T A —
—# South West Stroke Project

—_—

Newsletter I1X January 2017

The South West Stroke Project is developing and implementing initiatives to improve outcomes for people
with stroke and transient ischemic attack (TIA). The project has two phases. Phase | is implementing
recommendations to realign inpatient acute and rehabilitative stroke care from 28 hospitals sites to 7
Designated Stroke Centres. Phase Il is creating recommendations to enhance secondary stroke prevention,
outpatient and community rehabilitation and stroke support services.

Phase | update

Implementing and evaluating the recommendations for the future of in-hospital stroke care

Local Stroke Working Group (LSWG) Updates

Huron Perth LSWG update

On Dec. 1 the expanded Integrated Stroke Unit opened at Huron Perth Healthcare Alliance — Stratford
General Hospital (HPHA — SGH), and stroke care realignment for all hospitals in Huron Perth was
completed. All suspected stroke and TIA patients from South Huron Hospital Association (Exeter) and
Listowel Wingham Hospitals Alliance will continue to go to Huron Perth Healthcare Alliance — Stratford
General Hospital (HPHA — SGH) if they are inside the treatment window for tPA; if they are outside that
window, they will first be taken to their local hospital for assessment, then transferred to HPHA — SGH if a
stroke or high risk TIA is suspected.

The realignment of these hospitals follows the Nov. 1 change at Alexandra Marine and General Hospital
(AMGH). At AMGH, following tPA assessment and treatment via the Ontario Telestroke Program,
patients are transferred to HPHA - SGH for the reminder of their acute care and, if required, rehabilitation
on the Integrated Stroke Unit. Since the Dec. 1 realignment the HPHA — SGH stroke unit has been
consistently full, with patients flowing from acute through to rehabilitation.

The HPHA — SGH team celebrating the opening of their expanded Integrated Stroke Unit on Dec.1 with a
ribbon cutting ceremony.
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Elgin Oxford Norfolk LSWG update

Work is continuing with education on stroke best practices for nurses at Tillsonburg District Memorial
Hospital (TDMH) as well as the process for in-house code stroke. For easier patient access, on Jan. 11
the Secondary Stroke Prevention Clinic (SSPC) moved to the ambulatory care area at St. Thomas Elgin
General Hospital (STEGH). Next steps include urgent TIA patients coming to the SSPC from the STEGH
ED and the SSPC also starting to receive suspected TIA patients referred from the TDMH ED after
February 9.

Grey Bruce LSWG update
Grey Bruce Health Services — Owen Sound Hospital (GBHS-OSH) brought on stroke volumes from

Hanover & District Hospital and South Bruce Grey Health Centre on January 16. The Grey Bruce
realignment will result in approximately 300 more people coming to the emergency department at GBHS
— OSH each year diagnosed with a stroke, or suspected stroke/TIA, and of those about 100 resulting in
admissions to acute care. Internal and external communication will support this realignment. The EMS
Memorandums of Understanding will be presented to Grey and Bruce Councils in late January.

London Middlesex Oxford LSWG update

Stroke care was realigned from Alexandra Hospital in Ingersoll on Nov. 21. Realignment from Four
Counties Health Services will follow in February, and Strathroy-Middlesex General Hospital and
Woodstock Hospital in March. A meeting is scheduled in January to discuss amendments to the
Memorandums of Understanding with EMS. A patient and her spouse have expressed interest in joining
the LSWG to serve in a patient/family advisory capacity.

Other Phase | updates

The Steering Committee has approved the Physician Advisory Group’s recommendation to reduce the
number of completed hours for stroke education, which can be a combination of CME hours and
shadowing, to 20 hours by Sept. 2017.

The Steering Committee welcomes Dr. Nancy Whitmore, President and CEO, St. Thomas Elgin General
Hospital and Rosemary Frketich, VP Clinical Services and CNE, Middlesex Hospital Alliance replacing
retiring members Paul Collins and Nancy Maltby respectively.

Well done!
“I would like to take this opportunity to congratulate and acknowledge

the success of the seven Designated Stroke Centres in the South West
region,” said Doug Bickford, Program Lead — Rehabilitation, System
Design and Integration for the South West LHIN. “Their performance in
rehabilitation length of stay efficiency was better than the Ontario
average in our first quarter of 2016/17. This was accomplished
through several initiatives including the implementation of
rehabilitation-related Quality Based Procedures, creation of integrated
stroke units, fostering of stroke expertise, as well as improving access Doug Bickford
and flow between partner organizations. | commend everyone on their
hard work and look forward to continuing to work together to improve
stroke care in the South West LHIN.”

| commend everyone on their
hard work and look forward to
continuing to work together to
improve stroke care in the
South West LHIN.

Patient outcome measures
Workhorse is reviewing the interviews conducted with patients and families during the early work on
Phase I. These interviews will be compared with focus groups scheduled in 2017 to capture comments
after realignment. Because their realignment is already complete, the first focus group will be conducted
with patients and families from the Huron Perth Stroke District early in 2017. As with the initial interviews,
a wide breadth of stroke survivors will be interviewed including those with mild, moderate or severe
stroke, those discharged to long term care or home, males and females, and the young and the old.

South West Stroke Project




Grey Bruce Health Services (GBHS) currently conducts follow-up phone calls with stroke survivors within
48 hours after discharge. During these calls survivors are asked a series of questions. In addition to the
48 hour follow up phone calls, a process is being designed for follow-up phone calls repeated at 3 months
after discharge. This may also be piloted at St. Joseph’s Health Care London’s Parkwood Institute this
fiscal year with a few other organizations expressing interest and currently exploring feasibility. The next
step in this process is determining which data collection platform will be used to track the data elements
that emerge from these interviews.

Indicators

A review of the dashboard indicators is continuing to determine which indicators are valuable, which need
to be modified to make the data more clear and useful, whether new indicators are required, and whether
any current indicators can be eliminated. Examples of these metrics include percent admitted ischemic
strokes that arrived in 3.5 hours and received tPA, and percent stroke/TIA discharged from ED that were
referred to a Secondary Stroke Prevention Clinic.

Phase | next steps

o finalizing Memorandums of Understanding with paramedic partners

e supporting patient outcome measurements for all districts

¢ completing evaluation dashboard and transferring to Integrated Decision Support (IDS) (IDS links
patient data across multiple LHINs, enabling organizations to make evidence-based planning and
operational decisions using data less than three months old)

e developing sustainability plans for governance and for the Local Stroke Working Groups to respond to
ongoing changes related to stroke.

Phase | education update

CaseBased Stroke Education Series

A new, regularly scheduled education series is being developed for physicians in Designated Stroke
Centres. It will be a dynamic, case-based discussion format of recent complex and “not-so-straight-
forward” cases experienced by local physicians.

The Case-Based Stroke Education Series aims to:
1. increase evidence-based stroke best practice implementation through discussions on

assessment and management of local cases

2. identify gaps in patient care pathways and propose more standardize approaches

3. develop a network to support practice improvements and Improve collaboration/communication
among Designated Stroke Centres.

Physicians interested in stroke care who are practicing at Designated Stroke Centres in the Erie St. Clair
and South West LHIN are the target audience for this education, which includes, but is not limited to
Emergency, Radiology, Internal Medicine, and Neurology. Primary care physicians are also welcome to
attend.

The first session is planned for Thursday, January 26, 2017, from 4:30-5:30pm

To register or for more information, please contact your local District Stroke Coordinator or Lyndsey
Butler, Regional Education Coordinator, at 519-685-8500, ext. 34899 or Lyndsey.butler@lhsc.on.ca

Visit the South West Stroke Project Phase | education web page for more information on upcoming
education and available resources at http://swostroke.ca/swsp-phasel-education/
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Phase Il update

Creating recommendations for the future of post-hospital stroke care

Here’s an update on the initiatives underway for the two project teams: the Community Rehabilitation for
Stroke Survivors (CRSS) Project Team and the Secondary Stroke Prevention (SSP) Project Team.

The draft directional recommendations were presented to two South West LHIN Committees in
December: Deb Willems and Gwen Stevenson presented to the Clinical Quality Table which has a focus
on clinical improvement, and Steering Committee Co-Chair Anne Campbell presented to the Health
System Funding Reform Clinical Partnership Committee which has a focus on Health System funding and
QBP implementation. The recommendations were well received by both groups with good questions such
as how this work is aligned with primary care, the proposed locations of the Community Hubs and how
they will be operationalized, and the opportunities to align with other chronic disease strategies.

Additional engagements sessions are planned in January and February. The final report and
recommendations will be brought forward to the Steering Committee in February 2017.

Matthew Meyer is working with decision support and the CORRE (Collaboration of Rehabilitation
Research Evidence), research team at St. Joseph’s Parkwood Institute, to gather additional data to
determine the impact of the proposed directional recommendations on EDs, Urgent TIA Clinics, SIRTs
and Community Hubs.

Emily Latourell, Process Improvement Consultant, is leading a current state resource demands
assessment in collaboration with the Secondary Stroke Prevention Clinic nurses in Owen Sound and
Stratford, and the Carotid Clinic Nurse Practitioner in London. The outcome of these assessments will be
used in implementation planning, following the submission of directional recommendations, to provide
information on additional resources needed in the future state urgent TIA clinics and Carotid Clinic to
meet the anticipated demand.

Next steps

e presenting directional recommendations from January through to March to stakeholders in the South
West LHIN including : Phase Il Steering Committee, Community Support Services Council, Chief
Nursing Executives Leadership Forum, CEO/CCAC Leadership Forum, Southwest Ontario Aboriginal
Health Access Centre, and the South West LHIN Board of Directors.

¢ finalizing Phase Il draft directional recommendations and draft recommendation document

e planning a half day workshop to standardize outcome measurements, and develop and standardize
the indicators for the SIRT teams.

e planning for implementation, which includes gathering data and resources to inform the
implementation phase.

¢ working with a graphic designer to develop a diagram to depict the directional recommendations
visually for the final report.
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Thejourney for people with stroke and TIA

inpatient rehabilitation

Following people with stroke and TIA through the continuum of care

Following a stroke, people are admitted to inpatient rehabilitation if they continue to require hospital care
and have the potential to recover from their residual disabilities. Inpatient rehabilitative therapy is more
intense than that which can be provided in the community. During inpatient rehabilitation stroke survivors
with a moderate to severe stroke, and selected people with mild stroke, receive timely access to best
practice rehabilitation therapy.

Of the seven Designated Stroke Centres in the South West LHIN, five provide stroke rehabilitation.

e Grey Bruce Health Services - Owen Sound Hospital

e Huron Perth Healthcare Alliance - Stratford General Hospital
e St. Joseph’s Health Care London — Parkwood Institute

e St. Thomas Elgin General Hospital

e Woodstock Hospital

“Stroke rehab is focused on recovery, but for people who may not recover fully the focus swings to
helping them learn to cope with the major life changes a stroke can bring,” explains Deb Willems,
Regional Rehabilitation Coordinator with the Southwestern Ontario Stroke Network. “We look at the
positive, and teach stroke survivors and their families what they can do despite having residual disabilities
from a stroke.”

Patients receive daily therapies from an interprofessional team which,
depending on their needs, may include services from occupational “We look at the positive,
therapists, physiotherapists, speech language pathologists, recreation
therapists, dieticians, pharmacists, social workers, and rehabilitation
assistants.

and teach stroke survivors
and their families what
they can do despite
having residual disabilities

While the average length of stay for stroke rehabilitation is 30 days, this Y
from a stroke.

varies depending on the severity of the stroke and the patient’s goals. The
rehabilitation team uses ) the Functional Independence Measure (FIM®)
score to measure 18 functional aspects of recovery such as comprehension,
social interaction, memory, transferring, walking, bathing and grooming. On Rehabilitation Coordinator,
average, patients make gains of 20 to 25 points on this measure during the
course of their stay on inpatient rehabilitation, which is the equivalent of
reducing the daily requirement for assistance by approximately two hours.

Deb Willems, Regional

“It takes a specialized team to help people recover from a stroke,” says Deb. In addition to stroke
expertise gained on the job, specific background knowledge in the neuroanatomy and etiology of stroke is
required. The rehab team is trained to communicate with people who have aphasia, understand risk
factors for stroke recurrence and manage the many impairments unique to stroke. Examples of
impairments after stroke include: left neglect (the brain doesn’t recognize the left side of the visual field
or body), mood and behavior changes, motor and balance impairment, and swallowing dysfunction.

Prior to discharge, stroke survivors may be given a pass for a few hours or overnight to see how they can
manage at home and to identify any issues with the home environment. At this time the Community Care
Access Centre may do a home assessment to recommend safety equipment needed at home.
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When the stroke survivor is discharged, family physicians receive a summary of treatment and
recommendations for ongoing care. Referrals are also made to outpatient services and community
resources.

Stroke survivors in the South West LHIN with ongoing rehabilitation needs can receive in-home
rehabilitation through the Community Stroke Rehabilitation Teams based out of Owen Sound (GBHS),
Seaforth (HPHA) and London (St. Joseph’s Parkwood Institute). In addition, if they are able to leave the
home, St. Joseph’s Parkwood Institute and Woodstock Hospital offer outpatient programs; the
Comprehensive Outpatient Rehabilitation Program (CORP) or Intensive Rehabilitation Outpatient
Program (IROP) respectively. Other ongoing resources include nursing and support from a personal
support worker (PSW) through the CCAC, adult day programs, and stroke survivor and caregiver groups.
Watch for more information on these post-hospitals services in upcoming newsletters.

For photos of the stroke rehabilitation teams at the District Stroke Centres in Owen Sound, Stratford and St.
Thomas, where both acute and rehabilitative stroke care are provided, see the November 2016 newsletter.

Woodstock Hospital Stroke Rehabilitation Team:

Nick Dua, student Physiotherapist (PT); Kathleen Ring, PT; Mary Mayoros, CCAC Care Coordinator;
Nonnie Foster, Recreation Therapist; Alicia Ovtscherenko, PT; Erin Rosso, Speech Language
Pathologist; Angie Wilford, RPN; Justine Belanger, RN; Bethanie Fulton, RN Charge Nurse; and
Sherry McKnight, Director, Inpatient Rehabilitation and Complex Care. Absent from photo: Corry
Feore, Occupational Therapist (OT); Angie Desilets, OT; and Dr. Oleg Tugalev, Physiatrist.

While inpatient rehabilitation focuses on physical recovery after stroke, the length of time
spent on the rehabilitation unit also allows individuals to begin the mental and, perhaps
more importantly, social recovery following stroke. This is achigwedgh their

participation in various activities and interaction with team members, other stroke survivor
and their families during their stay

- Sherry McKnight, Director Inpatient Rehabilitation and Complex Care, Woodstock Hospital
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St. Joseph’s Health Care London - Parkwood Institute Stroke Rehabilitation Team

Back row: Michelle Fountain, Stroke Unit Secretary; Deb Willems, Regional Rehab Coordinator, SWO Stroke
Network; Emily McNaughton, TRS; Anne-Marie Noble, PSW; Helena Steinmetz, OT; Audrey Schell, Nurse
Clinician; Wilma Comanic, RN; Rosalinda Ursais, RN; Karna Glen, Registered Dietician (RD); Maggie Bice,
OTA/PTA, Krisztina Huszar, PT; Eileen Britt, Neuro/Stroke Rehabilitation Coordinator. Middle row: Jill
Robinson, Social Work (SW), Rebecca Chin, OT; Laura Gleason, Pharmacist; Christine Kijak, RD; Christal
McKay, Unit Secretary; Tricia Shoniker, OT. Front row: Dr. Robert Teasell, Physiatrist; Heather Cassidy, OT,;
Cheri McGahan, OTA/PTA, Colleen Lamb, SLP; Nicole McLean, OT; Raquel Rose, OTA/PTA; Colleen
Churchill, SW.

Our Specialized Stroke Rehabilitation team serves the largest number of inpatient stroke
rehabilitation patients in the South West LHIN. Through many years of

providing neurorehabilitation specifically to stroke patients, we have developed a wealth of
experience and expertise. By always building on our knowledge as well as our hands on
techniques and skills, sharing our expertise with other stroke rehabilitation teams in the South
West LHIN, and working closely with the acute stroke team at London Health Sciences Centre —
University Hospital, we are continuously pushing ourselves to create efficiencies and improve
outcomes for stroke survivors and for the system as a whole.

- Eileen Britt, Neuro/Stroke Rehabilitation Coordinator, St. Joseph’s Health Care London -
Parkwood Institute
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In the news

Blackburn news: Stratford General Hospital opens expanded Integrated Stroke Unit (ISU)

At the opening of the ISU at Huron Perth Healthcare Alliance — Stratford General Hospital
Dec. 1, from left, Andrew Williams, President & CEO; Randy Pettapiece, MPP Perth-
Wellington; Lori Van Opstal, Vice-Chair of the South West LHIN; Mary Atkinson, Chair
HPHA Board of Directors; Anne Campbell, Vice President Partnerships & Patient
Experience; Kathie Cuerden, Program Director ER, CCU, Cardiorespiratory, Medicine &
Stroke; Bonita Thompson, Manager District Stroke Centre; Kerri Hannon, Manager
Medicine/ISU, Dialysis & Medical Clinics.

F.A.S.T. video promotion

Please continue sharing the 30-second F.A.S.T. video specific to your stroke district to encourage people
to call 911 if they experience the signs of stroke.

South West Stroke Project web pages

Click here to view the South West Stroke Project web pages—a central resource for upcoming education
opportunities and tools to help you communicate about the Stroke Project work.
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