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M ESSAGE FROM THE PROVINCIAL BSO  

COORDINATING  OFFICE  TEAM  

 

The Behavioural Supports Ontario (BSO) Provincial                                               

Coordinating Office (PCO) welcomes you to our  

first annual report as a re - emerged provincial  

coordinating body for the BSO initiative.  The  

following document portrays numerous  

accomplishments made across each of the L ocal  

Health Integration Network (LHIN)ôs BSO 

initiatives and at the PCO over what has truly  

been an exciting year of collaboration,  

communication and  construct.  

Significant stri des continue to be made in enhancing the behavioural 

healthcare system for patients and families supported by BSO; all while the 

number of individuals requiring BSO support continues to grow across all 

sectors. Despite challenges in meeting growing demand,  BSO provincial 

partners consistently work together to improve system coordination, deliver 

excellent integrated care and enhance knowledge and capacity across sectors. 

Pivotal  to all of this work has been our ongoing commitment to person and 

family - centre d care, as informed by individuals with lived experience.  As we 

move into 2016 - 17, we are eager to focus on BSO impact, innovation and 

integration ï three themes collectively identified as paramount  areas of focus 

to promote the ongoing growth and sustain ability of the initiative.   

  

 

The PCO wishes to take this opportunity to express sincere appreciation to the 

following individuals and groups:  

¶ Our host organization, the North Bay Regional Centre, for your support of the BSO 

PCO 

¶ Triple -LHIN Advisory: Donna Cripps, Louise Paquette, Terry Tilleczek, Jill Tettmann; and 

Dr. Ken LeClair and David Harvey for your valuable leadership  

¶ BSO Steering Committee Members for your ongoing dedication and guidance  

¶ BSO Lived Experience Advisory for  your wisdom and perspectives which lead to new 

thinking  

¶ BSO Systems Performance & Evaluation Advisory for your commitment to finding ways 

to measure BSO impact and success  

¶ BSO Strategy Leads and BSO LHIN Leads for your collaboration and passion for excell ent 

care for older adults across the continuum of care  

¶ brainXchange ï for being our primary collaborators without whom the Ontario Best 

Practice Exchange would not be where it is today  

¶ Our many other partners and provincial organizations with whom new coll aborations 

hav e been initiated and solidified  
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BEHAVIOURAL SUPPORTS ONTARIO   
PROVINCIAL COORDINATING OFFICE  

ANNUAL REPORT  

April 1, 2015 ï March 31, 2016 

 

Introduction  
From April 2015 to March 2016, the Behavioural Supports Ontario (BSO) initiative continued 

to make significant achievements in the enhancement of the behavioural support system for 

older Ontarians presenting with responsive behaviours. The following annual report  

collectively demonstrates accomplishments  carried out by all 14 BSO initiatives and  the  BSO 

Provincial Coordinating Office (PCO) . It also includes an overview of next steps to support 

the continued growth and evaluation of BSO.  

During  the 2015 -16 fiscal year, each of the LHINs focused on continuing and expanding 

upon their goals originally outlined in their BSO Action and Su stainability plans. Provincial 

Activity T racking continued using a revised list of metrics developed by the Activity Tracking 

Working Group  and BSO Websites  were launched in collaboration with the Ontario 

Association of Community Care Access Centres (OACCAC) and thehealthline.ca  Information 

Network . Over the  course of the  year, the initiatives  have  made  significant strides in 

knowledge and capacity enhancement 

which became  evident by the 

growing  mainstream 

implementation of BSO best 

practice strategies and too ls across 

the sectors. BSO team -supported  

transitions to enhance care across 

the continuum  also played a major 

role in improving overall system 

coordination  and enhancing the 

patient and fam ily experience . Such 

innovations percolated  into a 

knowledge exchange opportunity 

occurring in March 2016 whereby 

such stories were brought to life; 

many of which incorporated into 

this report .  

To actualize significant patient -

family and system impact requires 

inclusive advancement of BSOôs 

three Pillars: I) System coordination 

and  management; II) Integrated s ervice delivery: Intersectoral and  interdisciplinary; and 

III) Knowledgeable care team a nd  capacity building.   
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Re -Emergence of a Provincial Coordinating Office (PCO)  
The beginning of the fiscal year was met with a provincial announcement ï the re -

emergence of a BSO PCO. Following an endorsement from the LHIN CEOs, Donna Cripps 

(CEO, HNHB LHIN ) announced that a single provider had been funded to oversee  a set of 

provincial BSO objectives and that the North Bay Regional Health Centre was selected as 

the lead agency. The BSO PCO is funded by three LHINs (Hamilton Niaga ra Haldimand 

Brant, North Ea st and  North Simcoe Muskoka) and was provided with the following list of 

objectives for 2015 -2017:  

1.  To collect activity tracking information and share it with the LHINs and with the 

MOHLTC 

2.  To collate legacy indicators and share the results with the LHINs an d the MOHLTC  

3.  To develop collaboratives for the purpose of sharing innovative practices acro ss the 

continuum of care and identify promising practices to providers throughout Ontario  

4.  To prepare a short summary report annually that provides a snapshot of each  LHINôs 

BSO achievements  

5.  To work with the Alzheimer Society of Ontario and other provincial associations , in a 

collaborative way , to better the care for people experiencing responsive behaviours  

 

The BSO PCO Team was hired as of  June 11, 2015 and is compr ised of 1.7 FTEs in addition 

to a 0.5 FTE stipend which is provided to support the work of  its primary collaborators ï 

brainXchange. The following graphic illustrates the Provincial BSO structure:   

 

 

 

FIGURE 1: Provincial BSO Structure (2015 -17) 
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Triple LHIN Senior Advisory  

The BSO Triple LHIN Senior Advisory is comprised of senior - level representation from the 

three BSO PCO funding LHINs: Hamilton Niagara Haldimand Brant, North Simcoe Muskoka  

and  North East . The advisory meets on a bi -annual basis with the BSO PCO to discuss the 

current state of the initiative  and to provide direction on the work of the other  provincial 

BSO Advisories and various projects.   

 

 

Steering Committee  

The Provincial BSO Steering Committee launched in September 2015 with the 

purpose of advising and guiding the accountability structure for BSO. The 

committee meets on a quarterly basis and brings together key thought leaders 

from stakeholder organizations across the province such as: the Alzheimer 

Society of Ontario, Health Quality Ontario, Ontario Community Support 

Associat ion, Murray Alzheimer Research and  Education Program, Community Care Access 

Centre and Ontario Long -Term Care Association. This committ ee is co - chaired by  Donna 

Cripps (CEO, HNHB LHIN) and  Cathy Hecimovich (CEO, CW CCAC), with David Harvey 

(Chief Public Policy and Program Initiatives Officer, Alzheimer Society of Ontario) as 

alternate co -chair. This past year, the  committee finalized its Terms of Reference and 

welcomed presentations from the following sectors: long - term care, community, behavi oural 

support transition units and  acute care. The committee also engaged with Health Quality 

Ontario to discuss the development of Quality Standards  for individuals living with dementia  

in long - term care  and the MOHLTC on the ongoing development of the Ontario Dementia 

Strategy. Logistical  and clinical  support for this committee is provided by the BSO PCO.  

Operations Committee  

The BSO Operations Committee (comprised of B SO Clinical/Strategy Leads, BSO LHIN Leads 

and  brainXchange) continues to meet on a bi -monthly basis. These meetings are organized 

and supported by the PCO and co -chaired by Monica Bretzlaff (Provincia l BSO Manager &  NE 

BSO Manager ) and  Christine Walter (Program Evaluation Coordinator, Champlain LHIN).This 

year, the committee welcomed presentations from: the MOHLTC Health Analytics Branch 

(BSO Legacy Indicator), Health Quality Ontario (Development of Quality Standards for 

Triple LHIN Senior Advisory 

(From left to right):  Terry Tilleczek  (Senior Director , Policy and 

Health System Planning, North East LHIN); Louise Paquette  (Chief 

Executive Officer, North East LHIN); Donna Cripps  (Chief Executive 

Officer, Hamilton Niagara Haldimand Brant LHIN); and Jill 

Tettmann  (Chief Executive Officer, North Simcoe Muskoka LHIN)  
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Behavioura l Symptoms of Demen tia), MOHLTC Capacity Planning and  Priorities Branch 

(Ontario Dementia Strategy), etc., and discussed the ongoing development of projects  such  

as the BSO websites , activity tracking and the  Ontario Best Practice Exchange, all of which 

are included  in this report.   

Following an Operations Meeting virtual roundtable with the BSO LHIN Leads, a project  was 

initiated to enhance collaboration across members of the  Operations Committee. This 

initiative was led by Michelle Collins ( Senior Lead, Health System Performance, Mississauga 

Halton LHIN) and  Kirsten Farago ( Long -Term Care Officer, Policy and  Health System 

Planning, North East LHIN) . This project  aimed to better define the role of the BSO LHIN 

Leads on the Operations Committee  and identify ways to optimize their pre sence at 

meetings. The first change involved a reorganization of the meeting agenda, whereby 

essential updates are provided in the first hour fo llowed by an open discussion with  the BSO 

LHIN leads.  

Secondly, Michell e Collins and  Kirsten Farago organized an in -person event  in collaboration 

with the BSO PCO , sponsored by the Alzheimer Society of Peel , which brought together the 

BSO LHIN Leads, BSO Clinical/Strategy Leads and other key stakeholders ( e.g., MOHLTC 

Capaci ty Planning and Priorities Branch & MOHLTC Licensing and  Policy Branch) to discuss 

the current state of BSO models and gain insight into the development of the Ontario 

Dementia Strategy. This dynamic event took place on March 23, 2016 and had 

representation  from each of the 14 LHINs.  The value of bringing all 14 LHINs together to 

discuss model evolutions and overall BSO innovations was emphasized along  with  the need 

to continue to support the ongoing development of the Ontario Dementia Strategy.  

Systems Performance & Evaluation Advisory  

The BSO Systems Performance & Evaluation Advisory launched in December 

2015 and was established to inform the ongoing measurement and evaluation 

of BSO activities and outcomes. Members of the committee include 

representat ion from the MOHLTC Health Analytics Branch, Alzheimer Society 

of Ontario and various BSO Clinical/Strategy Leads  and  BSO LHIN Leads , 

some  of which  were  past members of the Activity Tracker Working Group. This advisory is 

co-chaired by Jonathan Lam ( Manage r, Health System Performance, Health Quality Ontario) 

and  Shirley Sabovitch ( Quality Improvement Facilitator, Central East BSO). Thus far, t his 

group  has  defined its Terms of Reference and  has engaged with the MOHLTC Health 

Analytics Branch and other organ izations  to begin to discuss possible evaluation strategies 

for the BSO initiative  (see  Measuring BSO Impact & Legacy Measure Project ). 

Logistical  and data/systems  support for this committee is provided by the BSO PCO.  

Knowledge Translat ion &  Communications Advisory  

The Knowledge Translation & Communications Advisory is currently under 

development  with an anticipated launch date of  May 6, 2016.  The purpose of 

the Advisory will be: 1) to create a venue for knowledge exchange; 2) t o 

support a nd foster  the work of the Ontario Best Practice Exchange 

Collaboratives (see Ontario Best Practice Exchange ) ;  3) t o guide, assist , 

promote  and enable knowledge translation of emerging and best practices; and 4) to 

identify and enhance BSO communication strategies with care partners across sectors .  
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South East BSO Lived Experience Network 

Coordinator , Sharon Osvald  and her 

mother  

Members of this advisory will include provincial leaders , people with lived experience  and 

experts in the fields of education, capacity building, knowledge translation a nd/or 

communications . 

Lived Experience Advisory  

The BSO Lived Experience Advisory  launched in November 2015 and  is a 

product of the Ontario Best Practice Exchange Person & Family -Centred Care 

Collaborative.  Similar to previously established Regional Lived Experience 

Advisories in the North East LHIN & South East LHIN, t he advisory brings 

together individuals diagno sed with dementia, mental illness, substance use and/or other 

neurological disorders and their care partners to bring 

ideas rooted  in lived experience to the forefront and 

inform various activities related to BSO. In its first phase, 

the advisory was taske d to review the product outcomes 

from the September 25 , 2015  Catalyst Event (see 

Ontario Best Practice Exchange ) and assist  in the 

determination of which three  Collaboratives to accelerate  

forward . The advisory was also  instrumental  in  informing  

the  overal l content  of the BSO websites . In the coming 

months , this advisory will focus on methods by whic h to 

enhance system navigation and  tools that  best  suppo rt 

the promotion of personhood. Logistical support for this 

committee is provided by the BSO PCO.  

 

  

North Simcoe Muskoka Community BSO Team lead group 

in Laughter Yoga Session 

Central East (Durham) Community of Practice event 

participants review the new swim lane process map. 
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Hamilton Niagara Haldimand 

Brantôs Jennifer Siemon  (BSO 

Coordinator) and Jocelyne Lebel  

(BSO Connect) facilitate a BSO 

Integrated Community Lead Event 

in Hamilton where over forty front -

line staff and managers from 

community service support agencies 

discussed how to collaborate and 

integrate their work to support BSO 

patients and their families living in 

the community.  

Waterloo Wellingtonôs LTC BSO óDining Room Noise Reductionô 

Project Team 

Strategic Objectives 1 & 2:  
(1) Collect and report activity tracking info rmation 
to share with the LHINs and  MOHLTC; and  
(2) Collate legacy indicators and share the results 
with the LHINs & MOHLTC  

Q1-Q4 Activity Tracker Data Highlights  
Throughout the fiscal year, a ll 14 LHINs submitted their 

quarterly activity tracker d ata to be collated by the PCO prior 

to submission  to the MOHLTC. The 2015 -16  list of  revised  

activity tracker  metrics developed by the Activity Tracker 

Working Group (ATWG)  included amendments such as the 

separation of  BSO patients/families being supported  by LTC 

BSO Teams  from  those supported by  Community  or Cross -

Sector Teams  and in troduced metrics to capture  BSO team -

supported transitions .  

BSO Teams across  Sectors  

While the models under which BSO initiatives operate differ 

across the province, there are four basic types of BSO teams  

(See Appendix A) . The following section provides an 

overview of the number of referrals re ceived and 

patients/families served by each LHIN followed by the 

number of referrals received and patients/families served by 

BSO team type.  

 



 

 

Metric  ESC SW  WW  HNHB  CW  MH  TC CEN  CE SE CHA  NSM  NE  NW  TOTAL  

Total # of 

Referrals 

Across 

Sectors  

2, 170  4, 423  1, 485  5, 983  1, 501  2, 693 a 1, 088  1, 271  7, 538  342 b 2, 408  485  1, 711  194  

 

33, 292  

 

Average 

# of 

Patients/ 

Famili es 

Supported  

each 

quarter 

across 

sectors  

2, 005  4, 350  1, 045  1, 472 c 1, 530  4, 769  236  369  3, 633  117 d 1, 189  115  1,949  268  

 

23,047  

_________________________  
a 

Does not include total # of referrals to BSO Community Teams  
b 

Does not include total # of referrals to BSO Community Teams  
c Does not include patients carried over from previous quarters  
d Does not include any patients supported by BSO Community  Teams  

TABLE 1: Total #  of Referrals and  Average # of Patients/Families supported by B SO across 

Sectors by LHIN (2015 -16 Totals)  

 



 

 

 

 

 

BSO Team Type  

# of LHINs 

submitting 

data  

# FTEs  

# of 

referrals  

% of total 

referrals  

*Average # of 

patients/ 

families 

supported 

each quarter  

*Average 

% of total 

patients/ 

families 

supported 

each 

quarter  

BSO 

Funding  

LHIN 

Leveraged  
Total  

Long - Term Care 

Teams (i.e., 

mobile & 

embedded)  

14  430.33  29.7  460.03  21, 803  65.5%  12,707  55.1%  

Cross - Sector 

Teams  
3 21.8  13.2  35  1, 648  4.9%  1,582  6.9%  

Community Teams  11  74.35  79.65  154  9, 841  29.6%  8,758  38%  

TOTAL  -  526.48  122.55  649.03  33, 292  100%  23,047  100%  

_________________________  

* As the majority of the LHINs carry patients over from previous quarters to calculate the óTotal # of patients/families servedô (i.e., active 

caseload) each quarter, it is not possible to obtain a total number of unique patients/families served for the fiscal year. I n addition, not all 
LHINs count patientôs family members separately. 

TABLE 2: Total # of Referrals and  Average # of Patients/Families supported by BSO Team Type              

(2015 -16 Fiscal Totals)  
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Toronto Centralôs Transitional Behavioural 

Support Unit staff huddle and prepare for 

SBAR (Situation, Background, 

Assessment, Recommendation) reporting  

Across the province, t he BSO initiative received 33, 292 referrals across sectors in  2015 -16, with 

the majority (21, 803; 65.5%) being triaged to  BSO teams in LTC. A total of 9, 841 

patients/families were referred to BSO Community teams (29.6%) while the three LHINs wit h 

cross -sector teams received 1, 648 new referrals, making up 4.9% of total referrals  received . Each 

quarter, the 14 initiatives supported an average of 23 ,047  patients and families. LTC BSO T eams 

support ed an average of 12, 707  patients and families (55.1% of total # of patients/families 

supported) each quarter with 460.03 F ull -Time Equivalent Employees (FTEs) . BSO Community 

Teams supported an average of 8, 758  patients and families each quarter (38% of tot al 

patients/families supported)  with 154 FTEs. An additional 1, 582  patients/families were supported 

each quarter by BSO cross -sector teams (6.9% of total patients/families supported) which were 

staffed  by 35 FTEs.  Caseloads of BSO Teams  vary across sectors  with  LTC Staff supporting an 

average of 28 patients each and Cross -Sector Staff supporting an average of 45 patients each. 

Community BSO Staff support an average caseload of 57 patients each which speaks  to  the 

increasingly growing need s in this sector.   

Across all BSO Teams, a total of 375 ,224 patient/family based services were delivered in addition 

to  143, 659 patient -based services w here a follow -up and review of ou tcomes occurred. A total of 

147, 974 provider -based services were delivered, whereby indire ct sup port to BSO 

patients/families was  provided through interactions and 

interventions between BSO teams and other health care 

providers.  

As part of the revisions made to the 2015 -16 activity tracker, 

the ATWG introduced 3 metrics to assist in beginning to 

capture BSO team supported transitions across t he continuum. 

The three metrics are : 1) total # of t ransitions from acute to 

LTC; 2) total # of transitions from community (including 

private dwellings, retirement homes, supportive housing, etc.) 

to LTC; and 3) total # of transitions from community, LTC or 

acute care to tertiary mental health beds. BSO tea ms may 

support transitions in a variety of ways, including but not 

limited to the following activities:  sharing of relevant 

documentation (e.g., behavioural assessments, care plans, etc.); organiz ing  of and/or 

particip ating  in a care conference(s) includi ng various service providers and/or family members to 

discuss patient's responsive behaviours, care strategies and the transition process; develop ing  

transitional behavioural care plan(s) to assist LTC staff receiving patients from the acute sectors;  

coaching/training of staff specifically regarding patient's behavioural care plan prior to transition 

and/or during the transition; and/or follow ing -up with LTC staff following the transition to discuss 

patient's status and provide ongoing coaching/training  as required .  

As these metrics were new to the activity tracker, approximately half of the LHINs were able to 

develop reg ional mechanisms and/or enhance  their current data collection processes to be able to 

collect this information. By the end of the 2015 -16  fiscal year, 7 LHINs were able to submit the 

first two transitions metrics with the third being submitted by 8 LHINs  (see Table 3) .  Overall, a  

total of  3, 084  transitions were captur ed on the BSO Activity Tracker over the 2015 -16 fiscal year.  B
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Qualitative Story Framework and  Emerging Themes  
One of the other major changes made to the BSO Activity Tracker by the ATWG was the re -

emergence of the collection of  BSO qualitative stories  on a quarterly basis.  As many BSO 

successes are best depicted through a qualitative lens, the ATWG and PCO asked each LHIN to 

submit 1 -2 qualitative stories each quarter along with their quantitative activity tracker data 

submissions.  Using the primary themes extrac ted from th e qualitative story submissions  

submitted by each of the LHINs in Q1 (2015 -16), the PCO developed a Qualitative S tor y 

Framework which lists the most common themes f ound in BSO qualitative stories  and how they 

align with  of the three  each BSO pillar s (see F igure 2 ) .   

The most common themes found in the  2015 -16  qualitative stories were: (1) Non -Pharmacological 

Strategies and  Interventions; (2) Interprofessional/ Intersectoral Collaboration; (3) Capacity 

Building; and (4) Transitions  (See Table 4) .  

Other themes that emerged from the stories that were not included in the 2015 -16 Framework 

included: (1) Understanding Behaviour; (2) Personhood ; and  (3) Care Partner Engagement. These 

themes will be incorporated into the revised Qualitative Stories Framework fo r 2016 -17.  

A total of 75 qualitative stories were collected and shared with the MOHLTC.  

 

 

Transitions Metric  
# of LHINs 

submitting  
# of transitions  

total # of BSO team -

supported transitions 

from acute to LTC  
7 865  

Total # of BSO team -

supported transitions 

from community 

(including private 

dwellings, retirement 

homes, supportive 

housing, etc.) to LTC  

7 1,841  

Total # of BSO team -

supported transitions 

from community, LTC or 

acute care to tertiary 

mental health beds  

8 378  

TOTAL:  -  3 ,084  

TABLE 3: Total # of BSO Team -Supported 

Transitions (2015/16 Fiscal Totals)  

B
S

O
 P

ro
v
in

c
ia

l 
C

o
o

rd
in

a
ti
n

g
 O

ff
ic

e
 A

n
n

u
a

l 
R

e
p

o
rt

 2
0

1
5

-1
6

 



 

 

 

13 

 

 

 

 

 

Theme  Q1  Q2  Q3  Q4  

Total 

(themes)  

System Strengths and 

Opportunities  
3 3 2 1 9  

Transitions  6 4 5 10  25  

Interprofessional/Intersectoral 

Collaboration  
3 6 12  18  39  

Non - pharmacological 

Strategies and Interventions  
15  7 16  12  50  

Capacity - Building  -  7 13  11  31  

Process Improvement  2 3 1 -  6  

Total ( Submissions )  18  15  22  20  75  

 

FIGURE 2: BSO Qualitative Story  Framework 2015 -16 

TABLE 4: Qualitative Story Submissions & Themes 2015 -16 
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Activity Tracker Refresh Project  
The BSO PCO worked closely with the MOHLTC Licensing and Policy Branch to revise the  provincial 

activity tracker for BSO from July 2015 ï February 2016. The purpose of the BSO Activity Tracker 

is to collect information that highlights both the context and environment in which BSO mode ls 

operate across the province and capture the overall growth and spread of the initiative.  

A decision was made to re - format the activity tracker based on the 3 BSO pillars : I) System 

Coordination and  Management; II)  Integrated  Service Delivery: Intersectoral and  

Interdisciplinary; and III)  Knowledgeable Care  Team and  Capacity Building . The ability to capture 

BSO Health Human Resources and describe how individuals are able to access BSO services in 

each of the LHINs was emphasiz ed, along with the need to capture the number of care partners 

being supported by the initiative. Metrics aimed at collecting  the number of training sessions 

delivered to enhance knowledge and capacity among professional care providers were also re -

instate d. The MOHLTC  Licensing and  Policy Branch  consulted with the MOHLTC Home and  

Community Branch for further insight into the community - related data elements . Subsequently, a 

decision was made to separate BSO patients by sector, rather than by which team they  were 

being supported by. The following t hree  metrics  were removed from the activity tracker:  1) Total 

number of patient -based services de livered;  2) Total number of patient -based services where a 

follow -up and review of outcomes occurred ; and 3) Total number of provider -based services 

delivered . Additionally, the Behavioural Support Transition Unit metrics were revised to align  with 

the Specia lized Unit Annual Reporting  already in place .  

The refreshed activity tracker will be launched for Q1 (2016 -17) and r eassessed  on an annual 

basis.  

Measuring BSO Impact & Legacy Measure Project  

Following a presentation at the inaugural BSO Systems Performance & Evaluation Advisory 

meeting from the MOHLTC Health Analytics Branch, the advisory began to strategize how  to best 

move forward with measuring BSO impact. The  advisory first recognized that the  BSO Legacy 

Measure ï change in behavioural symptoms among Long Term Care Home (LTCH)  residents,  is 

helpful , yet limited by its sector specificity (i.e., excludes BSO pati ents outside of LTC) and current 

inability to identify BSO patients among  all  LTC residents. As such, the advisory began to focus on 

possible project options that could assist in truly determining BSO ôs impact across sectors. In 

order to do so, the advisory engaged with Dr. John Hirdes (Se nior Canadian Fellow, interRAI and  

Professor, University of Waterloo) to begin discussing project options  as well as exploring  how 

other similar programs and initiatives have measured their im pact without the availability of 

program flags /identifiers in current health data systems.  Concurrently, the MOHLTC Health 

Analytics Branch is retrieving the  BSO Legacy Measure (which captures all LTC residents) for both 

the 2014 -15 and 2015 -16 fiscal year s.  Upon receiving the data in August  2016, the PCO will 

search for trends and share the data with relevant stakeholders.  

Highlighting each LHINôs Achievements 
The following section details each LHINôs primary achievements related to BSO over the 2015-16 

fi scal year. Each LHIN was also asked to select both provincial and regional  (if available) metrics 

to highlight and include a qualit ative story from the past year.  
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1: Erie St. Clair (ESC) 2015 -16 Highlights  

Initiatives/Programs/Achievements  

Responsive Behaviour Roadmap and Behaviour Assessment Checklist:  Implemented to assist LTC staff to quickly 

and efficiently identify, assess and support a patient presenting with responsive behaviours and provide a clear step -by -

step path. Education has been created and provided to LTCHs about utilization of this document and its completion is 

required for making a referral to BSO. This document has successfully been added to Point Click Care  systems in multiple 

LTCHs.  

LHIN - Wide Review of the BSO Strategy:  The BSO strategy review was an excellent opportunity to analyze successes 

and gaps in our program and address them with a clear focus on improving our patient experience.  

Increase in LTC, Hospital and Partner Rapport:   Accomplished through increased comm unication and connection 

with BSO teams and the Regional Coordinator as well as through participation in the BSO review process. This included 

continued broadening of BSO partnerships, such as a special needs working group, a community vulnerable populatio n 

identification/support group and ongoing engagement with criminal justice system partners. This has also been reflected 

in more successful and positive transitions between LTC, hospital and community.   

Staff Retention and the Addition of a Nurse Practit ioner Role in Chatham Kent:   Retention  rate  of core BSO staff 

has been very high, resulting in consistent and knowledgeable care.  

High Reporting Compliance by BSO Internal Champions: BSO internal champions reached 100% reporting 

compliance.  

Qualitative Story  

Description: P.Z. is a 75 -year  old man with four supportive children.  This resident had an extensive stay at the 

hospital prior to being admitted to the LTCH on 03/03/2016. Dementia unspecified and ABI were among his admitting 

diagnoses.  BSO Lead Team had first seen this resident on 03/04/2016 while at the LTCH. Staff in the LTC H 

documented 37 physically responsive episodes over the 3 weeks Mr. Z was in their home involving 24 staff members.  

A care conference was held 03/16/2016 at the LT CH. On 04/30/2016, an educational/informational session was held 

on the unit of the LTCH, led by a BSO PRC and the Team Lead. During this time, it was discovered that there had 

been medication changes that had occurred at the hospital prior to admission to  LTCH. Upon further investigation into 

hospital records, it appeared that these changes had been made 2 days prior to his discharge from the hospital as he 

was exhibiting signs of possible extrapyramidal symptoms and his behaviours appeared to be escalatin g.    

Impact: The patient was readmitted into the hospital on 04/04/2016 for stabilization. The BSO PRC advocated for 

readmission to the hospital with support from the RN from the hospital based on the above  mentioned  concerns. In 

addition to  the advocacy , the BSO PRC supported the transition and acted as the communication lead throughout this 

process. The hope is that this man will be able to return to the LTCH, keeping in mind that his bed will only be held 

for 60 days.   

Lessons Learned:  LTCHs need to req uest care plans from hospitals in order for progress continue  in the new 

environment. BSO is in an optimal position to support this communication and transition process.  Communication 

continues between BSO (in this case, the PRC) and the hospital regardin g progress made and plans for discharge.   

Quotes: ñI am a unique individual, worthy of respect, dignity and quality careò 

 

 

 

 

  

Highlighted Metrics  

Provincial Activity Tracker  Regional Activity Tracker  
¶Average # of patients/families supported each 

quarter in LTC: 1,656   

¶Total # of referrals to LTC BSO Teams: 1,607  

¶Total # of patient and/or family -based services 

delivered in LTC: 51,148  

¶Total # of structured learning events delivered 

by the  Regional Education Coordinator: 78  

¶Total # of participants trained by the Regional 

Education  Coordinator: 880  
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2: South West (SW) 2015 -16 Highlights  
 

Initiatives/Programs/Achievements  
 

Geriatric Cooperative Evaluation:  To promote inter -sectoral collaboration, Geriatric Cooperatives were developed in 

the South West Local Health Integration Network (LHIN) (four in 2012 and an additional one in 2015). The Geriatric 

Cooperatives mandate is to build upon local capacity, to p lan for the provision of services to older adults with responsive 

behaviour s (RBs)  and, in their advisory capacity, promote care provider skill capacity building. First evaluated in 2012, 

and then again in 2015 using the Partnership Self -Assessment Tool, d eveloped by Center for the Advancement of 

Collaborative Strategies in Health (http://tinyurl.com/hypdejq )  the findings suggest that the Cooperatives have remained 

in the ñwork zoneò in all areas evaluated by the tool (synergy, leadership, efficiency, administration and management, and 

sufficiency of resources). Results have been used to identify partnership needs (e.g., an orientation manual for new 

Cooperative members) and to tailor end -of -meeting evaluations.  

LTC  Quality Improvement Strategy:   In partnership with the Enhanced Psychogeriatric Resource Consultants (EPRCs), 

the BSO Program Team created a P.I.E.C.E.S.Ê -based assessment tool that will be completed by the Long -Term Care 

Home (LTCH) BSO embedded staff p rior to a visit by the South West BSO Mobile Team. To assist with the on boarding of 

new members, a LTCH BSO Embedded Staff Orientation binder was created and shared with all 79 homes. Ongoing formal 

/informal educational opportunities have been provided to  front - line LTCH staff and leaders. The annual LTCH 

collaboration event brings together BSO champions from  across the LHIN promoting peer - to -peer learning and sharing of 

best practices.  

Special Projects: A number of reports that will guide future BSO work  were accepted by the local BSO Steering 

Committee including a South West LHIN Dementia Strategy and a South West LHIN Addictions Strategy. Building on the 

monies invested in OTN units across the LHIN, the OTN optimization project developed key resource to ols now posted on 

HealthChat.  Seven outreach clinicians were trained in Problem Solving Therapy, enhancing community accessibility to a 

psychotherapeutic modality. Members of a LHIN -wide advisory grou p will be submitting a proposal to the MOHLTC that 

will request official B ehavioural Support Unit  designation for an existing specialized care unit as well as the development 

of additional units. As part of this multi -phase project, working group members visited and interviewed homes interested 

in housing a BSU . In partnership with local Health Links  leads, the BSO Operations team provided a workshop to 

Huron/Perth community participants on how to interview older adults with responsive behaviours (inclusive of dementia 

and mental health). Primary care capacity t o provide exemplary care to older adults with responsive behaviours was 

enhanced. Twenty -one physicians attended ñBPSD: Applying the P.I.E.C.E.S.Ê Framework.ò Another initiative within the 

long term care home sector supported environmental enhancements tar geted to reduce responsive behaviours such as 

painted wall murals to disguise exits and to create calming scenes.  

HealthChat Enhancements and BSO Mini - Sites Updates:  In an effort to promote a culture of measurement and 

accountability, enhancements have bee n made to the South West BSO HealthChat  platform, the data submission platform 

currently being used by the  100 BSO - involved agencies. As well, the mini -sites project website content was reviewed by 

the local Steering Committee, who look forward to sharing the information with future clients.  

 

Qualitative Story  
Description: An older male living in a LTCH who struggled with communication difficulties  was frustrated by these 

challenges. W hen distressed, he tended to call out to staff. The South West BSO mobile team implemented 

communication strategies (e.g. use of whiteboards, gestures, visual cues) that enabled him to effectively communicate his 

needs and to have further control over his care decisions. These strategies have led to a decrease in RBs incl uding fewer 

daily vocalizations  (>10/day) to almost none (0 -1/d ay).   

Impact: Through improved awareness of the residentôs mental health needs, care was improved by managing RBs which 

contributed to an increased quality of life for the patient.  

 
  

 

 

 

Highlighted Metrics  

Provincial Activity Tracker  Regional Activity Tracker  
¶Total # of referrals to BSO Teams across sectors 

(LTC & Community): 4,423  
 

¶Total # of discharges for both BSO LTC and 
Community: 3,531  
¶Total # of BSO Overnight stays provided by Adult 

Day Program: 1,541  

 

http://tinyurl.com/hypdejq
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3: Waterloo Wellington 2015 -16 Highlights  
  

Initiatives/Programs/Achievements  
 

BSO Collaboration Day:  Event was attended by 35  of 36 LTCHs, the Community Responsive Behaviour Team, and 

other Specialized Geriatric Services Team members. This event highlighted the value of partnerships and work toward 

integration of services.   

Geriatric Addictions:  In order to build capacity in th e area of Geriatric Addictions, monthly Ontario  Telemedicine  

Network  Geriatric Addictions Rounds were launched in collaboration with the Centre for Addiction and Mental Health. 

Included in these rounds are educational workshops (e.g. óOpiates and Older Adultsô) and consultative services for those 

working across sectors.  

Standardized Behaviour Worksheet:  Launched in May/June 2015, the Standardized Behaviour Worksheet provides a 

consistent approach to understanding and identifying responsive behaviours (RBs)  while using the P.I.E.C.E.S. model. 

This worksheet is now used to support patients transitioning between levels of care (e.g. LTC and hospital).  

Primary Care Memory Clinics Partnership :  The Community Responsive Behaviour Team is integrated with the 

memory clinic model across WW as assessors and to provide support to the person and care partner during 

appointments. The team provides education about RBs to care partners and assists on an o ngoing basis (e.g. with care 

strategies or with system navigation) as needs for formal referrals are identified.   

Partnership and Process Improvement:  Ongoing collaboration with the Specialized Geriatric Services Centralized 

Intake Team to increase capaci ty in providing virtual assessments and triaging to the right service at the right time, 

including geriatric medicine, psychiatry, community BSO and Memory Clinics (pilot program).   

 

Qualitative Story  
 

Description  

Background:  Patient is a 95 -year -old man with moderate Alzheimerôs Dementia living alone in his home and supported 

by his two daughters who visit on weekends as well as a supportive tenant living in the basement. The patient felt 

strongly toward staying in his home and there was significant c oncern that he may become agitated during a possible 

transition to LTC. The patient would often call family multiple times a day expressing anxiety and confusion.   

Intervention:  The patient was gradually introduced to an adult day program (ADP) which provi ded socialization, a 

nutritious meal, and much needed routine. A LTC application was initiated and was linked to the same building as the 

clientôs day program. The BSO team was involved to help address resistance to supports and build positive associations 

with LTC by touring and receiving positive feedback from other residents. The BSO Community, BSO LTC, family, a close 

friend and ADP staff met in advance of the transition to develop a transition day plan.  

Impact:  Patient transitioned successfully into his LTCH and family reported feeling great relief knowing that their father 

was in a safe environment with caring staff. The family also reported a significant reduction in the number of phone calls 

received expressin g anxiety and confusion.  

Lessons Learned: There is great power in building upon a patientôs existing daily routines. There are also great benefits 

to close communication and planning across sectors and maintaining a patient -centred strength based approach .  

 
 

 

 

 

 

 

 

Highlighted Metrics  

Provincial Activity Tracker  Regional Activity Tracker  

¶Total # of referrals rece ived by BSO teams across 

sectors (LTC and community): 1,485  

¶Average # of patients/families supported each  

   quarter across sectors: 1,045  

¶% of LTCH  residents on BSO Caseload:  since 2012, an  

    average of 10 - 13%  of WW LTCH residents have been  

    supported by internal (embedded) BSO staff.  
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4: Hamilton Niagara Haldimand Brant (HNHB) 2015 -16 
Highlights  

Initiatives/Programs/Achievements  
 

BSO  Hospital Clinical Lead : HNHB LHIN introduced to their BSO Strategy, the BSO Hospital Clinical Lead , which 

supports individuals with or at risk of responsive behaviours in acute care. The Clinical Leads w ork with the patient, 

family, hospital staff and others to understand that óbehaviours have meaningô, develop an individualized behavioural 

plan, and collaborate with community partners to ensure a safe and well -planned discharge. Two BSO Clinical Leads 

supported 257 inpatients, of whom  14 were diverted from a specialized Behaviour Health Unit and discharged to 

appropriate care settings.  

BSO Integrated Community Lead and Health Links -  A New Partnership Building on Philosophies and 

Synergies: The BSO Integr ated Community Lead (ICL) is an approach to care that identifies one agency to be the 

primary lead to help clients navigate the system, reducing the need for the patient and care partner to tell their story 

more than once. Given the natural synergies with the Health Link model of care and ICL, the local Health Link and BSO 

leaders developed a plan for scale and spread of the collaborative and coordinated ICL approach to care for complex 

clients in the community.  

BSO Expertise to Support New Models of Care -  Transitional Program 

for Patients with Cognitive Impairment and Responsive Behaviours :  

BSO Strategy partnered with a community agency in the implementation of a 

new 12 bed Transitional Care Program for patients  with responsive 

behaviours. This program provides a transition period  for adjustment from 

an institutional to a community setting. The BSO Clinical Leads play a key 

role in the identification and transitional care planning of patients entering the 

progra m, while the BSO Community Outreach Teams and BSO LTC Mobile 

Teams support the patients during their stay and eventual transition into 

other longer term living arrangements. As represented in this visual 

depiction, continuity in behavioural care planning, that follows the patient in 

any setting, ensures care providers understand the meaning behind the behaviours, and are equipped with appropriate 

and person -centered strategies.  
 

                                                                                            Qualitative Story  
Description  

Background:  Cindy was a patient on an acute mental health unit. She had been living with Paranoid Schizophrenia, 

cognitive impairment, and the responsive behaviours of calling out, threatening, belligerence, and refusal to accept care. 

When Cindy felt very out of control she would physically strike out at others.  

Intervention:   With the support of the BSO Clinical lead Cindy was accepted to 1 LTC homeôs waitlist. Pro-active 

transition planning included: facilitati ng a multi -stakeholder transitional care conference; preparing patient for the move 

by nurse -escorted visit to the LTC home; agreeing for hospital and LTC staff and physicians to collaborate following the 

transition.  

Outcome:  Almost 27 months after her hos pital admission, Cindy was transitioned to LTC Home where she remains with 

the support of hospital and BSO partners.  

Impact: Access to acute mental health services increased, while Cindy is now supported in a home - like setting.  

Lessons Learned: Giving all partners a voice and planning appropriately takes time and effort, but the results are worth 

it.  

Quotes: ñIt is comforting to know that there is someone like [BSO] working to assist  this segment of our populationò-

Family  

 

 

 

Highlighted Metrics  
Provincial Activity Tracker  Regional Activity Tracker  

¶ Total # of patient -based services delivered 

across sectors: 57, 379  

¶ Total # of transitions supported by BSO 

service models: 1,421  

¶ Total # of patients supported across all 

sectors: 5,889  

¶ BSO Connect served 1,498  callers and 

connected 100% of them to an Integrated 

Community Lead Agency; 919  (61.3%) had 

no services before cal ling  

¶ Since implementation of the BSO Hospital 

Clinical Leads the average alternate level of 

care length of stay/patient with behaviours 

decreased from 46 days to  31 days  
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Tall Pines IDEAs BSO Project (from left to right): Christine 

Pellegrino  (Psychogeriatric Resource Consultant); Teresa 

Judd  (Director, Central West BSO); Carla Braid  (Tall Pines 

LTCH Champion); and Li ezle Trinidad  (Tall Pines LTCH 

Director of Care)  

5: Central West (CW) 2015 -16 Highlights  
 

Initiatives/Programs/Achievements  

 

Launched the Behaviour Support Transition Nurse Program: 

Facilitating hospital based transitions to LTC and community  

Adult Day Program Process Improvement: Included a process 

change in which all patients presenting with responsive behaviours 

(RBs) are pre -screened.  

Crisis response services committee:  Included representation 

from crisis services, mental health , police services and the 

Community Car Access Centre .  

Tall Pines IDEAs Project for BSO: Project involved increasing 

dementia awareness in LTC and building capacity with family care 

partners and substitute decision makers.  

Geriatric Cognitive Screening Workshop for LTC:   Capacity 

building, education on sta ndard cognitive assessment tools  

 
Qualitative Story  

 
Description  

Background:  In October 2015, the newly launched Behaviour Support Transition Nurse program received a referral 

to suppo rt a transition and discharge  Mr. M from a hospital setting to LTC. The patient was presenting with 

wandering, agitation, looking for his wife, and restraints were being used.  

Intervention:   During the first visit , his wife was worried and  distressed. She was also  showing symptoms of 

compassion fatigue, guilt, and feeling unconfident to make the right choices regarding  her husband. At this time the 

patient had been in hospital for almost six weeks. Over the subsequent days the transition nu rse completed a 

P.I.E.C.E.S. review with the multi -professional healthcare team, physician consults were arranged, and the transition 

nurse worked with staff to identify causes for the patientôs behaviours; such as pain, and how to manage and reduce 

the nu mber of incidents. The patientôs wife became empowered as she learned how to recognize pain as a trigger and 

source of his responsive behaviours.  

Outcome:   With improved pain management, the incidents of anger towards the patientôs wife and staff decreased. 

The nursing staff were eager and willing to embrace learning how to complete and use the Dementia Observation 

System Tool as part of monitoring the patient and his responses to medication changes and non -pharmacological 

approaches. On the day of the tran sition the transition nurse was able to bridge the gap and provide hospital based 

information related to the patientôs care that the LTCH found extremely helpful upon  discharge.   

Impact: (1)  Education and empowerment for the patientôs wife, healthcare staff at the hospital  and the nursing 

students, (2) E ngagement with the discharge planner as pivotal in referring to the Behaviour Support Transition 

Nurse  and Health Care team, (3) I mportance of training different interventions and following up on recommenda tions 

to see how their efforts are making a diffe rence in the quality of patient -centered care.    

Quotes: The acute care resource nurse shared  the following:  ñWith your help we have learned to manage Mr. Môs 

behaviours, and although he still has incidents,  they are much easier to handle and predictableò. LTCH staff shared 

the following:  ñThrough all of the transitions along the way it was a journey of change, a journey of support and a 

journey of care.ò 

 
 
 
 
 

Highlighted Metrics  

Provincial Activity Tracker  
¶# of BSO team supported transitions from community (incl. supportive housing/ retirement homes) to LTC: 407   

¶# of new referrals received for CW BSO Community Teams: 620   
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MH LHIN BSO Newsletter (July 2015)  

6: Mississauga Halton (MH) 2015 -16 Highlights  
 

Initiatives/Programs/Achievements  
 

BSO Ongoing Targeted Education: Through regular newsletters which include an educational component and success 

stories, topic specific webinars available for new and existing staff (e.g. ñUnderstanding Delirium: Prevention, Detection, 

and Client Perspectiveò and ñRNAO Client Centred Careò) and annual BSO team exchanges where learning and 

networking with cross sector agencies were facilitated.  

Non - Pharmacological Interventions in LTC are encouraged 

through MH LHIN Funded Resources: Resources made available are 

based on LTCH identified needs as well as in the literature. Resources are 

provided with the expectation of a quality improvement approach. This is 

facilitated in each LTCH by the Psychogeriatric Resource Cons ultants 

(PRCs) through education and then through an in person LHIN -wide 

networking event.  

Case Consults and Responsive Behaviour Education Training for 

LTCH Staff :  Education regarding various mental health diagnosis, the 

use of antipsychotics, Montessori approaches, U -First training and more is 

being provided to healthcare providers of those with dementia, chronic 

mental illness and developmental disabilities.  

Buil ding a Relationship with the Halton Aphasia Centre: Goal is a continued partnership to build resources and 

enhance capacity of BSO staff utilizing technology -based communication tools and to provide education to front line staff 

regarding aphasia.  

Organiz ed the Behaviour Collaborative: Behaviour Collaborative is a MH LHIN organized collective made up of 

community partners affected by responsive behaviours (RBs). This group is designed to enhance behaviour services, 

create awareness of resources, and stream line care provisions for patients and families. This collaborative also looks at 

enhancing current processes and supporting new services.  

PRCs Co - Facilitated Gentle Persuasive Approach (GPA) Education to Sheridan College: Sheridan College PSW 

and Nursing students are given the opportunity on an ongoing basis to be educated on GPA methods.  

Expanded Educational Opportunities:  ReCharge Respite PSW staff  have the opportunity to  receive full -day RB 

training.  

Qualitative Story  
 

Description  

Background: A female resident presented with verbal RBs including accusing staff and co - residents of physical assault 

(e.g. hitting and attacking her) as well as physical RBs including pouring drinks on staff and co - residents. The resident 

would wear a scarf in an eff ort to hide bruises which were not present.  

Intervention:  A Pain Consultant determined that pain could be a factor influencing the presentation RBs. The Pain 

Consultant recommended changing the timing of the residentôs medication rather than increase the dose. LTCH staff 

members also had an o pen dialogue with the residentôs daughter who provided insight into  her motherôs past which 

helped staff understand the  underlying meaning behind the  residentsô accusations toward male co- residents.  

Impact: The staff reported that the resident is now easily redirected and RBs are minimal with physical RBs eliminated  

altogether .  

Quotes: ñThis is a great example of internal work and external collaboration. It is also a reminder that targeted timing of 

medications can be  an effective interventionò.  

 
 
 

 

 

Highlighted Metrics  
Provincial Activity Tracker  

¶ Total # of referrals to LTC BSO Teams: 2, 693  

¶ Total # of provider -based services delivered in LTC: 10, 232  

¶ Total # of patient and/or family -based services delivered in LTC: 5,141  

 


