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Transition Improvement for Continuity of Care (TICC):
A Best Practice Initiative to Support Stroke System Redesign
in Toronto (Stroke Flow)

TORONTO WEST

TICC is an innovative cross continuum initiative to improve the transition experience for persons
with stroke and caregivers. Representatives from multiple organizations in Toronto are co-creating
and implementing a standardized but adaptable person-centred model for continuity of care
(transition management) based on best practices. TICC is a multi-year initiative:

2010-11 Community Engagement Goal of TICC

To improve the life experience of
persons with stroke/caregivers by

2011-12 Foundational Project Development

2012-13 Implementation & Evaluation creating and implementing sustain-
able foundations of a new model of
2013-14 Adaptation, Spread and Sustainability care though the development of an
adaptive community of care provid-

BACKGROUND ers in the Networks.

Continuity of Care is the degree to which the patient experi-
ences discrete health care events as connected and con-
sistent to his/her medical needs and personal context. For persons with stroke (PWS) and caregiv-
ers (CG) recovery and transition experiences are fragmented, inadequately informed and stressful.
They carry the burden of managing the system at a time when they are most vulnerable and over-
whelmed, thereby potentially limiting their recovery and outcomes. Primary research conducted by
the Networks with PWS/CGs revealed a desire for individualized and hopeful care, support for navi-
gating the system and improved relationships with their healthcare providers.

Extensive consultation with healthcare providers (HCPs) also revealed a desire for a timely and
complete portrait of the patient’s experience to optimize care at points of transition as well as to
learn about the system and one another to facilitate seamless care.

Reflecting expressed needs of system users, the TICC initiative is grounded in 3 core constructs:

1. Stroke Care and recovery does not occur on a linear continuum. A seamless system of stroke
care is one that is more flexible and responsive to patient needs. Organization
and system opinion leaders have validated this concept and health care provid-
ers engaged in TICC are shifting their language in terms of how they talk about
stroke recovery.

2. Optimistic Care. Care is provided in a way that helps persons with stroke develop hope that they
will be able to live a meaningful life again; this requires different conversations between health care
providers and persons with stroke/caregivers to create understanding about what is meaningful to
them.

Transition ImprovementstorCont

3. Relational Strength. Attention to relational aspects of care can improve processes, patient safety,
outcomes and efficiencies. In lifting our heads to see the whole, health care providers learn what
kinds of experiences people will have with other parts of the system and collaborate on care.
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Three core projects were identified as the foundation for a more seamless system:

MY STROKE PASSPORT

. . . . . . . My Stroke Passport
My Stroke Passport | A patient mediated communication and navigation tool that can be intro- Y _ =

duced anywhere during recovery. It is comprised of two user friendly core
sections: 1. A transferable/adaptable communication component to charac-
terizes the person, track goals and map their experience in the system. 2. A
removable self-contained resource guide to support knowledge develop-
ment and community re-engagement. Together, the resources enable en- T
hanced collaboration, meaningful care and patient self-management. Mataging the eflects of irsks

and getting back into life

PEERS FOSTERING HOPE

Peers connect with and offer timely support and linkages to persons and caregivers living with

stroke ultimately transforming the image of stroke to one of hope and possibility.

. Peers are experienced caregivers and/or persons with stroke who are well into their recovery
and who have undergone extensive training to provide in-hospital visits to people who have

’ just had a stroke and their caregivers.

The program will support earlier access to peers—starting in acute care and follow through

their recovery into the community.

KNOWING EACH OTHERS WORK

A series of initiatives for healthcare providers to foster learning and meaningful collaboration
across the system to know each other’s work in ways that enable delivery of the best seam-
less, optimistic care possible for people living with stroke.

Essential Professional Conversations (EPC) for Seamless Care

EPC is a set of conversational practices designed to foster enhanced communication, learning and meaningful cross-
system collaboration among healthcare providers at times of transition to deliver the best seamless, optimistic care
for people living with stroke. As a supplement to written information, the project encourages verbal conversations
across units, professions and sites to provide a vital opportunity to ask questions, reduce misunderstandings (errors),
and foster learning about each other’s environments. This initiative will have particular value to support transitions
for complex patients. To successfully implement the initiative, we have developed an educational process including
weekly reflection on experiences with team members to facilitate local learning and positive change.

Observerships

A structured opportunity to spend time in each other’s work environments enables health providers’ in-depth learn-
ing about the system and provides an opportunity for further relationship-building as a building block for collabora-
tion and increasingly seamless care.

Virtual Community of Practice (VCoP)

To provide a forum to continue to foster knowledge exchange, relationship-building and sustain momentum of posi-
tive change, a virtual community of practice has been developed for healthcare providers working in stroke care
within and outside the Toronto Stroke Networks. Opportunities exist within the VCoP to collaborate on quality
improvement projects, research and other stroke best practice initiatives.
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Implementation : 2012-13

¢  Twelve organizations have agreed to be early adopters of the 3 foundational projects. Champions from within
piloting organizations have been identified for each project to educate their respective stroke teams about the
work and encourage uptake into clinical care practices including data tracking to support evaluation of these
resources. It is anticipated that focus groups and interviews with PWS/CGs and HCPs will be initiated in the spring
(2013) and resources adapted from the results as required. Additionally, a focused consultation and engagement
with primary care providers will occur in 2012-13 to augment the evaluation results.

l InfrastructurefAdmin Changes H Standardized Care Processes

_L

Acute Care J Rehab
v v .

~Centres of excellence | | _standardized admission criteria /" _Completion of diagnostic workup |
-Dedicated unit Inpatient and etiology of stroke
-Dedicated team -Dedicated stroke unit/team -Timely assessment by stroke team
-Earlier rehab referral -Intensity 3h/day x 7 day/week -Common assessment tools

-Access for more severe -E-stroke rehab referral system

Outpatient -Task specific therapy

-Greater intensity -Patient education

-Direct access from acute care -Etc....

\ within 2 weeks i -TRAMSITION APPROACH

& ~ 4

.

Goal: improve the experience for people and families living with stroke by creating and implementing sustaina ble

.
Eva I uatl on foundations of best practice stroke care models across acute and rehabilitation service provider organizations in
F k Toronto to support community re-engagement and optimize patient outcomes.
ramewor REALMS OF DESIRED CHANGE
System Usage Patient Outcomes Individ uzl & Team Practice — Relational
Shorter LOS"s reduced ALC) Functional Re covery Strength
Reduced Readmission Rates ‘Quality of Life Quality care
Cost s3vings satizfaction with care and coordiration/acoess standardized azseszments

to services Best practice processes of care

Interprofessional collaboration (local Bcross
system) B Professional competencies
System Voices
Persons with Stroke CEO's of MOHLTC Healthcare Providers Stroke
B caregivers Organizations B LHINS Metworks
Enahblers
Relationships & Commitment & Monitoring & ofessional Evil Bazed
Collaboration Accountability Reporting Development Best Practices
Actions in 2011-13
collaborative organizational accountability Professional Developme nt
implementa tion teams Frameworks A3 B Implementation Plan

Process Indicators & OUTCOMES

Alpha FIM completed day 3-5

- assessments/ treatment [function, depression,
swallowing, cognition, pain, etc)

<— Adaptabili

—

Short Term 2012-13 Mid Term 2014-15 Long Term 2016 [outcomes |
% of patients a dmitted to a stroke unit # patients receiving peer support; stroke passport Patient,Family outoomes:
Total bed days acute # patients receiving dysphagiz soreen Reducsd maortality rates
Staffing ratios/bed # patients receiving anticoag/antihrombotic at dfic D/C destination
# of organizations participating in CIHI # patients screensd for depression Quality of Life /Caregiver burden
#340 # patients referred to SPC senze of control/ability to seff-manage
Sstroke patients d/c'dto inpatientrehab | Relational strength (#hop interaciions for handover) Sy StEm oUtCOMES:
Time torehab referral Profeszional com petencies/expertizse instroke care # patie nts aooessing rehab within 10 days

poststroke; Rehabaccess based on severi-
ty of stroke; FIM efficiency of rehab; Read-
mission rates and cause; ER wisits, &
Re-access torehab
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The Toronto Stroke Networks will refine the transition process based on the evaluation feedback from this first phase
of implementation. The Stroke Networks will support the broader roll out with other organizations in the system not
currently familiar with the TICC approach. For more information please contact your Stroke Network Regional
Director.

Beth Linkewich

Director, Regional Stroke Program
Sunnybrook Health Sciences Centre St. Michael’s Hospital

Tel: 416-480-6100 x7300 Tel: (416) 864-6060 x3537

E-mail: Beth.Linkewich@sunnybrook.ca  E-mail: willemsj@smbh.toronto.on.ca

Jacqueline Willems
Regional Stroke Manager

Shelley Sharp

Director, Regional Stroke Program
Toronto Western Hospital

Tel: 416.603.5076

Email: Shelley.Sharp@uhn.ca
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