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ALC-TRIP

Alternate Level of Care


Transitional Resources and Implementation Plan

Date: 
Name: 
Date of Birth: 
Client Profile: Briefly describe the client, their reason for admission, rationale of ALC status, length of stay, and a condensed clinical history. 
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Description of Discharge Location (Hospital or Treatment Bed): Describe physical environment, environmental safety and security features, staffing ratios, peer demographics, current daily activities, and treatment protocols.   

Description of Receiving Agency (community): Describe physical environment, environmental safety and security features, staffing ratios, peer demographics.

Transition Coordinator: The transition coordinator plays a key role by providing organizational and administrative support to the team, including overseeing the composition of the planning team and adjusting membership as needed. 

	Clinician Name and Title
	Agency
	Contact Information

	
	
	


Transition Planning Team: The transition planning team is made of clinicians, family members, peers, and advocates. The transition support team should be diverse and include members from a variety of disciplines across agencies and government sectors. Names and contacts of managers in both locations should be included.
	Clinician Name and Title
	Agency
	Role During Transition

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Agency Involvement: Outline all of the agencies involved and their roles during the transition process. 
	Agency
	Role in Transition

	
	

	
	

	
	

	
	


Consultation Support to Receiving Agency:  Who will be available to provide consultation support the receiving agency after the individual is discharged? When will these services end?  

	Discipline
	Name & Title
	Contact
	End of Service Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Community Agency Clinical support Team: Who will provide clinical consultation after the discharging agencies ends its services? Who will replace the clinicians that were offering support from the discharging agency?
	Clinician
	Name & Title
	Agency
	Contact

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Documents available for Transition Planning: What reports, crisis plans, support details, assessments or treatment plans will benefit the receiving agency?
	Document
	Author
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Training Activities: Who will provide the receiving agency with training in each domain? When?
	Training Initiative
	Accountable Clinician
	Date(s) of Training

	Health Care & Medication
	
	

	Behaviour Management 
	
	

	Family Systems Support
	
	

	Occupational Therapy 
	
	

	Activities of Daily Living
	
	

	Dual Diagnosis / Diagnosis Specific Education
	
	

	Crisis Prevention 
	
	

	Life skills, Social Skills, Vocational Training
	
	


Visits to discharging agency: Community staff should attend meetings in hospital, spend time with the client in hospital, and take the client out of hospital gradually until they are ready for discharge. Community staff should take increasing amounts of responsibility in supporting the individual in the pre-discharge location, beginning with brief observation visits and meetings with relevant staff members, and culminating in full support during activities of daily living, meals, outings, family visits, and other relevant activities. 
	Expected Activities during visit of discharge staff to Pre-Discharge Location 
	Clinicians
Involved
	Date of Visit

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Comments:_______________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Visits to post-discharge location: Whenever possible, the individual should be supported in becoming familiar with the post-discharge location through in-person visits that increase in duration and in level of involvement. This will provide staff in the discharge location with an opportunity to directly observe the individual’s strengths and challenges. Initial visits should include as little demand and as much access to preferred and familiar items/activities as possible. The environment should be prepared to have some familiar objects and individuals. The visits should increase in both duration and the expectations put on the client. The sequence may include brief meals with peers, community outings, support during activities of daily living, interactions with family members in the setting, and ultimately overnight visit(s).

	Expected Activities during client visit to Discharge Location 
	Clinicians

Involved
	Date of Visits

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Comments:_______________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Familiar items/activities/individuals: It may be useful to create a sense of familiarity at the discharge location by making familiar items, activities, and individuals available during visits. Indicate how this will be implemented.
	


Role of Family/Peers in transition process: How will family and friends support the individual during and after the transition process. 
	


Role of client in transition process: What role does the client play in the planning and implementation of the transition process? What choices are available to them?
	


Post-Transition Community Services Available to Client: What other community supports exist that may ensure the client is successful after discharge (i.e. day programming, volunteer services, community involvement, etc).
	


Post-Transition Community Services Missing: What services that might benefit the individual are missing that case managers and social workers should continue to advocate for?
	


Transportation Details:  How will the individual get to the discharge location? How will they get to visits? 
	


Readmission Protocol: Take-back or by-pass agreements pertaining to quick readmission policies. 
	


Psychiatric Back-up: In the event that a consulting psychiatrist is unavailable, how will interim support for medications be provided.  
	


Funding Details: What additional funding is available to the client? Where are currently these being used?
	


Additional Transitional Support: Describe any other components that may lead to a successful transition into the community. 
	


	Transition Action Items
	Complete
	N/A

	All necessary assessment reports completed, compiled, and provided to post discharge location
	(
	(

	Crisis Plan Completed by Discharging Agency
	(
	(

	Emergency protocols outlined (roles for staff, police, hospital, etc)
	(
	(

	Crisis Planning Shared with Appropriate Emergency Departments
	(
	(

	Transition Coordinator Identified
	(
	(

	Community Capacity Behaviour Consultation 
	(
	(

	Transition Team Identified
	(
	(

	Visits to Pre-Discharge Location Planned and Scheduled 
	(
	(

	Visits to Post-Discharge Location Planned and Scheduled 
	(
	(

	In-service provided to receiving agency prior to discharge
	(
	(

	Escalation Continuum and Behaviour Management Strategies Outlined
	(
	(

	Funding transfer arrangements made (ODSP, etc)
	(
	(

	Plan for transportation  
	(
	(

	Readmission agreement completed
	(
	(

	Post-discharge Psychiatric support identified
	(
	(

	Discharge binder completed
	(
	(

	Nursing Discharge Check-list Completed
	(
	(

	Outpatient Service Agreement completed
	(
	(


Transition Planning Checklist: 
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