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Purpose

1 To identify My Transitional Care Plan (MTCP) as a tool to
support multiple health sectors with vulnerable older adults W|th

cognltlve |mpa|rments

2 To focus on key moments in transition that |mpacts speuftc "
sector populations — such as the developmental sector



Goals

1 To share sector-specific examples of how transitions in care
have been optimized using the tool.

2 To share how transitions in care have not been successful as
this tool was not in use

3 OQutline benefits for front-line staff

4 Increase collaboration and mformatlon sharlng to |mprove
patient, family, and staff experience a})






My Transitional Care Plan

el S aric
o Soutlen en cas de troubles de Name: 3. Current Risks [sheck ol that ap
- :g:-fﬂ' yyy): D Delirium D Falls D Exploring/Searching/Leaving D Suicide Ideation D Fire fe.q. smoking, cooking)
Wy Transitional Care Plan G e DO security (e.q. finances, housing, fosa) (] other:

Details:

1. My Support System Leading Up to and on the Day of My Move: Responsive Behaviours/Personal EXpressions (Check all that apply ond describe the behoviour|s)fexpressionfs] and contest ba which they
occur fe.g., dormg personal care]. identifir cantributing foctars and personafired approackes/strotegies to prevent and/or respomd).

Substitute Decision Maker: Phone #: .

Transitional Support Lead - Current Location: Phone #: [ vocal Expression(s):

Transitional Support Lead - New Location: Phone #&: o Motor Expressions(s):

Health Provid Awvailable to 5u rt A =
ealthcare Providers/Teams Available pport My Move [ sexual Expression(s) of Risk:

Current Location: || Hospital [_] Retirement Home |_| Private Dwelling [ | Other: [J verbal Expressions(s) of Risk:

Details: [ ehysical Expressions{s) of Risk:

Destination: Date & Time of Move: Contributing Factors to My Behavioural Expression(s):
Transportation Plan: Arrival Plan: || Arriving alone j Arriving with others

Who will set up my room: Favourite items to make my room feel like home:

personalized Approaches/strategies to Support Me:
[ inadvance [] Onthe day of the move

My Personhood H My Typical Daily Routi

Section 3 completed by:

My Smoking/Alcohol fSubstance Use Plan: 4. My Family Connections and Sodal Supports (Le, how wil fo s connect witl me followlag a1y mowe )

[ in-Person Visit(s):
[ virtual visit(s)/Phone Call[s):

Section 1 completed by:

onal 5ta [ other(s):
A e Device The Following Services will Support Me after My Mowe:
[ | Mobility Aids ] Communication/ Cognition Aids | | Hearing/Vision/Dental Aids || Other: -
Details: The Following Reports are Available to Assist in Getting to Know Me Better:
eed Help/Re ders for the 0 gTa [ vaccination List [ medication List [ Behavioural Assessment [ Mental Health Assessment
Hygiene/Personal Care: O Independent [ set Up Only [[] Some Assistance [ Full Assistance O personhood Tool O 1solation care plan O] other:
Details: section 4 completed by:
Elimination Care: |Independent ] Reminder/Routine || Incontinent 5. The Fall g Healthcare Providers/individuals Have Contributed to this Transitional Care Plan:
Details: MName & Designation  Organizatio Phone Number: Date: gdimmfywn]  Signa
Ambulation/Transfers: "] independant "] Supervision CIFull Assistance
Details:
Nutrition/Eating: :l Independent I:l Set Up Only DFuII Assistance
Details:
Medication Administration:  [_| Whaole Ccrushed

This transitional care plan wirs develaped based an the indkaidual’s presentation in their enviroament of the time of transiton.

Details & Recent Changes: This phen may require adaptatian in the rew environment as different behavlaurs may gresent themsehes throaghout the transition period

Section 2 completed by:

Adaptad by: The Behavioural Suppert integrated Teams (BSIT) Gollaboratie (Versicn 1.1 Ociober 2022} Adaptbed by

From: Norh East BSCrSeniors’ Mental Healh Regional Gonsultation Service (2020, aqr). My Transitional Care Flan. Norh Say Asgional Healt Gentre. e From: Novih Bas . o Bendes Care Flan. Mord Bay Regional Health Gentre page
age :




Section 1

1. My Support System Leading Up to and on the Day of My Move:

Substitute Decision Maker: Phone #:
Transitional Support Lead - Current Location: Phone #:
Transitional Swpport Lead - New Location: Phone #:

Healthcare Providers/Teams Available to Support My Move:

Current Location: [ Hospital D Retirement Home [_] Private Dwelling ] other:

Details:
Destination: Date & Time of Mowve:
Transportation Plan: Arrival Plan: |:| Arriving alone |:| Arriving with others

Who will set up my room: Favourite items to make my room feel like home:

O inadvance [ on the day of the move

My Personhood Highlights fe.g. sockal’ cultural bockgrowad] : My Typical Daily Routine (e.g., skeep, meok, personal care):

My Smoking/Alcohol/Substance Use Plan:

Section 1 completed by:




Case Study Z7

/3 year old man
Married, 3 sons, 4 grandchildren
Retired mechanic

Enjoyed outdoor home mcuntenomce motorcycle
rides and walking his dog (Y

High school and trade school educatlon
Dx: MNCD



Section 1

1. My Support System Leading Up to and on the Day of My Move:
Substitute Decision Maker:

Phaone #:
Transitional Support Lead - Current Location: Phone #:
Transitional Support Lead - Mew Location: Phone #:

Healthcare Providers/Teams Available to Support My Move:

Current Location: [_] Hospital D retirement Home [ ] Private Dwelling ] oOther:

Details:
Destination: Date & Time of Move:
Transportation Plan: Arrival Plan: EI Arriving alone EI Arriving with others

My Room Setup:
whao will set un Favourite items to make my room feel like home:

mMy Personhood Highlights fe.g. sockaly cultural boekgramed] : My Typical Daily Routine (e.g., shkeep, meok, personal care):

My Smoking/alcohol /Substance Use Plan:

Section 1 completed by:




Case study Ms. M

65 year old woman

Single, one daughter

Worked in factories and stores iy
Enjoyed gardening, crafts, baking, tlme Wlth her th
Lived in a co-op i~ A
High school education
Dx: PPA



Section 1

1. My Support System Leading Up to and on the Day of My Mowve:

Substitute Dedsion Maker: Phone #:
Transitional Support Lead - Current Location: Phone #:
Transitional Support Lead - New Location: Phone #:

Healthcare Providers/Teams Available to Support My Move:

Details:

Current Location: [_] Hospital D Retirement Home [_] Private Dwelling ] other:

Destination:

Date & Time of PMove:

Transportation Plan:

My Room Setup:

Who will =et up my room:

My Personhood Highlights fe.q

E-

kal

7

O inadvance [ on the day of the mowe

dtwral bockgrowad) »

Arrival Plan: EI Arriving alone EI Arriving with others

Fawourite items to make my room feel like home:

My Typical Daily Routine (rg., sheep, meok, personal care):

\

My Smoking/AlcoRotysobstante Use Plan:

saection 1 completed by:




Section 2

2. My Functional Status:

My Assistive Devices [check oll that opaly and mcluds detadls pertalming ta thelr s ]:

] mobility aids ) communication/Cognition Aids [ Hearing/Vision/Dental aids ] other:
Details:
I May Need Help/Reminders for the Following Tasks:

Hygiene/Personal Care: ) independent ] Set Up Only ] some assistance ) Full Assistance
Details:

Elimination Care: ] independent ) Reminder/Routine ] Incontinent

Details:

Ambulation/Transfers: ] independent ] supervision ] Full Assistance

Details:

Mutrition/Eating: ] independent [} set up Only ] Full assistance

Details:

medication Administration: ] whale Ol crushed

Details & Recent Changes:

Section 2 completed by:




2. My Functional Status:

My Assistive Devices {check all that apply and include details pertaining to their use):

l:\) i

B4 Mobility Aids [ ] Communication/Cognition Aids  [¥] Hearing/Vision/Dental Aids  [] Other:

Details: SN \aSse s

I May Need Help/Reminders for the Following Tasks:

Hygiene/Personal Care: [} iIndependent [C] set Up Only (73 Some Assistance [C] Full Assistance
Details: Pss'@r € lowWe dor=o

Elimination Care: [] Independent [ Reminder/Routine ["] iIncontinent

Details: Oce 3.5\ ool s - 2 v
Ambulation/Transfers: E[ndepe ndent [ ] Ssupervision [JFull Assistance Pad,
Details: (L9e» Llgel\ e

Nutrition/Eating: Independent IgSet Up Only [JFull Assistance

Details: ‘ReaL &&km . g\-l-i.\z\ﬁ# TCJ::: v A e v

Medication Administration: ﬂme [CJCrushed

Details & Recent Changes: L. aQQUl e & LENE By Mo e s muﬁc\ph QQQTMM

KT N\s @l K

Adapted by: The Behavioural Support Integrated Teams (BSIT) Collaborative (Version 1.1 Oclober 2022)
From: North East BSO/Seniors’ Mental Health Regional Consultation Service (2020, Apr). My Transitional Care Plan. North Bay Regional Health

--.:-:/r

Page 1



Section 3

3. Current Risks foheck oll thurt opaivl

[ pelirivm [ Falls [} Exploring/searchingfLeaving [ suicide ideation [} Fire je.q. smoking, cooking)

D SECUrhy feg. Ffnorces, howsing, food) D Othar:
Details:
Responsive Behaviours,/Persanal Expressions (Check all vt apply ond describe the behowours)fexpressions] and conteet o which they

arcur fe.q, dwnimg personal care]. fdentif contrdbhuting foctors omd persownalined opproackes/strote gles ho prevent andydior respomd),

[} wocal Expression{s):

) paotor Expressions(s):

) sexual Expression(s) of Risk:

] wverbal Expressions(s] of Risk:

) physical Expressions|s) of Risk:

Contributing Factors to My Behavioural Expression|s]:

Personalized Approaches/strategies to Support Me:

saction 3 completed by:




3. Current Risks [check all that applyv]:

7] pelirium < Falls 4 Exploring/5Searching/Leaving [7] Suicide Ideation [T] Fire (=.g. smoking, cocking)
O Security (e.g. finances, housing, food) [T] other:
Details:

Falls: Has had several falls while in the BSTU. Happen later in the day/early evening. He walks quite a bit and this may be related to

fatigue as the day progresses. While not always receptive to rest periods, continue to offer.

Exploring/Searching/Leaving: He will at times attempt to open locked doors, but once he notes they are not opening, he will move on.

He does wander in and out of rooms, will look around and then leave.,

Responsive Behaviours/Personal Expressions (Check all that apply and describe the behaviour(s)/expression(s) and context in which they occur fe.g.,

during personal care]. Identify contributing foctors and personalized approaches/strategies to prevent and/or respond).

(<] vocal Expression(s):

-Crying
[ motor Expressions{s):

-wandering/pacing

["] sexual Expression(s) of Risk: none

[ verbal Expressions(s) of Risk:

-He will yell out at times during care (These can range from expression to stop to that of swearing at staff)

[] physical Expressions(s) of Risk: no longer present



Contributing Factors to My Behavioural Expression(s):
Vocal Expressions

-When family leave

Motor Expressions
-He had known low back pain and generalized arthritis

-He has dementia and does not remember his surroundings and will continue to wander throughout the day

Verbal Expressions of Risk
-He suffers from dementia, and does not always understand what is being asked of him, or the task at hand. He may only understand

that he needs to protect himself from someone who is attempting to touch him and remove his clothing. He does this verbally initially.

Personalized Approaches/Strategies to Support Me:

Verbal Expressions
-Sit with him and hold his hand; validate his feelings; talk with him about going to the cottage with his family (happy memories)

-He loves classic cars, dogs. He grew up on a farm. Talk with him about these topics. If you have some visual cues such as magazines,

these are also helpful.



Motor Expressions
-Due to dementia, he is not able to accurately report his pain. Tools such as the PACSLAC or PAINAD are helpful in monitoring pain. Trial

rest or PRN analgesics to help with pain.
-He enjoys physical recreational activites and music and will stay for longer periods during these times.

Verbal Expressions of Risk
-Ensure that only 1 person is speaking to him and directing him. He is in the later stages of dementia and also struggles with both

receptive and expressive aphasia. Keep instructions short, using as few words as possible. Utilize visual cues to help with

understanding.

-He becomes overwhelmed when staff move too fast, not alloowing him time to proccess. Go slow.

-He enjoys music, especially old country like Johnny Cash, Waylon Jennings and Kris Kristofferson. Playing these songs or singing them
during care routines helps calm him

-If he starts to have verbal responses, use STOP and Go. You don't need to leave the bathroom, simply stop the task, chat about topics

that are distracting for a few minutes, then restart.

Section 3 completed by: Nurse




Section 4

4. My Family Connections and Sodal Supports fle, how will famidyfriends connect with me followdng my mowe ?)

] in-Person Visit(s):

] wirtual visit{s)/Phone call{s):
] other(s):

The Following Services will Support Me after My Mowve:

The Following Reports are Available to Assist in Getting to Know Me Better:

[} vaccination List ] medication List ] ehavioural assessment [ mental Health Assessment
] personhood Tool ) 1solation care Plan [ Other:

Section 4 completed by:

5. The Following Healthcare Providers/individuals Have Contributed to this Transitional Care Plan:

Name & Designation  Organization: Phone Number: Dater (ddfmmfyyyy]  Signature:




Section 4

4. My Family Connections and Sodal Supports e, how will famiyfriends connect witl me following my mowe?)

] in-Person Visit[s):

] virtual visit{s)/Phone calls)-

The Fallowing Services will Support Me after My Mowve:

The Following Reports are Available to Assist in Getting to Know Me Better:

] vaccination List [ medication List ] eehavioural assessment [ mMental Health Assessment
] personhood Tool [ 1solation care Plan [ Other:

section 4 completed by:

5. The Following Healthcare Providers/individuals Have Contributed to this Transitional Care Plan:

Name & Designation Organization: Phone Number: Date: jddfmmfyyyy]  Signature:




Background: My Transitional Care Plan & COVID-19

Increased Hospital
Admissions + Need Retirement Homes

to create capacity

Other Temporary
Locations

Unclassified

My Transitional Care Plan*
(PDF Fillable & Ward)

o

Name:
D08 (admmyyy):

MY TRANSITIONAL CARE PLAN | HEN:

My Transitional Care Plan &
(North East BSO, 2019)

My Transitional Care Plan
during the COVID-19

Pandemic )
D



Download the tool & its supporting resources

My Transitional Care

Plan®©: Tool
Download &
Permissions

My Transitional Care Plan® is
available for download following a

review of permissions to preserve
its integrity.

My Transitianal Cans Plan™
Guidelines for Use

My Transitional Care
Plan©: Guidelines
for Use

These guidelines provide an
overview of the purpose of the

waal a5 well a5 instructions for use.

My Transitianal Cans Plan™
rampleted Exnmples

My Transitional Care

Plan©: Completed
Examples
Fictitious examples of completed

My Transitional Care Plans@ for
education and training purposes.

My Transitlanal Car
[PLF Fillable &

Mon plan de soins
de transition© en
Francais

Mon plan de soins de transition®

&t 585 ressources de soutien sont
disponibles en Frangais.

My Transitional Care Plan© (MTCP) | brainXchange

Behavioural Supports Ontario (BSO)
Transitions Pathway

Behavioural
Supports Ontario
(BSQ)_Transitions
Pathway

Learn more about how BSO
Teams facilitate transitions.

My Transitional Care Plan during the COVID-19
Pandemic

My Transitional Care

Myths vs. Facts

'MYINS i:)

MTCP Myths vs.

Plan during the
Covid-19 Pandemic

Version created specifically to
support moves taking place during
the Covid-19 Pandemic. Itincludes
special fields pertaining to IPAC
measures, isolation care plans,
and other factors to consider.

Facts Posters

Debunk common myths about My
Transitional Care Plan®©. Clarify
the misconceptions and equip
yourself with the facts,
emphasizing the importance of
this best practice tool and
resource.

Other Resources related to Supporting
Transitions

()

Other Resources
related to
Supporting
Transitions

Learn more about the Behavioural
Supports Integrated Teams (BSIT)
Collaborative and review other
resources that they have created
related to supporting transitions.

Unclassitied



https://brainxchange.ca/MTCP
https://brainxchange.ca/MTCP

Ready, Set, Transition:

Your Essential My Transitional Care Plan Implementation Package

* Ready, Set, Transition: Your Essential My ond . n .
Transitional Care Plan Implementation Ready, Set, Transition:

Package was released in June 2025 Your Essential Wy Transitional Care Plan®

Implementation Package
* This package includes:

o Tools and Resources Q T et rin
o Implementation and Integration
O V| sua I Reso urces This comprehensive package is designed to help organizations and care
. . teams implement the My Transitional Care Plan® (MTCP) tool effectively. It
o MTCP in Action

includes user guidelines, completed examples, tip sheets, success stories,
and practical tools to support person-centred transitions across care
settings - ensuring individuals, families, and care providers stay connected
and informed throughout the transition process.

Tools and Resources:

« My Transitional Care Plan® (MTCP)

« MTCP Guidelines for Use

« MTCP Completed Example

= MTCP: French tools and resources | MTCP: Outils et ressources
en frangais

Unclassified



Benefits of this tool o

'~
** Increased communication (

» Mitigating risk

** Promoting person-centered approaches to care

** Increased staff satisfaction

s* Efficient use of financial resources

*“* Revisiting of tool |

% Efficiency — entire tool need not be completed’



Thank you & Questions
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