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improvement, an on-site survey was conducted. Information from the on-site survey as well as other data
obtained from the organization were used to produce this Distinction Report.

On-site survey results are based on information provided by the organization. Accreditation Canada relies on the
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A Message from the Accreditation Canada CEO

On behalf of Accreditation Canada, I extend my congratulations to Hamilton Health Sciences - Hamilton General
Hospital on your participation in a program that recognizes organizations that demonstrate clinical excellence
and an outstanding commitment to leadership. I hope you find the Distinction process to be an interesting and
informative experience, and that it is providing valuable information that you are using to plan your quality and
safety initiatives.

This Distinction Report shows your decision, as well as final results from your recent on-site survey. I encourage
you to use the information in this report to guide your ongoing quality improvement activities.

Your Accreditation Specialist is available if you have questions or need guidance.

Thank you for your leadership and for demonstrating your ongoing commitment to quality by integrating
Distinction into your quality improvement program. We welcome your feedback about how we can continue to
strengthen the program to ensure it remains relevant to you and your services.

Sincerely,

Wendy Nicklin
President and Chief Executive Officer
Accreditation Canada
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The Accreditation Canada Distinction program recognizes organizations that demonstrate clinical

excellence and an outstanding commitment to leadership in a specific field of expertise. The program

is developed in close consultation with key stakeholders and content experts to reflect detailed

practices and the most up-to-date evidence. It offers rigorous and highly specialized standards of

excellence, in-depth performance indicators and protocols, and an on-site survey by expert

evaluators with extensive practical experience in the field. The program includes an on-site survey

every four years.

The Distinction program includes the following key components:

§ Standards: Distinction standards are based on the latest research and evidence related to

excellence in the field.

§ Protocols: Distinction requires the use of evidence-based protocols to promote a consistent

approach to care and increase effectiveness and efficiency.

§ Indicators: A key component of the Distinction program is the requirement to submit data

on a regular basis and meet performance thresholds on a core set of performance indicators.

§ Client and Family Education: Client, family and caregiver education and self-management

support are integral parts of stroke care that should be addressed at all stages across the

continuum of stroke care for both adult and pediatric clients.  Education is an ongoing and

vital part of the recovery process for stroke, which must reach the survivor, family members

and caregivers.

§ Excellence and Innovation: Distinction clients must demonstrate implementation of a

project or initiative that aligns with best practice guidelines, utilizes the latest knowledge,

and integrates evidence to enhance the quality of care.

Introduction1.

Distinction Report
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Executive Summary2.
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Hamilton Health Sciences - Hamilton General Hospital (referred to in this report as “the organization”) is
participating in the Accreditation Canada Distinction program. Accreditation Canada is an independent,
not-for-profit organization that sets standards for quality and safety in health care and accredits health
organizations across Canada.

As part of the Distinction program, Hamilton Health Sciences - Hamilton General Hospital has undergone a
rigorous evaluation process. External peer evaluators conducted an on-site survey during which they assessed the
organization's programs and services. Results are included in this report and were considered in the Distinction
decision. Please see Appendix A for a copy of the Decision Guidelines.

This report shows the results to date and is provided to guide the organization as it continues to incorporate the
principles of Distinction and quality improvement into its programs and services.

Hamilton Health Sciences - Hamilton General Hospital is commended on its commitment to using Distinction
to improve the quality and safety of the services it offers to its clients and its community.

2.1  Distinction Decision

Accreditation Canada is very pleased to recognize Hamilton Health Sciences - Hamilton General Hospital for
earning Distinction in Stroke Services for the following locations and services:

Hamilton General Hospital

Acute Stroke Services

Inpatient Stroke Rehabilitation Services
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2.2  On-Site Survey Information

On-Site Survey Dates

November 16, 2015 to November 18, 2015
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2.3  Overview of Results

The following is an overview of the organization’s results for each component of the Distinction program.

Component Achivement UnmetMet Total %

Standards

Acute Stroke Services

Hamilton General Hospital 101 0 101 100.0

Inpatient Stroke Rehabilitation
Services

Hamilton General Hospital 84 1 85 98.8

Distinction Protocol

Hamilton General Hospital 20 0 20 100.0

Indicator

Hamilton General Hospital 12 1 13 100.0

Distinction Education

Hamilton General Hospital 8 0 8 100.0

Distinction Excellence and
Innovation

FIT for FUNCTION
Community Stroke Wellness
Program

5 0 5 100.0
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The evaluator team made the following observations about the organization’s overall strengths,
opportunities for improvement and challenges.

2.4  Summary of Evaluator Team Observations

The organization, Hamilton Health Sciences - Hamilton General Hospital Site is commended on preparing for and
participating in the Accreditation Canada Stroke Distinction program. The Integrated Stroke program at Hamilton
Health Sciences (HHS) is recognized by the organizational leadership as one of its premier tertiary and
quaternary programs. HHS is the Regional Stroke Centre for two Local Health Integration Networks (LHINs), and
coordinates its services with three District Stroke Centres and other hospitals providing stroke services within
the two LHINs. The Integrated Stroke program at HHS enjoys recognition as a leader in the field of acute and
rehabilitation stroke care, and also as a national leader in stroke research. The program is supported with a
significant investment of resources. It is a source of pride for the organization, from senior management to the
front-line health care professionals that provide care for stroke patients.

The integrated stroke team is dedicated and passionate about excellence in stroke care. There is a high level of
staff satisfaction in the team. The integrated nature of the stroke program means that the clinical managers and
the allied health professionals work both in acute care and rehabilitation. This allows for a smooth transition
from acute care to rehabilitation for many of the patients the program serves. There are many educational
activities offered to staff members, covering many aspects of stroke care. Staff members are appreciative and
avail themselves of these opportunities. The stroke team at HHS sees itself as a regional resource for stroke,
working collaboratively with its regional and local partners. Below are some of the many noted strengths of this
program.

There is a high level of client satisfaction with the services and care provided by the integrated stroke team. A
recent patient experience survey attests to that satisfaction. The suggestions included in the responses have
driven improvements in stroke care. There is an opportunity to involve patients and their families still further,
such as is being done with the Patient and Family Council. Patient experience advisors and committee
memberships or panels are other approaches for ensuring improvement in service delivery, as this facilitates
looking at care through the lens of the patient and family.

The stroke program at HHS delivers excellence in comprehensive stroke care. Delivery of care by way of optimal
patient flow is coordinated by a stroke navigator in the integrated stroke unit. Stroke research is used to make
improvements in clinical care, such as the recent addition of an endovascular clot retrieval program. The team
is meeting and exceeding best practice targets for thrombolysis and acute stroke care. The stroke unit is now
sharing performance data, not only with staff members, but also with patients and families via an organizational
initiative to improve transparency, and this is occurring with use of quality boards. Quality improvement
exercises have resulted in significant improvements in several areas of care, such as the time to assessment in
the stroke prevention clinic, and the time to carotid re-vascularization of appropriate patients. These examples
of using quality improvement techniques to improve patient care are key strengths of this team.

Follow-up after discharge from the emergency department (ED) or the acute stroke unit via the stroke
prevention clinic (SPC) or stroke neurologist ensures continuity of care and optimal management of risk factors
for these patients. There is a longer waiting period for out-patient rehabilitation, and follow-up after discharge
from rehabilitation by telephone is less consistent. An opportunity for improvement is to ensure consistent
follow-up after discharge from rehabilitation, and to develop early community rehabilitation services for these
patients.

Research in stroke care has, and will continue to drive improvements in the clinical care of patients with stroke.
The stroke neurologists and physiatrists, and their team of residents, fellows, support staff and clinical health
professionals caring for stroke patients are involved in many leading research trials and studies in stroke
research. The academic focus of the stroke team means that evidence-based best practice will continue to
ensure excellence and innovation in the clinical care of stroke patients.

The integrated stroke team recognizes the importance of community partners in the re-integration of stroke
survivors in their communities. Many partnerships have been formed, and these partners are involved in goal
setting and programming for services which will be delivered in the community. Stroke survivors are integral
members of these partnerships, which have a regional, as well as a local focus.

The surveyor team members acknowledge the significant advances made by the stroke team in many areas of
stroke care over the last few years, with the support of the organization. Quality improvement and continued
excellence in stroke care are obvious strengths of the stroke program at Hamilton Health Sciences.
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The Distinction standards identify policies and practices that contribute to high quality, safe, and effectively
managed care in a specific area of expertise. Each standard is followed by a number of criteria that are
statements about the activities required to achieve the standard. High priority criteria are foundational
requirements for delivering safe and quality services and are identified by a red exclamation mark in the
standards.

During the on-site survey, the evaluators assessed the organization’s compliance with each section of the
standards, and provided the following results. The following tables indicate the criteria in the standards that
were rated “unmet” during the on-site survey. As part of ongoing quality improvement, the organization is
encouraged to address these criteria.

Standards Set
Met Unmet N/A

High Priority Criteria

# (%) # (%) #

Met Unmet N/A

Other Crietria

# (%) # (%) #

Met Unmet N/A

All Criteria

# (%) # (%) #

Acute Stroke Services

Hamilton General
Hospital

25
(100.0%)

0
(0.0%)

0 76
(100.0%)

0
(0.0%)

1 101
(100.0%)

0
(0.0%)

1

Inpatient Stroke
Rehabilitation Services

Hamilton General
Hospital

19
(100.0%)

0
(0.0%)

1 65
(98.5%)

1
(1.5%)

1 84
(98.8%)

1
(0.2%)

2

44
(100.0%)

0
(0.0%)

1 141
(99.3%)

1
(0.7%)

2 185
(99.5%)

1
(0.5%)

3Total
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3.1 Standards Set: Acute Stroke Services

3.1.1  Hamilton General Hospital

Clinical Leadership for Stroke

Providing leadership and overall goals and direction to the team providing stroke services.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

The stroke team has access to demographic information that informs the team of stroke
incidence in the population it serves, as well as the prevalence of modifiable risk factors.
The stroke program is based at the Hamilton General Hospital of Hamilton Health
Sciences (HHS) which is located in the urban core of the city.

There is a dedicated stroke coordinator that has region-wide responsibility for delivery of
services across the Local Health Integration Networks (LHINs) and for which HHS is the
Regional Stroke Centre. There are stroke navigators at the District and Regional Stroke
Centres. The navigator position at the Hamilton General Hospital ensures the optimal
placement of each stroke patient from that site and other Hamilton sites, and ensures
that the stroke team is aware of any stroke admissions, even if the patient is not
admitted initially to the acute stroke unit. The navigator is primarily responsible for
patient flow.

The integrated acute and rehabilitation units have a clinical manager and leader that
work collaboratively in both units, ensuring the smooth transition of clinical services and
patient flow. Two patient educators are attached to the stroke unit. Goals and
objectives are reviewed by the program every three years and align with the strategic
goals of the organization. The most recent review has just taken place; the results of this
review have yet to be shared with the front-line staff.

Virtually all patients admitted with the diagnosis of ischemic or hemorrhagic stroke are
looked after on the acute stroke unit or the neuro surgical step down unit. There is a
protocol for priority admission to the acute stroke unit, including transfer if needed from
other hospitals in the Hamilton area. Protocols for admission from district stroke centres
for services such as carotid vascularisation, and for repatriation to these units are in
place.

There are ten stroke neurologists providing services to the stroke program. Residency in
neurology includes significant training in stroke care. There is a one or two-year
fellowship program which ensures that the stroke team and patients benefit from this
academic environment. Research in stroke is a core competency for the medical staff
members of this team, in conjunction with the clinical program.

The stroke neurologists are part of the Ontario Telestroke Network, providing service to
the northern part of Ontario, as well as the region. Much of the communication with the
district stroke centres and local hospitals is via telephone and/or facsimile, using picture
archiving communications system (PACS) for imaging. An opportunity exists to increase
the use of Telehealth locally, both for acute and rehabilitation care, and follow up.

The team is involved in the community, both with its partners and on its own. The team
uses social media, and plans community awareness strategies with its partners. A good
example of this outreach by the team is having "FAST" signs by the roadside. This
community’s involvement in stroke prevention is regarded as a critical part of their
mandate by the team.
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The team is involved in the community, both with its partners and on its own. The team
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Competency for Stroke

Developing a highly competent interdisciplinary stroke team with the knowledge, skill, and ability to develop,
manage, and deliver effective and efficient stroke services.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

There is a strongly engaged team experienced in stroke care, which is responsible for
delivering the program. Team members are proud of the care and services they provide
and were clearly enthusiastic and passionate about their specialty during the stroke
distinction survey. Overall, the team is has good resources from a human resource
perspective.

Allied health personnel report to the stroke clinical manager, and work between acute
and rehabilitation care to further promote the integrated nature of this program. There
is a good orientation to the stroke program for all staff. There is regular feedback and
evaluation during the first year for staff members new to the stroke program. Staff
members are mentored by an experienced staff member during their initial period until
they are comfortable. There is a mandatory regular training module called "Hemispheres"
for staff. The program presents regular educational activities for enhancement of skills
and training in stroke. Staff members are encouraged to attend these sessions. Learning
goals and attainment of learning objectives are part of the regular performance
evaluations for all staff.

Information on performance indicators and other aspects of program performance is
produced regularly, with reports generated by the clinical information system and shared
with staff; and more recently, with patients and families via the quality board. This
latter practice is a positive move towards transparency for the organization, and further
development of this is encouraged.
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Episode of Care: Acute Stroke Services

Acute stroke services provided for hyperacute and acute phases, from the onset of signs and symptoms to
completion of initial assessment and management in the Emergency Department (ED), until the client is stable
and able to begin participation in rehabilitation and proceeding to an alternate level of care.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

The emergency department (ED) has worked alongside the stroke team to ensure that
stroke patients are met by the stroke team, triaged as Canadian Triage Acuity Scale
(CTAS) level 1, and managed aggressively within desired time limits. Pre-notification of
arrival ensures that the team is at the ED to meet the patient. Protocols for managing
patients ineligible for tissue plasminogen activator (tPA) are noted as well and are
generally triaged as level 2 patients. These patients may experience a bit more delay
than the patients for thrombolytic therapy. Door-to-needle times have decreased at this
site to 39 minutes which is well below the threshold of 60 minutes.

While Emergency Medical Services (EMS) personnel are trained and aware of stroke
protocols, evidence of receiving regular education on stroke by the team is lacking. The
EMS personnel are critical partners in the team. They do not receive feedback from the
team as to their performance. Understanding there are patient privacy concerns in
sharing information, some feedback to EMS staff, and some ongoing review of stroke and
protocols and place in the team is suggested.

Dysphagia screening has dramatically improved in both acute and rehabilitation care. A
quality improvement project using the plan-do-study-act (PDSA) cycle has been used to
address the issue of screening. The screening may be performed in the ED especially for
those patients that are ineligible for thrombolytics. Screening is performed for virtually
all patients admitted to the acute stroke unit on, or shortly after admission.

Patients discharged from the ED are referred for follow-up to the Stroke Prevention
clinic. Carotid artery and other testing such as echocardiography (EKG), Holter
monitoring and echocardiogram (ECG) if needed are readily available. Almost all patients
with ischemic strokes are followed by the Stroke Prevention Clinic (SPC) or by one of the
stroke neurologists, ensuring expert continuity of care. The SPC program is
comprehensive and timely, with most patients seen within two days.  Patients may be
referred to the SPC as well by their family doctors. Those patients assessed as having
neurologic problems not caused by transient ischemic attack (TIA) or stroke are referred
to a number of other neurologic clinics provided at this neuroscience site. Only about
10% of patients assessed at the SPC are judged to have non-neurologic symptoms.

There has been a significant improvement in the time to carotid re-vascularisation, from
38 days to 18 days, with agreed protocols between neurosurgery and vascular surgery.
Work is ongoing to bring that time to 14 days.

A major improvement for the acute stroke service is the provision of verbal and written
patient and family education. Patients and their families confirmed during the survey
that they have received education in stroke verbally and from their personal binder.
They also stated that this information was important for answering many questions and
helping them understand solutions to the problems they face. The team provides regular

attend. The team is complimented on the success of this important quality improvement
initiative.

The stroke algorithm includes Band 2 patients which are those that may be discharged
fairly quickly into the community. Offering these patients timely out-patient
rehabilitation is a continuing challenge. A community rehabilitation program is being
planned with the Local Health Integration Network (LHIN), which will help to meet this
need. It is noted that early-supported discharge is not an option offered by the stroke
team at this time, and is one of the early rehabilitation programs being discussed. For a
select group of patients such as the Band 2 patients, this will improve quality of life, and
efficiency and effectiveness for the program. The number of Band 2 patients is
significant, as evidenced by information provided by the information system reports.
Early-supported discharge or community rehabilitation would be a significant
enhancement to the services provided by the program.
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Decision Support for Stroke

Stroke information, research and evidence, data, and technologies that support and facilitate management and
clinical decision making.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

The regional stroke centre has a wealth of data, mined from various sources using a
number of tools and databases. A stroke system monitoring framework tracks patient
flow, relating it to clinical outcomes and allows for some system monitoring such as 90
day non-elective readmission rate for stroke related causes. There is a stroke wait-list
database which tracks referral information and links triage information (Band) to
disposition of patients. This information can be used to plan services and allocate
resources. For instance, the number of Band 2 patients waiting and then coming to
rehabilitation can be used to strengthen the case for early community rehabilitation
initiatives such as early-supported discharge.

There is use of a dashboard which allows for tracking of stroke performance indicators.
This information has been used to guide quality improvement projects such as dysphagia
screening, and also informs staff members, patients and their families/caregivers as to
the ability of the program to meet objectives. Furthermore, it serves as a stimulus for
discussion about issues related to stroke care.

The National Rehabilitation Reporting System (NRS) provides data and allows peer
comparison across a number of metrics, locally, across the Local Health Integration
Networks (LHINs), provincially and nationally.

Hamilton Health Sciences has a cross-continuum evaluation framework for stroke that
can capture data from all areas of the stroke program. An example is computerized
tomography (CT) to re-canalization time for the new endovascular clot retrieval
program. It can measure and provide data on many functional indicators such as the
stroke prevention clinic.

The Integrated Decision Support Solution (IDS) is a data repository developed with the
LHIN, and recognized by Accreditation Canada as a Leading Practice. It is now being used
by six LHINs in the province. The sharing of encrypted data is covered by data sharing
agreements. The data includes clinical visits tracked by a most responsible number
(MRN). It will be used for systems planning and initiatives to improve quality of care. It
will also provide a single data store for data from various sources.

The Ontario Stroke Network has moved to a provincial report card which allows peer
comparison of indicators across the province. All of this information is being used to
measure outcomes, improve services and serves to inform decisions as to allocation of
resources in the stroke program, as well as in the organization.
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Impact on Outcomes for Stroke

The identification, collection, and monitoring of process and outcome measures to evaluate and improve the
quality of stroke services to clients and the impact on client outcomes.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

The stroke team is active in using best practices in stroke care to improve the services it
offers. A number of team members have been involved in the updating of the Canadian
Best Practice strategy.

Research in stroke is an important component of stroke care provided by Hamilton Health
Services - Hamilton General Hospital site. There are eight stroke neurologists that are
active in and leading several trials involving many national and international
co-investigators. A dedicated team of researchers and assistants continue to be involved
in research activities which will result in innovations and improvements in stroke care.
Aligned with the research activities is the stroke fellowship program, with up to five
funded positions. Stroke research requires the participation of patients and the clinical
staff members that care for them.

The surveyor team found evidence of research activities and ongoing trials occurring on
the acute stroke unit, and staff members were aware of the importance of research in
the care of their patients. Regular research meetings and rounds are a part of this
program. The faculty, fellows, residents and staff members present regularly at meetings
such as the Canadian Stroke Congress.

Research into stroke was introduced to the public via "Cafe Scientific" in 2014.
Evaluations suggested that more public exposure to this aspect of stroke care would be
welcome. An opportunity would be to try to further involve the clinical team in the
genesis and investigation of research questions using the rich clinical information
available to the program.

A number of improvements in care have occurred in this program since the last
evaluation. They include significant enhancement of education for patients and their
families by ensuring that the personal stroke binders are used and understood by the
patients and their families.

Integration of the acute and rehabilitation units has made the transition for patients
more seamless. It is noted that this improved efficiency comes with the challenge of
ensuring that information transfer is seamless as well, with enhanced communication.

A new clot retrieval program has been initiated, reflecting in the studies, significant
improvements in stroke recovery for patients that undergo this procedure, both with and
without thrombolysis.

The team's performance on two performance indicators has been significantly improved
with the application of plan-do-study-act (PDSA) cycles for quality improvement. The
rate of dysphagia screening for both the acute and rehabilitation programs is much
improved and in the acute program, has just broken the indicator threshold. The mean
number of days from stroke onset until admission to in-patient rehabilitation has

improvements in services to patients.

Two LEAN projects have likewise resulted in improvements in service. One has resulted
in the reduction in time to assessment in the Stroke Prevention Clinic dramatically to two
or three days. Another project resulted in a significant reduction in the time to carotid
revascularization to 18 days. This team uses research and data to drive quality
improvement projects in this way.

The stroke team monitors its performance via a number of committees including the
Stroke Quality Council. Patients and their families have an opportunity to reflect on the
care and offer suggestions for improvement at the Patient and Family Council. The
organization has identified patients as one of its key pillars and is moving towards
integration of patients and families into its decision making. An opportunity for the
stroke team is to further encourage active patient involvement in its decision-making,
with innovations such as patient experience advisors.

A recent patient experience survey has been analyzed. Examples of team follow-up of
patient and family suggestions are noted, including one request for additional emotional
and psychological support. Access to weekend therapy is an excellent innovation based
on feedback from the team, and patients and their families.
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3.2 Standards Set: Inpatient Stroke Rehabilitation Services

3.2.1  Hamilton General Hospital

Clinical Leadership for Stroke

Providing leadership and overall goals and direction to the team providing stroke services.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

There is obvious pride in the Integrated Stroke program at the Hamilton General Hospital
site of Hamilton Health Sciences, from the senior leadership down to the front-line staff.
The chief executive officer (CEO) describes this program as a 'flagship' program, and
highlights the focus on stroke in the development of the new strategic vision and goals of
the 'Our Healthy Future' planning process that is underway.

The organization has access to data that describes the population and this has assisted in
informing the future directions of care. The in-patient rehabilitation program collects
data on the demographics of the patients that it serves, and this information is reviewed
at the program level as well as the regional level. Developing community support systems
to better meet the needs of the more rural populations once these patients are
discharged from the rehabilitation program is a key priority. The in-patient rehabilitation
program monitors demand for service, and responds to changes in demand using a
coordinated team effort.

The program, in addition to having a well-defined leadership structure and supporting
committees has a stroke coordinator. The stroke coordinator is instrumental in
supporting local programming as well as some of the regional programming, particularly
as it relates to advancing the regional integration agenda. The program is further
supported by two coordinators; a Regional Stroke Rehabilitation and Community
coordinator and a Regional Stroke Education and Research coordinator. This structure has
created the foundation for strong partnerships across the acute, rehabilitation and
community sectors. The community partners, such as the March of Dimes, YMCA,
Community Care Access Centre (CCAC) and the Local Health Integration Networks (LHINs)
feel a strong connection to strategic and operational planning.

The in-patient rehabilitation program is a dedicated unit with well-planned indoor and
outdoor therapy spaces. The indoor space includes a gym which is shared with two other
programs, a functional assessment suite with full kitchen and bathroom, and a communal
dining area as well as a patient and family lounge. Due to the business of the gym, staff
members will use the 'bridge' hallway as an area to practice ambulation and wheelchair
mobility. The outdoor space has been designed specifically with rehabilitation in mind.
There are multiple surfaces for ambulation practice, several ramps and railings as well as
a circular track-like format. All of this is certainly ideal for advancing therapeutic
activity in an outdoor environment. The physical space is definitely a key strength of this
program. The interdisciplinary team identified the advantages they have in terms of
access to equipment and space, however, they also identified that space in the gym can
be a challenge given that it is shared with two other programs. If there ever was the
opportunity to expand, there is certainly the demand to support separate gym space for

The team also has access to a rehabilitation pool in the out-patient program area. The
team is happy with access to equipment required for rehabilitation and feel supported by
leadership should there be any requests. The HGH has a successful relationship with
Shoppers Home Health for wheel chairs and associated attachments/modifications and by
way of this contract the staff members are able to ensure that patients have timely
access to a wheel chair that is specific to their rehabilitation needs.

The Acute and Rehabilitation programs at Hamilton General Hospital site have highly
effective collaboration. This is facilitated by their leadership structure and their staffing
model, which is integrated across both program units. The interdisciplinary team
described communication as a key strength, and that there is access to timely and
accurate information regarding patients on the acute unit that are close to being
rehabilitation ready.

The role of the stroke navigator is instrumental in facilitating smooth patient transition
between the emergency department (ED), Acute, Rehabilitation and community
programs. The navigator is aware of all stroke patients and their respective Bands, and
works with the clinical teams to plan transitions. The navigator is also aware of patients
outside of the Hamilton General Hospital (HGH) site but within the region and requiring
access to the regional stroke programs. The navigator works with the respective teams to
ensure these patients receive the care that they require. As the Regional Stroke program
for the Central South LHIN, the program is considered a leader and resource in the
delivery of integrated stroke rehabilitation services. Patients requiring acute
rehabilitation are transferred to the regional site to receive that care.

The organization does not yet have a fully developed, early supported discharge
program, and this may be an area for continued focus. The HGH integrated stroke
program has been actively reviewing clinical best practice in early supported discharge,
and now has a proposal in front of the LHIN for consideration. This proposal has been
developed with the community partners, in particular the CCAC which has been working
to provide early access to intensive therapies for patients that live beyond a 30-minute
travel time from the out-patient rehabilitation centre.

The team has worked with its community partners to creatively approach public
information and awareness campaigns. Campaigns occur in October and May and coincide
with World Stroke Day and Stroke Awareness month. This has most recently included a
sandwich board campaign to create awareness around the new "FAST" criteria. In
addition, the team participates in social media activities, has partnered to create a
Young Stroke Survivors Peer Support group and co-hosted a "Cafe Scientifique" to create
public awareness about stroke best practice.
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Competency for Stroke

Developing a highly competent interdisciplinary stroke team with the knowledge, skill, and ability to develop,
manage, and deliver effective and efficient stroke services.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

There is evidence from program assessment tools, protocols, education materials and
outcome measures that the Canadian Best Practice Recommendations for Stroke Care
have been adopted and implemented. In addition, the priority areas of focus with
community partners clearly highlight the continuing commitment to advance these
recommendations.

One of the clear strengths of the in-patient rehabilitation program is the comprehensive
staffing model and interdisciplinary team approach to care, service delivery and
planning. The staff members receive a full orientation and initial training in stroke care,
as well as encouragement to continue ongoing education and professional development.
Staff members feel well-supported by leadership to engage in ongoing education and
professional development activities.

The staff members describe teamwork as one of the foundations of their approach to
care, and this was reinforced in conversations that the surveyor team members had with
the patients, families and care givers. Families described feeling comfortable to reach
out to any member of the team to obtain information or ask questions, and also knew by
name the specific members of the team that were involved in their care.

Orientation for nursing is conducted by the clinical educator and is a comprehensive
program that extends beyond the corporate orientation to include stroke-specific
awareness, skills and education. All staff members are encouraged to complete the
Hemispheres modules as part of their training.

An on-site review of the human resources files demonstrated clear evidence of
credentialing for the front-line team members with their respective colleges and
associations. In addition, performance evaluations are completed annually with an
accompanying learning plan as well as an education record for the evaluation year.
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Episode of Care: Inpatient Stroke Rehabilitation Services

Stroke inpatient rehabilitation services from the first encounter with a rehabilitation health care provider
through the completion of the last encounter related to stroke.

Criteria (Unmet) High Priority
Criteria

The stroke rehabilitation team effectively reintegrates clients and families into the community
after inpatient stroke rehabilitation.

10.0

10.9 Following transition or end of service, the team contacts clients and
families to evaluate the effectiveness of the transition, and uses the
information to improve its transition and end-of-service planning.

Evaluator Comments:

Clients who are discharged from the inpatient rehabilitation setting are often followed
by the CCAC or receive outpatient services at the site. Some patients and families are
invited back to participate in a group session. As such, there is no formal process in place
to contact patients and or caregivers post discharge. This is an opportunity for
improvement for the team, and I would encourage them to consider a more formal post
discharge follow up process in order to ensure that transitions are smooth. This may be
particularly important where there are long delays to outpatient programming.

The evaluators provided the following overall comments for this section:

The team is made aware of potential 'rehabilitation ready' stroke patients by the stroke
navigator, and begins to review their assessments as soon as they can. Transfer to the
rehabilitation unit can take place quite quickly, and the integrated stroke program has
done a lot of work to create a 'pull' culture. Therefore, the majority of patients are
transferred within the two-day window. There are occasions where the in-patient
rehabilitation unit is 'full' and the team will actively review existing clients for possible
discharge from rehabilitation, but the occurrence is described as rare. The stroke
navigator is responsible for monitoring and tracking stroke patients in the acute program
that are rehabilitation candidates, and working with the clinical teams to ensure these
patients are progressing toward their goals. The navigator monitors wait times and
requests for service that come from outside of the Regional Stroke Centre.

The integrated stroke program has the philosophy that once a patient enters the stroke
program they are part of the program. Therefore, if on discharge to the community a
patient has a change in status there are processes in place to refer back to the
integrated stroke program and be assessed for the potential to re-access rehabilitation.
The team offers an orientation to all newly admitted rehabilitation patients and their
families. During the orientation, topics such as team members, therapy schedule and
education materials are covered. The families, patients and caregivers interviewed
during the survey were well aware of who to speak with both in the program and the
team members from each discipline.

The inter-professional team uses a variety of standardized assessment tools. The
Alpha-FIM is used for functional assessment and is completed on admission and at

MoCA and there is evidence of this in the health record. The team has a new process for
depression screening, based on the McMaster Mental Health Screening tool. Once the tool
is complete, a copy is provided to the physicians for review and the clinical staff
members have an algorithm that they follow to ensure that patients are referred to
appropriate support services as indicated. This tool is not yet part of the electronic
health record; however, work is underway to see that it is included. The screen is
completed within one week of admission to the rehabilitation program.

The interdisciplinary team develops patient-specific care plans and rehabilitation goals
during the interdisciplinary rounds that are held every week. A written summary of the
plan is documented and this is discussed and shared with the patients and their families
and caregivers who then have input to the plan. The team will adjust any goals and
associated timelines, including discharge goals during the weekly rounds. The rounds do
not follow a highly rigid protocol; however, the physiatrist does follow the progress notes
to a degree and ensures that every team member provides input. Although the rounds
are effective, there may be an opportunity to make them efficient should the team wish
to introduce a more structured approach.

Therapy is delivered at a minimum of five days per week and recently, due to an
increase in physiotherapy (PT), occupational therapy (OT) and PT/OT aide coverage
during the weekend, these therapies are now offered on weekends to clients that meet
priority intervention criteria. The program prides itself on being a 'high intensity'
program, and therapy is offered up to three hours per day depending on the number of
disciplines involved in care. Patients are provided with activities to continue outside of
therapy sessions, and these exercises or activities are reviewed with family members and
caregivers as well.

The speech-language pathologist (SLP) has a blanket referral for all patients admitted to
the rehabilitation unit. The SLP will conduct the communication and detailed swallowing
assessments for patients that have failed the initial STAND screening completed by
nursing staff. The swallowing assessment is completed based on priority which is
determined by the STAND screening results, and then as necessary (PRN) as a client
progresses, or if any changes are noted. The SLP works in close partnership with the
clinical dietician to develop appropriate plans of care.

Upon admission to the rehabilitation unit the stroke binders are provided to patients,
families and caregivers and these are continuously updated during the patient’s stay. The
inter-professional team and nursing staff members spend time reviewing the contents of
the binder and answering questions. Information is updated on a weekly basis, and any
new information is reviewed with patients and their families/caregivers.

Discharge planning begins at admission, and transition goals are set during
interdisciplinary rounds and are discussed with patients and their families. Patients and
families/caregivers are prepared for discharge by a combination of education, resources,
on-site functional rehabilitation, day and weekend passes, as well as community
recreation therapy. Day or weekend passes are evaluated by the patients and their
families and feedback is provided to the team in order that rehabilitation goals can be
adjusted to meet the specific and unique needs of the individual patient and their
families/caregivers.
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Decision Support for Stroke

Stroke information, research and evidence, data, and technologies that support and facilitate management and
clinical decision making.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

The stroke program has created relevant, simple and accessible reporting tools that are
utilized to evaluate program effectiveness and to drive quality improvement processes.
The program employs methods such as reports, improvement boards and display monitors
to share information with staff members, patients and their families/caregivers. The
interdisciplinary team described the value in receiving this information to understand
how the team was doing and the impact of their care on clients.
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Impact on Outcomes for Stroke

The identification, collection, and monitoring of process and outcome measures to evaluate and improve the
quality of stroke services to clients and the impact on client outcomes.

The organization has met all criteria for this priority process.

The evaluators provided the following overall comments for this section:

Of note and in regard to the impact on outcomes for stroke is how the organization has
utilized the feedback from patients and families to drive quality improvements and
service delivery changes. Based on patient satisfaction survey results, focus groups and
via patient and family councils, there were a number of improvement opportunities
identified and acted on. One example is the feedback around communication and
coordination of information, specifically regarding the stroke binders. A lot of work has
taken place to improve the opportunities to discuss the contents of the binder, to update
the information on a weekly basis, and to conduct follow-up conversations with patients
and their families/caregivers. In addition, bedside whiteboards were created to increase
the awareness of therapy activities, and baseline functional status and progress towards
rehabilitation goals. These whiteboards are used by all staff members as well as the
patients and their families/caregivers.

The increase in social work resources, the addition of a communication aide, and the
enhancement of occupational therapy (OT) and physiotherapy (PT) and OT/PT aide
coverage during weekends are improvements that aligned to patient and family feedback
as well. The stroke program is commended on its efforts to respond to the feedback from
patients and their families/caregivers.
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Implementing protocols ensures that services are delivered in a consistent manner across the organization.
Protocols can be in the form of Clinical Practice Guidelines (CPGs), algorithms or checklists. The Distinction
standards cover the protocols that need to be in place to ensure safe and quality services across the care
continuum. Accreditation Canada highlighted a list of high-risk protocols from the standards that were evaluated
using the following criteria during the on-site visit:

Acute Stroke Services

Protocol Met / Unmet

The team contributes to ongoing education for EMS providers about assessment and
management of suspected stroke clients at the pick-up site and during transport.

Hamilton General Hospital

The team has protocols and memorandums of understanding with EMS providers for
direct transport to stroke centres, bypass of smaller centres, use of air ambulance
services, and screening tools for suspected stroke clients.

Hamilton General Hospital

The team has protocols with EMS providers to receive pre-notification of suspected
acute stroke clients in transit.

Hamilton General Hospital

The ED and stroke team initiate stroke protocols when stroke pre-notification is
received from EMS so that suspected stroke clients are received efficiently from EMS
personnel when they arrive.

Hamilton General Hospital

The stroke team or ED personnel follow established protocols for clients with suspected
acute stroke to undergo brain imaging immediately upon arrival to hospital.

Hamilton General Hospital

The acute stroke team or ED staff evaluate stroke clients to determine their eligibility
for treatment with tPA using the current criteria in the Canadian Best Practice
Recommendations for Stroke Care.

Hamilton General Hospital
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The acute stroke team screens and documents the client's swallowing ability using a
simple valid and reliable bedside testing protocol as part of their initial assessment,
and prior to initiating oral intake of medications, fluids, or food.

Hamilton General Hospital

The acute stroke team administers at least 160 mg of acetylsalicylic acid (ASA) to all
acute adult stroke clients after brain imaging has ruled out intracranial hemorrhage.

Hamilton General Hospital

The stroke team assesses the client's stroke rehabilitation needs within the first 48
hours after admission.

Hamilton General Hospital

The team implements and evaluates a falls prevention strategy specific to stroke
clients to minimize the risk of falls in this population.

Hamilton General Hospital

The team has established protocols to assess and manage diabetes in clients admitted
following a stroke.

Hamilton General Hospital

The team uses formal referral criteria to identify stroke clients who are ready for
inpatient rehabilitation, and makes a referral for inpatient rehabilitation services.

Hamilton General Hospital

The acute stroke team or ED staff administer tPA in accordance with the current
Canadian best practice guidelines for tPA with respect to mode of administration,
dosage, and infusion time.

Hamilton General Hospital

NEW FOR 2015 SURVEYS: The team assesses each client's risk for developing a pressure
ulcer and implements interventions to prevent pressure ulcer development.

Hamilton General Hospital
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Inpatient Stroke Rehabilitation Services

Protocol Met / Unmet

The team has formal intake criteria and processes based on standardized assessments.

Hamilton General Hospital

The team assesses the client's stroke-related impairments and functional status within
24 to 48 hours of admission.

Hamilton General Hospital

The team implements and evaluates a falls prevention strategy specific to stroke
clients to minimize the risk of falls in this population.

Hamilton General Hospital

The team assesses and manages diabetes in clients admitted to rehabilitation in
accordance with the current Canadian Diabetes Association recommendations for the
management of Diabetes.

Hamilton General Hospital

The team screens and documents the client's swallowing ability using a simple valid
reliable testing protocol as part of their initial rehabilitation assessment.

Hamilton General Hospital

NEW FOR 2015 SURVEYS: The team assesses each client's risk for developing a pressure
ulcer and implements interventions to prevent pressure ulcer development.

Hamilton General Hospital
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Acute Stroke Services

Hamilton General Hospital

The evaluators provided the following overall comments for this section:

Stroke protocols are either readily available on the nursing units or embedded in the order sets. Discussions
with staff including EMS personnel indicate that they are familiar with the protocols that affect the care they
provide. The Braden Scale is being used for prevention of pressure ulcers.

Patients are assigned to a level called a Band early on. This band informs the anticipated need and level of
rehabilitation. It is flexible depending on patient progress.

Stroke team staff members are well aware of the stroke protocols.
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Inpatient Stroke Rehabilitation Services

Hamilton General Hospital

The evaluators provided the following overall comments for this section:

The process for intake begins with the initial triage, or Band 1, of the integrated approach to stroke care.
Patients are assessed and further assigned to a particular Band based on their medical stability and potential
for rehabilitation. The rehabilitation potential is assessed through the use of the Alpha-FIM, the stroke severity
scale and cognitive status using the MoCA.  The team employs a number of additional standardized assessment
tools in order to create a comprehensive care plan for patients on the inpatient rehabilitation unit. The tools
include the Alpha-FIM, MoCA, CAM, Braden Scale and Falls Assessment Tool. The falls assessment is completed
on admission and then daily thereafter. Patients identified as a falls risk have a yellow sticker placed on the
spine of their chart as well as on the Kardex. The unit tracks any reported falls on a falls calendar, and
prevention strategies are discussed in safety huddles. Patient specific tools are employed based on risk factors
and may include, bed alarms, chair alarms, seat belt alarms as well as bedside mobility aids and
communication on whiteboards regarding transfers and ambulation. The Braden Scale is used to assess skin
integrity on a weekly basis and is promoted through the 'Tissue Tuesday' campaign on the unit. The stroke team
has access to specialized seating and mattresses in order to address or minimize any noted risks.

The team utilizes the STAND protocol to assess swallowing for all patients who are admitted for stroke care.
This assessment is completed by the registered nurses (RN) on admission to acute care, reviewed upon transfer
to rehabilitation and repeated with any change in condition. The initial screening and follow up screening is
documented in the patient's electronic record. Any identified special requirements are also documented on the
patient white board in the patient’s room. The speech-language pathologist (SLP) has an automatic referral for
all patients and assesses them according to priority. The STAND results are utilized to help determine this
priority. There is a handover between the SLPs when patients transfer from acute to rehabilitation care. Any
team member may advise the SLP of a change in status as it pertains to swallowing or communication.
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The following section provides a list of the performance indicators collected in the Distinction program. Overall
performance is based on data submitted by the organization for each indicator.

A key component of the Distinction program is the requirement to submit data on a regular basis and meet
thresholds on a core set of performance indicators. Organizations are also expected to report on additional
indicators chosen from a list of optional indicators. For optional indicators there are no thresholds to be met. This
table shows the organization’s indicator results.

5.1 Standards Set: Acute Stroke Services

Performance Indicators Threshold MetDataReported

Core

1. Stroke / TIA mortality rates

Hamilton General Hospital 12.1 %

2. Proportion of ischemic stroke clients who receive
acute thrombolytic therapy

Hamilton General Hospital 21.1 %

3. Time to administration of acute thrombolytic
agent

Hamilton General Hospital 78.9 %

4a.Proportion of clients treated on dedicated stroke
unit

Hamilton General Hospital 75.9 %

5. Length of stay in an acute care hospital setting
for clients admitted following an acute stroke event

Hamilton General Hospital 6.0 days

6. Readmission to acute care for stroke related
causes

Hamilton General Hospital 1.7 %
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Performance Indicators Threshold MetDataReported

Core

7. Proportion of acute stroke clients discharged to
inpatient rehabilitation

Hamilton General Hospital 35.8 %

8. Proportion of acute ischemic stroke and TIA
clients prescribed antithrombotic therapy

Hamilton General Hospital 96.7 %

9. Proportion of clients with initial dysphagia
screening at admission

Hamilton General Hospital 83.6 %

5.2 Standards Set: Inpatient Stroke Rehabilitation Services

Performance Indicators Threshold MetDataReported

Core

1a. Proportion of clients treated on dedicated
stroke unit

Hamilton General Hospital 100.0 %

2. Length of stay in an inpatient rehabilitation
setting for clients admitted following an acute
stroke event

Hamilton General Hospital 24.5 days

3. Proportion of acute ischemic stroke and TIA
clients prescribed antithrombotic therapy

Hamilton General Hospital 97.2 %
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Performance Indicators Threshold MetDataReported

Optional

4. Proportion of clients with initial dysphagia
screening at admission

Hamilton General Hospital 98.4 %

5.3 Standards Set: Optional

Performance Indicators Threshold MetDataReported

Optional

2. Proportion of acute stroke and TIA clients who
receive brain CT or MRI within 24

N/AHamilton General Hospital 98.6 %

8. Median number of days from stroke onset to
admission to inpatient rehabilitation

N/AHamilton General Hospital 9.0 days

9. Change in functional status from time of
admission to an inpatient rehabilitation unit for
stroke clients to the time of discharge, based on a
standardized measurement tool score

N/AHamilton General Hospital 21.5 points
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Client, family and caregiver education is an integral part of stroke care that should be addressed at all stages
across the continuum of stroke care. In order to achieve Stroke Services Distinction, the following targets for
providing client and family education that is an integrated component of stroke care and is consistently
documented must be met.

Hamilton General Hospital

Met / UnmetRequirements

Client education is an integrated component of stroke care delivery.

Client educational materials are available in formats for that are appropriate for
persons with special communicative needs.

In interviews with clients and family members during tracers, clients report receiving
education regarding their stroke, recovery, and self-management from the healthcare
professionals that care for them.

Client educational materials are available and accessible on the ward (e.g., posters,
display boards, booklets given to clients, etc).

Client educational materials are available in a variety of languages appropriate to the
client population mix.

Target: 4/4

There is consistent documentation in the client medical record that client and family education has been
provided.

The specific content addressed during an educational session (e.g., skills taught and
demonstrated, discharge preparation, etc) is documented.

A standardized tool (e.g. checklist) is used to document components of education
provided to ensure all critical elements are addressed prior to client discharge.

There is a consistent location in the client chart for documentation of education
provided.

Each healthcare profession involved in the client's care documents the education
provided within the discipline notes or common progress notes.

Target: 2/4
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The integrated stroke program has the advantage of a Patient Education Specialist who works with the clinical
teams to develop patient education materials that consider Health Literacy as well as the unique needs of the
populations being supported.

Client education materials were noted to be available on the unit, in the patient and family lounge, through
the internet and in the stroke binders at each patient’s bedside. The stroke binders have been well marketed
by staff, and all patients were aware of their location and purpose. The optional orientation session was
attended by those interested in this session. The binders will soon be available in a format that is suited to
clients with aphasia.

In general, the education materials are available in a number of different languages, and there are a variety of
tools available for patients with aphasia. The patients and families/caregivers interviewed described having
access to a variety of education materials, resources and individuals who were available to help with any
questions that they may have. Online materials are available in a patient education library, and there is a
newly designed regional website with a variety of resources available. This regional website will be expanded
to include resources for primary care providers and clinical staff in the next two phases.

The nursing staff shared a recently updated client education checklist that is used to identify education
provided, by whom and any additional education gaps. The checklist is placed in the nursing Kardex and
becomes part of the patient’s paper chart. The nursing checklist was designed to include specifics around the
what, who, when and how of patient education. The staff members are encouraged to use “teach back” or
“demo back” strategies to ensure that patients understand the information that has been shared. The allied
health staff members document the education that they provide within their progress notes in the electronic
record.

There is clear documentation in the electronic record of the discharge plan, goals and progress towards those
goals. This progress is discussed in weekly rounds and goals are updated as well as timelines for discharge.
Patients, families, and caregivers are part of the process to establish goals and identify education needs.
Patients interviewed during the survey had a very clear understanding of their discharge plans, targeted
discharge date and outstanding rehabilitation goals in order to achieve discharge. They spoke very highly of the
integrated approach to care and their involvement in the stroke program.

While there are a number of documents available in formats that cater to patients with special communication
needs, the rehabilitation program team members and regional coordinators are aware of the need to continue
to develop tools that cater to the unique needs of the populations they serve and have clearly been working
towards this.
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The organization’s project or initiative meet the requirements for client and family education.

The evaluators provided the following comments.
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Organizations must demonstrate implementation of at least one project or initiative that aligns with best practice
guidelines, utilizes the latest knowledge, and integrates evidence to enhance the quality of care. The
organization’s project or initiative was evaluated against the following criteria during the on-site visit:

FIT for FUNCTION Community Stroke Wellness Program

The stroke project or initiative is evidence based, e.g. aligned with accreditation standards
and current Canadian Best Practice Recommendations for Stroke.

The stroke project or initiative adds to the overall quality of stroke services within the facility
or the region.

The stroke project or initiative includes a completed evaluation, and measures sustainability of
the project or initiative.

The stroke project or initiative communicates findings within the organization and externally.

The stroke project or initiative is notable for what it could contribute to the delivery of stroke
services.

The organization’s project or initiative meet the requirements for excellence and innovation.

The evaluators provided the following comments.

The Fit for Function project evolved through a partnership between the YMCA, Hamilton Health Sciences, and
McMaster University. The team recognized a gap in community programming for persons recovering from stroke
who have been discharged from hospital based programs. Based on this gap, a review of the relevant literature,
and the principles outlined in the current Canadian Best Practice Recommendations for Stroke, the partners
worked together to develop a scalable and sustainable program under the umbrella of the 'Live Well' program
model. The program planners were thoughtful about ensuring that the program could be delivered with minimal
additional resources, such that it would be easy to expand to additional sites. From the outset, the partners
were aware of the importance of supporting the community staff through education and mentorship, and have
created an effective model to achieve this. In addition, there was a great deal of attention paid to ensuring the
program could be objectively evaluated. The team chose standardized evaluation tools and conducted a
randomized controlled pilot project prior to embedding the program into regular programming. Given the
positive results of the pilot, with demonstrated improvement in walking tolerance, balance, lower extremity
strength, and community re-integration, the program has been embedded into the YMCA 'Live Well' program
offerings.

This initial pilot has been showcased at the Canadian Stroke Congress through a poster presentation, and
stimulated a successful research grant submission for another multi-site trial. The Canadian Institutes of Health
Research (CIHR) funded trial that is currently underway involves three YMCA locations: Hamilton Downtown,
Brantford and St. Catharines. The partnership for this project has expanded to include Niagara Health System,
YMCA of Niagara, and Brant Community Healthcare System. This clearly demonstrates the potential for this
initiative to spread across the health region, and potentially beyond.
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Congratulations on completing your Distinction on-site visit. We hope that your on-site visit results will help guide
your ongoing quality improvement activities. Your Accreditation Specialist is available if you have questions or
need guidance.
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