
 

 

 

 

 

Newsletter XI                          March/April 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 I is implementing 

recommendations to realign inpatient acute and rehabilitative stroke care from 28 hospitals sites to 7 

Designated Stroke Centres. Phase II is creating recommendations to enhance secondary stroke prevention, 

outpatient and community rehabilitation and stroke support services. 

 

Quick Survey  

To ensure we’re meeting your information needs about the South West Stroke Project, please take 1 

minute to complete a brief survey about this newsletter. Your response by April 28 appreciated.  

 

Updated Stroke QBP Handbook 

The updated Stroke QBP Clinical Handbook is now available online. Some of the most significant updates 
in the new handbook include, but are not limited to, the use of EVT; changes to the treatment window 
timing; and best practice door-to-needle targets for tissue plasminogen activator administration.   

 

Congratulations STEGH 

The CIHI NRS (Canadian Institute for Health Information National Rehabilitation Reporting System) 

reports STEGH is currently one of the five top performers in rehabilitation intensity in Ontario with 117 

therapy minutes per patient per day moving closer to the best practice target of 180 minutes per patient 

per day.  

 

Parkwood Institute celebrates 15 year stroke milestone 

In February 2002 all stroke rehabilitation care in London was consolidated at St. Joseph’s Health Care 
London’s Parkwood Institute (then Parkwood Hospital) to form one of the largest interdisciplinary 
specialized stroke rehabilitation units in Canada. Since then the Stroke Rehabilitation Program has 
formed a highly successful clinical-research team with a reputation as an internationally leading centre of 
evidence-based practice. 

 

Phase I Update 

Implementing and evaluating the 

recommendations for the future of in-

hospital stroke care 

 

All Local Stroke Working Groups (LSWG) are 
continuing work on the Destination Policies 
with their respective EMS services. Once these 
policies are in place, regardless of whether 
patients are inside or outside the tPA/EVT 
treatment window, EMS will bypass the local 
non-designated hospital and take patients 
directly to their respective Regional or District 
Stroke Centre. There will be a separate 
Destination Policy for each paramedic service.  
 
Stroke Repatriation/Transfer Agreements 
between hospitals to support the right care in 
the right place are being developed for each 
stroke district. Once a patients’ acute and/or 
rehab stroke unit care is complete, if they 

Some members of the Hanover & District Hospital 
Emergency Team, from left, Dana Howes, VP of 
Patient Care Services; Sarah McPherson, RN; and  
Linda Franken, RN. 

 

 

https://www.surveymonkey.com/r/T8CB6TZ
http://ontariostrokenetwork.ca/blog/updated-stroke-qbp-handbook-now-available/
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cannot be discharged home it is important for them to be 
transferred from the Designated Stroke Centre to their local 
community hospital so they can receive care closer to home and 
support access and flow within the Designated Stroke Centres. 
 
The Stroke Repatriation/Transfer agreements are also important 
for scenarios when patients arrive at a Regional or District 
Stroke Centre and assessment reveals they did not have a 
stroke. This agreement supports their transfer back to their local 
community hospital for continued medical support and care 
closer to home.   
 
The Chief Nursing Executive (CNE) Leadership Forum was 
engaged to gain support in principle for Stroke 
Repatriation/Transfer Agreements in each Stroke District. This 
stroke specific work aligns with and helps inform the CNE 
groups’ focus on system access and flow.  
 
Sustainability and Evaluation  

To help monitor system change, work is underway to create a 

sustainability and evaluation framework for this Project. “Once 

stroke realignment is in place at all the South West LHIN 

hospitals, we need to have a governance structure to review 

data on a regular basis to help us determine whether changes 

are needed, and if they are to make decisions about how to 

implement those changes,” says Carol Walters, Director, Clinical 

Neurosciences, LHSC and Administrative Liaison, Southwestern 

Ontario Stroke Network.   “We are moving into a cycle of 

continuous quality improvement.”  

 

For the evaluation portion of the framework, Carol will be working closely with Evaluation Lead, Dr. 

Matthew Mayer on the overall indicator dashboard that will align with the regional dashboard, and on 

metrics specific to this Project.  In March Carol and Matthew attended all LSWG meetings to determine 

the top three to five post-implementation measurements per district. 

Steering Committee 

Steering Committee members agreed to extend their tenure on the Steering Committee until June 30, 

2017 to support the post- implementation phase of the realignment of stroke services and ensure a 

sustainable framework is in place by the end of Q1.  

 

Physician Champions 

The sustainability and evaluation phase will include Co-Physician Leads from April 1 to September, 30, 

2017.  For this six month period Dr. Young, the project’s current Physician Lead, will co-lead this role with 

Dr. Sunil Mehta, CCFP (EM), Chief, Department of Emergency Medicine, Grey Bruce Health Services’ 

Owen Sound Hospital, and Adjunct Professor with the Department of Family Medicine, Western 

University.   

 

Decision support and Q2 results  
Decision support is liaising with Hamilton Health Sciences to transfer the Regional Stroke Dashboard to a 

shared platform for broader access and standardization of stroke reporting.  

Fiscal 2016/17 Q2 (to the end of September2016) results highlights include: 

 a reduction in EMS offload delays (lowest rate in last two years) 

 more ischemic stroke patients arriving within the 3.5 hour tPA window (highest rate since 14/15 

Q1) 

“Access to highly specialized 

stroke care is imperative in 

promoting optimal outcomes 

for patients experiencing a 

stroke. The development of the 

District Stroke Centre is key in 

ensuring patients in the Grey 

Bruce region receive this 

highly specialized stroke care 

in a timely manner.  Hanover 

and District Hospital is pleased 

to work in partnership with the 

District Stroke Centre at Grey 

Bruce Health Services - Owen 

Sound in establishing this 

essential stroke resource for 

our local communities.”    

Dana Howes, Vice President of 

Patient Care Services and 

Chief Nursing Officer, Hanover 

District Hospital 
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 an increase in the number of patients treated on stroke units (there are now stroke units in each 

of the 4 stroke districts in the LHIN )  

 percentage achieving target length of stay in an inpatient rehabilitation unit (severe to moderate 

complexity) stabilizing at a higher rate  

 percentage of patients in ALC status continues to be a challenge, with an increase from 16% 

(14/15 Q1) to 29%.  

 

Staff survey  

In the coming months a brief survey will be circulated to those involved with the South West Stroke 

Project to gather their feedback on the implementation of stroke realignment to seven Designated Stroke 

Centres in the South West LHIN. This survey is in follow-up to a similar survey conducted in the summer 

2016.   

Local Stroke Working Group (LSWG) Updates 

 
Grey Bruce   
As has been the case for many years, when a patient calls 911 within the tPA window since the onset of 

stroke symptoms, Grey and Bruce EMS takes them directly to Grey Bruce Health Services – Owen Sound 

Hospital (GBHS – OSH).  Effective mid-January, for patients outside the tPA window, EMS first stops at 

the local hospital (Hanover and District Hospital or South Bruce Grey Health Services) so the patient can 

be assessed to confirm a suspected stroke. If this is confirmed, EMS then takes the patient to GBHS – 

OSH.  Once the Destination Policies are in place with Grey and Bruce EMS in early April, they will bypass 

local hospitals for all patients with a suspected stroke—regardless of whether they are inside or outside of 

the window for tPA treatment – and take them directly to either the District Stroke Centre at GBHS – 

OSH, or to the Regional Stroke Centre at London Health Sciences Centre. 

 

Grey Bruce is now in the follow-up period to ensure everyone is 

familiar with the process and looking for opportunities for 

improvement.  With 65 per cent of physicians in Grey Bruce on 

locums, creative methods of providing education to this diverse 

group are being developed, including two online learning 

modules that will be CME approved.  These modules will cover 

process and stroke mimics.  Another strategy underway is 

repeating education sessions with emergency department 

nurses so they are well versed in guiding the locum physicians 

through the process. 

 

As part of a feasibility study, follow-up phone calls are taking 

place with all stroke patients discharged from acute care and 

rehabilitation using the PROMIS 10 questionnaire.  These calls 

will be repeated in three months to assess patients’ perception 

of their health.  

 

 

Huron Perth    

The code stroke policy for inpatients at Huron Perth Healthcare Alliance (HPHA) went live March 27. This 

policy provides a clear process for caring for patients who have a stroke while they’re in hospital being 

treated for another illness. Listowel Wingham Hospitals Alliance also completed their code stroke policy 

for inpatients, and Alexandra Marine & General Hospital and South Huron Hospital Association will have 

their policies in place in the near future.  

 

Among the Huron Perth hospitals there is a process of clear, transparent and timely communication when 

challenges arise; these situations often lead to learnings which further improve the stroke process.  

“Having stroke patients cared 

for by practitioners with 

recognized stroke expertise at 

a Designated Stroke Centre 

will ensure the best possible 

outcomes following a stroke.”   

Maureen Rydall, Chief Nursing 

Officer, South Bruce Grey 

Health Centre 
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A Huron Perth Healthcare Alliance/Alexandra Marine & General Hospital intranet site for stroke care is 

now accessible to all Huron Perth Hospitals which allows quick access to the Huron Perth stroke 

protocols and resources for the emergency department.  

The focus groups with Huron Perth stroke survivors and caregivers are complete and a detailed analysis 

of their feedback will be presented in the coming months.  

Elgin Oxford Norfolk  
There was excellent uptake during the February education sessions with Tillsonburg District Memorial 

Hospital (TDMH) emergency department physicians and nurses.  Once the Destination Policies are in 

place, EMS will bypass TDMH to take all individuals with stroke who are outside the tPA/EVT window to 

St. Thomas Elgin General Hospital, while those within the window will continue to be taken to their current 

tPA/EVT administering site at London Health Sciences Centre – University Hospital, or Brantford General 

Hospital for residents of Norfolk County.   

 

The Secondary Stroke Prevention Clinic is now taking referrals from the emergency departments at both 

STEGH and TDMH, and is planning to accept referrals at the end of March from the community as the 

final step in the clinic’s staged and gated implementation plan. There has been a very positive response 

to the clinic. It is currently open Monday, Wednesday and Friday but the referral volume is being 

monitored to determine if the current schedule meets the demand.  

 

Work is underway on in-house code stroke which is available to the nursing staff through the Learning 

Management System (LMS).  It will also be included in the Knowledge Quest in May to support the LMS. 

Early conversations are taking place about evolving the Elgin Oxford Norfolk LSWG into a District Stroke 

Council to prepare the district as it moves into the sustainability phase.  A sustainability dashboard, which 

links with TDMH, has been created. 

 

London Middlesex Oxford  

A stroke survivor and her caregiver joined the LSWG as patient/family advisors and attended their first 

meeting Feb. 22, where they shared their story and provided insight into their perspective on the stroke 

care received. 

In early March there was a presentation during Grand Rounds at London Health Sciences Centre – 

University Hospital (LHSC – UH) on stroke realignment and its implications for University 

Hospital.  Alexandra Hospital’s (Ingersoll) stroke realignment to University Hospital took place in 

November 2016, and Middlesex Hospital Alliance (Four Counties Health Services, Newbury and Strathroy 

Middlesex General Hospital) realignment to LHSC – UH took place March 6.   

 

Woodstock Hospital stroke volumes were originally scheduled for realignment to LHSC – UH on March 

20, 2017.  However, because of unusually high neurology and neurosurgery patient volumes at LHSC – 

UH at that time, the decision was made to postpone the Woodstock Hospital stroke realignment until 

approximately April 20, 2017.  It should be noted that the high neurology and neurosurgery volumes were 

not related to the regional stroke realignment.  

 

Lori Smith, Director of Clinical Services at Alexandra Hospital, says realignment is going very well. At a 

recent Medical Advisory Council, physicians provided the feedback that they are feeling everyone is well 

informed, and that the walk-in stroke protocol is very helpful and facilitates communication.  

 

Phase I Next Steps 

 Finalize Destination Policies with EMS Chiefs and hospital CEOs  

 Finalize Stroke Repatriation and Transfer Agreements with hospital CEOs 

 Build toolkit to operationalize Stroke Repatriation/Transfer process  

 Continue with patient outcome measurement initiatives 

 Conduct Lessons Learned session  
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 Evaluate and track risks and issues that will be ongoing post-implementation  

 Begin work on Sustainability and Evaluation phase  

 Realign Woodstock Hospital acute stroke services with London Health Sciences Centre – University 
Hospital  

 Finalize dates for full by-pass of non-designated hospitals in Thames Valley  

 Finalize resources and initiate planning for Sustainability and Governance phase including developing 
terms of reference, meeting schedules, and evaluation review dates. 

 

 

   

Non-Designated Hospital ED Education 

Non-Designated Hospital Emergency Department education to Strathroy Middlesex General Hospital, 

Four Counties Health Services, Tillsonburg District Memorial Hospital, and Woodstock Hospital occurred 

during the past two months. A backgrounder video was sent out in advance of the education session to 

provide an overview of the South West Stroke Project, the signs and symptoms of stroke, last seen 

normal time, and endovascular therapy. This video served as a primer to the in-person training on the 

hospital-specific Walk-In Stroke Protocol education.  

 

District-specific resource lists have now been developed for all four stroke districts that hyperlink to pre-

recorded presentations and relevant reading articles. Please contact your local District Stroke Centre 

Coordinator/Manager for more information on this. 

 

Regional Acute and Rehabilitation Outcome Measures Videoconferences 

To support the ongoing accurate collection of acute and rehabilitation outcome measures, education 

sessions have been planned. For rehabilitation front-line staff, 30 minute education sessions entitled 

“Focus on Measurement in Rehab: Why FIM?” were offered regionally by webinar and videoconference in 

February. Click here to access the presentation slides and archived recording. For acute front-line staff, 

two 45 minute educations sessions entitled “Focus on Measurement in Acute: Why Alpha FIM?” are 

planned for April 11 and 18. Please contact your District Stroke Coordinator for more information. 

. 

Case Based Stroke Education Series 

A Summary Sheet from the Case-Based Stroke Education Series, hosted by Huron Perth Healthcare 

Alliance - Stratford General Hospital on Jan. 26, is now available.  

 

Grey Bruce Health Services - Owen Sound Hospital will be hosting the next session over noon hour on 

May 19, 2017,.  It will be videoconferenced to all the Designated Stroke Centres in the South West and 

Erie St. Clair LHINs.  

 

A resource list for Designated Stroke Centres has also been created to support ongoing education needs, 

with hyperlinks to pre-recorded presentations and relevant reading articles, organized by care continuum. 

For more information, please contact Lyndsey Butler, Regional Education Coordinator, at 519-685-8500 

x34899 or Lyndsey.butler@lhsc.on.ca 

 

Visit the South West Stroke Project Phase I education web page for more information on upcoming 

education and available resources at http://swostroke.ca/swsp-phase1-education/  

 

Other education opportunities  

 GTA Rehab Best Practices Day 2017: Making the Best Use of Rehabilitative Care Approaches 
Across the Continuum 

 

 

Phase I Education Update 

  

http://webcast.otn.ca/mywebcast?id=65262291
http://swostroke.ca/wp-content/uploads/2017/03/Flyer-ARCHIVED-Regional-FIM-presentation-FINAL.pdf
http://swostroke.ca/wp-content/uploads/2017/03/Case-Based-Stroke-Education-January-26-2017-FINAL.pdf
mailto:Lyndsey.butler@lhsc.on.ca
http://swostroke.ca/swsp-phase1-education/
https://ers.snapuptickets.com/ers/online-registration-conference.cfm?y=ZWlkPTIxMDImbGFuPWVuZw
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Right, Sandi Pincombe, Elgin Oxford 
Norfolk District Stroke Coordinator; 
Kathy Davis, Clinical Educator at 
Tillsonburg District Memorial Hospital 
(TDMH); and Dr. Martin Cieslak,  
Internist and Physician Lead for St. 
Thomas Elgin General Hospital,  at 
the Non-Designated Hospital 
Emergency Department education at 
TDMH. 
 

Gina Tomaszewski, Southwestern Ontario 
Stroke Network Regional Acute Care 
Coordinator and Kim Jenkins,  Manager of 
Patient Care at Middlesex Hospital 
Alliance, at the Non-Designated Hospital 
Emergency Department  education at 
Strathroy Middlesex General Hospital.   
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Phase II 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 and 

Recovery for Stroke Survivors (Community Rehabilitation & Recovery) Project Team and the Secondary 

Stroke Prevention Project Team.  

 
The draft Directional Recommendations were presented to the Community Support Services Council 

February 2 and to the LHIN CEO Leadership Forum March 3.  Feedback from all has been supportive. As 

the result of a suggestion from the Southwest Ontario Aboriginal Health Access Centre team during a 

presentation earlier this year, Indigenous Cultural Competency Training for health care providers was 

added as a key enabler to the Directional Recommendation document.  

 

Two of the South West LHIN’s primary care leads, Dr. G. Schacter from London and Dr. P. Gill from 

Goderich, provided constructive and solution-focused feedback on the draft Directional 

Recommendations.  

 

High level implementation planning data  

Carly Henshaw and Emily Latourell, Process Improvement Consultants, completed a data collection and 

analysis exercise for nursing and clerical roles at the Secondary Stroke Prevention Clinics at Huron Perth 

Healthcare Alliance - Stratford General Hospital, and Grey Bruce Health Services - Owen Sound. Similar 

data collected last year for the Urgent TIA and Carotid Clinics at London Health Sciences Centre – 

University Hospital will also be used for the project. This data captures the staff workloads per patient. 

This metric, when applied to anticipated volume increases, will provide an estimate of resource needs 

and will be used as a guide to support the proper resourcing of future state urgent TIA clinics.  An 

analysis was not completed for the Secondary Stroke Prevention Clinic at St. Thomas Elgin General 

Hospital as this clinic was not fully operational at the time of the data collection. 

 

Data gathering is also underway for other implementation planning considerations including staffing 

requirements for Community Hubs and Specialized Intensive Rehabilitation Teams (SIRTs), mapping of 

Community Hubs, and a stroke capacity planning document which estimates the number of patients who 

would use each Rehabilitation and Recovery and Secondary Stroke Prevention service.  This data will 

help to inform resource planning for future state services.  

 

Dr. Matthew Meyer explained the high level implementation plan generated by the data is just the first 

step.  In the implementation planning phase each Local Stroke Working Group (soon to be known as 

District Stroke Councils) will insert their numbers to generate regional estimates of the number of patients 

requiring stroke services, which will help to inform regional planning.  

 

Directional Recommendation document  

The Phase II Directional Recommendation document was updated to reflect feedback received from the 

Steering Committee March 9, and approved by this Committee March 28, 2017.  

 

Lessons Learned  

A survey distributed to the Phase II Project Team Committees and Steering Committee captured lessons 

learned over the duration of the project. “Lessons Learned is about celebrating what we do well, learning 

from our mistakes, sharing experiences and striving for excellence,”   explained Project Manager Bonnie 

Wooten.  

Highlights of the lessons learned strengths included:  

 a well-organized project 

 a strong Southwestern Ontario Stroke Network leadership team 
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 collaborative groups that worked well together 
 best practice /evidence to support decision making 

 project management methodology 

 strong vision and process (blue sky, current state, gap analysis, etc.) 

 engagement - good methods were used to engage with patients 

 community partners 

 project team members and physicians.    

 

Some of the challenges included:  

 the funding gap between planning and implementation 

 the capacity to complete the project in a short amount of time 

 finding creative ways to engage a broad range of  primary care and other physicians.   

 

Thank you 

It took enormous commitment to accomplish a tremendous amount of excellent work in a short time 

frame.  The final Phase II Directional Recommendation report is a culmination of that work.  I hope we 

see our future vision for stroke care in our communities become a reality.  Thank you for your part in 

moving us closer to this vision.  

 

 - Paula Gilmore, South West Stroke Project Solution Lead and Regional Director, Southwestern Ontario 

Stroke Network  

 

Congratulations  

I want to extend a big thank you to everyone on behalf of the South West LHIN. We have come a long 

way since we started over a year ago, completing a tremendous amount of work including current states, 

focus groups, blue sky exercises, stakeholder engagements, and of course the Directional 

recommendations. All of this could not have been accomplished without all of your support and 

enthusiasm!  As you all know this work is forming the foundation of our community stroke care and I know 

the Project Team, Steering Committee and all of the various tables that have seen our Directional 

Recommendations believe in and support the great work you have accomplished. Well done! 

 

- Doug Bickford - Program Lead – Rehabilitation System Design & Integration, South West Local Health 

Integration Network  
 

Phase II Next Steps  

 Acceptance of the Directional Recommendations by the South West LHIN Board of Directors    

 Continue to gather data and prepare resources needed to inform implementation  

 Continue to advance Phase II work, where possible, through the Southwestern Ontario Stroke 
Network and District Stroke Councils. Membership on the District Stroke Councils (formerly Local 
Stroke Working Groups) will be broadened to include community representatives.   

 Incorporate Phase II work into Phase I sustainability framework  

 Bring implementation planning information and impacts to various leadership groups for input and 
support  

 Create and submit proposal to South West LHIN for Priorities for Investment funding to develop a 
comprehensive implementation plan.  

 Continue work on implementation considerations.  
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Following people with stroke and TIA through the continuum of care 
 

Community Support Services  

Some stroke survivors who have finished their formalized rehabilitation— 
whether through an out-patient clinic or a community based stroke team— 
may still have rehabilitation needs and want to continue striving to reach 
their goals. Community support services (CSS) can assist stroke survivors 
on their stroke recovery journey by providing the resources and services 
needed to support them to successfully re-
engage in their community and improve 
quality of life. 
   
Community Support Services are also 
invaluable in providing support and respite 
for the caregiver. They can provide ongoing 
assessment of family and caregiver 
capacities to provide care, and determine 
their individual support needs, and potential 
burden of care.   
 
Margo Collver, Regional Community and 
Long Term Care Coordinator for the 
Southwestern Ontario Stroke Network, 
works closely with community support 
services agencies, advocating for new 
community stroke programs, partnering to 
ensure best practices are in place, and 
promoting stroke-related information, 
education and events throughout the South 
West LHIN.   
 
The following CSS organizations have representatives on the Phase II 
Project Team and are contributing their expertise to create 
recommendations to enhance post-hospital stroke care.  
 

Dale Brain Injury Services  
 
Click here for more information on Dale Brain Injury Services.  
 
Dale Brain Injury Services provides a continuum of high quality, client-
centred services to persons affected by an acquired brain injury.  
Their services for stroke survivors include adult day programs, 
conversation groups for individuals with aphasia, individual services 
focused on skill building and community reintegration and, in partnership 
with the March of Dimes, a young stroke survivor group in the London 
area.  
 

The journey for people with stroke and TIA – 

community support services  

 

Community Support Services 

(CSS) agencies in the South 

West LHIN, who regularly 

provide rehabilitation to stroke 

survivors:  

Cheshire Homes of London Inc. * 

Community Health Services, 

Canadian Red Cross (Grey Bruce, 

Stratford Perth, and Woodstock 

branches)  

County of Elgin 

Dale Brain Injury Services * 

Home and Community Support 

Services of Grey Bruce  * 

Ingersoll Services for Seniors 

ONE CARE Home and 

Community Support Services * 

Oneida Health Centre 

Southwest Aboriginal Health 

Access Centre – Community 

Support Services 

St. Marys & Area Home Support 

Services 

Tillsonburg & District Multi Service 

Centre 

VON Canada (Ontario Branch: 

Oxford, Perth/Huron, Grey/Bruce, 

and Middlesex/Elgin)  

* These agencies have 

representatives on the Phase II 

Project Team to create directional 

recommendations for post-

hospital stroke care.  

**for a complete listing of CSS 

agencies go to: 

http://www.southwestlhin.on.ca/ab

outus/hsplist.aspx 

 

Community partners work 

together to ensure stroke 

survivors and their caregivers 

are provided with the help, 

information, education and 

support required in order to 

resume well-adjusted living in 

the community after stroke.  

Margo Collver, Co-Chair, Phase II, 

Rehabilitation and Recovery for 

Stroke Survivors, South West 

Stroke Project 

http://www.daleservices.on.ca/
http://www.southwestlhin.on.ca/aboutus/hsplist.aspx
http://www.southwestlhin.on.ca/aboutus/hsplist.aspx
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Dale Brain Injury Services also provides education, consultation and training to survivors, caregivers, and 
professionals about how to effectively cope with the many effects that a stroke or brain injury can have on 
survivors including difficulty focusing attention, poor memory, irritability and light sensitivity.  
 
“Our services support survivors to continue their 

journey toward recovery,” says Brenda Campeau, 

Manager of Dale Brain Injury Services’ Day Service. 

“Participation in day programs and individual 

services provides opportunities to relearn skills 

needed in daily life and to put them into practice. 

Survivors tell us that they appreciate being with 

other people who have had a stroke and who 

understand what they are going through. Caregivers 

tell us that they appreciate the respite that our 

services provide and that, although it is sometimes 

difficult to put themselves first, they take advantage 

of the opportunity to practice self-care. Additionally, 

education about how to best support their loved 

one and themselves helps caregivers to stay 

healthy and survivors to stay in their homes 

longer.” 

 

Home and Community Support Services of Grey Bruce 

 
Click here for more information on Home and Community Support 
Services of Grey Bruce  
 

Home and Community Support Services of Grey-Bruce (HCSS – GB) 

is a team of caring staff and volunteers who provide community based 

services that support independence and enhance the quality of daily 

life for seniors, adults and their families. HCSS-GB provides several 

services including Meals on Wheels Hot and Frozen, Transportation, 

Non- Emergency Medical Transport, Home Help/Housekeeping, Adult 

Day Programs, Overnight Relief, Congregate Dining and Friendly 

Visiting, as well as telephone reassurance and family support.   

 

All services administered by Home and Community Support Services 

of Grey Bruce focus on the following populations: seniors and adults 

with complex needs, people living with mental health and addiction 

challenges, and people living with or at risk of chronic diseases.  

 

“With Grey Bruce Health Services in Owen Sound being a Designated 

Stroke Centre, as a partnering agency we look forward to offering a 

Stroke Specific Adult Day Program at two sites in the Grey Bruce 

area,” says Jo-Anne Cook, Programs Director North East Home & 

Community Support Services of Grey-Bruce. “Our goals will be to help 

these individuals maintain their current level of functioning through 

exercise and individual programs, provide caregiver support to 

families and work with these clients to support ongoing relationships 

with other stroke survivors.” 

  

Some of the Dale Brain Injury Services team, from 

left: Angelina Mrowka, Rehabilitation Counsellor; 

Mindy Dewar, Behaviour Therapist; Kim Ykema, 

Rehabilitation Counsellor; and Dawn Holmes, 

Behaviour Therapist.  

 

Joe (front) at the Saugeen Central 
Adult Day Program in Hanover with, 
from left, Marg Waechter, Volunteer;  
Christine Winkels, PSW; and Jo-Anne 
Cook,  
Programs Director. 

 

http://homecommunitysupport.com/
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Cheshire Homes of London Inc. 

Click here for more information on Cheshire  

Cheshire enables adults with significant physical disabilities and frail seniors to live actively, 

independently and with dignity in their own community through Assisted Living and Attendant Outreach 

Services in London-Middlesex, Oxford, Perth, Huron and Elgin Counties.   

Services are provided in an individual’s home, seven days a week, at any time of the day or night—and 

are personalized to meet the individual needs of each person served, as defined by that person. 

“Cheshire supports individuals living with disability to live an independent life through daily assistance 

provided by trained personal attendants,” says Angela McMillan, Director of Community Support. Services 

are defined by the individual receiving support and are not limited to only personal care. At Cheshire, we 

see the whole person and are committed to supporting that individual to live a full and active life following 

a stroke.” 

 

 

ONE CARE Home and Community Support 

Services – Huron Perth   

Click here for more information on ONE CARE – Huron 

and Perth  

ONE CARE assists the frail elderly and those with 

chronic illness or cognitive disability, and offers a 

specialized Stroke Adult Day Program at its Clinton site.  

At the day program, clients can continue to work on their 

recovery goals through activities and exercise, while 

enjoying the benefits of good nutrition and social time with 

peers.  

Jeanette Masse,  Community Support Services 

Supervisor, ONE CARE says, “The practical therapeutic 

rehabilitation provided with activities of daily living, as well 

as the emotional and social support provided by peers 

attending the program are all part of how we help clients 

adjust to their changed conditions.”  

 

The Clinton Adult Day Stroke Rehabilitation Program is 

Meet Mike – After twenty years of marriage, Mike and 

Linda Lang are still as inseparable as ever.  Their love 

endured after their lives took a tragic turn in 2004 and 

2010, when Mike had a heart attack and two strokes, 

leaving him paralyzed on the left side of his body and 

unable to speak.   

 

The road to recovery was long, but he didn’t take the 

journey alone. From day one, Linda has been his 

unwavering support system, but even the strongest of 

spouses require respite –something they receive 

through the daily supports provided by Cheshire staff.  

“Cheshire goes the extra mile.  They make it possible 

for me to stay at home and give me the independence I 

need to spend quality time with my wife,” says Mike. 

 

Some of the ONE CARE team, from left, Kyle 

Middegaal, Recreation Therapy/Program 

Assistant;  Steph Struyk, Recreation 

Therapy/Program Assistant;  Michelle Slade,PSW/ 

Program Assistant; and Lynne Hildebrand, 

RPN/Program Assistant.  

http://www.cheshirelondon.ca/
https://www.onecaresupport.ca/Services/AdultDayPrograms
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designed to provide an opportunity for stroke survivors to continue their rehabilitation, further their 

education on secondary stroke prevention, share experiences/coping strategies and become inspired to 

move forward after their stroke. 

 

A personal exercise rehabilitation regimen is developed with input from the Community Stroke 

Rehabilitation Team and individual goals are set. Participation in the activities and rehabilitation program 

helps survivors maintain their achieved gains and further progress is promoted. This program contributes 

to the improved quality of life for the stroke survivor and also provides much needed respite for the 

caregivers.  

 

 

 

 

Acute stroke bypass policy’s symptom-onset time window expanded  

-  Stratford Beacon Herald coverage  

 

LHSC promotes F.A.S.T. for National Heart Health Month  
 

  
 

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 South West Stroke Project work.  

In the news  

http://www.stratfordbeaconherald.com/2017/03/19/acute-stroke-bypass-policys-symptom-onset-time-window-expanded
http://swostroke.ca/fast-videos/
http://swostroke.ca/about-swsp/

