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Parkwood David Ure Community | 3teams, funded by the South | jan 2009 | Overall: For receiving funding: | -Partner with CCAC for | Funding proposal Ongoing program
Hospital CSRT Coordinator Stroke West LHIN Fhrqugh the Aging ~300 clients - Aging at Home Initiative | safe transition from ~a evaluation.
StJoseph's | D2Vid-Ure@sincondonon.ca | popapiieation | ineach of thechres LN Served Peryear | fudence aaced Revien | NOSPI2I 10 hOME Di\HSIP Aging at
in each of the three - Evidence Based Review - :
Health Care >19-68>-4292 ext 42615 Teams (CSRT) planning areas: North -wait list: 1-4 of Stroke Rehabilitation tcgirjrtcr::esmlon to Home SW LHIN Strok« ;{;rszi;i:)ﬁ:iposal
. (GreyBruce), Central weeks identified evidence for o .
London(SJHC) | Deb Willems (HuronPerth) and South ALOS 20 ks | specialized ‘Communicationand | yni4a0 evaluation of the
SD\leo\f/’i\:lems@lhsc onca Admission (Thamfss Valley: Oxford, Elgin Mean 17W€€ interprofessi.onal teams marketing requilfes http://www.youtube.com/watch?v=7L9U CSRTs 51,_|bmitted
. -on. criteria: and Middlesex Counties). 7 X - Gap analysis and concerted, ongoing UEB5C70 for funding.
519-685-4292 ext 42681 o Adult stroke Interprofessional teams VISItS/C'Ient consensus on rehab effort; experienced a _—
. consist of 1.0 FTE RN, OT, PT, (range 1-83) priorities in SWO region drop off in referrals.
survivors SW; 0.5 FTE SLP and .enabled 5 client had been completed; .Despite full Referral Form
with Recreation Therapist; and 2.0 enable clients access to rehab for . P . d visi -
rehabilitatio | FTE Rehabilitation Therapists to return home stroke in community a orientation and vision ke
n needs (support personnel). from LTC top priority for proce%s for IPC model, Referral Form. pdf
o Client’s Clinical stakeholders. ?ver tl;'?e tendency Brochure
New Model of Care includes: Inica or staff to revert to
Eeeds are « Specialized Outcomes: CSRT Implementation: previous practice -
est met by ; . ] ) ) . s
specialized mterprofe;smnal team cl|er.1ts. made - Project AdVIS_O"V Group mod(-?-ls; requires CSRT Brochr. pdf
stroke service dellvered.t.o s.tatl.s.tlcally . included hospitals, CCAC, ongoing support/
. remote communities significant gains on SWOSN, DSCs reminders/processes fo Sh
rehabilitatio e Home and community the FIM™ (p<0.001), | - Affiliation with DSC: full to sustain Info Sheets
n services in treatment settings and the physical continuum of stroke care ’ ET\ E:i
the o Flexibility in customizing (p=0.01), and access to inpatient ) CSRT Infasht CSRT ;:;:)snt
community treatment plans psychosocial health record. Challenggs. Doctor. pdf Farily. pdf
o Client e Primary caregiver focus (p<0.001) and - Stroke Network Introducing new Rounds
consents, is e New roles (TRS,RT) recovery (p<0001) infrasttjucture to support program )
motivated e Transition from LTC to domains of th'e S.|S faducatlon, ) Inappropriate I@j
and able to community living betwgen admission |mple.men.tat|on of best referrals -
o o Community and discharge, that practices, innovation. Resources Rounds Revised.doc
participate reintegration/linking with were maintained at - Fu:il Tri]fntation(tjo new Travel
e Client has communit follow-up. Clients model of care and vision; ..
specific and programs/\gervices and admitted to the IPC training within éVeatherh' limi Initial Assessment
achievable capacity building program also et eet @
rehabilitatio * Hubs of activities displayed fewer - Evaluation framework | SEIVICes
n goals e Educating community symptoms of included in initial _ Initial Interview Form
support staff depression (p<0.001) | planning Tips: 2010.doc
o . and required less e Link your project to . I
Lk Yo POIEC | rin ojectives
Priorities: post discharge (p=0.01) Zt d'sc:arge priorities Iﬂ_ﬂ Iﬂ_ﬂ
® Onsetto 3 compared to when o Reference evidence
months they were first & best practices Shared_LO_Self-Eval RevisedLearning_Pla
o LTC admitted to CSRT  Target specific uation_Tool April_20inTemplateforJan200¢
residents . regional needs
with System impacts: e Partner,
identified Inpatient collaborate,
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potential to Rehabilitation integrate m*:.
go home Program SJHC: o |dentify )
e People living 32% | in ALC days leadership/champio Moving Fc%rd With
alone 18% | in ALOS ns Stroke.PDF

44.9% J in days
waiting for
admission to
rehab.

Survey Results:
Clients reported
team services:

- met their needs
(97%)

- enabled them to
stay at home (93%)
- QOL (96%)

- N independence
(88%)

- Helped return to
family roles (69%)
and social activities
(59%).

100% Caregivers
reported that the
team helped
reduce the stress
of caregiving.

Stakeholders
reported team
impacts included:

- shorter hospital
LOS

- LER visits

- 4 hospital re-
admissions

- stroke risk factors
better managed

e Consider process

e Include
communication
strategy

® Learn as you go

Team Orientation
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