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INTRODUCTION

Alberta’s Child and Youth Advocate (the Advocate) is an independent officer reporting 
directly to the Legislature of Alberta. The Advocate derives 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.

Mandate to Review Deaths and Injuries
The Child and Youth Advocate Act (CYAA) was proclaimed on April 1, 2012, and the 
Office of the Child and Youth Advocate (OCYA) became an independent office of the 
Legislative Assembly. The Advocate was given the mandate to conduct investigations 
into “systemic issues arising from a serious injury to, or the death of a child who was 
receiving a designated service at the time of the injury or death, if, in the opinion of the 
Advocate, the investigation is warranted or in the public interest.” Designated services 
include: 

•	 services under the Child, Youth and Family Enhancement Act (CYFEA); 

•	 services under the Protection of Sexually Exploited Children Act (PSECA); and,

•	 services provided to young people under the Youth Criminal Justice Act (YCJA) if 
the young person was in open or closed custody at the time of their serious injury 
or death. 

The CYAA was amended in 2014 to include young people who had received a 

designated service within two years of their death. Legislation was further amended in 

2018, requiring the Advocate to conduct a review and 

publicly report following the death of a young person 

who had an agreement or order under CYFEA at the 

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

Investigative review reports 
are available on our website 
at www.ocya.alberta.ca

Terms in bold font are defined in the glossary in Appendix 1



    

	 TEN YEARS OF INVESTIGATIONS: April 1, 2012–March 31, 2022	 5

Overview
Our office has been reviewing the deaths and serious injuries of young people for 10 years. 
It is important to reflect on this as we move forward in a planned and purposeful way. 

In 2018, the Advocate released Five Years of Investigations, a summary report 
examining trends of serious injuries and deaths over 
the first five years of our mandate (April 1, 2012–March 
31, 2017). The report identified six common themes:

•	 the importance of ongoing supports, 

•	 age as a risk factor for violence, 

•	 youth suicide, 

•	 trauma-informed service delivery, 

•	 barriers to information sharing, and,

•	 transition planning. 

Although the themes identified in the five-year summary report continue to be 
relevant, the themes captured in this ten-year summary reflect a broader scope of 
information and experience from a decade of data. Four key themes are highlighted: 

•	 the over-involvement of systems in the lives of Indigenous young people,

•	 suicide and mental health,

•	 substance use, and,

•	 transition to adulthood. 

Our hope is that these lessons will guide future work to improve the outcomes for 
vulnerable young people in Alberta.

10 Years (April 1, 2012–
March 31, 2022):

634 Notifications of 
serious injury and death 

44 Reports; encompassing 
140 young people

117 Recommendations 
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2013–2014

Released seven individual investigative reviews.

APRIL 1, 2017–MARCH 30, 2018

Released four individual investigative reviews.

Released Three Young Children (July 2017).

Released Beyond Trauma: Disrupting 
Cycles, Effecting Change which includes 
the circumstances of three young people 
(November 2017).

Released Summary Report: Five Years of 
Investigations April 1, 2012–March 31, 2017 
(January 2018).

Child Protection and Accountability Act  
The Advocate became the primary authority for 
reviewing deaths in Alberta for young people 
involved with the child intervention system.

• �Mandatory public reporting within 1 year 
for every young person who had a child 
intervention agreement or order (under 
the age of 18) at the time of their death or 
within 2 years of their death.

MARCH 1, 2015–MARCH 31, 2017

Released 14 individual investigative reviews.

Released Toward a Better Tomorrow: 
Addressing the Challenge of Aboriginal 
Youth Suicide which includes the 
circumstances of seven young people 
(March 2016).

OCTOBER 2018

Released three individual investigative 
reviews.

2014

The Advocate’s mandate was expanded to 
include notifications of young people who 
had child intervention involvement within two 
years of their death.

JUNE 2019

First release of Mandatory Reviews into 
Child Deaths for notifications received 
between April 1, 2018—September 30, 
2018 and includes the circumstances of 
nine young people.

APRIL 1, 2012

Child and Youth Advocate Act proclaimed, 
making the Advocate an independent 
officer of the legislature. The Advocate is 
authorized to publicly report on systemic 
issues when a child receiving designated 
services is seriously injured  
or dies.

JUNE 2018

Released Into Focus: Calling Attention 
to Youth Opioid Use in Alberta which 
includes the circumstances of 12 young 
people who died from drug toxicity.

10 YEARS OF INVESTIGATIVE REVIEWS AND EXPANDING MANDATE
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JUNE 2021

Released Renewed Focus: A Follow-Up 
Report on Youth Opioid Use in Alberta. 
The Advocate recommended that the 
Government of Alberta implement a youth-
specific opioid and substance use strategy.

MARCH 2020

Released Mandatory Reviews into Child 
Deaths for notifications received between 
April 1, 2019—September 30, 2019 and 
includes the circumstances of eight young 
people.

JUNE 2020

Released 16-Year-Old Lucas—A Mandatory 
Review.

Also included as part of the September 2020 
Mandatory Review Release

SEPTEMBER 2019

Released Mandatory Reviews into Child 
Deaths for notifications received between 
October 1, 2018—March 31, 2019 and includes 
the circumstances of eight young people.

SEPTEMBER 2020

Released Mandatory Reviews into Child 
Deaths for notifications received between 
October 1, 2019—March 31, 2020 and 
includes the circumstances of 12 young 
people.

MARCH 2022

Released Mandatory Reviews into Child 
Deaths for notifications received between 
April 1, 2021—September 30, 2021 and 
includes the circumstances of 15 young 
people.1

NOVEMBER 2019

Released A Critical Time: A Special Report on 
Emerging Adults Leaving Children’s Services 
Care, which includes the circumstances of 
six young people who passed away while 
receiving post-18 supports.

MARCH 2021

Released our first statement of concern 
which called for action to ensure that formal 
and informal supports are readily available to 
families in high-conflict custody disputes.

Released Mandatory Reviews into Child Deaths 
for notifications received between April 1, 
2020—September 30, 2020 and includes the 
circumstances of 10 young people.

SEPTEMBER 2021

Released Strengthening Foundations: 
Assessment, Information-Sharing and 
Collaboration, which includes the 
circumstances nine young people.

Released Mandatory Reviews into Child 
Deaths for notifications received between 
October 1, 2020—March 31, 2021 and includes 
the circumstances of nine young people.

1	 Notifications of mandatory reviews received between October 1, 2021, and March 31, 2022, were released in September 
2022 and included the circumstances of 15 young people. Reports are posted on our website at www.ocya.alberta.ca

http://www.ocya.alberta.ca
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Our Process
When a young person who is receiving a designated service is seriously injured or dies, 
the Ministries of Children’s Services and Justice and Solicitor General notify our office. 
Deaths within two years of child intervention involvement are reported to us through 
the Office of the Chief Medical Examiner (OCME) and Vital Statistics. 

The investigation process begins when a notification is received. This process includes:

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

•	 consulting with experts;

•	 consulting with Elders for First Nations, Inuit2 and Métis young people; and,

•	 reviewing records from the child-serving ministries the young person was involved 
with.

Reviews do not contain findings of legal responsibility or conclusions in law and do 
not replace other processes that may occur, such as investigations or prosecutions 
under the Criminal Code of Canada. The intent of a 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 can be evaluated, yet not so 
prescriptive as to direct the practices of public bodies.

2	 Over this 10-year period we have received one notification of death regarding an Inuit young 
person.
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Public Reporting
The review process may or may not result in a public report. 

•	 When criteria are met for a mandatory review, it is publicly released within one year 
of our office receiving the notification. 

•	 Investigative reviews may be released for 
notifications that do not meet the criteria for a 
mandatory review if, in the opinion of the Advocate, 
the investigation of systemic issues is warranted or in 
the public interest.

•	 The Advocate may release consolidated investigative 
review reports that address the common 
circumstances of several young people. 

Making Recommendations

The Advocate may make recommendations in public 

reports. When gaps in services are identified through a 

review, the Advocate’s goal and legislated responsibility 

is to offer concrete, balanced, actionable, and evidence-

based solutions. When the Advocate makes recommendations, it is expected that 

they will be seriously considered; however, it is not mandatory for governing bodies to 

implement them.

Response to Recommendations

Once a recommendation is made, we evaluate progress made toward implementation. 
The Advocate requests regular progress updates from the relevant public body. This 
information is then evaluated and the progress status for each recommendation is 
posted on our website.3 

3	 https://www.ocya.alberta.ca/

Publicly Released Reports

8 Mandatory review 
reports – 72 young people

33 Investigative review 
reports – 62 young people

1 Special report – 6 young 
people

1 Statement of concern

1 Follow-up report

https://www.ocya.alberta.ca/
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INFORMATION ABOUT 
THE YOUNG PEOPLE 
IN NOTIFICATIONS OF 
SERIOUS INJURY OR DEATH
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FIGURE 1: NOTIFICATIONS BY YEAR

FIGURE 2: SYSTEMIC AND  
MANDATORY NOTIFICATIONS

Since April 1, 2012, our office has received 634 notifications of serious injuries or deaths 
of young people.
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FIGURE 3: NOTIFICATIONS BY AGE

FIGURE 4: NOTIFICATIONS RECEIVED FOR INDIGENOUS YOUNG PEOPLE 

 0-6 yrs

 7-11 yrs

 12-17 yrs

 18-24 yrs

 Indigenous

 non-Indigenous

We received the highest number of notifications for young people between 0 and 6 
years old and the fewest for young people between 7 and 11 years old.

We received more notifications for Indigenous than for non-Indigenous young people.

TOTAL
634

274
43%

360
57%

TOTAL
634

193
30%

38
6%

159
25% 244

39%
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FIGURE 5: NOTIFICATIONS BY CHILD 
INTERVENTION INVOLVEMENT

FIGURE 6: NOTIFICATIONS BY PLACEMENT FOR YOUNG PEOPLE 
RECEIVING SERVICES4

 Receiving services 
	 (in care)

 Receiving services  
	 (not in care)

 Previous  
	 involvement

Notifications were most often received for young people 
who were receiving services while not in care or who had 
previous involvement.

We received the highest number of notifications for young people who were in 
parental care or independent living.

TOTAL
634

Receiving services  
(in-care)

For young people in care, 
the Director gains custody 
and/or guardianship 
and the young person 
is placed outside their 
parents’ care.

Receiving services 
(not-in-care) 

A young person remains 
in the care and custody 
of their parent(s), or 
lives independently, 
while receiving child 
intervention services.

4	 This does not include young people with previous involvement.

5	 Placements that provide out-of-home care with an array of services, including therapeutic, 
educational, and medical services. Facility placements may be accessed when young people have 
serious behaviour, substance use, or mental health challenges, and community-based services are 
unable to meet their needs.

Parental care

Independent living

Kinship care

Foster care

Facility placements5

Shelter / Unapproved 
placement / No placement 

/ Unknown

179

102

27

30

37

7

TOTAL
382

252
40%

272
43%

110
17%
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FIGURE 7: NOTIFICATIONS BY CHILD INTERVENTION LEGAL AUTHORITY6 

 Intake/Assessment

 Orders/Agreements (0-17 yrs)

 Post-18 Agreements

6	 This does not include young people with previous involvement.

TOTAL
382

88
23%

134
35%

160
42%

For young people with child intervention involvement at the time of their death or 
serious injury, notifications were most often received for young people who had orders 
or agreements (e.g., a permanent guardianship order or an enhancement agreement).
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FIGURE 8: NOTIFICATIONS BY AGE OF YOUNG PEOPLE AND TYPE OF CHILD 
INTERVENTION INVOLVEMENT 

 0-6 yrs  7-11 yrs  12-17 yrs  18-24 yrs

Of the 634 young people whom we received notifications on: 

•	 110 were in care (such as through an apprehension order, temporary guardianship 
order, permanent guardianship order, custody agreement or custody order).

•	 272 were receiving other child intervention services (such as through an intake, 
assessment, an enhancement agreement, supervision order, or a support and 
financial assistance agreement).

•	 252 young people received child intervention services within two years of their 
death.

5
4%

Receiving 
Services (in care)

Receiving Services 
(not in care)

Previous Child 
Intervention Involvement

7
3%

TOTAL
110

TOTAL
272

TOTAL
252

70
64%

35
32%

126
46%

91
33%

48
18%

26
10%

75
30%

68
27% 83

33%
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FIGURE 9: NOTIFICATIONS OF SERIOUS INJURIES AND DEATHS

 Death

 Serious injury

A serious injury is defined by the CYAA as an injury sustained while 
receiving designated services that is considered life-threatening or will 
cause significant impairment to the young person’s health.

TOTAL
634

554
87%

80
13%

We received 554 notifications of deaths and 80 notifications of serious injuries of 
young people.
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FIGURE 10: NOTIFICATIONS BY MANNER OF 
DEATH OR CAUSE OF SERIOUS INJURY

 Accidental death/Serious injury

 �Accidental death/Serious injury 

(drug/alcohol related)

 Medical

 Suicide/suicide attempt

 �Victim of violence

 �Undetermined/

Unknown

 Pending7

Notifications of Death Notifications of Serious Injury

Of the 554 notifications of death received, 
the most common causes were medical-
related, accidental deaths through the 
consumption of drugs and alcohol, and 
suicide.

The most common causes of serious 
injuries8 to young people resulted from 
being a victim of violence, accidental 
injuries, and suicide attempts.

Total 
554

136
24%

93
17%

98
18%

87
16%

45
8%55

10%

40
7%

7	 Awaiting confirmation of the manner of death from the Office of the Chief Medical Examiner or 
further information regarding the nature of the serious injury.

8	 We received notifications of serious injury for five young people where it was determined that the 
injury was caused by an unknown medical condition. These young people’s injuries are grouped as 
“medical.”

Total 
80

7
9%

1
1%

5
6%

27
34%

12
15%

9
11%

19
24%
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FIGURE 11: NOTIFICATIONS BY AGE AND MANNER OF DEATH 
OR CAUSE OF SERIOUS INJURY
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Young people between 0–6 and 7–11 years 
old died more often from medical causes. 
Those between 12–17 years old died most 
often by suicide, and young people 18 
years and older more frequently passed 
away from substance-related accidents.

Victim of violence was the most frequent 
injury for young people between 0–6 and 
12–17 years old. The highest number of 
injuries among young people 18 years and 
older were due to accidents.
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STATUS OF REVIEWS FOR NOTIFICATIONS RECEIVED

* as of March 31, 2022

634
notifications

140

notifications resulted 
in publicly released 

reviews

94*
notifications 

with reviews in 
progress

400

systemic 
notifications closed 

after preliminary 
investigation
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ABOUT THE YOUNG PEOPLE 
IN OUR PUBLICLY RELEASED 
REVIEWS
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Over the past ten years our office has released 44 reports into the circumstances of 
140 people.

FIGURE 13: TYPE OF CHILD INTERVENTION INVOLVEMENT FOR 
YOUNG PEOPLE IN PUBLICLY RELEASED REVIEWS

FIGURE 14: MANNER OF DEATH OR CAUSE OF SERIOUS INJURY FOR 
YOUNG PEOPLE IN PUBLICLY RELEASED REVIEWS

 Receiving services (in care)

 Receiving services (not in care)

 Previous involvement

TOTAL
140

40
29% 47

33%

53
38%

The circumstances of young people who were receiving services (not in care) at 
the time of their death or serious injury were the highest number of young people 
reported in our publicly released reviews.

In our publicly released reviews of deaths we most often reported on accidental deaths 
related to drugs and alcohol. Our publicly released reviews of serious injury were most 
often about young people who were victims of violence.

Publicly Released Reviews of Deaths
Publicly Released Reviews 

of Serious Injuries

TOTAL
133

TOTAL
7

16
12%

38
29%

22
17%

32
24%

10
7%

8
6%

7
5%

5
71%

2
29%

 Accidental death/Serious injury

 �Accidental death/Serious injury 

(drug/alcohol related)

 Medical

 Suicide/Suicide attempt

 �Victim of violence

 �Undetermined

 Pending
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TOTAL
140

FIGURE 15: AGE OF YOUNG PEOPLE IN PUBLICLY RELEASED REVIEWS

FIGURE 16: INDIGENOUS YOUNG PEOPLE IN PUBLICLY RELEASED REVIEWS

34
24%

37
27%

63
45%

6
4%

 0-6 yrs

 7-11 yrs

 12-17 yrs

 18-24 yrs

 Indigenous

 non-Indigenous

Two thirds of young people in our publicly released reviews were Indigenous.

TOTAL
140

47
34%

93
66%
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FIGURE 17: PUBLICLY RELEASED REVIEWS 
BEFORE AND AFTER AMENDMENTS TO THE 

CHILD AND YOUTH ADVOCATE ACT

Amendments were made 
to the CYAA following 
the proclamation of the 
Child Protection and 
Accountability Act in 2018. 
These changes legislated 
mandatory public reporting 
by the Advocate within 
one year for young people 
(under the age of 18 years) 
who had a child intervention 
agreement or order at the 
time of their death or within 
2 years of their death.

TOTAL
140

53

Public Reviews prior to 
2018 Amendments

87

Public Reviews after  
2018 Amendments

The first report for Mandatory Reviews into Child Deaths was completed in March 2019 
and released in June.

FIGURE 18: PUBLICLY RELEASED REPORTS9 AND TOTAL NUMBER 
OF RECOMMENDATIONS 

140 young people 
included in publicly 

released reports

117  
recommendations

1 Special Report

(6 young people)

1 Follow-Up Report

8 Mandatory 
Review Reports

(72 young people)

33 Investigative 
Review Reports

(62 young people)

 9	 A statement of concern was released in March 2021.
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THEMES ARISING FROM OUR 
REVIEWS AND PROGRESS 
ON OUR RECOMMENDATIONS
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Themes Arising From Our Reviews
Within our recommendations, four reoccurring themes are:

•	 the over-involvement of systems in the lives of Indigenous young people,

•	 suicide and mental health, 

•	 substance use, and, 

•	 transition to adulthood. 

In addition, recommendations have often included several broad underlying themes: 

assessment, collaboration and coordination, access to services and supports, and 

addressing complex needs. Implementing our recommendations would improve the 

experiences and outcomes for young people involved with child-serving systems.

Over-Involvement of Systems in the Lives of Indigenous 
Young People 
The presence of the child intervention system in the lives of Indigenous young people 
is disproportionate to those of non-Indigenous young people. We see this in the high 
number of notifications of deaths and serious injuries that the OCYA receives for 
Indigenous young people. 

The Advocate has made several recommendations to address gaps and challenges 

FIGURE 19: PROGRESS ON OUR RECOMMENDATIONS10

Based on the reviews completed in the last 10 years, the Advocate made 117 
recommendations related to improving systems and outcomes for young people. Of 
these, 77 were met, 21 were closed without being fully met, and 4 were not met. The 
remaining 15 recommendations will continue to be evaluated (ongoing).

TOTAL
117

Met

Closed

Ongoing

Not Met

77

21

15

4

10	 We typically evaluate recommendations for three years before they are closed. However, a 
recommendation may be evaluated as not met, and closed before the three-year mark, if a public 
body indicates that they consider a recommendation met, or they did not accept it.
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14 
40.0%

that impact Indigenous young people. It is essential that Indigenous young people 

and their families have timely access to a full range of community-based and 

culturally appropriate services and supports, and that the inherent right of Indigenous 

communities to care for their children is respected.

Suicide and Mental Health 

Over the last 10 years, we received 93 notifications for young people who died by suicide 
and 12 notifications for young people who suffered a serious injury related to a suicide 
attempt. Suicide was the most common manner of death for notifications received for 
young people between 12-17 years old (Figure 11). Overall, suicides and suicide attempts 
were the third most common causes of deaths and serious injuries respectively (Figure 10).

The Advocate has made recommendations 
related to preventing suicide and 
addressing mental health needs 
among young people. Most recently, a 
recommendation made in 2021 called 
for relevant stakeholders to come 
together in a forum to provide updates 
on the implementation of the province’s 
5-year youth suicide prevention plan.11,12 

As of March 31, 2022, the Ministries of 
Health and Children’s Services had made 
some progress towards meeting this 
recommendation. We are looking forward 
to more details about their approach. We 
must ensure that systems keep young 
people safe when they are at risk of 
suicide or experiencing complex mental 
health needs. It is imperative that young 
people are connected to the individualized, 
coordinated, and ongoing support they 
need to be well and thrive.

16-Year-Old Libby Recommendation:

The Ministries of Health and Children’s 
Services should host a forum or 
other event that engages relevant 
stakeholders to highlight the actions 
taken and results achieved in the 
first two years of the province’s five-
year youth suicide prevention plan 
(Building Strength, Inspiring Hope: 
A Provincial Action Plan for Youth 
Suicide Prevention 2019–2024), as 
well as steps for action to be taken in 
the coming two years. The ministries 
responsible should include a written 
summary of proceedings so there is a 
document for future public reference.

11	 Office of the Child and Youth Advocate, 2021

12	 Government of Alberta, 2019
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Substance Use

Of the 634 young people we received notifications about, accidental deaths related to 
drugs or alcohol were the most common manner of death for young people 18–24 years 
old (Figure 11) and the second most common manner of death for all notifications we 
received (Figure 10).

It is deeply concerning that trends suggest accidental substance use-related deaths 
are significantly increasing.

The Advocate has made recommendations addressing the 
impacts of substance use, including the 2018 investigative 
review, Into Focus: Calling Attention to Youth Opioid Use in 
Alberta, specifically addressing opioid poisoning deaths. In 
2021, Renewed Focus: A Follow-Up Report on Youth Opioid 
Use in Alberta, was released in the wake of increasing 
notifications for opioid-related deaths of young people.

This situation remains dire and requires a collaborative 
and immediate response. Young people and their families 
must be provided a full spectrum of coordinated substance 
use-related supports and services designed to meet their 
individual needs—including prevention, harm reduction, 
treatment, and recovery-oriented interventions.  

FIGURE 20: NUMBER OF NOTIFICATIONS RECEIVED FOR YOUNG PEOPLE 
WHO DIED ACCIDENTALLY FROM DRUG OR ALCOHOL RELATED CAUSES13
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Follow-Up Report 
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13	 In 2014, the CYAA was amended to include notifications for young people who were not receiving 
Child Intervention Services at the time of their death, but who had received services within two 
years prior to their death. Data for 2012/13 and 2013/14 do not include any young people who 
had received services within two years at the time of their deaths and are therefore not directly 
comparable to later years.
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Transition to Adulthood 

Over the past 10 years, we received 70 notifications of death involving young 
people who died while receiving post-18 services intended to help them transition to 
adulthood.

FIGURE 21: NOTIFICATIONS OF DEATHS OF YOUNG 
PEOPLE RECEIVING POST-18 SERVICES14
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While notifications 
of death received 
by the OCYA for 
young people 
receiving post-18 
support increased, 
the number of young 
people receiving 
post-18 support from 
Children’s Services 
has remained 
relatively stable over 
the last five years.

A Critical Time 
Recommendation 1:

Children’s Services should 
improve policy and practice 
guidelines and provide 
training and time for staff 
to support young people 
18 to 24 years old as they 
move through emerging 
adulthood.

These are concerning indicators that emerging adults require more immediate and 
targeted support. 

The challenges young people face as they 
transition from government care into adulthood is a 
longstanding concern. This was the focus of A Critical 
Time: A Special Report on Emerging Adults Leaving 
Children’s Services Care (released in 2019). We found 
that it is vitally important that young people are 
properly supported during this unique developmental 
stage so they can build the foundational skills needed 
to lead healthy adult lives.15

14	 In 2014, the CYAA was amended to include notifications for young people who were not receiving 
Child Intervention Services at the time of their death, but who had received services within two 
years prior to their death. Data for 2012/13 and 2013/14 do not include any young people who 
were not receiving services at the time of their deaths and are therefore not directly comparable 
to later years.

15	 Office of the Child and Youth Advocate, 2019.
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16	 In 2014, the CYAA was amended to include notifications for young people who were not receiving 
Child Intervention Services at the time of their death, but who had received services within two 
years prior to their death. Data for 2012/13 and 2013/14 do not include any young people who had 
received services within two years of their deaths and are therefore not directly comparable to 
later years.

The increasing number of Indigenous young people passing away while receiving post-
18 services indicates that targeted attention is required to address their unique needs.

FIGURE 22: NOTIFICATIONS OF DEATHS OF INDIGENOUS AND NON-
INDIGENOUS YOUNG PEOPLE RECEIVING POST-18 SERVICES16
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Our office will be paying careful attention to this emerging trend.
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Next Steps 

Underlying all four of these themes (the over-involvement of systems in the lives of 
Indigenous young people, suicide and mental health, substance use, and transition to 
adulthood) is the need to address the following:

•	 Strengthening assessments: Assessments are essential to understanding and 
responding to the immediate and evolving needs of young people. These 
assessments must be comprehensive, timely and ongoing.

•	 Improving collaboration and coordination: Child-serving systems must effectively 
work together to ensure young people have access to the right services at the right 
time. The young people whose circumstances we have reviewed are often involved 
with multiple systems such as child intervention, health, justice, education, and 
community and social services. 

•	 Increasing access to services and supports: Young people must have prompt 
access to appropriate supports and services that meet their unique needs and 
circumstances. 

•	 Addressing complex needs: Young people with complex needs (that include 
disabilities, experiences of trauma, mental health concerns, and/or substance use) 
have unique and significant challenges. They require robust and comprehensive 
services and supports that go beyond the boundaries of any single system.

Looking Forward
Over the last ten years, we have updated and improved our processes and will 
continue to do so. Our reviews of deaths and serious injuries continue to be an 
important way for us to stand up for young people. We respect and honour the 
children, youth, families, and communities who have suffered the tragic circumstances 
that we review. 

We recognize the importance of collaboration and will continue to invite public bodies 
to engage in collaborative ways to address persistent issues affecting young people. 
We believe that addressing the trends that have emerged from the last 10 years of data 
will improve young people’s experiences within child-serving systems and help them to 
succeed in their lives and communities. 

Our reviews have indicated that houselessness is an emerging concern, which was 
also highlighted by young people at our youth forum in the spring of 2022. We will 
continue to monitor this issue.
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The Need for Accountability
We make recommendations that, if acted upon, would improve the services and 
supports young people need. We are hopeful that with increased accountability to our 
recommendations the necessary changes will be made and young people will benefit. 

We are enhancing how we evaluate and publicly report on progress made on the 

implementation of our recommendations, which is intended to provide clarity and 

transparency on our processes.

Impacts of the COVID-19 Pandemic
The long-term outcomes of the COVID-19 pandemic on young people in Alberta may 

not be fully understood for many years to come. We will be looking for learnings 

from this unique time to help inform services and supports for young people. Our 

office is participating in a University of Calgary research study into the impact of the 

COVID-19 pandemic on young people and those who support them. We would like 

to acknowledge the steps taken by the provincial government and communities to 

address these issues, as laid out in the 2022 Alberta Child and Well-Being Action Plan.17

Our Commitment to Supporting Indigenous Communities 
We continue to see the over-involvement of child-serving systems in the lives of 
Indigenous young people through the number of notifications of deaths and serious 
injuries we receive. The OCYA has repeatedly called for meaningful and immediate 
action to meet the distinct needs of Indigenous young people. 

The Advocate supports the inherent right of Indigenous Peoples to care for their 
children. An Act respecting First Nations, Inuit and Métis children, youth and families 
affirms the rights of First Nations, Inuit and Métis to exercise jurisdiction over child and 
family services. The provincial government has made commitments to implement the 
Truth and Reconciliation Commission of Canada’s 94 Calls to Action and to support the 
implementation of the federal legislation. To meaningfully fulfill these obligations, all 
child-serving systems must continue work to support Indigenous Peoples to exercise 
their inherent rights. Systems must also address the underlying causes that contribute 
to adverse outcomes for Indigenous young people and that can lead to the over-
involvement of systems in their lives.

17	 Ministry of Children Services, 2022
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CLOSING REMARKS

This report examines the tragic outcomes of 634 young people. To those in their 
lives, they are cherished children, grandchildren, siblings, friends, and much more. 
The loss or injury of each of them has been painful and difficult for their families and 
communities. We will continue to honour their lives and experiences, and my sincere 
condolences go out to those who have lost a child.

For those who work with vulnerable children and families, the work you do is complex 
and I believe you do this work because you care deeply about children and families, 
and you want to make a meaningful difference. We see committed professionals and 
caregivers who work every day to build positive relationships with, and advocate 
tirelessly for, young people. Those circumstances are not always highlighted in these 
types of reviews, and I want to acknowledge the hard work and dedication of those 
who have chosen this profession. 

The experiences of these children and youth are a reminder that while there are many 
strategies and initiatives underway to improve the circumstances and outcomes for 
young people, timely and targeted approaches are essential. To achieve this, my office 
is changing our recommendations tracking and evaluation processes, with the goal 
of increasing transparency and strengthening our public reporting. I will continue to 
call for greater accountability from child-serving ministries and public bodies when 
responding to and actioning our recommendations. 

Over the past ten years, we have gained a wealth of knowledge and experience that 
will inform and guide our work moving forward. While I cannot be certain what the 
future holds, an unwavering commitment to standing up for young people remains the 
core of everything my office does. I am hopeful that we can create important change 
so that young people will be successful in their lives and communities. 

[Original signed by Terri Pelton]

Terri Pelton 
Child and Youth Advocate
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APPENDIX 1: GLOSSARY OF TERMS

apprehension order The court grants the Child Intervention Services 
temporary custody of the child on reasonable and 
probable grounds the child is in need of intervention 
in accordance with the Child, Youth and Family 
Enhancement Act.

assessment The gathering and analysis of information to determine 
whether a child is in need of intervention under the Child, 
Youth and Family Enhancement Act.

Child and Youth  
Advocate Act (CYAA)

An act that establishes the Child and Youth Advocate 
as a member of the Legislature and creates the Office 
of the Child and Youth Advocate to represent the rights, 
interests, and viewpoints of children and youth receiving 
services under the Child, Youth and Family Enhancement 
Act and the Protection of Sexually Exploited Children 
Act, as well as youth involved with the youth justice 
system.

child intervention services Services provided to a child or family under the Child, 
Youth and Family Enhancement Act, excluding Part 2 
(adoptions) and Part 3 (licensing of residential facilities).

Child Protection and 
Accountability Act

Resulting from Bill 18, this act was proclaimed 
implementing the recommendations made by an all-
party ministerial panel that focused on improving child 
intervention services in Alberta.

Child, Youth and Family 
Enhancement Act (CYFEA)

Provincial legislation governing Child Intervention 
Services.

complex needs Individuals with complex needs are defined by the 
Government of Alberta as having multiple impairments, 
complex mental or physical health issues, and/or severe 
behavioural needs; for whom all currently available 
resources have been utilized with limited success; 
who require fiscal and human resources that strain the 
capacity of any one ministry; and for whom there are 
questions about the safety of the child or others around 
them.
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COVID-19 An infectious disease that caused the World Health 
Organization to declare a global pandemic in March 
2020. The virus can be spread through particles from the 
mouth or nose.

Criminal Code of Canada A law that codifies most criminal offences and 
procedures in Canada.

custody agreement A voluntary agreement between guardians and Child 
Intervention Services. Decision-making is shared and the 
young person is placed outside the home.

custody order An order granted by the courts to provide Child 
Intervention Services temporary custody of the child 
until legal status can be determined. The child is placed 
in an approved placement.

designated services Services received, including intakes, assessments, 
agreements and orders (excluding adoption), through 
the Child, Youth and Family Enhancement Act (CYFEA), 
the Protection of Sexually Exploited Children Act 
(PSECA) and if the young person was in open or closed 
custody under the Youth Criminal Justice Act (YCJA).

emerging adults Young people who are at a developmental stage 
between the approximate ages of 18 and 25. It is 
characterized by a drive toward independence without 
yet having the responsibilities of adulthood.

enhancement agreement A voluntary agreement that Child Intervention Services 
will provide supports to a family or to a young person 
who is 16 or 17 years old. It is intended to address 
protection concerns while the child remains with a 
guardian or lives independently.

harm reduction An evidence-based public health approach to minimizing 
harms associated with substance use. In contrast to 
abstinence-based approaches, harm reduction policies, 
services and practices offer people who use substances 
autonomy and choices to help them be safer and 
healthier, regardless of whether they continue to use 
substances.
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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.

mandatory reviews The Child and Youth Advocate Act (CYAA) must conduct 
a mandatory review when a young person dies who had 
an agreement or order under CYFEA at the time of or 
within two years of their death. A public report must be 
released within one year of being notified of the young 
person’s death.

Office of the Chief Medical 
Examiner (OCME)

A provincial unit that investigates sudden or unexplained 
deaths in Alberta.

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.

prevention Is understood as any activity designed to avoid 
substance abuse and reduce its health and social 
consequences. It is a process that attempts to prevent 
the onset of substance use or limit the development of 
problems associated with using substances.

Protection of Sexually 
Exploited Children Act 
(PSECA)

Legislation pertaining to sexually exploited youth. Young 
people can be placed in secure service facilities or 
receive service through a voluntary agreement under this 
legislation.

receiving services  
(in-care)

The Director gains custody and/or guardianship and the 
young person is placed outside their parents’ care.

receiving services  
(not-in-care)

A young person remains in the care and custody of their 
parent(s), or lives independently, while receiving child 
intervention services.

recovery-oriented 
interventions

An approach to care that empowers the individual by 
providing access to supports that directly or indirectly 
impact their diagnosis (such as housing, employment, and 
education). Interventions are built around each individual, 
focusing on respect, self-determination, and specific needs.



	 TEN YEARS OF INVESTIGATIONS: April 1, 2012–March 31, 2022	 37

statement of concern Advice to the Government of Alberta regarding a 
matter relating to the rights, interests, and well-being of 
children.

suicide prevention Activities intended to reduce or delay the development 
of suicidal behaviours. Services and programs can assist 
in building protective factors and reducing risk.

supervision order A court order granting mandatory supervision of a young 
person to Child Intervention Services. Guardians retain 
custody.

support and financial 
assistance agreement 
(SFAA)

A voluntary agreement that Child Intervention Services 
will provide supports and financial assistance to a young 
person 18 to 24 years old

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.

trauma-informed Care practices that focus on an individual’s safety, 
empowerment, and healing. Staff are aware of the impact 
of trauma and provide support and service based on a 
client’s life situation.

treatment Provides support to people experiencing harms from 
substance use with a focus on becoming substance-
free and preventing relapse. Services can include peer 
support, specialized treatment, continuing care and 
more. Levels of care and settings vary depending on 
individual needs, such as outpatient, residential and 
inpatient programs.

Vital Statistics Provides for the legal registration of all Alberta births, 
stillbirths, deaths, marriages, adoptions and change of 
name. Also provides for alterations and corrections to the 
records, issuance of burial permits, certificates, copies, 
and searches of records and compilation of a statistical 
report.

Youth Criminal Justice Act The law that governs Canada’s youth justice system. 
It applies to youth who are at least 12 but under 18 
years old, who are alleged to have committed criminal 
offences.
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Government of Alberta. (2019). Building strength, inspiring hope: A provincial 
action plan for youth suicide prevention 2019–2024. https://open.alberta.ca/
dataset/96258654-ed5c-4bb5-809b-717ddcf11dc4/resource/3c368257-c873-41fc-
8f89-3f9853d49ec1/download/alberta-youth-suicide-prevention-plan.pdf

Office of the Child and Youth Advocate Alberta. (2019). A Critical Time: A Special 
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Office of the Child and Youth Advocate Alberta. (2021). Mandatory Reviews into Child 
Deaths April 1, 2020–September 30, 2020. https://www.ocya.alberta.ca/wp-content/
uploads/2014/08/MandRev_April2020%E2%80%93September2020-2.pdf

Ministry of Children’s Services. (2022). Child and youth well-being action plan. 
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