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The Honourable Nathan Cooper 

Speaker 

Office of the Speaker 
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10800 97 Avenue NW 
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Dear Mr. Speaker:

Under my authority and duty as identified in Section 9.1(4) of the Child and Youth 

Advocate Act, I submit to you the Mandatory Reviews into Child Deaths report 

covering the period of April 1 to September 30, 2021.

This report reviews the circumstances of fifteen young people who passed away 

during this period. Eleven were receiving services at the time of their deaths, and 

four within the previous two years. This report includes one young person who died 

prior to this time, but whose review had been stayed until this period. Four additional 

young people died during this period; however, their reviews have been stayed and 

will be released at a later date.

Each of these fifteen young people touched the lives of those around them, and my 

sincerest condolences go out to those mourning their loss.

Respectfully,

[Original signed by Del Graff] 
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4 OFFICE OF THE CHILD AND YOUTH ADVOCATE

INTRODUCTION

Alberta’s Child and Youth Advocate (the “Advocate”) is an independent officer 

reporting directly to the Legislature of Alberta. The Advocate derives his authority 

from the Child and Youth Advocate Act.

The role of the Advocate is to advance the rights, interests and viewpoints of 

children receiving services through the Child, Youth and Family Enhancement Act, 

the Protection of Sexually Exploited Children Act, or the youth justice system.

Mandatory Reviews of Death

The Advocate is mandated to publicly report on the death of any young person 

involved with Child Intervention Services as a child in need of intervention at the time 

of their death, or within two years of their death.

The Advocate is required to release a public report within one year of notification of 

a young person’s passing. The purpose of the report is to explore the young person’s 

experiences with government systems, identify whether services and supports were 

appropriate, provide public assurance, and identify systemic issues that might have 

been present. The Advocate comments on findings, makes observations, and may 

identify recommendations that could prevent similar issues from occurring in the 

future. The reports are released twice a year, in March and September. 

The investigation process includes reviewing records from child-serving ministries; 

informing and involving family members, caregivers, and professionals; and 

consulting with experts and Elders as required.

A mandatory review does not contain any findings of legal responsibility or any 

conclusions of law, nor does it replace other processes that may occur, such as 

investigations or prosecutions under the Criminal Code of Canada. The intent of a 

mandatory review is not to find fault with specific individuals, but to identify key 

issues and meaningful findings, observations, and/or recommendations specific 

enough that progress made on recommendations can be evaluated, yet not so 

prescriptive as to direct the practice of Alberta government ministries.

It is expected that ministries will carefully consider the recommendations, and plan 

and manage their implementation along with existing service responsibilities. The 

Advocate provides an external review and advocates for system improvements that 

will help enhance the overall safety and well-being of young people.
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EXECUTIVE SUMMARY

Between April 1 and September 30, 2021, the Advocate received notifications 

regarding 18 young people who had passed away and whose circumstances met 

the criteria for a mandatory review. Ten were receiving child intervention services at 

the time of their deaths, and four within the previous two years. There were stays 

requested regarding four young people and their reviews will be released at a later 

date. This report also includes one young person who died prior to this time, but 

whose review was stayed until this period. 

It is notable that all these young people were 12 to 19 years old. Five young people 

passed away from substance-related issues, three died by suicide, and three were 

victims of homicide. Three young people died from medical causes, and one passed 

away in a motor vehicle accident. 

We have recently seen an unprecedented number of deaths. This is the largest 

report we have released during a six-month period, and it is troubling that this report 

contains the circumstances of so many young people. Furthermore, 11 of these youth 

were Indigenous, highlighting their continued vulnerability and over-representation in 

government systems. 

For these reasons, the Advocate has adjusted the way we address the circumstances 

of these young people. While we continue to honour the experience of each young 

person, we are drawing attention to the common issues they faced. These issues are 

not new. Rather, they persist despite numerous recommendations to address them, 

which amplifies the need for stronger accountability. As our recommendations are 

currently not binding, the government must do more to hold ministries to account. 

In this report, we will highlight three areas of discussion: 

• systemic issues: gaps in systems that, if left unaddressed, will continue to affect 

service delivery for young people with similar circumstances

• services and supports: service delivery gaps that negatively impact young people

• public assurance: instances where services and supports were delivered as 

intended by legislation and policy

In the systemic issues section, we highlight the need for young people with 

intellectual and behavioural challenges to have access to appropriate services. Under 

services and supports, the importance of adequately assessing for emotional injury 

and including young people in decisions made about them is discussed. In public 

assurance, we identified times when some of these young people received services 

that were collaborative and coordinated, and when they were supported to foster 

and maintain connections to family, community and culture. 
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This report also includes commentary on strengthening accountability because 

we remain concerned about the persistence of issues impacting young people. We 

examine the need for increased accountability on the part of government ministries 

to act on recommendations and provide regular public updates. 

The glossary of terms is provided in Appendix 1; terms in bold font are defined in 

the glossary. The town hall themes are provided in Appendix 2. A list of experts and 

Elders consulted is provided in Appendix 3. The terms of reference is provided in 

Appendix 4, and the bibliography is provided in Appendix 5.

1. 12-Year-Old Claire

Claire was a creative Métis girl who loved to draw. She was a happy young 

person who was observant and mature for her age. 

The Advocate found that Claire was exposed to escalating parental substance 

use and neglect, which led to frequent placement and school moves. Claire 

and her family had multiple brief involvements with Child Intervention 

Services. Claire died from suspected drug poisoning. 

2. 12-Year-Old Starlight

Starlight was an adventurous First Nation girl. She liked being outside, riding 

her bike and fishing. She was creative and liked painting and making bracelets. 

She had a big imagination and found magic and beauty in everything. Starlight 

loved spending time with animals and wanted to be a veterinarian when she 

grew up.   

The Advocate found that Starlight was exposed to parental substance use, 

housing instability and neglect. She became the subject of a permanent 

guardianship order at seven years old. Starlight died due to complications 

from a seizure.  

3. 12-Year-Old Suzie

Suzie was a caring and kind young person who loved visiting with the animals 

on her grandmother’s acreage. She enjoyed skateboarding and spending time 

with her family. She was the youngest sibling and was protective of her family.

The Advocate found that Suzie experienced housing instability and was 

exposed to family violence from an early age; she stayed with relatives for 

periods of time. Suzie also struggled with her mental health. Child Intervention 

Services became involved with Suzie and her family many times over her last 

five years, and they were referred to community-based supports. Suzie died 

by suicide. 

6 OFFICE OF THE CHILD AND YOUTH ADVOCATE
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4. 13-Year-Old Abby

Abby was a kind young person who loved baking and being outdoors. She 

was well-spoken, bright, and fun-loving. She liked listening to music, playing 

with her siblings, and riding dirt bikes. Abby enjoyed going on vacation with 

her family. 

The Advocate found that Abby had limited involvement with child-serving 

systems. As her family had recently moved to Alberta, she had not made many 

friends, received home education and was socially isolated. Abby died by 

suicide. 

5. 13-Year-Old Jay

Jay was an affectionate and happy First Nation boy with a contagious giggle. 

He had a great sense of humour and a fun mischievous way about him. He was 

curious and loved interacting with people and exploring the world around him. 

The Advocate found that Jay was exposed to parental substance use, family 

violence, housing instability and neglect. He was taken into care as an infant 

and was injured twice while in foster care. The first injury caused significant 

and lifelong health and developmental impairments. At four years old, Jay was 

placed in a foster home where he remained until his passing. Jay died from 

medical complications caused by the injury he had previously sustained while 

in care. 

6. 15-Year-Old Barry

Barry was an adventurous young man who loved his family and meeting new 

people. He enjoyed sports, baking, and socializing. He was a talented musician 

who expressed his feelings through his rap lyrics. Barry took time to get to 

know the people around him and he made friends easily. 

The Advocate found that Barry was exposed to parental substance use, 

housing instability and violence. His mother arranged for him to be cared for 

by others. His caregivers struggled to meet his escalating mental health needs, 

and Barry subsequently became the subject of a permanent guardianship 

order at 13 years old. Barry died from drug poisoning. 

7. 16-Year-Old Justine

Justine was an artistic, resourceful Indigenous youth. Those who knew her said 

she was honest and had a clever sense of humour.

The Advocate found that Justine was exposed to parental substance use, 

family violence and neglect. Child Intervention Services was involved with 

Justine and her family numerous times. As she reached adolescence, Justine 

began to use substances, experienced mental health concerns and stopped 

going to classes. Justine died from suspected drug poisoning. 
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8. 16-Year-Old Nicki

Nicki was a First Nation youth who loved socializing with her friends. She 

was shy, independent, and mature for her age. She had many friends, enjoyed 

school, was artistic and played team sports. 

The Advocate found that Nicki was exposed to parental substance use and 

was taken into care as an infant. She went to live with relatives after they 

became her guardians. She was exposed to violence and substance use and 

had limited involvement with government systems. Nicki died in a motor 

vehicle accident.

9. 17-Year-Old Odin

Odin was a charismatic, vibrant, and funny young man. He liked animals, 

camping, and reading. He was an advocate and mentor for younger children 

and loved to teach them new skills. Odin’s family was very important to him.

The Advocate found that Odin spent his first eight months in foster 

care because of parental substance use, family violence and inadequate 

supervision. He was later returned to his mother’s care. As Odin’s mental 

health concerns escalated, his family had difficulty finding adequate supports. 

Odin died from drug poisoning. 

10. 18-Year-Old Joseph

Joseph was a funny and engaging young Inuit man. He enjoyed the outdoors 

and spoke of becoming an arborist. Although Joseph was in care most of his 

life, he maintained close connections to his mother and siblings. He loved his 

family and was concerned for their well-being.

The Advocate found that Joseph was exposed to parental substance use, 

mental health concerns and family violence. He became the subject of a 

permanent guardianship order at 14 years old. His substance use escalated, 

and he became involved with the youth justice system. Joseph was a victim of 

homicide. 

11. 18-Year-Old Mariame

Mariame was a gentle, thoughtful, and caring young First Nation woman. She 

was often quiet and guarded. She enjoyed listening to music and expressing 

herself through art. Those who knew her remember her playful personality and 

heartwarming laugh.

The Advocate found that Mariame was exposed to parental substance use, 

family violence and neglect from a young age. Child Intervention Services 

supported her family throughout her life. As she got older, Mariame struggled 

with substance use and mental health concerns. Mariame died by suicide. 
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12. 19-Year-Old-Celeste

Celeste was a compassionate and artistic young First Nation woman. She 

loved music, singing and jingle dancing. Her dog and her friends were 

important to her. 

The Advocate found that Celeste was exposed to parental substance 

use, family violence and neglect. She became the subject of a permanent 

guardianship order at five years old and lived in the same foster home for 16 

years. Celeste was a victim of homicide. 

13. 19-Year-Old Mark

Mark was a quick-witted First Nation youth. He was quiet, artistic and had 

a great sense of humour. He was confident and took pride in his Indigenous 

heritage.

The Advocate found that Mark was exposed to parental substance use, family 

violence and housing instability. He became the subject of a permanent 

guardianship order at six months old and lived with relatives. Mark was 

returned to his mother’s care at 10 years old, after her circumstances had 

improved. Mark died from drug poisoning. 

14. 19-Year-Old Meghan

Meghan was a smart and kind young Métis woman who enjoyed spending 

time with her family. She was involved in cheerleading and loved it. She was 

diagnosed with kidney disease when she was 12 years old and was on regular 

dialysis by 17 years old.

The Advocate found that Meghan was exposed to parental substance use, 

mental health concerns, family violence, housing instability and neglect. She 

became the subject of a permanent guardianship order at 11 years old. She 

began to use substances, and her mental and physical health deteriorated in 

her adolescence. Meghan died of complications from kidney disease.   

15. 19-Year-Old Ray

Ray was a young First Nation man with a great sense of humour and an 

easy smile. He loved the outdoors and rodeo activities, and he had a strong 

connection to horses. Relationships were important to him, and he was close 

to his family.

The Advocate found that Ray was exposed to parental substance use, 

family violence, housing instability and neglect. He became the subject of a 

permanent guardianship order at 11 years old. Ray was a victim of homicide.
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The Advocate is making two recommendations:

RECOMMENDATION 1 

The Ministries of Health, Education, and Community and Social Services 

should develop a process to ensure collaborative and coordinated service 

delivery for young people with intellectual and behavioural challenges and 

their families.    

Further comments 

• When young people with intellectual and behavioural challenges lose 

connection to the education system, they often experience a lack of 

coordinated services.

• The OCYA recognizes that collaborative policies and practices exist but 

need to be consistently applied to adequately serve these young people. 

• Services provided should continue to be centred on the young person and 

meet the needs of the parents/caregivers. 

• Services should adapt to young people’s evolving needs.

Expected outcomes 

• Services for young people and their families should be accessible 

regardless of ministerial responsibility. 

• Families and caregivers of young people with intellectual and behavioural 

challenges will be aware of services, able to access them, and, if necessary, 

will be supported to access them. 
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RECOMMENDATION 2

The Ministries of Health, Education, Children’s Services, Justice and Solicitor 

General, and Community and Social Services should report their progress to 

a Committee of the Legislature on recommendations made to them by the 

Office of the Child and Youth Advocate.

Further comments

• The Ministries of Health, Education, Children’s Services, Justice and 

Solicitor General, and Community and Social Services will establish a 

process to publicly report on progress made on recommendations to a 

Committee of the Legislature.

• The Committee of the Legislature will review the progress made on 

recommendations and request additional information as required to ensure 

that Alberta’s young people receive the appropriate services and supports.

• Public accountability for the responses to recommendations would 

demonstrate commitment to the actions being taken to improve the lives 

of young people and would uphold their rights. 

• The Office of the Child and Youth Advocate makes recommendations to 

ensure all young people, regardless of their circumstances, succeed in their 

lives and communities. We recognize that the ministries responsible for 

responding to and implementing these recommendations share this goal.

Expected outcomes

• The Ministries of Health, Education, Children’s Services, Justice and 

Solicitor General, and Community and Social Services will have a process 

established whereby they provide an annual public update on the progress 

of recommendations to a Committee of the Legislature.  

• Public responses to recommendations will identify how ministries are 

meeting the evolving needs of young people.

• Ministry processes will be transparent, and the public will be aware of the 

actions taken to address young people’s needs.
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THE YOUNG PEOPLE



12-YEAR-OLD CLAIRE



14 OFFICE OF THE CHILD AND YOUTH ADVOCATE

ABOUT CLAIRE AND HER FAMILY 

Claire1 was a creative Métis girl who loved to draw. She was a happy young person 

who was observant and mature for her age. Claire’s parents, Sue and Sam, separated 

when she was a baby. She lived with her mother and had regular contact with Sam, 

who lived in a different city. Sam had three sons from previous relationships, and 

Claire was close to two of them. Claire was 12 years old when she passed away from 

suspected drug poisoning.  

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Claire was exposed to parental substance use and family violence from an early 

age. She loved her mother deeply and often worried about her. Child Intervention 

Services became involved with Claire and her family several times because of 

parental substance use. A safety network was developed. There were times when 

Claire lived with relatives and had to change schools. It does not appear that there 

was an assessment of Claire’s needs and her caregivers’ ability to meet her needs 

before child intervention involvement ended. Sue was referred to substance use 

programming, but she was not able to maintain long-term sobriety. 

When Claire was 10 years old, Sam obtained a parenting order and she went to 

live with him. Within months, Sam died by suicide leaving Claire devastated. Child 

Intervention Services became involved through a family enhancement agreement 

because Sue had not addressed her substance use. Over a span of three months, 

Claire moved between the care of three relatives because they could not manage her 

emotional outbursts. Sue gave Claire’s caregivers a letter indicating they could make 

day-to-day decisions for her daughter, and child intervention involvement ended. 

Service providers indicated that this letter was not sufficient for Claire’s family to 

access supports and services, and she subsequently had to move.    

Within weeks, Claire was taken into care. Shortly after, she was moved to a new 

foster home where she remained for 10 months under a temporary guardianship 

order. Being in care was difficult for Claire; she was mourning the loss of her father, 

the absence of her mother, and not being able to live with her family. When Claire 

was in foster care, she lost contact with some of her relatives. 

1 All names in this report are pseudonyms.
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During this same time, Claire was in a new school and was behind academically. She 

was identified as a First Nation, Métis, Inuit (FNMI) student; however, she did not 

appear to have received FNMI services in school. She had a youth worker who took 

her on regular outings, which she enjoyed, and she had weekly virtual meetings with 

a therapist. Claire said virtual meetings did not work as well for her and asked for in-

person sessions, but the agency only provided virtual sessions at that time because 

of COVID-19 pandemic restrictions. 

Claire had regular visits with relatives in her father’s city. Although she had close 

ties with relatives in her mother’s community, they were not involved in ongoing 

case planning and had lost contact with Claire. After 10 months, her foster parent 

asked that Claire be moved because of safety concerns, as she was burning items 

in her room. Arrangements were made for her to have an extended visit with a 

relative. Claire said she wanted to continue to see her youth worker; however, formal 

appointments were put on hold for the summer to give Claire time to settle.  

CIRCUMSTANCES SURROUNDING CLAIRE’S DEATH 

Almost one month after her 12th birthday, Claire was found deceased in her bedroom. 

She died from suspected drug poisoning. The Office of the Chief Medical Examiner 

continues to investigate. Those who loved Claire are devastated by her death and are 

struggling to understand her passing. 



12-YEAR-OLD STARLIGHT
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ABOUT STARLIGHT AND HER FAMILY 

Starlight2 was a First Nation girl who liked spending time outside. She loved animals 

and wanted to be a veterinarian when she grew up. Starlight was creative, had a 

big imagination, and found magic and beauty in everything. She was Travis and 

Summer’s only daughter. They ended their relationship when Starlight was young. 

She was raised by her mother and had periodic contact with her father. Starlight was 

12 years old when she passed away due to complications from a seizure.

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT 

Over her first six years, Child Intervention Services became involved with Starlight 

and her family numerous times because of family violence, parental substance use, 

and housing instability. Many times, child intervention involvement ended because 

Summer and Starlight had a strong extended family network who supported them 

and cared for Starlight when needed. When Starlight was three years old, she was 

diagnosed with diabetes. There were times when Summer was unable to provide 

Starlight with a regular schedule and a consistent supportive diet for diabetes. Her 

blood sugars were often uncontrolled, requiring medical intervention. Starlight was 

diagnosed with epilepsy when she was five years old.

When Starlight started school, her attendance was sporadic, which impacted her 

learning. Individualized program plans (IPP) were completed to support her with 

language, literacy, and math skills development. Starlight was taken into care when 

she was six years old because of parental substance use, housing instability and 

neglect. She became the subject of a permanent guardianship order the following 

year. After three kinship placements, she was placed with her relative, Anika. Starlight 

remained there until she passed away. 

Anika had a close relationship with Starlight and became knowledgeable about her 

medical needs. Starlight said she was happy with her life and loved her kinship family. 

Her caseworker saw her regularly and explained to Starlight why she was in care. 

There were times when Starlight required medical intervention for her seizures. Anika 

was diligent, ensuring that Starlight received the medical treatment she needed and 

arranging regular visits to her family doctor to monitor her diabetes and seizures. 

Starlight had close relationships with many people at her school. She loved learning 

and progressed well with accommodations and an IPP. She was involved in several 

extracurricular activities and had a strong family network. Her family members were 

supported in caring for her, which preserved her family connections and ensured her 

cultural continuity. 

2 All names in this report are pseudonyms.
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CIRCUMSTANCES SURROUNDING STARLIGHT’S DEATH

Anika found 12-year-old Starlight unresponsive in her bed. She was taken to the 

hospital but could not be revived. Starlight died due to complications from a seizure. 

There was a funeral to honour and remember her, and she was buried on her First 

Nation. Starlight is dearly missed by her family, friends and numerous professionals 

who supported her. 



12-YEAR-OLD SUZIE
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ABOUT SUZIE AND HER FAMILY 

Suzie3 was a caring and kind young person who liked being on her grandmother’s 

acreage, walking the dogs and spending time with the horses. She loved being with 

her family and longboarding. She was the youngest of three children and was very 

protective of her family. Suzie’s parents separated when she was seven years old, and 

her two older siblings went to live with their father. Suzie remained with her mother, 

Shelly, who married Conner the following year. Suzie was 12 years old when she died 

by suicide.  

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Suzie experienced housing instability and was exposed to family violence from an 

early age. Child Intervention Services became involved with Suzie and her family 

many times over the last five years of her life, as her behaviours escalated and Shelly 

was unable to meet her needs. Each time, child intervention involvement ended after 

the family was referred to community-based supports. On one occasion, Suzie briefly 

went to live with her grandmother and was subsequently returned to her mother’s 

care. Suzie had severe anxiety, withdrew from social interactions, and began to 

struggle academically.

When Suzie was in Grade 4, she received home education. School staff provided 

extensive support through a family wellness worker, an individualized program plan 

(IPP), and a referral to community-based mental health services. She was connected 

to a psychiatrist who diagnosed her with attention-deficit/hyperactivity disorder 

and prescribed medications. Child Intervention Services received concerns about 

her school attendance and self-harming behaviours. Shelly entered into a family 

enhancement agreement (FEA) and caseworkers arranged for a youth worker for 

Suzie and a family support worker for Shelly. The school family wellness worker and 

the mental health therapist continued to see Suzie, and her behaviours improved. 

Eight months after the FEA ended, Child Intervention Services received concerns 

about Suzie’s declining mental health and an incident of family violence. Child 

intervention involvement ended when Suzie went to live with her grandmother. In 

Grade 6, Suzie received a psycho-educational assessment, which indicated that she 

was working significantly below her grade level due to low participation in her home 

education program. The assessment indicated that Suzie had a mild intellectual 

disability and was clinically at risk for depression and generalized anxiety disorder. 

The assessment also indicated that Suzie had a severe emotional/behavioural 

disability, and an IPP was implemented. 

3 All names in this report are pseudonyms.
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When Suzie was 12 years old, she attempted suicide and was confined under the 

Mental Health Act. She was diagnosed with selective mutism, generalized anxiety 

disorder, social anxiety disorder and major depressive disorder. While at the 

hospital, superficial lacerations were found on her arm. A new psychiatrist was 

assigned to monitor her medications and she was reconnected to her mental health 

therapist. When Suzie was released from the hospital, Child Intervention Services 

received a report about her declining mental health. Initial attempts made to contact 

Shelly and her daughter were unsuccessful. Two months later, relatives and service 

providers told caseworkers that Suzie was more engaging and talkative, and that she 

had a positive outlook since leaving the hospital. Caseworkers met with Suzie and 

her family, and it was decided that child intervention involvement would end because 

they had family supports and were connected to community-based services. 

CIRCUMSTANCES SURROUNDING SUZIE’S DEATH 

Later that day, 12-year-old Suzie died by suicide. Her family held a balloon release 

ceremony as part of her celebration of life. Many people attended and shared how 

much Suzie meant to them. She is deeply missed by those who knew and loved her. 



13-YEAR-OLD ABBY
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ABOUT ABBY AND HER FAMILY 

Abby4 was a kind young person who loved baking and being outdoors. She was well-

spoken, bright, and fun-loving. She liked listening to music, playing with her siblings, 

and riding dirt bikes. She was the second youngest of Ronald and Rebecca’s five 

children. They lived on a small farm in a rural community. Abby’s parents expected 

their children to follow their faith and rules. Two of her siblings left because of 

conflict in the home. After they left, Abby rarely saw them, which was difficult for her. 

Abby was 13 years old when she died by suicide. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Abby had little involvement with child-serving systems. Her family moved to Alberta 

when she was 11 years old. She missed her friends and outdoor activities. Abby 

received home education and had not had the opportunity to make friends in her 

new community prior to her passing.  

Abby’s parents had significant expectations of their children to follow their faith and 

rules at home. When two of her older brothers were 14 and 17 years old, they could 

not abide by their rules and left home within approximately one year of each other. 

Abby missed them, and shortly after her second brother left, she began to self-harm. 

It was not clear if Abby received services or supports to address her mental health 

concerns. 

When Abby was 12 years old, Child Intervention Services became involved with 

her family after her second brother left home. Her parents entered into a three-

month family enhancement agreement. Approximately one month later, a decision 

was made to terminate the agreement. Child intervention involvement ended. The 

primary focus of child intervention involvement appeared to be addressing the 

relationship concerns between Abby’s brother and her parents. It does not appear 

that Abby’s or her siblings’ needs were assessed and supported before child 

intervention involvement ended. 

CIRCUMSTANCES SURROUNDING ABBY’S DEATH 

One year later, 13-year-old Abby died by suicide. A funeral service was held to 

honour and remember her. Abby is loved and missed by her parents and siblings. 

4 All names in this report are pseudonyms.
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ABOUT JAY AND HIS FAMILY

Jay5 was an affectionate, mischievous First Nation boy with a contagious giggle 

and a great sense of humour. He was curious and loved interacting with people 

and exploring the world around him. While in foster care, Jay experienced a non-

accidental traumatic brain injury that profoundly impacted his functioning. 

Jay was the second oldest of his siblings. His mother, Karen, used substances, 

struggled with unresolved childhood trauma, and experienced housing instability. 

When Jay was an infant, Karen ended her relationship with his father, Kody, because 

of family violence. Kody had little contact with his children. Jay was 13 years old 

when he passed away from medical complications caused by the injury he sustained 

while in care. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT 

Child Intervention Services became involved with Jay and his family three times 

because of parental substance use, family violence, neglect, and abandonment. He 

was taken into care twice because of these concerns. When Jay was 17 months old, 

he sustained a non-accidental, life-threatening traumatic brain injury in his foster 

home. He was not expected to survive. He spent six months recovering in hospital 

before he was discharged at two years old. He required a wheelchair and was fully 

dependent on adults. Charges were not laid due to insufficient evidence as to who 

caused the injury. It does not appear that, prior to placement, a holistic assessment 

of Jay’s caregiver’s circumstances was completed to determine any additional 

supports needed to care for him.   

Following his injury and recovery in hospital, Jay had severe cognitive delays, 

seizures and limited vision. He was non-verbal and could not move the right side of 

his body. He became the subject of a permanent guardianship order after Karen 

said that she was unable to meet his complex medical needs. Jay was placed with 

a foster parent who had experience caring for children with disabilities. Almost a 

year and a half later, three-year-old Jay was physically harmed while in this foster 

home. He was moved to a specialized rehabilitation group home for 20 months until 

another foster home was identified.  

Four-year-old Jay was subsequently placed with Anna, a skilled foster parent with 

experience caring for medically fragile children. They developed a strong relationship 

with each other. Anna ensured that Jay routinely met with doctors and specialists 

who monitored his development and medications. Although his physical abilities 

showed improvement, he continued to need extensive support. 

5 All names in this report are pseudonyms.
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Jay received coordinated services at school, including speech-language therapy, 

occupational therapy, psychological therapy, physical therapy, and help from a 

behavioural consultant. Anna was actively involved in planning for Jay’s educational 

needs and was a strong advocate for him. When he was not receiving adequate one-

on-one support, arrangements were made to transfer him to a new school. Jay had 

personalized goals in his individual program plan, and he received similar supportive 

therapies to those he had received at his previous school. 

Jay had a dedicated support team, which included his foster parent, caseworkers, 

and medical and school staff. When he was 11 years old, his First Nation 

recommended he attend smudging ceremonies and Anna took him weekly until the 

COVID-19 pandemic restrictions were enacted. At this same time, he was assigned a 

caseworker who specialized in supporting medically fragile children. Having a team 

of specialized professionals was essential and ensured that the services and supports 

for Jay were adapted to meet his evolving needs, giving him the opportunity to 

thrive.

CIRCUMSTANCES SURROUNDING JAY’S DEATH

Jay was 13 years old when he experienced difficulty breathing while at home. Anna 

contacted emergency medical services and started cardiopulmonary resuscitation. 

Jay went into cardiac arrest and passed away in hospital. A funeral service took place 

in his community and a tree was planted in his memory. Jay is missed dearly, and his 

death continues to have a significant impact on those who loved and cared for him.



15-YEAR-OLD BARRY
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ABOUT BARRY AND HIS FAMILY 

Barry6 was an adventurous young man who enjoyed sports, baking, and socializing. 

He was a talented musician who expressed his feelings through his rap lyrics. He 

made friends easily, loved animals, and often put others before himself. Barry’s 

mother, Lisa, struggled with substance use. Her parents, Betty and John, were 

an important support for her and her children. Over time, Lisa stopped using 

substances, married, and parented her two youngest children. Barry did not know his 

father, Karl, as he was often incarcerated and eventually deported back to his home 

country. Barry was 15 years old when he passed away from drug poisoning.    

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Child Intervention Services became involved with Barry and his family because of 

parental substance use. Karl was involved in criminal activity and spent significant 

time in a corrections facility. When Barry was two years old, Lisa made private 

arrangements to place him and his siblings with acquaintances, Shane and Debra. 

Barry and his siblings were not meeting their developmental milestones; Barry lacked 

muscle strength and coordination, presenting as physically and cognitively delayed. 

Debra and Shane were concerned that they would not be able to adequately 

care for the children. They asked for ongoing support from Child Intervention 

Services; however, the children were deemed to be safe, and the family was 

provided information on the Child and Youth Support Program. Child intervention 

involvement ended. Shane and Debra became Barry and his siblings’ guardians and 

received financial support through the benefit program. 

Five-year-old Barry underwent a developmental assessment that indicated he had 

hearing difficulties and gross motor delays. The assessment recommended he 

receive several rehabilitative and medical supports, including Program Unit Funding 

and a referral to the Family Support for Children with Disabilities (FSCD) program. 

Many of the recommendations were not completed. He received home education 

for kindergarten and part of Grade 1. At times, Barry had physical outbursts, made 

threats and damaged property. 

Two years later, Barry was diagnosed with mild language delays, a moderate 

articulation delay, severe fine motor delays, academic/learning delays, and 

oppositional defiant disorder. He received additional school funding because of 

these diagnoses. Supporting his complex needs was difficult.

6 All names in this report are pseudonyms.
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When Barry was 11 years old, Child Intervention Services became involved and 

arrangements were made for him to stay with his grandmother, Betty. Barry started 

using substances and was hospitalized on a mental health unit after he struggled 

to control his physical outbursts. He moved in with his mother, Lisa, and received 

support from FSCD and a pediatrician, school counsellor, and mental health 

counsellor. Lisa struggled to manage his escalating behaviours and substance use. 

Lisa, Debra and Betty did not believe they could keep 13-year-old Barry safe, and he 

was taken into care under a custody agreement. During this time, he experienced 

suicidal ideation, attempted suicide, and was hospitalized multiple times. 

Caseworkers obtained a secure services order. He was released to a community 

recovery, stabilization and detox program. Approximately two months before his 

14th birthday, Barry became the subject of a permanent guardianship order. Over 

the next year, he continued to use substances, and struggled to participate in safety 

planning, take his medication, or see his psychiatrist. He was placed in group care 

and treatment facilities.  

Barry’s limited cognitive functioning, impulsivity, mental health diagnoses and 

significant substance use made it difficult to support him. He refused to stay in 

his placements and found himself in risky situations because of his increased use 

of stronger substances. Caseworkers asked for an updated psycho-educational 

assessment and encouraged Barry to access a suboxone program. They were told 

that there were no programs available to meet his complex needs. Barry received 

psychiatric supports, but doctors had difficulty diagnosing him and arranging 

appropriate treatment. Safety planning was routinely completed with Barry’s input 

when he left his placement. 

To keep Barry safe, his service team confined him many times under secure 

services orders, the Protection of Children Abusing Drugs (PChAD) Act and the 

Protection of Sexually Exploited Children’s Act. His caseworkers, family and multiple 

service providers from health, education, and the justice systems collaborated 

and coordinated services in efforts to meet his complex needs. When possible, 

caseworkers employed a harm-reduction approach with Barry and incorporated his 

feedback while creating his safety plans. 

Approximately three months after Barry’s 15th birthday, he was moved to a group 

home in a new community. He overdosed and was admitted to the hospital. Upon 

discharge, caseworkers confined him in a secure services facility before returning 

him to his placement. They collaborated with staff from health and disability services 

to ensure Barry had psychiatric and medical supports, and they connected him to 

addictions supports to access when he was ready. Barry received community-based 

supports from outreach and youth workers. He said he enjoyed his new placement 

and the relationships he was building. He started going to school, staying home 

longer, and following his safety plan when he went out. Despite these improvements, 

Barry found it difficult to control his substance use and caseworkers confined him 

three more times through PChAD orders.  
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CIRCUMSTANCES SURROUNDING BARRY’S DEATH 

The day after being discharged from a PChAD safehouse, 15-year-old Barry was 

found unconscious in the community. He was rushed to the hospital where he 

was pronounced deceased. Barry died from drug poisoning. His friends, family 

and the professionals who worked with him continue to mourn his loss. Lisa made 

arrangements for Barry’s funeral, which was well attended by those who loved and 

cared for him. 



16-YEAR-OLD JUSTINE
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ABOUT JUSTINE AND HER FAMILY   

Justine7 was an artistic young Indigenous woman with a clever sense of humour. She 

had a special relationship with her grandmother, who taught her about their culture 

and history. Justine was Jenny and Nixon’s only child together and she had an older 

half-brother. Her parents separated when she was 10 years old. Justine was 16 years 

old when she passed away from suspected drug poisoning.   

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Over her first 11 years, Child Intervention Services and police were involved with 

Justine and her family several times because of parental substance use and family 

violence. During each involvement, immediate safety concerns appeared to be 

addressed through safety planning and referrals to community-based supports. 

Jenny agreed to protect her children from further exposure to family violence by 

separating from Nixon or temporarily staying with relatives. 

When Justine was five years old, she was assessed and diagnosed with a learning 

delay. It was recommended that she receive additional support at home and at 

school; however, Jenny and Nixon did not maintain contact with school staff. She 

repeated kindergarten twice. 

Justine’s parents separated when she was 11 years old. The following year, she 

began running away from home, missing school, and using substances. Caseworkers 

supported Jenny and Justine through a family enhancement agreement and 

a supervision order. Jenny worked with in-home parenting supports and a 

psychologist. Justine began to self-harm and received counselling. Shortly after 

the supervision order expired, Child Intervention Services and police received two 

reports regarding emotional and physical abuse. Child intervention involvement 

ended because Justine’s family was connected to community-based supports. 

Over the next year, Justine and Jenny’s relationship became volatile. At times, Justine 

stayed at a youth shelter. Jenny entered into a family enhancement agreement and 

received in-home supports. Justine was confined four times under the Protection 

of Children Abusing Drugs Act. She became involved with the youth justice system 

after being charged for drug possession and violence. 

When Justine was 14 years old, caseworkers placed her in a secure services facility 

because she continued to run away and use substances, and she was at risk of being 

sexually exploited. A psychological assessment was completed. It indicated that 

Justine had significant cognitive delays, a severe communication disorder, chronic 

7 All names in this report are pseudonyms.
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low moods, and situational anxiety. The assessment indicated that Justine needed 

consistency, structure, and careful monitoring, and that she should not be returned 

to Jenny’s care until caseworkers could assess her ability to meet her daughter’s 

needs. Justine was briefly placed in a safehouse for sexually exploited youth under a 

voluntary service agreement. After refusing to follow their rules, she was taken into 

care under a custody agreement and was placed in a residential treatment centre. 

Jenny cancelled the agreement after Justine visited with her and said she did not 

want to return to her placement. 

Jenny reunited with Nixon. Within weeks, Justine asked caseworkers for help 

because she did not have a place to stay. She said she did not want to live with 

her parents because of substance use and family violence. Police subsequently 

transported Jenny and Justine to a motel. Justine told the police she did not feel safe 

with her mother and was told that she would have to remain in Jenny’s care because 

she was only 14 years old. Justine subsequently ran away. 

Fifteen-year-old Justine was placed in a specialized group home for high-risk youth 

after Jenny entered into a custody agreement. She rarely stayed at the group home 

and her placement was closed. When Justine went to school, she seldom made it to 

her classes. School staff recognized her struggles and focused on providing her with 

a safe place where she could receive her education, eat, and have a warm place to 

rest when needed. 

Justine tried to obtain community-based supports by saying she was older, because 

youth under 16 years old require guardian consent to access supports. These 

agencies wanted to help Justine but were unable to do so without parental consent. 

Caseworkers focused on supporting Jenny so she could provide a safe place for 

Justine. 

Jenny secured housing; however, Justine said that she did not want to live with her 

mother because of parental substance use, family violence, and their conflicted 

relationship. Child intervention involvement ended after caseworkers determined that 

Jenny was willing and able to meet Justine’s needs. It was not clear how Justine’s 

voice was reflected in decisions made about her, and trauma-informed practice did 

not appear to be applied to interventions. 

CIRCUMSTANCES SURROUNDING JUSTINE’S DEATH 

Six months later, 16-year-old Justine passed away from suspected drug poisoning. 

The Office of the Chief Medical Examiner continues to investigate. Justine’s family 

was devastated by her passing and brought her back to their First Nation community 

to be buried with her relatives.



16-YEAR-OLD NICKI
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ABOUT NICKI AND HER FAMILY 

Nicki8 was a First Nation youth who enjoyed school, was artistic, and played team 

sports. She loved spending time with her friends. She came from a large sibling 

group.  Her mother, Bailey, struggled with substance use, and Nicki was prenatally 

exposed to substances. When she was an infant, Nicki’s maternal great aunt, Valorie, 

became her guardian. She had limited contact with her parents and older siblings. 

Nicki was 16 years old when she died in a motor vehicle collision. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

When Nicki was born, she was taken into care because of parental substance 

use, housing instability and neglect. Bailey and her family identified Valorie as an 

alternate caregiver, and when Nicki was three months old, her great aunt became 

her guardian. Valorie and her husband, Wendel, lived on his First Nation, which was 

far away from Nicki’s home community. She grew up having little contact with her 

mother and older siblings. Valorie and Wendel had limited finances and providing for 

Nicki put additional stress on their family. 

When Nicki was two years old, caseworkers placed her younger sister, Mary, with 

Valorie and Wendel after she became the subject of a permanent guardianship 

order. The family received financial benefits for Mary after child intervention 

involvement ended and were told similar support was not available for Nicki because 

she had not been in permanent government care prior to Valorie being granted 

guardianship of her.

Nicki had difficulty at school, and during her first four years, teachers asked Valorie 

and Wendel to spend time helping Nicki with her schoolwork. At 10 years old, Nicki 

had an assessment that indicated she had average cognitive abilities, difficulties with 

her language skills, and possible prenatal exposure to alcohol. It was recommended 

that she receive speech-language therapy and a hearing test, and that her teachers 

create an individualized program plan to incorporate language strategies in the 

classroom and give her more time to complete tasks. It does not appear that Nicki 

received these supports. 

Valorie and Wendel had three adult children who often stayed with them. Police 

responded to their home multiple times regarding complaints of criminal activity. 

It does not appear that the police forwarded each concern to Child Intervention 

Services. Caseworkers did receive multiple concerns for Nicki and her sister’s physical 

safety. They became involved twice and the concerns were not substantiated.

8 All names in this report are pseudonyms.
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When Nicki was 13 years old, she went to live with her boyfriend and his family, 

where they regularly used substances. She stopped talking to Valorie and went to 

school less often. The following year, Nicki was taken to the hospital by emergency 

medical services after consuming alcohol, cannabis and pain medication. She told 

paramedics that she did not want to live and that she had previously attempted 

suicide. While it appears Child Intervention Services was notified of these concerns, it 

does not appear that an intake was generated or that follow-up occurred. 

Within months, Child Intervention Services received concerns that 14-year-old Nicki 

was using substances and being sexually exploited. Valorie and Wendel entered into 

a three-month family enhancement agreement after Nicki agreed to access youth 

worker support and help for her mental health and substance use. Caseworkers 

planned with Valorie and Wendel to ensure Nicki’s safety but were unaware that 

Nicki was not living with them. It does not appear that the family accessed mental 

health or substance use supports for Nicki before child intervention involvement 

ended. 

CIRCUMSTANCES SURROUNDING NICKI’S DEATH 

Sixteen-year-old Nicki was involved in a motor vehicle collision. Emergency medical 

services responded, but their interventions were not successful, and she was 

pronounced deceased. Nicki’s family and community continue to mourn her loss.



17-YEAR-OLD ODIN
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ABOUT ODIN AND HIS FAMILY 

Odin9 was a charismatic, vibrant, funny young man. He was an advocate and mentor 

to friends and other youth, and his family was very important to him. Odin was 

Vivian’s youngest child, and he had an older half-brother. Vivian married Curtis, who 

Odin considered to be his father. Although Odin spent most of his teenage years 

away from the family home, he would return when he needed a safe place to stay. 

Odin was 17 years old when he died from drug poisoning. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT 

When Odin was born, he became involved with Child Intervention Services in 

another province. Concerns were related to parental substance use, family violence 

and inadequate supervision. Odin spent eight months in foster care. When he was 

approximately one year old, he was returned to his mother’s care, and they moved to 

Alberta. When Odin was eight years old, Child Intervention Services became involved 

with his family because of inappropriate discipline. Child intervention involvement 

ended after Odin said he made up the story because his parents took away his 

privileges. 

From an early age, there were concerns about Odin physically acting out. As he 

got older, Odin was diagnosed with attention-deficit/hyperactivity disorder 

(combined presentation), oppositional defiant disorder with violent tendencies, 

sensory sensitivities, and a parent-child relational problem. In elementary school, 

Odin received good grades and did well on his provincial achievement tests. He had 

individualized program plans for behaviour management, and accommodations 

were made throughout his school years to help him be successful.

Child Intervention Services received concerns about 14-year-old Odin’s deteriorating 

mental health. He was hospitalized twice under the Mental Health Act for threatening 

harm to himself and others, and his parents feared for their safety and the safety 

of the community. It was recommended that Odin be confined under secure 

services; however, Child Intervention Services did not believe he met the threshold 

for confinement. After being released from the hospital, he was supported by a 

community-based psychiatric program and child intervention involvement ended.

This pattern (of Odin’s behaviours escalating, Odin threatening to harm himself and 

others, and his parents requesting help) repeated itself over Odin’s lifespan. His 

parents were told numerous times that they were able to access community-based 

supports for their son and that child intervention was not needed.  

9 All names in this report are pseudonyms.
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Odin’s parents accessed several community-based supports and said they were 

exhausted from living in constant fear for their safety and the safety of others. They 

subsequently took Odin to a youth shelter. While at the shelter, he stopped going 

to school, was repeatedly assaulted by other youth, and started using substances. 

After this, Odin had significant involvement with the youth justice system. Child 

Intervention Services subsequently became involved and provided Odin with 

placements, but he would not stay in them. Odin’s parents confined him under the 

Protection of Children Abusing Drugs (PChAD) Act multiple times and continued 

to access services for him from various child-serving systems. 

Odin accumulated a significant number of criminal charges and was incarcerated. 

Although his service providers worked collaboratively to meet his needs, they 

were unable to help him stabilize. Odin’s substance use escalated, which resulted 

in increased criminal activity. He continued to threaten harm to himself and others. 

Odin’s refusal to follow the terms of his probation orders resulted in additional 

charges and incarceration. 

At 16 years old, Odin was confined in secure services for five days. The psychologist 

identified significant concerns for Odin but did not feel a period of confinement 

would alter or change his behaviours. Odin returned to the shelter, where staff were 

unable to manage his behaviours and police were called multiple times. 

Shelter staff asked that Odin leave because of his escalating behaviours. He 

was moved to a harm-reduction group home, where his behaviours continued 

to deteriorate. He maintained contact with the youth shelter, and shelter staff 

expressed concerns for him. They believed Odin’s risk-taking behaviours were 

increasing, and he was using methamphetamines. 

CIRCUMSTANCES SURROUNDING ODIN’S DEATH 

Shortly after shelter staff raised concerns about Odin, his service team agreed to 

apply for a PChAD order, and a court date was arranged. The night before court, 

Odin was returned to the harm-reduction group home after using substances. 

During a check, staff found him unresponsive. Attempts to resuscitate him were 

unsuccessful. Odin died from drug poisoning. 

Odin’s funeral was attended by many family members and friends, and a tree was 

planted in his memory. He is dearly loved and missed by his family.  



18-YEAR-OLD JOSEPH
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ABOUT JOSEPH AND HIS FAMILY 

Joseph10 was a funny, engaging young Inuit man. He enjoyed the outdoors and spoke 

of becoming an arborist. Joseph was in care most of his life, but he maintained close 

connections to his mother and siblings, whom he loved and cared for. Joseph’s family 

came from an isolated community. He was the youngest of Albert and Anabelle’s 

four children, and he had three half-siblings. Joseph was 18 years old when he was a 

victim of homicide. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT 

Child Intervention Services became involved with Joseph and his family because 

of family violence, parental substance use and parental mental health concerns. 

Shortly before his third birthday, he was removed from his father’s care in another 

province due to concerns of physical harm. Over the next two years, he was placed 

in multiple foster homes. When he was five years old, Joseph and his brother, Liam, 

were returned to their mother’s care in Alberta. Two months after Joseph returned 

to Anabelle’s care, Child Intervention Services became involved because she was 

overwhelmed and felt isolated. Child intervention involvement ended when Annabelle 

was connected to community-based services and her partner was home to provide 

support. 

Joseph and his family had further involvement with Child Intervention Services and 

he was subject of several family enhancement agreements, custody agreements, 

and temporary guardianship orders. Child intervention involvement often ended 

when community-based services such as in-home family support, respite care, and 

addictions and mental health services were put into place. At 14 years old, Joseph 

became the subject of a permanent guardianship order. He was involved with 

multiple systems and formal service providers. 

Joseph struggled with impulse control and lashed out physically when he felt 

overwhelmed. When he was young, school staff completed regular assessments 

and provided accommodations to help him succeed. In Grade 1, Joseph was 

diagnosed with a reading disorder. He was reassessed in Grade 2 and diagnosed 

with attention-deficit disorder and a mild cognitive disability. He was provided 

one-on-one support to help him focus and complete his schoolwork. When Joseph 

was in junior high school, he was accommodated in an alternative school setting. He 

experienced gaps in his education due to suspensions and expulsions. In Grade 7, he 

received school supports for a severe emotional/behavioural disability. 

10 All names in this report are pseudonyms.
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Joseph became significantly involved with the youth criminal justice system when 

he was 13 years old. After this involvement began, he did not attend school, and 

he moved from foster care to group care. Joseph started to use substances and 

engaged in criminal behaviours. At times, his substance use was life-threatening. 

Joseph was confined in a secure services facility and assessed. The assessment 

indicated that his substance use had escalated and had become problematic in the 

previous six months. His experiences had a significant impact on his mental health, 

and there were periods when he was suicidal. At 14 years old, Joseph was diagnosed 

with conduct disorder and was admitted twice to hospital under the Mental Health 

Act. When Joseph was 15 years old, a psychiatric assessment indicated that he 

suffered from a significant substance use disorder.  

Joseph was incarcerated over 60% of the time between the ages of 14 and 18 years 

old. He received mental health and substance use services while incarcerated. These 

service providers remained connected with him in both the corrections facility 

and the community. There was ongoing communication between caseworkers, 

probation officers and service providers for his substance use and mental health. The 

specialized liaison caseworker for young people in custody played a crucial role. This 

worker educated justice staff on the policies and responsibilities of Child Intervention 

Services and facilitated information-sharing, which enabled caseworkers to quickly 

follow up when concerns arose. 

Throughout Joseph’s life, service providers tried to connect him to his Inuit 

culture; however, he indicated that he felt connected to Cree culture, traditions 

and ceremonies. He took part in many ceremonies and cultural activities while 

incarcerated. Joseph’s family also accessed supports through an Indigenous agency 

and community-based services. While in foster care, it was not evident that Joseph 

was involved with his culture.   

When 17-year-old Joseph was released from incarceration, he went to live with his 

mother. On his 18th birthday, he entered into a support and financial assistance 

agreement. A few months later, he went to a residential treatment program where 

he remained for nine days. He could not stay with Annabelle because he continued 

to use substances and did not go to programming. He was provided room and board 

to stay with his friend and their parents. He looked unwell and had lost weight due to 

drug use. Joseph connected himself to a substance use day program that he went to 

daily. However, there were worries that he had gang involvement, and he expressed 

homicidal thoughts. 

CIRCUMSTANCES SURROUNDING JOSEPH’S DEATH 

At 18 years old, Joseph was a victim of homicide. Charges were initially laid but were 

subsequently stayed. Family, friends and those who cared about Joseph gathered at 

a funeral service to remember him. Joseph is deeply missed by those who knew him. 



18-YEAR-OLD MARIAME
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ABOUT MARIAME AND HER FAMILY 

Mariame11 was a gentle and caring young First Nation woman. She was thoughtful, 

quiet and somewhat guarded. She enjoyed listening to music and expressing herself 

through art.

Mariame loved her family and relied on them for connection and support. She was 

the oldest of Amber and Bobby’s two children. Amber had five older children from a 

previous relationship, as well as guardianship of two of her grandchildren. Mariame 

was 18 years old when she died by suicide. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

From a young age, Mariame and her siblings were exposed to family violence, 

parental substance use and neglect. When Mariame was 10 years old, her father 

died by suicide, which had a significant impact on her family. Amber’s substance 

use increased as she mourned her husband’s death, and at times, she was not able 

to meet her children’s needs. At 12 years old, Mariame was taken into care and was 

placed in a kinship home. When Amber completed treatment programs, Mariame 

was returned to her care.

Mariame was raised in her First Nation community. Throughout her first 15 years, 

Child Intervention Services was involved with her family numerous times because 

of parental substance use and neglect. When Mariame was scared or needed help, 

she called her relatives, who removed her and her younger sibling from immediate 

danger. There were minimal support services available in her community, and at 

times, the family lacked transportation to go to appointments. Each time, child 

intervention involvement ended when Amber completed treatment programs or 

when relatives made arrangements to care for her children.  

Mariame was 16 years old when her mother’s substance use increased. Mariame 

entered into an enhancement agreement with youth and was supported to live with 

her adult cousin, Penny. Mariame responded well to the structure that her cousin 

provided, and they had a strong relationship. While living with Penny, Mariame used 

substances. She said she often thought about dying and had attempted suicide. She 

met with a mental health and addictions therapist who safety planned with her and 

helped her decrease her substance use. Mariame was offered a treatment bed, but 

she declined. 

11 All names in this report are pseudonyms.
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The following year, Mariame started to move between homes, staying with her 

cousin, mother and siblings, then leaving because of conflict or house rules she could 

not follow. Shortly after her 18th birthday, Mariame experienced several traumatic 

events, including an assault, an overdose, and the loss of a close friend to suicide. 

She received support from her family, a youth worker, a caseworker, addictions 

and mental health counsellors, and school staff. Though Mariame was connected 

to supports and resources, it appears that information-sharing, collaboration and 

coordination of services did not always occur between service providers, caregivers 

and others who supported her. 

CIRCUMSTANCES SURROUNDING MARIAME’S DEATH 

Approximately three months after her 18th birthday, Mariame died by suicide. A wake 

and a funeral took place; however, because of COVID-19 restrictions, attendance was 

limited. Mariame’s family and community continue to mourn her loss. 



19-YEAR-OLD CELESTE
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ABOUT CELESTE AND HER FAMILY 

Celeste12 was a compassionate and artistic young First Nation woman. She loved 

music, singing and jingle dancing. Her dog and her friends were important to her. 

While she was in care most of her life, she remained connected to her parents 

and siblings. Her parents, Vada and Sean, were passionate about their culture and 

traditions, and they tried to instill cultural identity and pride in their children. Celeste 

was 19 years old when she was a victim of homicide.  

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT 

From an early age, Celeste and her siblings became involved with Child Intervention 

Services because of family violence, parental substance use and neglect. Although 

her parents worked hard to change their circumstances, they could not sustain the 

changes necessary to safely care for their children. When she was two years old, 

Celeste and her siblings were removed from their parents’ care. Approximately three 

years later, Celeste became the subject of a permanent guardianship order, and she 

remained in the same foster home until she was 17 years old.

Celeste underwent regular developmental, psychological, and neuropsychological 

assessments, which informed recommendations and interventions at home and 

at school. She had multiple diagnoses: attention-deficit/hyperactivity disorder, 

oppositional defiant disorder, post-traumatic stress disorder, alcohol-related 

neurodevelopmental disorder, a learning disability, and a disorder that affected 

her balance and coordination. Celeste struggled socially and at times, acted out 

physically with other children. She was prescribed medication, and she received 

occupational, speech, and language therapy. A behavioural specialist provided her 

foster mother with behaviour management strategies. She was monitored regularly 

by her pediatrician and a child and adolescent psychiatrist. In Grade 3, Celeste was 

moved to a specialized school for developmentally disabled children.

Throughout her time in care, Celeste participated in cultural activities and 

ceremonies in her community. As she got older, she struggled with self-regulation 

and could become impulsive. Her service providers were collaborative, and services 

were well-coordinated. Caseworkers began to transition her to adult services when 

she was 16 years old. 

Celeste’s long-term foster placement broke down shortly before her 18th birthday 

because her physical behaviours had escalated. She stayed with a respite provider 

for approximately two weeks before moving into a treatment home, which she 

12 All names in this report are pseudonyms.
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often left without permission. At 18 years old, Celeste entered into a support and 

financial assistance agreement (SFAA) and the Office of the Public Guardian 

appointed a guardian to make decisions for her, due to her level of functioning. 

She received services from the Persons with Developmental Disabilities (PDD) 

program when she was not living on her First Nation, as well as financial support 

from the Assured Income for the Severely Handicapped program. 

The transition to adult disability services was challenging for Celeste. Motivated by 

a strong desire to be with her family, Celeste often moved between her First Nation 

and other communities. Because PDD services are not available to residents on 

First Nations, her services were frequently interrupted. She was unable to receive 

services from the same agency that had supported her since childhood because 

PDD did not have a contract with them. 

When Celeste was 19 years old, her older brother and his family agreed to support 

her under a room and board arrangement. She continued to receive supports 

from a youth worker and through ongoing SFAAs with Child Intervention Services. 

Celeste said she was interested in seeing a counsellor and taking medication for 

depression.

CIRCUMSTANCES SURROUNDING CELESTE’S DEATH 

Seven months after her 19th birthday, Celeste was a victim of homicide. The police 

investigation continues. A traditional funeral took place in her community. Celeste 

was loved by many people and is dearly missed. 



19-YEAR-OLD MARK
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ABOUT MARK AND HIS FAMILY 

Mark13 was a quick-witted First Nation youth who took pride in his Indigenous 

heritage. He was quiet, sensitive, artistic and athletic. He had a great sense of 

humour. Mark was the second of quadruplets, who were the youngest of Mary’s 

children. Her older children were either in permanent care or in the care of relatives. 

Mark’s mother and his father, James, had a violent relationship. They used substances 

and experienced housing instability. Their relationship ended soon after their children 

were apprehended, and Mark had no further contact with his father. Mark was 19 

years old when he passed away from drug poisoning. 

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Mark and his siblings were apprehended after birth and placed in foster care because 

of parental substance use, family violence and housing instability. They became 

the subject of a permanent guardianship order (PGO) when they were six months 

old. While in foster care, Mark and his siblings received ongoing medical and early 

intervention follow-up. When he was one year old, Mark and his siblings were moved 

to new foster homes and caseworkers ensured all the children stayed connected 

through visits. Soon after, Mark and his siblings were placed with their paternal 

grandmother, Joan, on her First Nation in another province. Provincial protocols 

ensured coordinated services and supports for the family as they transitioned. 

Initially, Joan had challenges arranging financial support, but these were resolved.

Mark and his siblings required significant medical, educational and caregiver support. 

When Mark was two years old, Joan separated from her husband and began 

parenting on her own with the help of nannies. Mark was diagnosed with attention-

deficit/hyperactivity disorder, fetal alcohol spectrum disorder and a learning 

disability. He was prescribed medication. 

Four-year-old Mark started an early intervention program specifically designed for 

him and his siblings, following consultations with the school and early intervention 

specialists. By the time he started Grade 1, he was in a regular classroom with 

an educational assistant and a modified school program. Mark and his siblings 

continued to have contact and yearly visits with their older siblings. They regularly 

took part in cultural activities, which continued over the course of Mark’s life and 

strengthened his cultural identity.

Caring for four young children was overwhelming for Joan and she asked that nine-

year-old Mark and his brother be moved to other relatives. Mark and his brother 

13 All names in this report are pseudonyms.
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remained in contact with their grandmother and siblings during weekend visits, and 

they saw each other in school. They continued to participate in cultural activities on 

their First Nation. 

Relatives were unable to manage Mark and his brother’s increasing needs. The 

children were placed in a specialized group home in another province for six months, 

before returning to a family placement on their grandmother’s First Nation. 

During this time, Mary had made significant changes in her life and was living with 

her new partner, Ted, on his First Nation. When Mark was 10 years old, caseworkers, 

relatives and Band leadership agreed that he and his brother should be placed with 

their mother, who was accessing counselling and had supports in her community for 

those with fetal alcohol spectrum disorder. After a period of stability, the PGOs were 

rescinded, and Mary obtained a parenting order and sole custody of 12-year-old 

Mark and his brother. 

There is limited information about the five years Mark was in his mother’s care 

after the PGO was rescinded. It did not appear that his cognitive functioning was 

reassessed to assist with his transition to adulthood. It is believed he continued to do 

well in his modified school program, where he excelled in sports. His grandmother 

and siblings remained in contact and visited Mark and his siblings. As Mark and his 

brother got older, they began to challenge Mary and Ted’s authority and became 

verbally and physically aggressive. The police obtained a restraining order between 

Mark and Ted. 

At 17 years old, Mark entered into a custody agreement with youth and was briefly 

moved to a kinship home. When he turned 18 years old, Mark entered into the 

first of two support and financial assistance agreements. It did not appear that 

Mark received an updated cognitive assessment to determine if he was eligible for 

Assured Income for the Severely Handicapped and Persons with Developmental 

Disabilities supports, or for assistance with transition planning for independent 

living. Caseworkers found it challenging to provide services to Mark because he did 

not stay in contact with them and often travelled between provinces to visit family. It 

is unknown if he worked or continued with his education during this two-year period. 

Eventually, Mark returned to live with his mother on her First Nation.

CIRCUMSTANCES SURROUNDING MARK’S DEATH

Five months before his 20th birthday, Mark was found unresponsive in his mother’s 

home. The Office of the Chief Medical Examiner determined that he passed away 

from drug poisoning. A wake and funeral service took place to honour him. Mark’s 

family and those who knew him continue to mourn his loss. 



19-YEAR-OLD MEGHAN
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ABOUT MEGHAN AND HER FAMILY 

Meghan14 was a smart and kind young Métis woman who enjoyed cheerleading and 

spending time with her family. She was diagnosed with kidney disease when she was 

12 years old. Meghan was the middle child of four sisters. Her parents, Janice and 

Jake, had a violent relationship and separated when she was three years old. Janice 

began a relationship with Michael, and they had two sons. They later separated due 

to family violence. Meghan maintained contact with her sisters after being placed in 

foster care; however, she did not have continuous contact with her brothers. Meghan 

was 19 years old when she passed away from kidney failure.  

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

From an early age, Meghan and her siblings were exposed to parental substance 

use, mental health concerns, family violence, housing instability, neglect, and known 

sex offenders. Child Intervention Services became involved multiple times. Janice’s 

circumstances did not improve, and Meghan and her siblings were taken into care 

when she was eight years old. 

Meghan and her younger sister, Laura, were placed together in a foster home. Six 

weeks after being placed in foster care, Meghan and Laura were moved to a new 

foster home because of inappropriate physical discipline by their foster parents. 

Meghan received counselling, and she and her sister were moved to a long-term 

placement. She became the subject of a permanent guardianship order when she 

was 11 years old. 

Twelve-year-old Meghan was diagnosed with kidney disease, which progressed 

throughout her adolescence. She started associating with peers who used 

substances, missed classes, and had sporadic attendance at school. When Meghan 

was 14 years old, her long-term placement broke down after an incident involving 

property damage. She was subsequently moved between group care, foster care and 

friends’ homes. She missed medical appointments and dialysis treatments, and she 

did not consistently take her medication, which resulted in several hospitalizations. 

Over the next few years, Meghan became increasingly involved in high-risk activities. 

Meghan refused to stay in her placements, so caseworkers agreed to have her 

stay with her mother or sisters. Her medical team, caseworkers, youth workers 

and relatives tried to support Meghan in addressing her health issues by providing 

financial and transportation supports. She was supported by a youth worker and a 

cultural connector through an Indigenous agency.

14 All names in this report are pseudonyms.
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By the time she was 17 years old, Meghan required dialysis treatment three times 

per week. She told caseworkers she used substances to manage her anxiety. Her 

caseworker tried to connect her to a counsellor and a doctor to prescribe anxiety 

and depression medication, but Meghan declined. When she could not be found, 

her caseworker called police to help locate her and transport her to dialysis 

appointments. The Indigenous agency staff and Meghan’s family, former foster 

parents and caseworker collaborated to ensure Meghan had transportation and in-

person support while she received dialysis or was hospitalized. 

When Meghan turned 18 years old, she entered into the first of three support 

and financial assistance agreements. Her caseworker helped her apply for the 

Assured Income for the Severely Handicapped (AISH) benefit, which subsequently 

supported her financial, dietary and prescription needs. By this time, her health had 

declined significantly, and she was diagnosed with end-stage kidney failure. 

CIRCUMSTANCES SURROUNDING MEGHAN’S DEATH 

Meghan was 19 years old when she was hospitalized for almost two months and 

received palliative care. The day she passed away, her family and caseworkers visited 

her to say their goodbyes. Meghan’s family held a funeral attended by many people 

who shared how she had positively impacted their lives. She is dearly missed by 

those who knew and cared for her. 



19-YEAR-OLD RAY



56 OFFICE OF THE CHILD AND YOUTH ADVOCATE

ABOUT RAY AND HIS FAMILY 

Ray15 was a young First Nation man with a great sense of humour and an easy smile. 

He loved the outdoors and rodeo activities, and he had a strong connection to 

horses. Relationships were important to him, and he was close to his family. He had 

many siblings and was taken into care at a young age. His mother, Vanessa, used 

substances and experienced housing instability and family violence. Ray did not 

know his father. At times, Ray lived with his maternal grandmother, Rose. Ray was 19 

years old when he was a victim of homicide.    

SUMMARY OF GOVERNMENT SYSTEMS INVOLVEMENT

Ray was exposed to family violence shortly after his birth. By the time he was two 

years old, he had been in care twice while Vanessa accessed addictions treatment. 

She entered into multiple family enhancement agreements but was unable to 

address the safety concerns. Four-year-old Ray and his brother were apprehended 

and placed together in foster care, where Ray had verbal and physical outbursts.

Ray went to early intervention programming before starting school in a modified 

program. At five and six years old, he was assessed because of his escalating 

behaviours and difficulties with basic learning. He was supported by an educational 

assistant. 

Ray and his brother were subsequently transitioned to their grandmother’s care. 

This placement with Rose provided stability and opportunities to stay connected to 

their family and culture. Ray participated in community activities, became involved 

with the rodeo, and enjoyed riding horses with his siblings and cousins. Caseworkers 

regularly consulted with the Band Designate and focused on providing permanency.

Ray’s behaviours escalated and at seven years old, he was admitted to hospital for 

a three-week assessment. The school program in the hospital found it difficult to 

manage him, and he was described as low-functioning. Ray was prescribed new 

medication, and recommendations were made to manage his escalating behaviours. 

Rose was worried about the amount of medication he was prescribed and decided 

to take Ray to a traditional healer. 

Ray received regular psychological assessments at 10 and 12 years old. He was 

diagnosed with a low IQ, fetal alcohol spectrum disorder, attention-deficit/

hyperactivity disorder, oppositional defiant disorder, executive function delays, 

and a severe language disorder. The assessments and recommendations guided the 

supports Ray received in school and at home. Following the assessments, school 

15 All names in this report are pseudonyms.
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staff modified his programming, and a family school liaison worker regularly met with 

him at home and school. Youth worker supports and access to camps and cultural 

activities were also provided. 

Ray became the subject of a permanent guardianship order at 11 years old. His 

verbal and physical outbursts escalated, and at 13 years old, and he was briefly 

placed in group care, before returning to his grandmother’s care. A month later, 

following a physical outburst at home, he was placed in a stabilization group home. 

Here, he assaulted a peer and staff member and was subsequently placed in a 

secure services facility. Ray saw his psychiatrist and had a medication review and 

adjustment before returning to his grandmother’s care. He felt threatened by gang 

members and decided to leave his home community. At 15 years old, Ray moved to a 

large urban community where his mother lived.  

Ray shared very little with caseworkers about where he was staying or who he was 

staying with, but he said that he had gang affiliations in the large urban setting. 

Caseworkers continued to look for a placement for him while helping him meet his 

basic needs. He briefly returned to high school with a modified program, and he 

was provided daily support by school staff. After a few months, he decided to leave 

school, and did not return. Ray was also connected to a youth worker for ongoing 

support. He was admitted to the hospital twice for alcohol and methamphetamine 

use; however, he refused treatment and ongoing counselling supports. 

When Ray was 15 and 16 years old, his circumstances were presented to 

multidisciplinary teams who specialize in helping youth with fetal alcohol spectrum 

disorder and involvement in high-risk activities. They recommended that Ray be 

reassessed as a requirement for receiving supports from the Assured Income for the 

Severely Handicapped program when he transitioned to adult services. Ray and his 

caseworker also met with staff from the Persons with Developmental Disabilities 

program. Ray was not interested in engaging in services and did not go to the 

scheduled appointments to update his assessment. 

COVID-19 pandemic restrictions impacted contact between Ray and his caseworkers. 

He was given a cell phone for emergencies and so they could maintain regular 

contact with him. At 18 years old, he entered into the first of multiple support and 

financial assistance agreements. He met weekly with caseworkers and was given 

vouchers for food and clothing, but he did not engage in other services. Caseworkers 

adapted their approach and services to meet his needs. 

CIRCUMSTANCES SURROUNDING RAY’S DEATH 

Two months before his 20th birthday, Ray was a victim of homicide. The police 

investigation continues. A funeral service took place to remember Ray. He is loved 

and missed by all who knew him. 



DISCUSSION
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PURPOSE

The purpose of conducting a mandatory review is to explore the young person’s 

experiences with government systems, identify systemic issues that might have been 

present, determine whether services and supports were appropriate, and provide 

public assurance. The Advocate comments on findings, makes observations, and may 

identify recommendations that could prevent similar issues from occurring in the 

future. The findings from the circumstances of the 15 young people are highlighted 

under three areas in the following discussion: systemic issues, services and supports, 

and public assurance.

We also discuss the need for strengthened accountability for government ministries 

to act on recommendations to improve services and supports for young people. 
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SYSTEMIC ISSUES

This section addresses gaps in systems that, if left unaddressed, will continue to 

impact service delivery for young people with similar circumstances.

AVAILABILITY AND ACCESS TO APPROPRIATE SERVICES 
AND SUPPORTS 

The United Nations Convention on the Rights of the Child (UNCRC) is an 

“international agreement outlining the civil, political, economic, social and cultural 

rights of every child, regardless of their race, religion or abilities.”16 

Article 6 of the UNCRC affords children the right to develop to their full potential.17 

The circumstances of Justine, Barry, Odin, Mark, Joseph, Celeste, and Ray highlight 

the importance of ensuring access to appropriate services that meet a young 

person’s needs.

What we found 

Intellectual or behavioural challenges can impact a young person’s day-to-day 

functioning and overall health.18 By the time Justine, 

Barry, Odin, Mark, Joseph, Celeste, and Ray were six 

years old, their caregivers, health care providers and 

educators recognized concerns with their development.   

Professionals identified that Odin struggled with peer 

relationships. At times, he became frustrated and 

acted out in an attempt to meet his needs. Mark was 

diagnosed with fetal alcohol spectrum disorder (FASD). 

He struggled with change, and his sleep was often 

disrupted. At times, he had difficulty controlling his 

emotional outbursts.  

Joseph required one-to-one support in school because 

he needed help to complete basic tasks, focus and 

pay attention. Celeste was diagnosed with severe 

developmental delays, speech and language delays, 

attention-deficit/hyperactivity disorder (ADHD), FASD 

and anxiety. 

16 Save the Children (n.d.)

17 United Nations General Assembly (1989)

18 Kripke (2018)

Justine repeated kindergarten 

twice, was assessed with speech 

delays, and had trouble paying 

attention. 

Barry did not meet his 

developmental milestones and had 

significant issues with his speech 

and motor skills.

Ray was diagnosed with speech 

and language delays, and doctors 

were concerned that he might have 

anxiety, ADHD, and oppositional 

defiant disorder. He had trouble 

remembering and sometimes 

became frustrated and acted out 

physically.
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Young people with intellectual and behavioural challenges often require 

comprehensive supports throughout their lives.19 For young people who do not live in 

First Nation communities, Alberta Health Services provides early intervention services. 

Their staff work closely with families, completing home and community visits, 

facilitating child and parent/caregiver groups, and providing resources and referrals.20 

When these children become school-age, Alberta Education provides interventions 

focused on educational goals and ensures that young people are supported within 

the school environment.21 22 This transition can result in resource and referral 

disruptions and decreased support for caregivers in the areas of parenting strategies 

and peer support. Children can be negatively impacted by these changes. 

There is some support available from community-based 

agencies through Family, Community and Support 

Services23 and from government programs such as Family 

Support for Children with Disabilities.24 However, some 

caregivers may not know about, qualify for, or access 

these supports. Odin’s childcare providers and teachers 

could not meet his complex needs. Despite actively 

seeking services, Odin’s parents encountered barriers 

when community-based placement would not accept him because of his escalating 

behaviours. Mark was placed with his grandmother when he was an infant. His 

grandmother received extensive early intervention supports that ended when he was 

placed in a specialized school program. Over time, the level of support she received 

to care for Mark decreased, and she became overwhelmed. Mark had to leave his 

grandmother’s care when he was nine years old. 

When Barry moved to his new caregivers’ home 

at two years old, they recognized that he had 

significant delays. They asked caseworkers for 

ongoing support and were provided information on 

the Child and Youth Support Program (CYS). Child 

intervention involvement ended because Barry 

was deemed to be safe. At five years old, Barry 

was assessed, and a comprehensive support plan 

19 American Academy of Physicians, Caring for a person who has intellectual or developmental 

disabilities (2020b)

20 Alberta Health Services (2022)

21 Government of Alberta, Inclusive Education (2022a)

22 Ministry of Education (2006); Ministry of Education (2021)

23 Government of Alberta, Family and Community Support Services (2022b)

24 Government of Alberta, Family Support for Children with Disabilities (2022c)

“We don’t want casualties of 

these situations because young 

people didn’t get the support 

they needed.”

OCYA Youth Council member

We need to support these 

children when they are young, 

before they need more 

intrusive interventions. The key 

to supporting young people is 

to also support caregivers so 

they do not become burnt out 

or exhausted. 

Town Hall participant



62 OFFICE OF THE CHILD AND YOUTH ADVOCATE

was developed. His caregivers were overwhelmed by 

parenting Barry and his five siblings, and they did not 

access the recommended supports. By the time he was 

11 years old, Barry had to leave their home because they 

could no longer meet his needs.      

Research indicates that young people who struggle 

with intellectual or behavioural challenges are less likely 

to remain with their caregivers and are over-represented in the child intervention 

system, where placement providers can have difficulty meeting their needs. As their 

adverse childhood experiences increase and they enter adolescence, some of these 

young people can struggle with substance use, experience mental health concerns, 

require intensive medical care, have involvement with the justice system, and 

struggle to maintain housing.25 

Odin and Joseph began to use substances and have involvement with the youth 

justice system. Joseph spent much of his adolescence incarcerated. Justine and Ray 

used substances, were involved in gang activity, and experienced housing instability. 

Barry and Odin also used substances and were hospitalized and confined numerous 

times to keep them safe. 

As Justine, Barry, Odin, Mark, Joseph, Celeste, and Ray entered adolescence, their 

circumstances deteriorated. Many of them stopped going to school, which disrupted 

supports provided through education programs. From then on, these young people 

moved between child-serving systems and most of their interventions appeared 

to address the presenting concerns. The information from the assessments they 

received as children was not always used to inform the interventions they required as 

adolescents. Their circumstances highlight the importance of providing collaborative 

and coordinated services so that young people’s individual needs are supported as 

they age. 

Celeste’s circumstances highlight how systems can adapt, collaborate and coordinate 

services to effectively support young people and their caregivers. She and her foster 

family were supported by a team of professionals that offered child intervention, 

education, health, and community-based services. For the first 17 years of her life, 

Celeste received ongoing assessments, and interventions were adjusted to meet her 

evolving needs.

25 Morris et al. (2020)

The CYS allows adult caregivers 

to apply for some financial and 

medical benefits for children 

whose parents or guardian 

cannot care for them. The 

benefits are intended to offset 

some care costs and ensure the 

child’s needs are met.

“It was frustrating dealing with systems that wouldn’t help, then 

later couldn’t help. There was no service available.”

Caregiver



MANDATORY REVIEWS INTO CHILD DEATHS: APRIL 1, 2021–SEPTEMBER 30, 2021 63

This level of support declined as Celeste transitioned to adult services. Her 

established long-term support team was unable to work with her because the 

Persons with Developmental Disabilities (PDD) program could not contract with 

them. Her PDD caseworker found it difficult to connect her to adult resources that 

could provide the same level of support. Celeste moved often and her services were 

inconsistent and frequently interrupted. Research indicates that certain elements 

should exist for successful transitions from youth to adult services: the young person 

at the centre of case planning; a plan that starts early and involves family and 

caregivers; collaboration and communication between the youth and adult systems; 

and a coordinated approach among service providers.26

Young people who function in a mentally and emotionally 

younger way than their peers can require a higher level of 

support.27 They often need help to complete day-to-day 

tasks such as booking appointments, paying bills, and 

obtaining identification.28 Without support, they can find 

these tasks daunting.29 

Ray had difficulty transitioning to adult services. He was 

assessed as having a very low IQ (56) and was diagnosed 

with alcohol-related neurodevelopmental disorder, ADHD, 

severe language delays and impairments to his memory. He was unable to access 

adult services because he could not get himself to the appointments to reassess his 

needs. Young people have a range of abilities and ongoing needs, so their goals for 

independence must be individually tailored and supported.30  

What has been said in the past 

We have made three previous recommendations about the importance 

of coordinating services for young people with complex needs.31 All three 

recommendations have been met through collaborative practice and improved 

training for staff.32

26 Canadian Mental Health Association Ontario (2022)

27 American Academy of Family Physicians (2020b)

28 Ibid

29 Kumperscak (2013)

30 Rehm et al. (2012)

31 Office of the Child and Youth Advocate, 8-Year-Old Ella (2015), Three Young Children (2017) 

and 16-Year-Old Dillion (2017)

32 Office of the Child and Youth Advocate (2021)

Transition from youth to 

adult services does not 

actually happen. Many are not 

developmentally ready to be 

in an adult service—they don’t 

make the transition. 

Expert Committee member
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In 2019, we released a special report on young people transitioning out of 

government care. We made several recommendations for improvements to policy 

and practice guidelines, as well as training and time for staff to support young 

people emerging into adulthood.33 We recommended that Children’s Services clearly 

outline the supports and services young adults are entitled to receive and that young 

people be connected to adult services. 

Furthermore, we recommended that young people have access to adequate and 

safe housing. Some progress was made on the first two recommendations: there 

was internal and external consultation to strengthen policy and practice supports, as 

well as a commitment to redesign services for youth transitioning to adulthood and 

implement them by the spring of 2022. Progress does not appear to have been made 

on the last recommendation, as Children’s Services’ response focused on revamping 

the shelter system.34 Although emergency shelters can provide a short-term solution, 

we are concerned that they may be considered a long-term housing option.

What needs to happen 

Young people with intellectual and behavioural challenges must be afforded their 

rights under Article 6 of the UNCRC and have access to services to meet their 

needs so they can develop to their full potential.35 When Justine, Barry, Odin, Mark, 

Joseph, Celeste, and Ray were young, Alberta Health Services identified their specific 

challenges, and their families were connected to early intervention supports. Aside 

from Celeste, the connections these young people and their caregivers had to 

necessary supports diminished over time. 

When Justine, Barry, Odin, Mark, Joseph, and Ray left school, there appeared to be 

a lack of coordinated approach to service delivery. Their earlier assessments did 

not appear to inform interventions. As these young people experienced increased 

difficulties in their day-to-day lives, the child-serving systems involved struggled to 

meet their evolving needs. 

33 Office of the Child and Youth Advocate, A Critical Time: A special report on emerging adults 

leaving Children’s Services care (2019)

34 Office of the Child and Youth Advocate (2021)

35 United Nations General Assembly (1989)
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RECOMMENDATION 1:

The Ministries of Health, Education, and Community and Social Services 

should develop a process to coordinate seamless service delivery for young 

people with intellectual and behavioural challenges and their families.    

Further comments 

• When young people with intellectual and behavioural challenges lose 

connection to the education system, they often experience a lack of 

coordinated services.

• The OCYA recognizes that collaborative policies and practices exist but 

need to be consistently applied to adequately serve these young people. 

• Services provided should continue to be centred on the young person and 

meet the needs of the parents/caregivers.

• Services should adapt to young people’s evolving needs.

Expected outcomes 

• Services for young people and their families should be accessible 

regardless of ministerial responsibility. 

• Families and caregivers of young people with intellectual and behavioural 

challenges will be aware of services, able to access them, and, if necessary, 

will be supported to access them. 
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SERVICES AND SUPPORTS

This section explores service delivery gaps that negatively impacted the young people. 

ASSESSMENT OF EMOTIONAL INJURY

Article 19 of the UNCRC calls for the identification and intervention of all forms 

of child maltreatment, including emotional injury.36 Assessing and responding 

to emotional injury is a critical component of protecting young people. The 

circumstances of Barry, Nicki, Justine, Claire, Mariame, Suzie and Abby highlight the 

importance of adequately assessing emotional injury to inform interventions and 

ensure its impact does not continue to adversely affect young people. 

What we found

Emotional injury is considered one of the most harmful forms of child abuse and 

neglect.37 It undermines a young person’s self-esteem, sense of belonging, and 

feeling of being safe and loved.38 Alberta’s Child, Youth 

and Family Enhancement Act (CYFEA) requires Child 

Intervention Services to intervene when young people are 

impacted by emotional injury, which can occur on its own or 

in conjunction with other forms of maltreatment.

When Child Intervention Services receives a report of 

concern, caseworkers must complete an assessment 

to determine if the young person needs intervention as 

defined under CYFEA. The thoroughness and depth of this 

assessment is central to ensuring a young person’s safety, 

security and development. 

Child Intervention Services provides onboarding training 

for caseworkers regarding the assessment of maltreatment, 

including emotional injury. In 2014, Child Intervention 

Services incorporated the Signs of Safety model into their 

practice. To determine the need for intervention, the model 

encourages a thorough exploration of danger and harm, as 

well as indicators of existing safety. These elements have 

also been incorporated into child intervention safety assessments and ongoing 

assessment documentation, which require caseworkers to identify past harm. 

36 United Nations General Assembly (1989)

37 North (2021)

38 Ibid

The Child, Youth and Family 

Enhancement Act defines 

emotional injury as impairment to 

mental or emotional functioning 

or development as a result of: 

rejection, emotional, cognitive or 

physiological neglect; deprivation 

of affection or cognitive 

stimulation; exposure to family 

violence or severe domestic 

disharmony; inappropriate 

criticism, threats, humiliation, 

accusations of or toward the 

child; mental or emotional 

condition of the guardian of the 

child or anyone living in the same 

residence as the child; chronic 

alcohol or drug abuse by the 

guardian or by anyone living in 

the same residence as the child.
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This prompts them to consider the impact the harm has had on the child, identify 

potential future danger, and then assess what would/could happen to the child 

without intervention. While the Enhancement Policy Manual 39 states that concerns of 

abuse and neglect (including emotional injury) are to be assessed, it does not appear 

to provide caseworkers with guidance on how to assess for emotional injury. 

In Mariame’s circumstance, child intervention was involved early in her life due to 

parental substance use, neglect, and family violence. Mariame was often cared for 

by her relatives and worried about her mother. It did not appear that Mariame’s 

mental or emotional functioning or development was assessed in determining if she 

was in need of intervention. Once the presenting concerns were addressed, child 

intervention involvement ended. It appeared that Mariame continued to experience a 

pattern of emotional injury.  

Twelve-year-old Suzie was exposed to many adverse 

childhood experiences that impacted her mental health. 

Child Intervention Services received concerns about Suzie 

and her family over a three-year period that began when 

she was seven years old. Although caseworkers noted that 

she had been emotionally injured, its impact did not appear 

to inform interventions, and child intervention involvement ended with a referral to 

community-based services. By the time Suzie was 10 years old, her mental health 

had been significantly affected. She began to engage in 

self-harm and attempted suicide.  

Emotional injury at any stage of development may result 

in long-lasting changes to brain structure.40 There are 

established links between emotional injury and neglect 

and an increased risk of developing a wide range of 

emotional and cognitive difficulties, mood and substance 

use disorders, and behavioural difficulties.41 42  Emotional 

injury can be a strong predictor of suicidal ideation and 

attempts.43 Often, these difficulties are attributed to the 

young person’s character or mental health, without the root 

cause being examined and addressed. 

Barry had several adverse childhood experiences, including 

the loss of primary attachments. When he was frustrated, he sometimes physically 

39 Ministry of Children’s Services, Enhancement Policy Manual (2021a)

40 Lippard & Nemeroff (2019)

41 Glaser (2011)

42 Hoft & Haddad (2017)

43 Lippard & Nemeroff (2019)

“Emotional abuse is completely 

ignored. There’s no bruises or 

broken bones…”

OCYA Youth Council mentor

Nicki was taken into care at 

a young age and placed with 

relatives who became her 

guardians. At 14 years old, she 

was transported to hospital by 

emergency medical services after 

consuming alcohol, cannabis and 

medications. As her substance use 

escalated, it did not appear that 

interventions were informed by 

an assessment of the underlying 

causes of Nicki’s presenting 

behaviours.
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acted out. Barry had a number of identified intellectual and behavioural challenges 

and over time, he found it increasingly difficult to control his impulses. He began to 

use substances. By the time services were offered to him, the negative impact of his 

experiences was deep and entrenched.

When Barry, Nicki, Justine, Claire, Mariame, Suzie and 

Abby came to the attention of Child Intervention Services, 

the focus of their assessments and interventions appeared 

to be on their physical safety. Justine was exposed 

to family violence and parental substance use from a 

young age, and her family had frequent involvement with 

Child Intervention Services. During each involvement, 

caseworkers appeared to address her immediate physical 

safety through planning with relatives. It is not clear what 

consideration was given to potential impairments to 

Justine’s mental or emotional functioning or development from repeated exposure to 

these experiences. 

When Child Intervention Services became involved 

with Claire, caseworkers determined it was not safe 

for her to live with her mother because of ongoing 

and escalating parental substance use and neglect. 

Relatives agreed to care for her; however, Claire may 

have benefited from an assessment of her emotional 

needs and her caregiver’s ability to meet them before 

child intervention involvement ended. 

What has been said in the past

In September 2019, we recommended that Children’s Services implement a process 

for ongoing evaluation of how policy changes, assessment tools and practice 

frameworks are integrated into day-to-day casework practice.44 There has been some 

progress on this, with the ministry identifying an upcoming file review to look at this 

integration. Children’s Services has acknowledged that continued efforts are needed, 

and a provincial practice file review will evaluate the overall implementation of their 

Practice Strategies for Lifelong Connections. 

In 2021, we released a report that recommended child-serving ministries adjust their 

quality assurance processes to include qualitative and quantitative measures that 

evaluate whether the services provided are having the intended outcomes.45 This 

recommendation was made within the last six months, and we look forward to the 

ministries’ progress updates.

44 Office of the Child and Youth Advocate, Mandatory Reviews into Child Deaths October 1, 

2018—March 31, 2019 (2019)

45 Office of the Child and Youth Advocate, Strengthening Foundations: Assessment, Information-

Sharing and Collaboration (2021)

“Physical safety takes precedence 

over emotional safety. We are 

more comfortable safety planning 

and leaving the youth at home if 

it is emotional injury.”  

Town Hall participant

Abby was isolated, and there 

was significant conflict in her 

home between her parents and 

her brothers. It did not appear 

that the impact of this discord on 

Abby was assessed.
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Other public processes and bodies, such as the Public Fatality Inquiry and the Family 

Violence Death Review Committee have also made recommendations regarding: 

risk assessment tools associated with family violence; training for frontline staff 

regarding risk assessment in cases of family violence;46 47 and the early identification 

of childhood trauma. In response, Children’s Services indicated that the Family 

Resource Networks they fund, which are intended to provide prevention and early 

intervention services, addressed the recommendations.48 Children’s Services also said 

that agency staff are now required to complete trauma-informed training49 as part 

of their agreements.50 The Family Violence and Death Review committee made the 

recommendations related to risk assessments in April 2021. Children’s Services has 

yet to publicly respond.51

In August 2021, Child Intervention Services conducted an internal review into the 

deaths of two young children and made two recommendations related to developing 

safety planning practice support for staff, including guidance specific to family 

violence and substance use, and training specific to family violence.52 The ministry is 

in the early stages of developing this training and practice supports.53 54 

What needs to happen 

Under UNCRC Article 19, young people must be afforded their rights to the 

identification and intervention of all forms of child maltreatment, including emotional 

injury. Child Intervention Services is mandated to assess and respond to emotional 

injury.55 Although training and practice models and tools are available to provide 

practice support for comprehensive assessments, this issue persists. We have 

previously said that these tools need to be consistently applied to inform decision-

making.56 

46 Family Violence Death Review Committee (2021)

47 Schaffter, J.E. (2021)

48 Ministry of Children’s Services, Response to Public Fatality Inquiries – DB, TDM, TCM and TMB 

(2021b)

49 Palix Foundation (2022)

50 Ministry of Children’s Services (2021b)

51 Responses to recommendations are received approximately six months after recommendations 

are made.

52 Ministry of Children’s Services, Deaths of two young children (2021c)

53 Ministry of Children’s Services (2021a)

54 Child, Youth and Family Enhancement Act, SA 2000, c C-12

55 United Nations General Assembly (1989)

56 Office of the Child and Youth Advocate (2021)
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Barry, Nicki, Justine, Claire, Mariame, Suzie and Abby’s circumstances highlight the 

continued disconnect between policies, procedures, practice models, and their 

application in direct service delivery. These seven young people received child 

intervention services from various service delivery sites throughout the province, 

yet experienced similar service delivery outcomes. Child Intervention Services must 

identify the cause of the gap between policy and practice. We have made previous 

recommendations to adjust quality assurance measures and evaluate how policies, 

procedures, practice frameworks, and practice tools are implemented into day-to-

day practice.57 We believe that if these recommendations are acted upon, it could 

help close the gap between policy and practice. We urge the government to act on 

these recommendations so young people can expect and receive consistent and 

effective services to meet their needs.   

INCLUSION OF YOUNG PEOPLE IN DECISIONS

Article 12 of the UNCRC establishes the right of every young person to freely express 

their views and to have their opinions seriously considered.58 All young people 

involved with child-serving systems have these rights despite their age, ability, and 

connectedness to service providers. Justine, Claire, Ray and Mark’s circumstances 

highlight the importance of young people’s opinions being considered in decisions 

impacting them.  

What we found 

Supporting a child’s right to participate in decisions that affect them and ensuring 

they feel heard is central to understanding a young person’s needs and effectively 

serving them.59 

When Justine was 14 years old, she asked Child 

Intervention Services for help because she was 

living on the streets. She said she did not feel safe 

at home because of 

parental substance use 

and family violence. 

Although service delivery 

focused on supporting 

Justine’s mother to provide a safe home, Justine said 

she continued to feel unsafe. Her voice did not appear 

to be reflected in decisions that impacted her. Within 

weeks of returning home, Justine was exposed to 

parental substance use and violence, and she ran away. 

57 Ibid

58 United Nations General Assembly (1989)

59 Blum & Dewar (2017)

“What works best is when young 

people lead things that are 

important to them. Let them 

choose the path and ensure all 

decisions are theirs.” 

Expert Committee member Claire had a difficult time when 

she came into care. She was 

mourning the loss of her father, 

the absence of her mother, and 

not being able to live with family. 

She did not want to stay in foster 

care and felt that she was being 

punished and that no one was 

listening to her.  
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While there is an increased understanding of the importance of a young person’s 

right to participate in decisions made about them, how best to support young 

people’s participation is often overlooked.60 Research 

says building genuine and meaningful relationships 

with young people is key to encouraging them to use 

their voice and participate in the services they receive.61 

It can be in these trusting and attentive relationships 

that young people are afforded opportunities to 

express themselves and what matters to them. 

Ray had a youth worker he enjoyed spending time with. He wanted his youth worker 

to teach him how to play guitar. At a young age, Ray also had a keen interest in 

developing his sense of self and identity. As he moved 

between his First Nation community and an urban 

centre, Ray’s services were disrupted, which impacted 

his connections to professionals like his youth worker. 

Other service providers tried to engage Ray but did not 

know him or his interests, and he started to disconnect 

from services and supports. Ray may have benefited 

from continuity in his relationships, which may have 

provided him the confidence to amplify his voice and engage with supports. 

Another way to support a young person’s participation in decisions made about 

them is through encouraging a connection to their community. Community can help 

educate young people and empower them to use their voice.62 Mark was a First 

Nation youth who took pride in his Indigenous heritage and was excited being with 

his family and participating in community activities. He started using substances 

in his teenage years and moved often between relatives’ homes. At times, he was 

in another province. Mark was frustrated when he asked for financial support and 

did not receive it quickly. The COVID-19 pandemic restrictions made it difficult 

for caseworkers to directly help him fulfil the requirements to receive financial 

support. He stopped speaking to caseworkers and disengaged from case planning. 

Caseworkers struggled to ensure his voice informed decisions. Understanding the 

importance of community to Mark and using his community-based supports to learn 

how best to engage him may have strengthened relationships with service providers 

and ensured his voice was reflected in decisions.  

60 Kennan et al. (2018)

61 Ibid

62 KidsRights Foundation (2014)

“Sit with them in their pain, 

walk with them, listen to them, 

encourage them and show up.”

OCYA Youth Council member

Relationships are a form of 

intervention. “Relationships 

are medicine.”

Expert Committee member
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Young people should be at the core of services, supports 

and decisions being made about them.63 They need to 

be supported at all phases of service delivery and given 

opportunities to talk about what is important to them.64 

Sometimes young people may need help expressing 

themselves. Advocates, both natural and formal, can 

play an important role in supporting a young person’s 

ability to participate in matters that affect them.65 It is 

about having someone who can stand beside a young person to ensure they have an 

opportunity to be fully heard. 

While in care, Claire was connected to a youth worker, and they had a close 

relationship. The youth worker advocated for things that were important to Claire, 

including activities that interested her. Claire enjoyed their time together and said 

it gave her a chance to play and forget her problems. 

Claire valued this relationship because it gave her an 

opportunity to have fun. She trusted her youth worker 

and began sharing her thoughts and feelings. When 

Claire transitioned from foster care to her relative’s 

home, the support of her youth worker was put on hold 

over the summer to give her time to settle. It was not 

evident how Claire’s voice informed the decision to put this service on hold.  

Under the Matters to be Considered in the Child, Youth and Family Enhancement Act, 

young people are entitled to have their opinions considered in decisions made about 

them.66 The Enhancement Policy Manual also outlines the importance of ensuring 

that young people understand their procedural rights.67 The Signs of Safety68 

practice model is grounded in relationship as well as youth and family participation. 

It incorporates several tools that directly involve children and youth in service 

delivery. Although child intervention legislation, policy and practice acknowledge the 

significance of a young person’s involvement in decisions about them, at times, it 

did not appear that Justine, Claire, Ray and Mark were encouraged to be involved in 

decisions that impacted them.  

63 Blum & Dewar (2017)

64 Kennan et al. (2018)

65 Ibid

66 Child, Youth and Family Enhancement Act, SA 2000, c C-12

67 Ministry of Children’s Services (2021a)

68 Elia International (2022)

Friends, family and caregivers 

can be advocates if young people 

want them to be. It can be helpful 

for young people to get support 

from someone they trust.

Mind (2018)

“If you don’t listen to young 

people, you’re not actually 

helping them.”

OCYA Youth Council member
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What has been said in the past 

Since our inception in 1989, the foundation of our work has been young people’s 

participation in decisions being made about them. Over the past three decades, this 

issue has consistently been raised with Children’s Services with and on behalf of 

young people. 

In 2017, we recommended that the voice of young people be included in case 

planning and that there be formalized procedures for engagement and active 

participation of children in decision-making.69 There was significant progress made 

through staff training and commitment to revising policy and practice guidance 

documents. The Ministry of Community and Social Services also committed to 

the implementation of a file review process that specifically reviews how a young 

person’s participation was reflected in practice and decisions. 

Additionally, the ministry indicated that the Persons with Developmental Disabilities 

program would develop policy that required caseworkers to include young people’s 

voice, vision and goals in planning for transitions and life changes. This updated 

policy does not appear to be included in the most recent edition of the PDD 

Policy Manual.70 This recommendation has since been closed due to its age, not its 

completion.71 72

In 2019, we recommended the Ministry of Children’s Services ensure that there is a 

process for ongoing evaluation of how policy changes, assessment tools and practice 

frameworks are being integrated into day-to-day casework practice.73 There has been 

some progress on this with the ministry identifying an upcoming file review to look 

at this integration.

What needs to happen

Meaningful child participation is a key practice that should be supported at all 

phases of service delivery.74 It contributes to a young person’s personal development, 

sense of empowerment and motivation.75 It also helps to “develop better and more 

69 Office of the Child and Youth Advocate, 19-Year-Old Ernie (2017)

70 Ministry of Community and Social Services (2013)

71 Office of the Child and Youth Advocate (2021)

72 Recommendations made by the Office of the Child and Youth Advocate are no longer 

evaluated after three years.

73 Office of the Child and Youth Advocate, Mandatory Reviews into Child Deaths October 1, 

2018—March 31, 2019 (2019)

74 Paterson & Hunter (2020)

75 Save the Children (2018)
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effective policies and practices”76 and to accurately inform case planning to meet 

the needs of young people. Relationships, community, and advocates can support 

young people to use their voice. Young people’s participation in service delivery is 

promoted through legislation, policy, practice tools and practice frameworks. We 

have made recommendations to promote young people’s participation so the rights 

afforded to them under the UNCRC are realized; however, these issues persist. 

76 Paterson & Hunter (2020)

“Children’s rights only become real when children, youth and 

adults work together to realize them.”  

Blackstock et al. (2020)  
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PUBLIC ASSURANCE 

This section explores instances where services and supports were provided as 

intended by legislation and policy. 

COLLABORATIVE AND COORDINATED SERVICE 
DELIVERY  

Article 3 of the UNCRC affords a child the right to have their best interests taken 

as a primary consideration.77 Young people’s interests should be considered in 

all areas of society and their rights should be respected by those in positions of 

power.78 Starlight, Jay, Barry, Joseph, Celeste, Mark, Meghan and Ray’s circumstances 

highlight that at times, child-serving systems provided coordinated, child-centred 

services while maintaining crucial connections to family, community and culture, 

which helped keep their interest at the centre of service delivery. 

What we found 

Although this report identified barriers and/or challenges with the services and 

supports that some of these young people received, there were times when the 

services were provided as intended or 

the professionals involved exceeded 

expectations. 

Child-serving work can be challenging, 

and it is important to acknowledge 

those professionals who give their 

best every day for Alberta’s youth. 

Young people are most effectively 

served by services and programs 

delivered through a collaborative and 

multidisciplinary approach.79 Celeste 

had complex needs from childhood. 

During her first 17 years, she received 

services from health, education 

and child intervention that were 

coordinated, regularly reviewed, and 

evolved as her needs changed. 

77 United Nations General Assembly (1989)

78 Children & Young People’s Commissioner Scotland (2022)

79 Children First Act, SA 2013, c C-12.5

Jay’s Unique Circumstance

Jay came into care at a young age and was injured 

twice while in foster care. The first injury caused 

significant and lifelong health and developmental 

impairments. Although he was placed with caregivers 

who appeared to have the skills to meet his needs, Jay 

may have benefited from a holistic assessment of their 

circumstances to determine what additional supports 

were required to care for him. 

At four years old, Jay was placed with Anna, a skilled 

foster parent who developed a strong bond with him 

and cared for him until his passing. Jay’s support 

team, which included his foster parent, caseworkers, 

and medical and school staff, ensured the services 

and supports he received were adapted to meet his 

evolving needs. After he was placed with Anna, Jay 

received exceptional services that were provided as 

intended by legislation and policy.
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Starlight experienced grief and loss when she was not able to live with her mother. 

This may have contributed to her escalating behaviours, which were difficult for her 

caregivers to manage. With the supports of her counsellor, caseworker, and kinship 

care provider, she stabilized and subsequently said that she was happy where she 

lived. Mark was born with complex needs and moved to kinship care in another 

province. Interprovincial challenges were addressed, he was regularly assessed when 

he was young, and the recommendations and interventions were implemented.

Appropriate sharing of information between individuals and organizations is 

critical to ensuring better outcomes for children and families.80 After reviewing the 

individual circumstances of these young people, we found that at times, coordination 

and collaboration between service providers, caregivers and families led to 

effective role clarity and planning. When Ray was young, he was assessed, and the 

recommendations guided the supports he received in school and at home. As he 

began to struggle in adolescence, caseworkers consulted with experts in the areas of 

high-risk and FASD-affected youth to guide their planning.  

At times, services followed the young people as they moved between placements 

and systems. Joseph received mental health and addictions supports from service 

providers who remained connected with him in both the corrections facility and in 

the community. His supports were responsive and coordinated, which allowed his 

team to provide services when Joseph was ready to access them. 

Interdisciplinary work requires practitioners to work within different systems as well 

as their own.81 This can bring together professionals from various systems providing 

services to a young person to review what is working and how best to support that 

young person.82 Joseph worked with a specialized liaison caseworker who supported 

young people in custody. This caseworker was part of his team in the corrections 

facility and was aware of his day-to-day needs and how he was doing. This worker 

was able to educate justice staff on the policies and responsibilities of Children’s 

Services and facilitated information-sharing, which enabled his caseworkers to follow 

up immediately when needed and plan more effectively for Joseph. 

When Jay was 11 years old, he was assigned a caseworker 

who specialized in working with medically fragile children. 

This improved responsiveness to services, and Jay and 

his caregiver received support that helped them navigate 

systems and connect to services.

80 Department for Education (2016)

81 Krishnamoorthy & Ayre (2021)

82 Krishnamoorthy & Ayre (2021)

It’s their life. We ask, “How can 

I help?” This approach helps 

build decision-making skills.

Town Hall participant
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Young people have rights afforded to them under the UNCRC to participate in the 

decisions made about them.83 When young people are genuinely and meaningful 

included in the decisions affecting them, they are more invested in participating.84 

In late adolescence, caseworkers supported Meghan’s desire to live with relatives. 

Her family, agency workers and caseworkers collaborated to ensure she had 

transportation and in-person support while she received medical treatment. Medical 

professionals were flexible and often seized opportunities to connect with her.

When Barry was an adolescent, his family worked with multiple service providers 

from the health, education, and justice systems to try and meet his complex needs. 

Barry received psychiatric, medical and addiction supports that utilized a harm 

reduction approach and ensured his input was valued and informed decisions. 

What has been said in the past 

We have made previous recommendations related to ensuring that young people’s 

voices are included in case planning and that children actively participate in decision-

making.85 Furthermore, we have spoken about the importance of collaborative 

practices and information-sharing in service delivery.86 In 2021, we released a report 

that explored the fundamental importance of this in detail and highlighted that 

child-serving ministries must re-evaluate their quality assurance measures to ensure 

that service provision is having the intended outcomes.87 This recommendation was 

released within the last six months, and we look forward to the ministries’ progress 

updates. 

Other public processes and review bodies (such as the Public Fatality Inquiry,88 the 

Family Violence Death Review Committee,89 and government ministries that have 

undertaken special reports and reviews) have also recognized the importance and 

value of collaborative practices in service delivery across child-serving systems. 

There have been various recommendations made to the Ministries of Health, 

83 Toros (2020)

84 Ibid

85 Office of the Child and Youth Advocate (2021)

86 Ibid

87 Office of the Child and Youth Advocate, Strengthening Foundations: Assessment, Information-

Sharing and Collaboration (2021)

88 Government of Alberta, Fatality Inquiries (2022e)

89 Family Violence Death Review Committee (2021)
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Community and Social Services, and Children’s Services to implement or enhance 

these practices. The ministries’ responses indicate that activities embedded within 

their policies address the intention of these recommendations.90 91 92 93

What needs to happen

To inform this report, we held provincewide townhalls with participants from multiple 

child-serving ministries and agencies. Frontline service delivery staff said they 

found that staffing shortages and turnover were 

barriers to making connections and maintaining the 

relationships needed for collaborative partnerships. 

Successful and effective implementation of an 

interdisciplinary approach to service delivery 

requires a system-wide change and an ongoing 

commitment of resources.94 Through our investigative review, we learned that the 

specialized liaison caseworker who supported Joseph was redeployed to fill core 

operational needs. It is not uncommon for staff in specialized roles to be temporarily 

or permanently moved to cover operational shortages elsewhere. 

Maintaining staff in these roles, and ensuring that they have time and resources, can 

promote greater cross-system collaboration and coordination in service delivery, 

as well as stronger relationships with the young people being served. When child-

serving staff from across systems built consistent relationships with these young 

people as well as each other, the decisions were collaborative, the young people 

were involved, and they received coordinated services. 

Connection to family, community and culture 

Article 8 of the UNCRC affords young people the right to identity, including their 

name, family relations, and nationality.95 Article 30 affords them the right to speak 

their own language and practice their own culture and religion.96 Joseph, Mark, 

Ray, Starlight, Celeste, and Meghan were six Indigenous young people whose 

circumstances highlight that at times, child-serving systems ensured that services 

were informed by cultural considerations and fostered connection to the young 

person’s culture, community and family. 

90 Ministry of Children’s Services (2021a)

91 Ministry of Children’s Services & Ministry of Community and Social Services (2019)

92 Ministry of Children’s Services, Child and youth well-being review (2021d)

93 Alberta Health Services, Guidelines for the Disclosure of Health Information (2021)

94 Albert (2013)

95 UNICEF (2022)

96 Ibid

“Someone needs to have their finger 

on the pulse to navigate systems.”

Expert Committee member
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What we found

Healthy relationships, connection to culture and identity, and social support systems 

are vital to lifelong wellness.97 Casework practice is supported by the Matters to 

be Considered in the Child, Youth and Family Enhancement Act98 and principles 

embedded in the Child Intervention Practice Framework.99 These documents provide 

guidance on the importance of family and connection. While Joseph, Mark, Ray, 

Starlight, Celeste, and Meghan were in government care, they were often supported 

in maintaining connections to their biological families. 

Starlight remained in her First Nation community with family. Through connection 

to her family, culture and community, she began to stabilize, 

which positively impacted her physical health. Mark lived 

with kinship caregivers for his first 10 years. In that time, his 

mother made significant changes in her circumstances, which 

were re-evaluated. The permanent guardianship order was 

rescinded, and Mark was subsequently returned to her care 

following a period of stability. 

At times, both Meghan and Joseph were supported to live 

with older siblings or with their parents, and caseworkers 

provided additional supports to address some of the 

challenges with these arrangements. 

Although maintaining connections with family can contribute 

to a young person’s overall well-being 

and sense of identity, it is equally 

important that young people are able 

to maintain other connections that 

matter to them.100 Caseworkers took 

a harm-reduction approach by supporting Joseph’s choice 

to live with his close friend, and they accessed community-

based addictions programming together.

Research indicates that families and communities can also 

play a major role in the development of positive ethnic and cultural identities in 

youth.101 For children and families, especially those who are Indigenous, relationships 

with community and family can create and nurture lifelong cultural connections.102 

97 Ministry of Children’s Services (2019a)

98 Child, Youth and Family Enhancement Act, SA 2000, c C-12

99 Government of Alberta, Child intervention practice framework (2022f)

100 Ibid

101 Quinn (2020)

102 Makokis et al. (2020)

Celeste had regular contact with 

her siblings and parents while 

she was in foster care. As she got 

older, she was able to make the 

decision to move closer to her 

parents, which was supported 

by caseworkers and her public 

guardian. 

Ray was placed with siblings in 

foster care, and family visits were 

supported. He moved to live with 

his grandmother on her First 

Nation shortly before his eighth 

birthday. Ray was involved in 

many activities in his community 

with his family.
“I think staying connected 

to their family of origin is 

important, but sometimes 

that isn’t an option. Help the 

young person create their 

own family.”

OCYA Youth Council member 
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Connectedness is a central theme in promoting and 

preserving identity for Indigenous youth.103 Mark, Ray, 

Starlight and Celeste’s caseworkers ensured that they had 

ongoing connection to their families, as well as cultural 

ceremonies, activities and teachings. 

A young person’s sense of identity and connection can 

be further developed through ongoing participation in 

ceremonies and activities. Celeste was involved with land-

based teachings and was supported by Elders. She learned 

to prepare traditional foods that she shared with her 

family, which she said gave her a sense of pride. Ray lived 

on his grandmother’s First Nation, where he participated 

in various activities, including weekly cultural ceremonies 

when he was younger. Starlight was connected to a strong 

extended family network that was supported in caring for 

her. This support preserved her family connections and 

cultural continuity. She was able to maintain a sense of 

belonging to her community and family. 

What has been said in the past

We have made several recommendations related to the importance of cultural, 

familial and community connectedness to improve outcomes for young people.104 In 

the circumstances of Joseph, Mark, Ray, Starlight, Celeste, and Meghan, we saw the 

positive impacts when these connections were fostered and maintained. 

We have also spoken many times about the disproportionate number of Indigenous 

young people who come to the attention of child-serving systems, and the need for 

all levels of government to respond.105 This issue persists and is again highlighted by 

11 of these 15 young people who passed away being Indigenous. 

A Public Fatality Inquiry in 2018106 recommended that Children’s Services should 

ensure caseworkers identify children’s Indigenous background and work with families 

in consultation with the community. The response from Children’s Services included 

the development of an Indigenous Cultural Understanding Framework,107 which is 

meant to be a living and evolving document. Next steps for implementation and 

evaluation were identified in January 2019. The ministry considers the intent of this 

recommendation to be complete. 

103 Quinn (2020)

104 Office of the Child and Youth Advocate (2021)

105 Ibid

106 McLellan, L. (2018)

107 Ministry of Children’s Services (2019b)

Mark was raised with his siblings 

from a young age and had 

ongoing contact with relatives. 

These familial bonds were 

maintained over the course of 

his life and helped strengthen 

his cultural identity. Mark went 

to cultural ceremonies, received 

his cultural name in a naming 

ceremony, and danced as a 

traditional dancer. He maintained 

connection to his First Nation 

community.  

Connect youth to Elders or those 

within their own communities to 

develop a stronger connection to 

culture and community. 

OCYA Youth Council member 
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In 2021, the Office of the Auditor General reported that two recommendations 

remained outstanding from their 2016 report.108 The first was for Children’s Services 

to continue to enhance staff training about the history and culture of Indigenous 

peoples; and the second was to seek the expertise of Indigenous leaders and 

communities when developing the training. Children’s Services responded that 

training was under development, and the Office of the Auditor General is assessing 

progress on these recommendations.

What needs to happen 

Elders told us that in Indigenous worldviews, life is the sum of four parts: physical, 

mental, emotional, spiritual. When connection to Elders, land, language, protocols, 

and ceremonies is disrupted, a person becomes unbalanced. To attain balance, these 

four elements must be in harmony. 

The circumstances of Mark, Ray, Starlight and 

Celeste highlight how young people can benefit 

when they are meaningfully connected to family, 

culture and community. Although Joseph and 

Meghan were supported to maintain family 

relationships, their connection to community and 

culture were not as strong or as enduring. 

The United Nations Declaration on the Rights of 

Indigenous Peoples (UNDRIP) recognizes, “…the 

right of indigenous families and communities to 

retain shared responsibility for the upbringing, 

training, education and well-being of their children, 

consistent with the rights of the child.”109 To 

meaningfully fulfil their obligations under UNDRIP, 

all child-serving ministries must continue work to 

implement the Truth and Reconciliation Commission of Canada’s 94 calls to action110 

and support the implementation for An Act respecting First Nations, Inuit and Métis 

children, youth and families.111 We continue to receive a disproportionate number of 

notifications regarding the passing of Indigenous young people, which highlights the 

urgency to fulfil these obligations. 

108 Office of the Auditor General (2021)

109 United Nations General Assembly (2007)

110 Truth and Reconciliation Commission of Canada (2015)

111 An Act respecting First Nations, Inuit and Métis children, youth and families, SC 2019, c 24

Joseph’s legal issues were 

a barrier to travelling out of 

province and impacted his ability 

to visit his home community. He 

received cultural services when 

he was incarcerated; however, 

it was challenging for service 

providers to find Inuit cultural 

supports and Elders to connect 

Joseph with.

Meghan did not have a 

community of origin identified 

and it did not appear that she 

was connected to ongoing 

cultural ceremony and teachings.
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Continuing to strengthen practice that builds familial supports, connection, and 

cultural identity “within the context of cultural permanence for Indigenous children 

and youth in care”112 is critical to meaningful reconciliation. This can be accomplished 

through opportunities for shared understanding of historical and current Indigenous 

contexts embedded in service delivery. At times, the services that Joseph, Mark, Ray, 

Starlight, Celeste, and Meghan received promoted connection to support their sense 

of belonging and identity. Various levels of government have recognized the need for 

equity in services to improve the experiences of Indigenous young people involved 

with child-serving systems. Governments must be held accountable for ensuring this 

occurs.

112 Bennett (2015)
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STRENGTHENING ACCOUNTABILITY

In 2012, the Child and Youth Advocate Act (CYAA) was proclaimed, providing 

the mandate for us to conduct investigative reviews. In 2017, the government 

considered accountabilities for ministries and the Office of the Child and Youth 

Advocate regarding recommendations emerging from these reviews. One of 

the recommendations was that the Advocate “report to a Standing Legislative 

Committee with the appropriate mandate to ensure accountability as per the Auditor 

General’s recommendation. The committee can also compel department members to 

respond to questions and present information.”113 

The Standing Committee on Legislative Offices’ Final Report – Review of the Child 

and Youth Advocate Act also put forth a resolution “that practices be developed 

so that each time a report is under consideration of a committee of the Assembly, 

participation includes but is not limited to the Office of the Child and Youth 

Advocate and department officials similar to proceedings of the Standing Committee 

on Public Accounts.”114 

We believe that the intent of the recommendation and resolution from these two 

groups was to have greater accountability by ministries than what is reflected in the 

legislative requirement. Currently, the CYAA requires that a department of a ministry 

must publicly respond within 75 days of receiving a recommendation.115 It is the 

government’s only requirement related to recommendations made by the OCYA.

Since we began reviewing the circumstances of young people who have passed, we 

have continuously seen many of the same issues emerge. These issues are complex 

and persistent. The intent of our recommendations is to ensure young people with 

similar circumstances experience improved service delivery outcomes. However, 

without ministries being held accountable for regular updates on what they are 

doing to address these recommendations, opportunities to effect meaningful change 

for young people are diminished. 

Ministries should be required to provide annual updates to the public on their 

progress made on recommendations. If the sole accountability measure for 

government continues to be a public response indicating acceptance or non-

acceptance of recommendations, we believe the purpose of conducting these 

reviews and making recommendations is lost. 

113 Government of Alberta (2017)

114 Standing Committee on Legislative Offices (2017)

115 Child and Youth Advocate Act, SA 2011, c C-11.5
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The issues that impacted these 15 young people are pervasive. Along with other 

public bodies, we have made numerous recommendations that, if acted upon, 

could improve services and supports that young people need. It is our belief that a 

society’s success hinges on the success of its youth. We must do more to ensure that 

young people receiving government services are adequately supported to succeed 

in their lives and communities. 

RECOMMENDATION 2:

The Ministries of Health, Education, Children’s Services, Justice and Solicitor 

General, and Community and Social Services should report their progress to 

a Committee of the Legislature on recommendations made to them by the 

Office of the Child and Youth Advocate.

Further comments

• The Ministries of Health, Education, Children’s Services, Justice and 

Solicitor General, and Community and Social Services will establish a 

process to publicly report on progress made on recommendations to a 

Committee of the Legislature.

• The Committee of the Legislature will review the progress made on 

recommendations and request additional information as required to ensure 

that Alberta’s young people receive the appropriate services and supports.

• Public accountability for the responses to recommendations would 

demonstrate commitment to the actions being taken to improve the lives 

of young people and would uphold their rights. 

• The Office of the Child and Youth Advocate makes recommendations to 

ensure all young people, regardless of their circumstances, succeed in their 

lives and communities. We recognize that the ministries responsible for 

responding to and implementing these recommendations share this goal.

Expected outcomes

• The Ministries of Health, Education, Children’s Services, Justice and 

Solicitor General, and Community and Social Services will have a process 

established whereby they provide an annual public update on the progress 

of recommendations to a Committee of the Legislature.  

• Public responses to recommendations will identify how ministries are 

meeting the evolving needs of young people.

• Ministry processes will be transparent, and the public will be aware of the 

actions taken to address young people’s needs.



MANDATORY REVIEWS INTO CHILD DEATHS: APRIL 1, 2021–SEPTEMBER 30, 2021 85

CLOSING REMARKS

Between April 1 and September 30, 2021, the Office of the Child and Youth Advocate 

completed mandatory reviews on the circumstances of 15 young people who passed away. 

The number of notifications we received regarding young people’s passing was higher 

during this six-month period than any other. It is extremely troubling that this report 

contains the circumstances of 15 young people. Eleven of these youth were Indigenous, 

highlighting the continued vulnerability and over-representation of Indigenous young 

people in government systems. Furthermore, all of the young people were adolescents or 

teenagers (12–19 years old). 

Five of the young people passed away from substance-related issues, three died by suicide, 

three passed away from medical causes, one died as the result of a motor vehicle accident, 

and three young people were victims of homicide. Of these fifteen young people, eleven 

were receiving services at the time of their deaths, and four within two years of their 

passing. 

We continue to see many of the same issues, such as substance-related deaths, availability 

and access to appropriate supports, and the adequacy of assessments, collaboration 

and information-sharing among service providers. These 15 young people came from 

different backgrounds, circumstances, and regions of Alberta. However, these themes 

persist as we conduct our reviews. Along with other public processes and bodies, we make 

recommendations with the hope of improving outcomes for young people with similar 

circumstances; however, without sufficient accountability for ministries to take action on 

recommendations and effect meaningful change for children, youth and families, the intent 

of the process is lost.   

Ministries should be required to provide regular public updates on actions taken to address 

our recommendations. There is a need for increased accountability to address gaps and 

improve services and supports for young people with similar circumstances to those who 

have passed away. If ministries do not take action, then we will continue to see young 

people with similar circumstances experience similar service delivery outcomes. 

I would like to acknowledge the contribution of those impacted by the passing of 

these youth. In the face of such sadness and loss, they displayed immense courage by 

participating in our review so we could increase our understanding of who these young 

people were and what they needed. My deepest condolences are with those who continue 

to mourn the loss of these young people. 

[Original signed by Del Graff] 

Del Graff  

Child and Youth Advocate
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adverse childhood 

experiences

Negative, stressful, traumatizing events that occur 

before the age of 18 and are linked to poor health 

outcomes, including the development of maladaptive 

behaviours.

alcohol-related 

neurodevelopmental 

disorder (ARND)

A fetal alcohol spectrum disorder resulting from 

confirmed prenatal alcohol exposure. People with 

ARND may experience a variety of intellectual and 

behavioural difficulties, such as issues with learning 

and emotional self-regulation.

anxiety disorder A mental health disorder characterized by excessive 

worry or fear that impacts school, work and 

relationships.

articulation delay A speech delay characterized by difficulties producing 

certain sounds or persistent errors in speech sounds. 

Children may be diagnosed with an articulation delay if 

these challenges continue beyond developmental age 

milestones.

Assured Income for the 

Severely Handicapped 

(AISH)

Provides financial and health benefits for eligible 

Albertans with permanent medical conditions.

attention deficit disorder 

(ADD)

An outdated diagnosis. Now referred to as attention-

deficit/hyperactivity disorder, regardless of whether 

hyperactivity is a symptom for the patient.

attention-deficit/

hyperactivity disorder 

(ADHD)

A disorder, often diagnosed in childhood or 

adolescence, characterized by symptoms such as 

trouble focusing, hyperactivity and impulsivity.

Band Designate Band Designates support First Nation children 

and help them remain connected to their families, 

communities and cultures when they are involved with 

Child Intervention Services.

APPENDIX 1: GLOSSARY OF TERMS
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Child and Youth Support 

Program

A provincial program that allows adult caregivers to 

apply for financial and medical benefits for children 

whose parents or guardian cannot care for them. This 

program is intended to supplement some of the child’s 

needs and offset some of the costs associated with the 

care. The care and responsibility of the child remains 

with the parents/guardian and caregiver.

Child, Youth and Family 

Enhancement Act (CYFEA 

or Enhancement Act)

Provincial legislation governing Child Intervention 

Services.

cognitive delay/disability Also referred to as an intellectual disability, a cognitive 

delay or disability describes intellectual functioning 

and adaptive skills in relation to the average capacity 

for a child of the same age. Cognitive impairment 

severity is defined by intelligence quotient (IQ) 

ranges, which are identified through standardized 

testing. An IQ of 50 to 70 indicates mild cognitive 

impairment. An IQ of 35 to 55 indicates moderate 

cognitive impairment. An IQ or 20 to 40 indicates 

severe cognitive impairment. An IQ below 20 indicates 

profound cognitive impairment.

communication disorder A neurodevelopmental disorder characterized by 

difficulty or deficits in comprehension or production 

of verbal, non-verbal and written communication. 

These deficits may be developmental or the result of a 

trauma or other disorder.

conduct disorder A behavioural and emotional disorder in childhood 

and adolescence. Children with conduct disorder act 

inappropriately, infringe on other’s rights and violate 

other’s behavioural expectations.

COVID-19 An infectious disease caused by SARS-CoV-2, a 

coronavirus discovered in 2019. By March 2020, the 

World Health Organization declared a COVID-19 

pandemic.

custody agreement (CA) A voluntary agreement between guardians and Child 

Intervention Services. Decision-making is shared and 

the young person is placed outside the home.
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depression A mood disorder that causes a persistent feeling of 

sadness and loss of interest.

enhancement agreement 

with youth

A voluntary agreement that Child Intervention Services 

will provide supports to a young person aged 16 to 18. 

It is intended to address protection concerns while the 

young person lives independently.

emotional/behavioural 

disability

A condition characterized by profound differences 

in an individual’s behavioural or emotional responses 

compared to what is generally accepted to be 

appropriate according to age, ethnic, or cultural 

norms. These differences may impact performance 

in one or more areas of life, including self-care, social 

relationships, school, or work. Challenges must be 

displayed in multiple environments, one of which must 

be school.

executive functioning Mental processes that allow us to plan, reflect, focus, 

complete tasks and manage time. Emotional control, 

self-regulation and problem-solving are also part of 

executive functioning.

family enhancement 

agreement (FEA)

A voluntary agreement that Child Intervention Services 

will provide supports to a family. It is intended to 

address protection concerns while the child remains 

with a guardian.

Family Support for 

Children with Disabilities 

(FSCD)

A voluntary program that provides individually 

assessed family-centered supports to help strengthen 

families’ abilities to promote children’s healthy 

development and participation in activities. Parents 

remain guardians.

fetal alcohol spectrum 

disorder (FASD)

Disorders resulting from exposure to alcohol in 

utero. People with FASD may experience a variety of 

physical, mental and behavioural effects.

fine motor delay A developmental delay that occurs when children do 

not reach, within the expected time frame, milestones 

related to small muscle movements such as grasping a 

pencil.
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generalized anxiety 

disorder

A mental health disorder characterized by restlessness 

and persistent worrying disproportionate to a variety 

of events or matters.

gross motor delay A developmental delay that occurs when children do 

not reach, within the expected time frame, milestones 

related to whole-body or large muscle movements 

such as crawling, standing and walking.

individualized program 

plan (IPP)

Programming tailored to a student’s unique 

educational needs. IPPs are provincially required for all 

students with special needs.

intake A report completed when Child Intervention Services 

receives a community or professional concern about 

possible risk to a child as per the Child, Youth and 

Family Enhancement Act.

intellectual disability A disability with an onset in childhood, characterized 

by challenges in intellectual and adaptive functioning. 

Individuals with intellectual disabilities have difficulties 

with learning, problem-solving, planning and related 

skills, as well as communication and day-to-day tasks.

(mild/severe) language 

delays

Children with speech and language delays do not 

reach developmental milestones by the anticipated 

ages. Language delays refer to a broader range of 

communication difficulties (verbal, nonverbal, and 

written), while speech delays refer to issues with 

making sounds and words verbally. Speech and 

language delays may coincide.

language disorder A diagnosis related to difficulty understanding or 

expressing oneself in words.

learning disability An information-processing disorder that affects a 

person’s ability to learn and use skills such as reading, 

writing and math. While learning disabilities are often 

identified in childhood, they are present throughout a 

person’s lifespan and can affect relationships and work 

in adulthood.
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low IQ (intelligence 

quotient)

An IQ of 50 to 70 indicates mild cognitive impairment. 

An IQ of 35 to 55 indicates moderate cognitive 

impairment. An IQ or 20 to 40 indicates severe 

cognitive impairment. An IQ below 20 indicates 

profound cognitive impairment.

major depressive disorder A mental health condition characterized by symptoms 

such as persistent low mood, fatigue, sleep issues, loss 

of interest in most activities, and significant changes in 

appetite or weight. Also known as clinical depression 

or major depression.

Mental Health Act Provincial legislation that provides safeguards, 

supports and supervision for mentally ill individuals.

methamphetamine A synthetic drug manufactured from chemical 

ingredients. Methamphetamine is an illegal and highly 

addictive substance with long-term health effects.

Office of the Public 

Guardian and Trustee

Provides services, tools and support for personal and 

financial matters to vulnerable Albertans and their 

families.

oppositional defiant 

disorder (ODD)

A behavioural disorder diagnosed in children who 

display a pattern of irritable, defiant, vindictive 

behaviours for six months or longer, disrupting 

activities and relationships.

parent-child relational 

problem

A diagnosis for parent-child relationships with patterns 

of intensely negative emotions, difficulties with conflict 

resolution, a lack of positive or supportive behaviours, 

and consistently negative assumptions about the other 

person’s intentions.

parenting order An order that sets out for parents/guardians the 

decisions that need to be made for their child(ren), 

how the child(ren)’s time will be divided between 

them, and whether decisions will be made by one 

guardian or both.
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permanent guardianship 

order (PGO)

Under this order, Child Intervention Services becomes 

the sole guardian of a child. The order is sought when 

it is believed that the child cannot be safely returned 

to their guardian within a specified time frame.

Persons with 

Developmental Disabilities 

(PDD)

A voluntary program that helps adult Albertans with 

developmental disabilities live as independently as 

possible in their communities.

post-traumatic stress 

disorder (PTSD)

A condition of persistent mental and emotional stress 

occurring as a result of injury or severe psychological 

shock, typically involving disturbance of sleep and 

constant vivid recall of the experience, with dulled 

responses to others and to the outside world.

Program Unit Funding 

(PUF)

Alberta Education provides this additional funding to 

early childhood services programs to support children 

in the eligible age range who have been diagnosed 

with severe developmental delays or disabilities.

Protection of Children 

Abusing Drugs (PChAD) 

Act

Legislation pertaining to minors who use substances. 

Minors can be placed in secure services facilities under 

this legislation.

Protection of Sexually 

Exploited Children’s Act 

(PSECA)

Legislation pertaining to sexually exploited youth. 

Children/youth can be placed in secure services 

facilities under this legislation.

psycho-educational 

assessment

An assessment of psychological aspects of learning 

and of academic skills.

reading disorder A diagnosis indicating that an individual has difficulty 

processing or understanding written text. Dyslexia is a 

type of reading disorder.

restraining order A temporary court order issued to prohibit an 

individual from carrying out a particular action, 

especially approaching or contacting a specified 

person.
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secure services The Child, Youth and Family Enhancement Act allows 

for the confinement of a child for up to 30 days for 

stabilization and assessment when the child is found to 

be an immediate danger to themselves or others.

secure services order A court order to confine, stabilize and assess a child 

who is considered an imminent danger to themselves 

or others.

selective mutism A childhood anxiety disorder. Children with selective 

mutism speak in some settings or at some times (for 

example, at home) while consistently remaining silent 

in others.

sensory sensitivities A more intense experience of sensory stimuli, such as 

light and sound.

Signs of Safety (SOS) An innovative strengths-based, safety-organized 

approach to child protection casework which utilizes 

collaboration with families to increase safety and 

reduce danger at home.

social anxiety disorder A mental health condition that causes people to feel 

excessively nervous in social situations. The fear of 

being judged or doing something embarrassing can 

impact daily life and result in avoidance of activities.

speech-language therapy Treatment for speech and language disorders and 

delays.

suboxone A prescription medication containing buprenorphine 

and naloxone that is used to treat opioid dependency.

substance use disorder A diagnosis for a demonstrated inability to control the 

use of a legal or illegal drug or medication despite the 

harm it causes.

supervision order (SO) A court order granting mandatory supervision of a 

young person to Child Intervention Services. Guardians 

retain custody.
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support and financial 

assistance agreement 

(SFAA)

A voluntary agreement that Child Intervention Services 

will provide supports and financial assistance to a 

young person aged 18 to 22.

temporary guardianship 

order (TGO)

A court order that grants Child Intervention Services 

custody and guardianship of a child for a specific 

period. The child is in the care of Child Intervention 

Services and guardianship is shared with the parent/ 

legal guardian of the child.

trauma-informed practice Trauma-informed care or practice acknowledges 

that people’s behaviours are the result of what has 

happened to them, rather than the result of who they 

are as individuals. Service providers recognize the 

signs and symptoms of trauma and utilize policies, 

procedures and practices informed by trauma 

knowledge.

voluntary service 

agreement

A family’s voluntary contract to receive child 

intervention services.
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APPENDIX 2: TOWN HALL QUESTIONS AND FEEDBACK THEMES

On December 6 and 7, 2021, the Office of the Child and Youth Advocate (OCYA) 

hosted four virtual town hall meetings with service providers from areas such 

as child intervention, education, justice, and health services. Over this two-day 

period, 220 service providers from across the province shared their insights 

and experiences on three topics: how they ensure young people are included in 

the decisions made about them; how service providers support young people’s 

connections to family, culture, community, and identity; and how they identify and 

help young people who are impacted by emotional harm. OCYA Youth Council 

and OCYA Direct Advocacy Services shared their insights on these same issues in 

meetings held on December 5–8, 2021.

Topic 1: As service providers, how do you ensure young people are included 

in decisions being made about them? How do their views and perspectives 

inform decisions? How do you include non-verbal children?

What is working?

Theme 1: Child-centered service delivery

Young people need to feel like their perspective matters and feel included as 

participants in conversations about decisions, to as great an extent as they are 

able. The key to including young people in decisions about their lives is active 

listening to truly hear the young person’s voice and discover the things that interest 

them. Different approaches will engage different young people. For young people 

with different abilities, using a variety of tools to allow them to express themselves 

(e.g., drawing, picture/feelings chart) or seeking input from other professionals with 

relevant knowledge can bridge gaps and result in young people feeling heard and 

involved in decisions made about them.  

Theme 2: Service delivery grounded in relationship

Building strong relationships with young people can provide the foundation for 

them to feel comfortable sharing their views and perspectives. Connections are 

more easily formed one-on-one, in a casual setting outside of the office and during 

life events and milestones, like moves, birthdays or graduations. Being present 

when things are going well is important, in addition to being there when they are 

struggling. Young people can feel heard when service providers ask who is important 

to them and engage those individuals to actively support the young person and be 

part of decision-making. 
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Theme 3: Providing knowledge of rights afforded to young people

It is important to teach young people about their right to be involved in decisions 

that impact them and provide support to them in navigating service systems. 

Supportive people have a role to play in talking to decision-makers about the rights 

and interests of young people, especially for young children who may not be able to 

advocate for themselves. If issues are contentious, involving an advocate can help 

young people feel heard and supported. 

What is not working or could be improved?

Theme 1: Staffing and resource availability

Staffing (recruitment/retention) and resource issues are affecting all systems and can 

disproportionately impact rural areas. The demands of high caseloads, resulting from 

a lack of staff, create barriers to building relationships with young people. Access to 

expertise is needed to inform supports provided to young people, especially in rural 

parts of the province.

Theme 2: Pandemic impacts

Connecting to young people so that they feel safe and comfortable has been 

more challenging during the pandemic. Forming connections online with young 

people can be difficult; these difficulties are magnified for children who are young 

or non-verbal, and those who are not comfortable on camera. Opportunities for 

connection have been limited for those without internet access, particularly in rural/

remote communities, and confidentiality has been a challenge for some. Even as 

opportunities were available for in-person meetings, there were some barriers to 

connecting, as masks can be intimidating to some young people, particularly young 

children. Service providers must find creative ways to connect to overcome these 

challenges.

Theme 3: Hearing Indigenous voices

Professionals may not always be able to relate to the experience of Indigenous young 

people, and conversely Indigenous young people may not always be able to relate 

to professionals. As a result, even though professionals may ask for and listen to the 

perspectives of Indigenous young people, they may not really understand what the 

young person is trying to say. Partnering with Elders can help amplify young people’s 

voices.
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Topic 2: As service providers, how do you ensure young people have 

connections to family, community, culture, and identity?

What is working?

Theme 1: Child-centered service delivery

Meaningful connections are best developed and maintained by asking young people 

who and what is most important in their lives and building from there. When young 

people are not ready to explore a connection, it is important to talk about options on 

an ongoing basis and provide supports and resources when they are ready. 

Theme 2: Band Designates and Elders

Strong family and cultural connections are fostered through early and ongoing 

involvement of Band Designates and Elders. They can provide information about 

family and cultural events on First Nations and other cultural supports in the 

community. It is vital that cultural planning is ongoing and not a one-time occurrence.

Theme 3: Natural and professional supports

Relative searches and kinship care can be important for building natural lifelong 

connections. Other important natural connections and supports may emerge 

from a variety of areas in the young person’s life (e.g., friends, sports, clubs, youth 

council, social media, school, Elders). Maintaining natural connections is especially 

important when young people are struggling. Connections young people form with 

professionals (e.g., therapists, social workers, youth navigators) are also important. 

These professionals can provide opportunities for young people to form relationships 

with adults they can look up to.

Theme 4: Removing barriers 

Young people may experience numerous barriers to being involved with or learning 

about their family, culture, community or identity. It is crucial for professionals to 

continue considering how to provide flexible supports to overcome these barriers 

(e.g., caregiver supports, providing transportation, food vouchers, respite care, family 

counselling). 

What is not working or could be improved?

Theme 1: Supporting young people to build healthy relationships 

Specific family connections, even those identified by young people as important 

to them, may not always be healthy. There is a need to form safe connections in 
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appropriate ways while considering that people can change over time. Practitioners 

can support young people to build self-esteem, develop healthy boundaries and 

establish a stronger sense of self. No-contact orders may not be what young people 

want and can create barriers to them participating in events in their community that 

would allow them to connect with their culture and family members. LGBTQ2S+ 

young people should be supported to navigate relationships with those who may not 

be accepting of them. 

Theme 2: Staffing and resource availability

Large caseloads for caseworkers, Elders and cultural connectors within an 

organization can limit their ability to foster connections in a meaningful way. 

Conducting relative searches is a resource-intensive activity and may not be feasible 

with heavy caseloads. A single Elder or cultural connector is not enough to create 

and maintain ongoing connections for the number of young people who could use 

this support, and the number of Indigenous placements is limited. There are fewer 

supports in isolated areas, and it can be challenging to balance the need for young 

people to be with their family/in their home community or live further away and 

receive more supports.

Theme 3: Supporting cultural connections 

Cultural connectedness is a lifelong learning journey and some parts of learning 

about culture and history can be difficult. It is important for young people to begin 

to make connections at a younger age (e.g., preschool age). As young people get 

older, some are less interested and can feel disconnected to their culture. Young 

people require ongoing opportunities to connect with their culture or deepen 

their involvement in cultural activities as they are ready. Being connected to their 

community and Elders or other knowledge keepers can help young people learn 

about ceremony before attending. Ceremonies and traditions can then become more 

meaningful to young people, and with advanced preparation and connections, young 

people may feel more at ease attending. In addition, foster parents must understand 

the importance of culture and identity. They may need support to address their 

hesitation in taking young people to their home communities. Along with this, a lack 

of agency funding can impede these activities. Cultural awareness is important for 

children of all backgrounds. There are few cultural plans for non-Indigenous young 

people in care and it is important that these young people also have connections to 

family and culture.

Theme 4: Pandemic impacts

COVID-19 pandemic restrictions have interrupted service delivery and impacted the 

ability to foster connections for young people. Pandemic related travel restrictions 

have been barriers to staff connecting with First Nations.
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Topic 3: Most of the young people included in our mandatory review had 

early childhood exposure to family violence, parental substance use, parental 

mental health concerns and neglect. As service providers, how do you know 

when young people are being impacted by emotional harm and how do you 

respond?

What is working?

Theme 1: Child-centred service delivery

Building relationships and genuine connections are a starting place for conversations 

around emotional harm. Discussing things in language the young person can 

understand and relate to is also important.

Theme 2: Trauma-informed practice

Professionals are trained to recognize that “acting out” can be sign of trauma. 

Service providers need to pay attention to pain-based behaviours because 

“behaviours speak the words that can’t be said out loud.” Physical cues of pain-

based behaviours may include changes in sleep patterns, stomach aches, bed-

wetting, self-harm, and suicidal ideation.

What is not working or could be improved?

Theme 1: Adequate assessment of emotional harm

As the impact of emotional harm may not be visible like in physical abuse, it can be 

difficult to assess and intervene appropriately. It can be difficult for professionals to 

articulate emotional injury concerns for young people and there is a lack of practice 

guidance to assist professionals in these discussions. When emotional injury is a 

concern, young people are more likely to be left in the home with safety planning 

focusing on the family to seek community-based supports. In some cases, this can 

result in the young person remaining in an unsafe environment and not receiving 

early intervention supports. In cases where child intervention does become involved, 

it is important to also recognize the emotional harm young people can experience 

through involvement with the child intervention system (e.g., repeated disruptions in 

attachment, aging out of care without adequate natural supports, working with an 

overwhelmed caseworker). 
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Theme 2: Staffing and resource availability

Loss of staff and difficulty hiring service providers can increase demands on 

remaining staff and contribute to staff turnover, which disrupts relationships 

professionals have with young people. When staff are “stretched thin,” physical 

safety can take precedence over emotional safety. There can be long waitlists to 

access resources for young people with pain-based behaviours like suicidality, 

hindering the ability to heal from emotional harm. Although trauma-informed 

training is universal, more emphasis is needed on practice guidance in applying it, 

along with continuous education.

Theme 3: Responding to requests for help 

When young people express that they have been emotionally injured and are not 

heard by professionals, this can lead them to develop a lack of trust that their needs 

will be met. Young people need to know that they can reach out for help when they 

are scared or struggling and access trauma-informed supports. 

Theme 4: Barriers to sharing information 

Emotional injury can be better identified and addressed through partnerships 

with multi-disciplinary teams in the community. The ability to consult with child 

intervention staff without a file opening would be helpful for proactive problem-

solving. Confidentiality concerns cause information-sharing barriers between service 

providers in health, education and child intervention. Many professionals are hesitant 

to have discussions because of confusion about the threshold for mandatory 

reporting and when they can share information. More education and training on the 

Children First Act would be helpful.
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APPENDIX 3: EXPERTS CONSULTED

Del Graff, MSW, RSW

Mr. Graff is the Child and Youth Advocate for Alberta. He has worked in a variety 

of social work, supervisory and management capacities in communities in British 

Columbia and Alberta. He brings experience in residential care, family support, 

child welfare, youth and family services, community development, and addictions 

treatment and prevention. He has demonstrated leadership in moving forward 

organizational development initiatives to improve service results for children, youth, 

and families.

Elder Dr. Leoana Makokis, BAdmin, BEd, MA, EdD 

Elder Makokis is a member of the Kehewin Cree Nation and has dedicated her life to 

supporting the growth of programming that balances Iyiniw language and worldview 

with contemporary experiences. Dr. Makokis is the former president of the University 

nuhelot’ine thaiyots nistameyimâkanak Blue Quills. Her contributions have been 

recognized by an honorary degree from the University of Calgary and, in 2012, by 

the Indspire Awards (formerly the National Aboriginal Achievement Awards) for 

outstanding lifetime achievement in the field of Indigenous Education.

Dr. Angelique Jenney, PhD, RSW

Dr. Jenney is an assistant professor and the Wood’s Homes Research Chair in 

Children’s Mental Health in the Faculty of Social Work at the University of Calgary. 

She has over 20 years of experience in intervention and prevention services in child 

protection, children’s mental health, and prevention of violence against women. Her 

research and practice interests include family-based interventions for childhood 

trauma; child protection responses to family violence; the experience of mothering in 

the context of violence/trauma; and reflective approaches to teaching and training 

social work students.



102 OFFICE OF THE CHILD AND YOUTH ADVOCATE

Dr. Lana Potts, BSN, MD

Dr. Potts is a family physician at the Siksika Health and Wellness Centre in Siksika 

First Nation, near Calgary. Dr. Potts is a charter class graduate of the Northern 

Ontario School of Medicine in Thunder Bay, Ontario. She also completed a Bachelor 

of Science with Distinction in Nursing from the University of Alberta. She completed 

her residency training in Indigenous family medicine at the University of British 

Columbia. Dr. Potts is a member of the Piikani Nation.

Dr. Wanda Polzin Holman, MA, RCSW, EdD

Dr. Polzin Holman is the clinical director at Little Warriors/Be Brave Ranch, a sexual 

abuse trauma treatment centre for children, youth, and caregivers. Dr. Polzin 

Holman is an advocate for children, youth, and families and supports trauma-

informed, evidence-based, person-centred approaches. She has extensive clinical 

and programming experience working in the field of child, adolescent, and family 

mental health and addictions, as well as child and family services. Her clinical 

interests include addressing the needs of complex child and family trauma and 

attachment, sexual abuse, and complex mental health and addictions. She has 

specialized training in the areas of evidence-based trauma treatment, animal-

assisted therapy, concurrent addiction and mental health, developmental trauma and 

attachment. 

Cameron Buchanon, MEd

Mr. Buchanan has 30 years of experience with Edmonton Public Schools as a teacher, 

consultant, and program coordinator. Currently, he is a supervisor in District Support 

Services. He holds a Master of Educational Administration and Leadership degree 

from the University of Alberta.

Jennifer King, MSW

Ms. King is Anishinaabe of mixed descent with family ties to the Wasauksing 

First Nation. Over the last 15 years, she has worked in research, policy, and public 

engagement in support of Indigenous women and children. Ms. King has a master’s 

degree in social work, with a focus on Indigenous methodologies and Indigenous 

perspectives on policy and practice. She is passionate about the role of critical 

education and research in promoting justice, equity, and meaningful reconciliation 

in Canada. An experienced presenter and facilitator, Ms. King has authored/co-

authored several publications on Indigenous issues and has also worked as a 

sessional instructor in the School of Social Work at the University of Victoria.
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Peter Smyth MSW, RSW

Mr. Smyth has been a social worker with the Organization for the Prevention of 

Violence (OPV) since February 2021 and was a consultant for OPV starting in 2016. 

Mr. Smyth was the overseer of the High-Risk Youth Initiative with Children’s Services, 

Edmonton region. He developed a practice framework and philosophy incorporating 

non-traditional intervention methods to better meet the needs of complex, troubled 

and street-involved youth populations. Mr. Smyth is the author of High-Risk Youth: A 

Relationship-Based Practice Framework and has written book chapters and articles 

about issues confronting youth. He provides consultation, training, and workshops 

on engaging and working with youth. Mr. Smyth is a sessional instructor with the 

Faculty of Social Work at the University of Calgary and at the MacEwan University 

Social Work Program. 

Sharon Steinhauer MSW, RSW

Ms. Steinhauer is a social worker and recently retired as department head of social 

work programs at University nuhelot’i˛ne thaiyots’i˛nistameyimâkanak Blue Quills. 

She remains dedicated to the university’s community through teaching, curriculum 

development, and selected projects. She is currently assisting the university in 

achieving its goal to create an ongoing “community of practice” for social work 

students and alumni who are seeking to improve their strategic skills with families. 

Ms. Steinhauer volunteers at the Friendship Centre, where she is focused on 

establishing a restorative justice response on the issue of family violence in St. Paul 

and surrounding area.
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APPENDIX 4: TERMS OF REFERENCE

Authority

Alberta’s Child and Youth Advocate (the “Advocate”) is an independent officer 

reporting directly to the Legislature of Alberta. The Advocate derives his authority 

from the Child and Youth Advocate Act (CYAA). The role of the Advocate is to 

represent the rights, interests and viewpoints of young people receiving services 

through the Child, Youth and Family Enhancement Act, the Protection of Sexually 

Exploited Children Act, or the youth justice system.

The CYAA section 9.1(1) requires the Advocate to review the death of any child who 

was receiving intervention services at the time of their death, or within two years of 

their death, as a child in need of intervention.

Objectives of the Mandatory Review

To review the experiences of children who have passed away, and those of their 

families, with child-serving systems as related to:

• public assurance

• services and supports

• systemic issues

To comment on relevant protocols, policies and procedures, standards and 

legislation. 

To prepare and submit a public report that includes findings, observations, and/or 

recommendations arising from the mandatory review. 

Scope/Limitations

A mandatory review does not contain any findings of legal responsibility or any 

conclusions of law, nor does it replace other processes that may occur, such as 

investigations or prosecutions under the Criminal Code of Canada. The intent of a 

mandatory review is not to find fault with specific individuals, but to identify and 

advocate for system improvements that will enhance the overall safety and well-

being of young people who receive child intervention services. 
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Methodology 

The review process will include:

• Examination of critical issues

• Review of documentation and reports

• Review of policy and casework practice

• Personal interviews

• Consultation with experts 

• Other factors that may arise for consideration

• Notification and involvement, as the case may be, of the young person’s family, 

Band, Delegated First Nation Agency, community or cultural group, relevant 

ministry, law enforcement agency, Office of the Chief Medical Examiner, Alberta 

Health Services and any other person the Advocate considers appropriate

Consultation with Experts 

Relevant subject matter expertise will be obtained, either through individual 

consultation or by convening a committee—to be determined by the Advocate and 

the OCYA Director of Investigations. The purpose of consultation is to review the 

mandatory review report and to provide advice regarding findings, observations 

and/or recommendations.

Reporting Requirement

The Child and Youth Advocate will release a public report within 12 months of 

receiving notification of a child’s death.  
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