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Objectives
• To describe the need for Transitional Care Units (TCUs);
• To describe the TCU at Bridgepoint Active Healthcare;
• To describe role and scope of the TCU Champions Working Group;
• To describe our quality improvement initiatives (QII);
• To discuss implications of our QII to clinical practice and patient care;
• To discuss implications of COVID 19 to our QII and clinical practice; and
• To discuss successes, lessons learned, and next steps.
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Background
• Alternate level of care (ALC) is a clinical designation for patients who have had
to wait in a hospital bed for a clinically-appropriate discharge setting when they
no longer require the intensity of resources provided in that hospital (CCO,
2017)
• ALC is a provincial and Toronto Central LHIN priority
• In January 2018, TC LHIN had 683 patients designated ALC (10.7% of total hospital
beds); 48% ALC patients found in acute care, 51% in post-acute care
• 40% of ALC patients are awaiting placement in a LTCH
• Bai and colleagues (2019) found that amongst ALC patients whose median length of
stay was 30 days, their delayed discharge cost the hospital approximately $22,500
per patient
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Background
• Growing number of hospitals in the Toronto Central LHIN have established
dedicated units to cohort ALC patients, helping to:
• Ensure patients receive right level of care with focus on optimizing functioning and
quality of life; philosophy of right patient in the right bed at the right time
• Maintain/manage system flow by creating capacity for acutely ill patients on other
inpatient units
• Achieve efficiencies in supporting ALC patients through programming and proper
staffing mix and ratio

• Bridgepoint Active Healthcare (BAH) – part of Sinai Health – is a 446-bed
rehabilitation and complex care hospital in Toronto, Ontario
• Transitional Care Program in existence for several years
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Background
• Bridgepoint Active Healthcare (BAH) expanded its existing TCU in February
2017; current 64-bed TCU program comprised of two 32-bed units located on
one floor with shared dining and gym facilities
• Expansion of TCU was an opportunity to optimize the TCU program and
operationalize TCU as Sinai Health resource
• External review commenced in September 2017
• Health Quality Ontario (HQO; 2017) Behavioural Symptoms of Dementia
Quality Standard was used to guide TCU review methods
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Methodology
TCU optimization methodology adapted from HQO (2017):
1. Planning for change
1. Form an implementation team

2. Implementing change
2. Set goals and aims
3. Test change – Plan-Do-Study-Act (PDSA) cycle
4. Communicate about implementation

3. Sustaining change
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TCU Methodology
1. Forming an implementation team
• Made up of interprofessional point-of-care staff and senior management
• Included OT, PT, SW, SLP, CDA, TR, RN, RPN, Unit Manager, Senior Director,
and Project Manager

• Met every other Thursday for 12 months and was tasked with identifying,
planning, and implementing “quick wins” from short-term recommendations
set out in TCU Review
• Met quarterly with larger Steering Committee made up of Senior Directors,
VPs, and Chief Medical Officer
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TCU Methodology
2. Setting goals and aims
• TCU work plan developed from recommendations identified in TCU Review

3. Testing change
• Quality improvement (QI) initiatives were undertaken to accomplish each of the
identified goals
• Multiple PDSA Cycles were undertaken for each of the QI initiatives

4. Communicate about implementation
• Continue to monitor performance and spread QI initiatives
• Sharing successes and lessons learned in regional, provincial, and national quality
improvement activities
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TCU Quality Improvement Initiatives
Goals and Aims
TCU work plan – based on quick-wins – centered around three goals:
1. Develop new care service delivery models and processes of care
2. Build staff capacity and expertise
3. Enhance programming to support transitions
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Work Plan
Bedside Shift Report (BSR)
Inaugural meeting
Piloted
of the Steering
Committee & TCU
Champion Working
Staff Capacity
Group
Building started
Visioning Session
GPA Classes
Group Therapy
started

February 2018

Create Project Plan/Discuss
TOR

April

July

Build Partnership with Hospital
and Community Partners
LOFT, BSU
BPSD Program
BSR PDSA finalized
Implemented

Dementia Education
by Dr. Lachmann

MAUVE Launched

September

January 2019

Enhance supports for
patients/families/caregivers
White Board/Calendar SW 1:1 Counseling
Finalized

TCU Checklist Operational

First Draft of TCU Checklist

Group Therapies:
Target Mobility
Brain Boost
Reminiscence
Seated Exercise

April

Vision unveiled

Explore MAUVE Program

Admission
Inclusion/exclusion TCU
criteria developed.
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TCU Quality Improvement Initiatives
Goal 1: Develop new care service delivery models and processes of care
• TCU Vision Statement developed during day-long visioning retreat
We are an academic and innovative bridge
providing excellent care for patients, families,
and caregivers experiencing complex
transitions. Our vision is to enrich the lives of
a diverse patient population through building
reciprocal and collaborative partnerships
between the hospital and community.
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TCU Quality Improvement Initiatives
• Expanded and introduced new group therapy programs
• Brain Boost
• Weekly 1-hour cognitive therapy group facilitated by OT, SLP, and CDA
• For higher functioning patients with diverse cognitive functioning and
communication abilities
• Focus on orientation, current events, fostering sense of social group, and challenge
with cognitive stimulation exercises
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TCU Quality Improvement Initiatives
• Seated exercise
• 30-minute sessions facilitated by PT and PTA twice per week
• Trunk, upper and lower body exercises performed in seated position with goal of
maintaining current levels of strength and flexibility
• Exercises include strengthening, AROM, and stretching with weights, Thera
bands, and balls, as well as interactive exercises (e.g. ball throwing, kicking)

• Body Balance
• 30-minute group facilitated by PT, OT, and PTA/OTA three times per week
• Targeted mobility group for patients who have a high risk for falls
• Targeted exercises to improve standing balance and education for safe sit-tostand transfers with goal of reducing falls with serious injury
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TCU Quality Improvement Initiatives
• Reminiscence group
• Weekly 1-hour group facilitated by TR, SLP, and CDA
• Social engagement group to help patients share personal experiences and
memories with others
• Weekly themes with supporting materials such as pictures and objects are
explored through open discussion and conversation between patients

• In addition to existing interpersonal therapy groups – e.g. gardening group,
baking group
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TCU Quality Improvement Initiatives
• Developed guidelines for admission to the TCU and a TCU Transfer Checklist
for referrals
• A referral form was developed to help match TCU resources with patients’ care
needs
• Transfer Checklist reports care and equipment needs, discharge disposition, and
responsive behaviours to TCU staff prior to patient transfer onto unit

• Piloted bedside shift report
• Nurses complete transfer of accountability at patient’s bedside daily at each change
of shift to ensure continuity of care
• Increases nurse-patient communication, patient and family engagement, patient
safety and quality of care, and transfer of patient trust from one nurse to next
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TCU Quality Improvement Initiatives
• Introduced congregate dining on the TCU for all eligible patients
• Entire clinical team involved in supporting patients use of dining room for meals
• North and South units alternate days due to dinging room capacity
• Health disciplines assist with set up and transporting of patients to the dining room,
Nursing and trained volunteers (MAP) assist with feeding
• Tables set together to encourage social engagement, with patients who prefer to eat
alone being welcome to do so at their own table
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TCU Quality Improvement Initiatives
Goal 2: Build staff capacity and expertise
• Augmented education and training for staff
• All full-time and part-time staff completed Gentle Persuasive Approach (GPA)
training; all full-time staff completed U-First Training
• Train-the-trainers model being developed for PIECES and other dementia-specific
trainings

• Implemented mental health training and resources
• Supporting sexual expression in patients with dementia
• Monthly talk with Geriatric Psychiatry (Loss & Grief, Suicide, Responsive Beh)
• Access to Behavioral & Psychological Symptom of Dementia (BPSD) program
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TCU Quality Improvement Initiatives
Goal 2: Build staff capacity and expertise
• Formed TCU Research Group
• TCU Research Group formed to share resources between seasoned staff and those
who are interested in engaging in knowledge translation and education
• In first year, Group has presented 5 peer-reviewed poster presentations, 1 peerreviewed oral presentation, and 3 invitational keynote addresses; currently
preparing a manuscript and multiple research grants

• Unit Partnership Council (UPC)
• Supports staff empowerment, staff led initiatives and promotes inter-professional
collaboration
• UPC meets once a month and co-chaired by a Health Discipline and a Nurse
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TCU Quality Improvement Initiatives
Goal 3: Enhance programming to support transitions
• Introduced MAUVE program to BAH
• MAUVE (Maximizing Ageing Using Volunteer Engagement) is a cross-site program
from MSH
• Volunteers offer companionship and additional functional support to improve quality
of life for patients with dementia and responsive behaviours
• Volunteers receive 6-hour training with MAUVE Coordinator and 4-hour training with
Volunteer Resources

• Implemented whiteboard program calendar for each patient
• Increased consistency in participation in therapy programs
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TCU Quality Improvement Initiatives
• Enhanced supports for patients, families, and caregivers
• Caregiver support program offered by SW; one-on-one weekly psychosocial
counselling sessions to caregivers for four weeks
• Patient and Family Advisory Council formed to engage patients and families in
current and future QI

• Changes to physical environment
• Environment Working Group formed to review and implement strategies for creating
more dementia-friendly environment
• Currently initiatives include increasing signage visibility around Units, frosting
exterior windows to help with patient’s depth perception, and increasing warmth of
patient lounges through additions of plants and pictures
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Success, Lessons Learned, and Next Steps
Successes – Family of Measures
• Process measures include number of…
• # of patients matched to appropriate resources
• # of patients attending Group Therapy
• # of patients & volunteers involved in MAUVE
• # of patients participating in dining program

• Outcome measures include…
• Patient experience/satisfaction
• Staff satisfaction

• Balancing measure
• NASA Workload Index
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Success, Lessons Learned, and Next Steps
Sharing success
• TCU QI have been featured through Sinai Health’s Corporate Communications
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Success, Lessons Learned, and Next Steps
• Within Sinai Health, invited presentations
include:
• Joint Rehab/Complex Medicine Council
• Health Discipline Advisory Council
presentation
• Pair and Share poster presentation
• Science of Care Speaker Series

• Peer-reviewed conferences presentations
include:
• 10th Canadian Conference on Dementia 2019
• Best Practices Day 2020
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Success, Lessons Learned, and Next Steps
Lessons learned
• Communicating, informing, and engaging staff integral to any initiative
• If staff understand the QI and its goals, expectations from staff, and expected
outcomes, they have better appreciation of QI and are more likely to participate and
collaborate

• Ongoing teamwork and collaboration integral to keep all programs alive/active
• Giving Health Discipline and Nursing staff the opportunity to lead individual QI
helped to foster a sense of ownership and empowerment
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Success, Lessons Learned, and Next Steps
Lessons learned
• Membership of Champions Working Group was mixed and represented
diversity of the Unit
• Champions Working Group had access to a Project Manager who helped to
focus and keep the QI on track to meet their goals and deadlines
• Executive Director and Senior Director support is paramount
• Unit Partnership Council meetings are an opportunity to review all programs
and have staff check-in to ensure sustainability
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Success, Lessons Learned, and Next Steps
Lessons learned
• MAUVE: Nursing staff thankful for the MAUVE program and continue to ask for
more volunteer support, especially in evenings to keep patients engaged
• Feedback
• I am very grateful for the supports they provide to our patients. They are genuine,
friendly, and caring. They use individualized approach to connect with every
patient, and focus on their strength. They help to improve patients’ quality of life. –
TCU staff member
• Mauve has taught me great patient interaction skills that has helped me gain
knowledge on how to work with others. Meeting new patients and getting to know
them is a wholesome experience. – MAUVE volunteer
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Success, Lessons Learned, and Next Steps
Next steps
• Continue monitoring performance and measuring success
• Explore other potential projects
• QIIs are resource to share and spread to other Units (Group Therapy, Brain
Boost, Standing balance group)
• Enhance utilization of MDS data and improve CMI score
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Success, Lessons Learned, and Next Steps
Next steps
• Develop and implement a care pathway for patients with Dementia including
implementing an electronic, integrated and inter-professional documentation
system (dementia observation scale [DOS], Pittsburg agitation scale [PAS]);
• Continue to identify/address issues of transitions – internal and external to
Bridgepoint;
• Enhance through-put by ongoing optimization and review of TCU eligibility
criteria, admission process, and discharge dispositions;
• TCU optimization and ALC Patients and Care Delivery Models working group
projects)
• Support COVID 19 Outbreak Mitigation strategies – transmission of infection
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COVID-19 Implications
New Normal
• Hospital wide programing and group activities halted;
• Unit based group activities restarted following safety protocols approved by
Infection Prevention and Control (IPAC) Department, Occupational Health and
Safety and Human Resources;
• Use signage and decals for Physical Distancing, Maximum Capacity,
Designated Safe Food and Beverage areas (visual reminders);
• Monitor adherence to routine practices for preventing the transmission of
infection in both clinical and non-clinical areas;
• Increased complexity of patient population.
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Questions and comments
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Thank you
For additional inquires, please contact:
Leonardo Alfaro
Patient Care Manager, Transitional Care Unit
Leonardo.Alfaro@sinaihealth.ca
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