink containing alcohol? orless | amonth | aweek |timesaweek

2. How many drinks containing lor2| 3or4 5ar6 Tto9 10 or more
alcohol do you have on a typical
day when you are drinking?

3. How often do you have six or Newer | Less than| Monthly | Weekly Daily or
mare drinks on one monthly almost
occasion? daily

4. How often during the last Newer | Less than| Monthly | Weekly Daily or
year have you found that you monthly almost
were not able to stop drinking daily
once you had started?

5. How often during the last Newer | Less than| Monthly | Weekly Daily or
year have you failed to do manthly almaost
what was normally expacted of daily
you because of drinking?

6. How often during the last year | Mewer | Lessthan| Monthly | Weekly Daily or
have you needed a first drink manthly almaost
in the morning to get yourself daily
going after a heavy drinking
session’?

7. How often during the last year Never | Less than| Monthly | Weekly Daily or
have you had a feeling of guilt maonthly almost
or remorse after drinking? daily

8. How often during the last year | Mever | Less than | Monthly | Weekly Daily or
have you been unable to remem- maonthly almost
ber what happened the night daily
before because of your drinking?

9. Have you or someone else No Yes, but s,
been injured because of not in the during the
your drinking? last year last year

10.Has a relative, friend, doctor, or No Yes, but s,
other health care worker been not in the during the
concerned about your drinking last year last year
or suggested you cut down?

Total

Note: This questionnaire (the AUDIT) is reprinted with permission from the World Health Organization.

A free AUDIT manual with guidelines for use in primary care is available online at www.who.org.
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Appendix B

Drug Abuse Screening Test (DAST-10)

Drug Abuse Screening Test, DAST-10

The following questions concern information about your possible involvernent with drugs not
including alcoholic beverages during the past 12 months.

"Drug abuse” refers to (1) the use of prescribed or over-the-counter drugs in excess of the
directions, and (2) any nonmedical use of drugs.

The various classes of drugs may include cannabis (marijuana, hashish), solvents (e.g., paint
thinner), tranquilizers (e.g., Valium), barbiturates, cocaine, stimulants (e.g., speed),
hallucinogens (e g, L5D) or narcotics (e_g., heroin). Remember that the questions do not include
alcoholic beverages.

Please answer every guestion. If you have difficulty with a statement, then choose the response
that is mostly right.

In the past 12 months... Circle

1 Hawve you used drugs other than those required for medical reasons? Yes | No

2 Do you use more than one drug at a time? Yes | No

3 Are you always able to stop using drugs when you want to? (If never use Yes | No
drugs, answer “Yes")

4 Hawve you ever had blackouts or flashbacks as a result of drug use? Yes | No

5 Do you ever feel bad or guilty about your drug use? (If never use drugs, Yes | No
answer “No")

6 Does your spouse (or parents) ever complain about your involvement with Yes | No
drugs?

7 Hawve you neglected your family because of your use of drugs? Yes | No

B Have you engaged in illegal activities in order to obtain drugs? Yes | No

Q Hawve you ever experienced withdrawal symptoms (felt sick) when you Yes | No
stopped taking drugs?

10 | Have you had medical problems as a result of your drug use (e_g. memory Yes | No
loss, hepatitis, convulsions, bleeding)?

Drug Abuse Screening Test (DAST-10). (Copyright 1982 by the Addiction Research Foundation.)
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Global Appraisal of Individual Needs — Short Screener (GAIN-SS)

Appendix C

GAIN Short Screener (GAIN-55)
Version [GVER]: GAIN-SS ver. 3.0.1 CAMH

The followmg questions are about common psychological, behavioural, and personal
problems. These problems are considered significant when you have them for two :é: ]
or more weeks, when they keep coming back, when they keep you from meeting 2 2| .
your responsibilities, or when they make you feel like you can’t go on. 'E 8§ E ¥
= E g
El =] 2
After each of the following questions, please tell us the last ime, if ever, you had E gl=z]| > %
the problem by answenng whether it was in the past month, 2 to 3 months ago, 4 to ST ==
12 months ago, 1 or more years ago, or never. 413]2]1]0
IDScr 1. When was the last time that you had significant problems with. ..
a. feeling very trapped, lonely, sad, blue, depressed, or hopeless about the future? ... 4 3 2 1 0
b. sleep trouble, such as bad dreams, sleepulg restlessly, or
falling asleep during the day?.... - S——— S T S
c. feeling very anxious, nervous, tense, scared, pamcke:L or ll.ke some‘thmg
bad was gomg to happen? ... 43 2 1 0
d. becoming very distressed a.ud u'pset wl:uan somethmg rennndﬂd you uftl:ue past".....ci 321 0
e. thinking about ending your life or committing swicide? . ... 4 3 2 1 0
f.  seeing or heanng things that no cne else could see or hear or feelmg that
someone else could read or control your thoughts?. ... e 3210
EDScr2. When was the last time that you did the following things two or more times?
a. Lied or conned to get things you wanted or to avoid having to do something....4 3 2 1 0
b. Had a hard time paying attention at school, work, orhome. ... ............4 3 2 1 0
¢. Had a hard time listening to instructions at school, work, or home. ... 4 3 2 1 0
d. Had a hard time waiting for your fum. ...t 3021 0
2. Were a bully or threatened other people. ...t 321 0
f. Started physical fights with other people .o 4 3 2 1 0
g Tred to win back your gambling losses by going back another day. ... 4 3 2 1 0
SDScr 3. When was the last time that...
a. youused alechol or other dmgs weekly or more often? ... 4 3 2 1 0
b. you spent a lot of time either getting alcohoel or other dmugs, using aleohol or
other dmgs, or recovering from the effects of alcohol or other dmgs
(e.g., feelng sick)?..... e 3210
c. you kept using alcohol or other drugs even 1‘hcrugh it was causing social
problems, leading to fights, or getting you into trouble with other people? 4 3 2 1 0
d. your use of alcohol or other drugs caused you to give up or reduce your
involvement in activities at work, school, home, or social events? ... 4 3 2 1 0
2. you had withdrawal problems from aleohol or other drags like shaky hands,
throwing up, having trouble sithing still or sleeping, or you used any
alcohol or other dmigs to stop being sick or avoid withdrawal problems? ... 4 3 2 1 0
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(Continued) o
4
= E|3| 8
E| g E g
El -] 2
After each of the following questions, please tell us the last time, if ever, you had 5|l zlz| " %
the problem by answenng whether it was in the past month, 2 to 3 months agoe, 4 to Llal=|2|2
12 months ago, 1 or more years ago, or never. 413 12([1]0
CWVScr4. When was the last time that you...
a. had a disagreement i which you pushed, grabbed, or shoved someone? ... 4 3 2 1 0
b. took something from a store without paying for 7.4 30210
c. sold, distmibuted, or helped to make illegal dmgs? . o321 0
d. drove a vehicle while under the influence of alcnhnl or Jllegal drugs” L4 3 2 1 0
e. purposely damaged or destroyed property that did not belong to you?... ... 4 3 2 1 0
Additional questions (CAMH modified)
5| 8
£
£ J‘EE E|l ®
After each of the following questions, please tell us the last time, if ever, you had % ; E . %
the problem by answenng whether it was in the past month, 2 to 3 months ago, 4 to Llal=|2|=
12 months ago, 1 or more years ago, oI DeVer. 413121110
AQS5. When was the last time you had significant problems with... (not related to alcohol/drug use)
a. missing meals or throwing up mmech of what you did eat to control your weight? . 4 3 2 1 0
b. eating binges or times when you ate a very large amount of food within a
short period of time and then felt guilty? oo 4 3 2 1 0
c. bemg disturbed by memories or dreams of distressing things from the past
that you did, saw, or had happen to you? .. 4 3 2 1 0
d. th.mhng or feehng that people are watchmgwu_ fallnwmg}‘aru_ or out to get
youl........ —d 32 1 0
e. qufogmne pla]n.ng or internet use that caused you to give up, reduce, or
have problems with mpm'tam activities or peaple of work, school., home or
social events? ... e 3210
f gambling that caused you to give up, reduce, or have pmb]ﬂns with
important activities or people at work, school. home, or social events? .4 3 2 1 0

GAIN-55 copyright © Chestnut Health Systems. For more information on this insfrument, please visit
http:/fwww.gaince.org  or contact the GAIN Project Coordination Team at (309) 4351-7900 or
GAINInfbi@chesimit.org
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Appendix D

Program Client Interview Protocol

Client Interview Frotocol
Introduction

The purpose of this meeting is to learn aboul your experience receiving services from [case
worker name] in the Transitional Case Management program ai the Canadian Mental Health
Association in Ottawa, | will be meeting with other people who have also been in the same
program to hear about all of your experiences and try to get a good understanding of how the
program works,

[Review the consent form, confirm informed consent, and confirm $20 gift card options, before
continuing. |

Do you have any questions before we begin?

I waill start audio recording now — is that okay?

[Begin audio recording. Note the Date and Participant #.]

Client Use of Emergency Department and Entry inte Program

First [ would like to ask you some questions about your experiences around the time you started
to receive services from [case worker name] in the System Navigation service.

* If you remember and are comforable sharing with me, could you let me know what was going
on in your life around the time when you were first contacted by [case worker] in the System
Mavigation service?

* Was there anything going on in your life at the time you were contacted by [case worker] in the
System Navigation service that you thought the service could help you with, or hoped the service
could help vou with?

* Many people receiving System Navigation services have had previous experience visiting the
emergency department for mental health or substance use, 11 you are comfortable discussing it
with me, could you let me know if vou were visiting the emergency department before you
starting receiving System Navigation services with [case worker], and what those visits were for?

Client Understanding of the Program

The rest of my questions will no longer be about the System Navigation services you received
from [case worker name]. Instead, for the rest of this interview, my questions will now be asking
only about your experiences in the Transitional Case Management program (“the program”) with
[case worker name].
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* What kinds of services have you been receiving from [case worker name] in the Transitional
Case Management program?
* Counseling supports, practical supports, community referrals, nursing. treatment
groups, etc.?

* If you were to describe the services you receive from [case worker name] in the program to
someone else, what would you say are the most important things the program does for you?

Program Outcomes Experienced by Clients

* Thinking back over your time in the program, would you say being involved in it has in any
way made a difference in your life?

* A big difference, no difference, somewhere in the middle?

* How has it made a difference or how has it not made a difference?

* Has there been anything about you that has changed over your time in the program?
* Mental health, substance use, emergency department use, stages of change, social
factors, housing, employment, eic.?
* If 50, do you believe the change was due to the program? How so?

* Have you learned new things during your time in the program?
« If s0, what have you leamed?

* Has the program changed your outlook for the future in any way?
« If so, how?

Aspects of Program that Promote Client Change

* Has there been anything in particular about the program that you think has helped you make
these changes in your life?

* What parts of the program have you leamed the most from?

* Is there anything about the program that has gotten in the way of you being able to change or
progress in your life?
* What are they?

* What parts of the program have you learned the least from or have not helped you change?

* When you transition out of the program at some point in the future, do you think any aspects of
the program will have an ongoing influence on you?
* Do you think this will help you or get in your way? How so?
* Do you think you will face any ongoing barriers when you transition out of the
program?
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Client Satisfaction with Program and Recommendations

+ Taking into account all that we have spoken about today, are you satisfied with the services
being provided to you by the program?

+ What are the strongest parts of the program?
* What are the weakest parts of the program?
* If you could make changes to anything about the program, what would they be?

* Would you recommend the program 1o ofhers who are visiling the emergency departiment for
mental health or substance use? Why or why not?

Conclusion

* Those are all of my questions. 1s there anything else that yvou think would be important for me
to know about the program that we have not discussed vet today?

Thank vou for sharing with me today. 1 am now stopping the audio recording.

[End audio recording, |

Do you have any other questions aboul this meeting or what happens next?

[Remind client that they can still withdraw consent if they wish.]

Again, thank you for participating in this meeting with me today. The information you provided

about your experience here will go a long way to help us leamn about and improve the
Transitional Case Management program at the Canadian Mental Health Association in Ottawa.
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Appendix E

Program Case Manager Focus Group Protocol

Staff Focus Group Protocol
Introduction
The purpose of this meeting is to learn about your perspectives of the Transitional Case
Management program in which you work. | will also be meeting with program clients 1o hear
about their experiences in the program. Focus groups work best when as many of you as possible
participate and describe your own personal experiences whether they are similar or different
from those of the others here.
[Review the consent form and confirm informed consent before continuing. |
Do you have any questions before we begin?
I will start audio recording now — is that okay?
[Begin audio recording. Note the Date. ]
Introductions

* Could you all please introduce yourselves by stating your role in the Transitional Case
Management program (“the program™) and how long you have been working with the program?

Client Use of Emergency Department and Entry into Program

« What is usually going on in the lives of clients around the time they are contacted by System
Navigation?
« What challenges are clients usually facing at that time?

* People are referred to the program because they have been to the emergency department for
mental health or substance use. What are the most common things you have noticed in clients’
lives that led them to visit emergency departments?

Program Outcomes Experienced by Clients

* Do you think client involvement in the program leads to any changes in their lives?
« If s0, what are the changes you see in clients?
» Mental health, substance use, emergency department use, stages of change, social
factors, housing, employment, etc.?

* Do you think clients learn new things during their time in the program?
« If so, what do they learn?

* Do you think the program changes clients’ outlook for the future in any way?
« If so, how?
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* Are there some program clients that do not seem to change?
* What do you think distinguishes clients that do and do not change (e.g., characteristics
of the client, the program, the fit between client and program, resource availability, etc.)?

Aspects of Program that Promote Client Change

* What aspects of the program do you think have been the cause of any changes in clients’ lives?
* Therapeutic alliance, strengths-based approach, treatment groups, community referrals,
counseling supports, etc.?

» What parts of the program do clients learn the most from?

* What parts of the program do you think clients leamn the least from or do not help them change?

* Are there client issues that the program cannot help with?
* What are they?

» After clients transition out of the program, do you think any aspects of the program have an
ongoing influence on them?
* What are they?
* Thoughts, feelings, behaviours, knowledge, skills, techniques that sustain change, etc.?
Client Satisfaction and Staff Recommendations
* Do you think clients are satisfied with the services the program provides?
* What are they satisfied about?
* What are they dissatisfied about?
* What do you think are the strongest parts of the program?
« What do you think are the weakest parts of the program?
« If you could make changes to anything about the program, what would they be?

« Given your experiences working with the program, if colleagues in another city were going to
create something similar, what advice would you give to them?

Other Information

Is this program different than other case management programs you know about?
* How so?

« Are clients in this program different than clients in other case management programs you know
about?
* How so?
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* As part of this research we asked you to provide us with names of program clients to invite for
research interviews. We know that you were not able 1o ask some of your otherwise-cligible
clients to participate in interviews. Could you let me know what were the reasons why some of
your clients had to be excluded from the research?

* Symptom severity, safety concern, ongoing hospitalization, ongoing incarceration, etc.?
Conclusion

* Those are all of my questions. Is there anything else that you think would be important for me
to know about the Transitional Case Management program that we have not discussed yet today?

Thank you for sharing with me today. 1 am now stopping the audio recording.

[End audio recording.|

Do you have any other questions about this meeting or what happens next?

[Remind staff that they can still withdraw consent if they wish.]

Again, thank you for participating in this meeting with me today. The information you provided

will go a long way to help us learn about and improve the Transitional Case Management
program at the Canadian Mental Health Association in Ottawa.,
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