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Minutes of
Stroke Rehabilitation Workstream Meeting
23rd February 2009
Time: 3.00 – 5.00pm

Farm Lane Care Home, 25 Farm Lane, Hammersmith, SW6 1PX
	Attendees
	Apologies

	Adine Adonis, ICHNT (Chair)
Sue Fenwick-Elliott, NWLH & Brent PCT (Chair)
Binnie Grant, Chel West

Jason Antrobus, NWLCSN
Pati Allen, Hillingdon PCT

Susan Powrie, Hillingdon PCT

Ajay Boodhoo (Brent PCT)

Rebecca Ball, Brent PCT

Sue Irani, Ealing PCT

Eloise James, H&F PCT

Ruth Murray, Westminster PCT

Nicola Shields, K&C PCT

Rainer Golombek, Hounslow PCT
Michael Stonehouse, K&C PCT

Bryonie Roberts, NWLCSN

Larry Koyama, NWLCSN

Johnathan Kelly, NWLCSN
	Diane Ames, ICHNT

Antoinette Scott, NWLCSN

Karima Collins, ICHNT

Pankaj Sharma, ICHNT

Peter Kottlar, Ealing PCT

Dawn Holloway, NWLCSN

Gloria Jones, Harrow PCT

Gwyneth Golledge, Westminster PCT

Charlotte Payne, Ealing PCT

Sam Cattermole, Ealing PCT

Sherryl Van Lelyveld, H&F PCT

Lucille Payet, Hounslow PCT

Leigh Forsyth, H&F PCT

	Item
	Discussion
	Actions

	1
	Welcome, Introductions, Apologies

Adine Adonis welcomed everyone to the meeting and members introduced themselves. Apologies were noted. 

	

	2
	Previous Minutes of 06.01.2009 were signed off as an accurate reflection with no amendments

	

	3
	SU – Community Rehabilitation Draft Proforma. Previously the sector has been developing a proforma to align with the upcoming HfL Hyperacute and Stroke Unit designation plans. A single sector wide referral proforma is required to streamline referrals through the HfL stroke redesign model as stroke patients will receive treatment and rehabilitation across the sector of NW London. During this meeting the group discussed the final comments to the proforma which will act as either a discharge summary of a referral document from a stroke unit to community rehabilitation for the sector. Once signed off and agreed by the Stroke Steering Group it will be expected under HfL guidance that this is the only method of referral and discharge out of the stroke units for the sector. The agreed changes to the document from today’s meeting are highlighted within the attachment to the right in a red font.
The document is designed for electronic use where the fields will expand to incorporate text, which can either be emailed or faxed in a readable format with the designated specialist attachments i.e. medical discharge summary.

It was actioned that the Network sends out an email to the workstream group asking for final comments by 6.3.09. This was completed. Those final received comments will be decided upon during the 16.3.09 meeting and the document will be signed off ready for SSG approval.

	
[image: image1.emf]Stroke - Community  Rehab Referral draft v4 [27.2.09]


Jason

Antrobus


	4
	Terms of Reference: membership 
As a good practise initiative, the work stream is in the process of reviewing it’s TOR, with a view to ensuring that we have fair and equal representation of all interested parties across the different health sectors.
All the input, enthusiasm and hard work of the work stream members has been instrumental in achieving the work stream’s aims. To this end, we wish to remind the group that your attendance at this work stream meeting signals that any and all work signed off at this level is being done so with the full support and decision making abilities of those present, and those that they represent. This document will be available within the March agenda ready for sign off.
This is not a statement for current members to stand down, but to ensure that messages are filtered into organisations if key members of the sector cannot be present.
During the discussion the group asked for 2 nominated names from both acute and PCT settings to be called upon for the sign off of key decisions for the sector, those being:

Hillingdon: Carole McCarthy, Jill Dickinson (provider), Susan Powrie (Commissioner)
Hounslow: Ahlam Whynne, Rainer Golombek (provider) Rachel Graham  or Bernadette Mowloy  (commissioner)
Brent: Elizabeth Shillingford, Gillian Williams (provider), Javina Sehgal (commissioner)

Harrow: Claire Walker (provider), Gloria Jones (commissioner)

K&C: Binnie Grant, Nicola Shields (provider), Michael Stonehouse (commissioner)

Westminster: Phill Meakin, Louise Turpin (provider), Adrian Brown , Anna Cox (commissioner)
H&F: Leigh Forsyth & Eloise James (provider), Davina Richardson (commissioner)

Ealing: Sue Irani (Provider), Peter Kottlar (Commissioning)
The network will contact the above individuals to confirm their status in signing off agreements for their organisations and 
 
	Jason

Antrobus


	5
	HfL Rehabilitation Projects Update – plans to complete the projects under the £86K are nearing completion:
· stroke and aphasia hand books have been purchased and will be distributed shortly

· All dates for the Stepping Out and Stroke Association Training are booked and will commence across March – May 09

· The Hillingdon Stroke Aftercare pilot will commence in April

· The sector wide rehabilitation training scoping programme is underway 

· The service directory will have an initial phase 1 build to produce a demo site ready for further development
Please note: if places are not filled for the Stepping Out and Stroke Association Programmes the designated leads who have been contacted to arrange local sessions should inform the Network so places can be filled from the over spill in the sector


	Rehab Leads for training programmes

	6
	New Network Project Managers: Project Introductions – the Network has taken on 3 new project managers who will work across cardiac and stroke remits. Briefly their projects are:

· Johnathan Kelly. Project: Sector Rehabilitation Training Scoping – this will involve scoping and developing a detailed training package with key specialists for the sector to cover AHP and nursing staff. Overall this project will link into the training developments covered through all stroke workstreams.  The group was asked to comment on a data capturing proforma ready for scoping use. Set competencies for each level of professions were discussed and the Network was directed towards the NICE and RCP professional guidelines. Rainer Golombek informed the group that he would share what work had been completed in Hounslow in a similar area. 

· Larry Koyama. Project: Rehabilitation Gap Filling. From the service process mapping the sector will develop plans the fill these service gaps with an aim to inform commissioners of the appropriate actions needed to conform to HfL performance measures and local needs.
· Bryonie Roberts. Project: Cardiac and Stroke Imaging Scoping. This project will incorporate scoping the current capacity of services with an aim to increase access to imaging across the sector.

	

	7
	PPI Report Update – the current sector wide PPI activity has been documented in a report which in its present form is not suitable for issuing due to the way it highlights key information (areas in need of improvement for Trusts). This would not be beneficial in light of the HfL stroke centre decision process. The Network will redraft to reduce the sensitivity of the data and issue at the appropriate time.


	

	Date, time and location next meetings
16th March 2009 at 3-5pm 
St Mary’s Hospital, Paddington,
6th Floor, Rivers Room,

Queen Elizabeth Queen Mother (QEQM) Building
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		NHS No*:                                                                           Hospital No:



		SSD No:                                                                              Other Ref No:



		Family Name*:                                                                   Forename*:
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BASIC PERSONAL INFORMATION


		Family Name*:

		     

		Title*:

		     



		Forename*:

		     

		Preferred Name*:

		     



		Permanent Address*:       

		Home Tel*:

		     



		

		Work Tel:

		     



		

		Mobile No:

		     



		

		E-mail/Fax:

		     



		Postcode*:

		     

		Borough:

		     



		Current Location*: (if different)       

		Home Tel*:

		     



		

		Work Tel:

		     



		

		Mobile No:

		     



		

		E-mail/Fax:

		     



		Postcode*:

		     

		Borough:

		     



		Date of Birth*:      

		Gender*:

		     



		Preferred language:       

		Occupation:

		     



		Is an interpreter required?*:

		 FORMCHECKBOX 
  Yes

		 FORMCHECKBOX 
  No

		Ethnicity:

		     



		Other communication needs?*:

		 FORMCHECKBOX 
  Yes

		 FORMCHECKBOX 
  No

		Religion:

		     



		If yes, please specify*:       



		Support (if known)*:

		Next of Kin:

		Main Carer:

		Nominated Contact:



		Name:      

		     

		     

		     



		Address:       

		     

		     

		     



		

		

		

		



		Tel/Mobile No:       

		     

		     

		     



		Relationship:       

		     

		     

		     



		Age (if under 18):    

		  

		  

		  



		General Practitioner Name*:

		     



		Address*:       



		Tel No*:

		     

		Fax No*:

		     

		E-mail:

		     



		Type of accommodation: (Choose most appropriate)



		 FORMCHECKBOX 
 House

		 FORMCHECKBOX 
 Flat

		 FORMCHECKBOX 
 Maisonette

		 FORMCHECKBOX 
 Bungalow



		 FORMCHECKBOX 
 Bed-sit

		 FORMCHECKBOX 
 Homeless

		 FORMCHECKBOX 
 Residential home

		 FORMCHECKBOX 
 Nursing home



		Other (specify)

		     

		Floor

		   

		Access details (lift/stairs/etc):

		     



		Key Holder Details:

		     



		Tenure: (Choose most appropriate)



		 FORMCHECKBOX 
 Owner Occupier

		 FORMCHECKBOX 
 Private Rent

		 FORMCHECKBOX 
 Council Tenant

		 FORMCHECKBOX 
 Housing Association 



		Other: (specify):     



		Householder Details:



		No of people in household:  

		   

		No of dependants:  

		   

		Pets:

		     



		Signed:

		

		Print Name*:

		     



		Agency:

		     

		Date*: 

		     





             Please tick for intended document use


  FORMCHECKBOX 
 DISCHARGE SUMMARY   FORMCHECKBOX 
 REFERRAL FORM TO COMMUNITY REHABILITATION 

		Recommended                                                                       Predicted Transfer Date:      

Referral to:                                                       



		Referral from:  

		Discipline:                                      

		Hospital:      



		Hospital Ward & Tel Number:                                                 

		SHO Name & Bleep:      



		Social Details: Family / carer support?     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No            Aware of Transfer?        FORMCHECKBOX 
Yes      FORMCHECKBOX 
No            


Previous agencies?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Patient’s Social Role:          

Current Employment?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No       Give details:      





		Social Services Input (including named care manager and contact details):


     

Inclusion of FACE       FORMCHECKBOX 
Yes      FORMCHECKBOX 
No       



		Previous Level of Functional Ability        






		Current Therapy Interventions:



		Wheelchair Use      FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    If Yes, type of                                             :owned / on loan / ordered

Pressure Management:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    If Yes, type of                                    :owned / on loan / ordered


(Include wound care plan)

Ambulant                FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    If Yes, aid and assistance required      

Transfer Method:   FORMCHECKBOX 
Independent   FORMCHECKBOX 
Hoist      FORMCHECKBOX 
Pivot      FORMCHECKBOX 
Sliding Board      FORMCHECKBOX 
Stand       FORMCHECKBOX 
Aid Required


Spasticity Management?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    If Yes please give details      

Personal Care:                   FORMCHECKBOX 
Independent      FORMCHECKBOX 
Dependent      FORMCHECKBOX 
Assistance x1      FORMCHECKBOX 
Assistance x2


Bladder Management:      FORMCHECKBOX 
Independent      FORMCHECKBOX 
Catheter in Situ      FORMCHECKBOX 
Dependent

Details of catheter insertion date:


Short and Long Term Goals:


Continent:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Intervention Required:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give details      

Diet Type:                 Feeding:   FORMCHECKBOX 
Independent      FORMCHECKBOX 
Oral      FORMCHECKBOX 
NG      FORMCHECKBOX 
Peg 

Swallow:   FORMCHECKBOX 
Normal      FORMCHECKBOX 
Nil by Mouth       FORMCHECKBOX 
Modified Diet / Fluids 


Speech & Language:    FORMCHECKBOX 
Normal      FORMCHECKBOX 
Dysarthric      FORMCHECKBOX 
Dysphasic     

                                    FORMCHECKBOX 
Receptive  FORMCHECKBOX 
Expressive     FORMCHECKBOX 
Cognitive Communication Disorder

Best Form of communication:


Vision:  FORMCHECKBOX 
Normal      FORMCHECKBOX 
Glasses      FORMCHECKBOX 
Hemianopia            Hearing:   FORMCHECKBOX 
Normal      FORMCHECKBOX 
Hearing Aid      FORMCHECKBOX 
Other






		Mental capacity assessed?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give details:      

Is patient Motivated?            FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give Details:      

Mood Assessed:                   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give Details:      

Seen by Psychologist:         FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give Details:      

Cognitive deficit:                  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give Details:       

Perception Deficit                FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give Details:      

MMSE Score:                        FORMCHECKBOX 
 on admission (<48hrs)    Give Details:        


(if applicable)                 


                                               FORMCHECKBOX 
at discharge    Give Details:      

Referral Made:                      FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Give Details:      





		Therapy Goals Achieved During Inpatient Stay (add time frames)



		1.      





		2.      





		3.      





		Intended Discharge Destination:      





		Current Physiotherapy Interventions


     

Therapist:      

Contacts:       

		Current Speech & Language Interventions


     

Therapist:      

Contacts:       

		Current Occupational Therapy Interventions


Therapist:      

Contacts:       

		Current Dietician Interventions


     

Therapist:      

Contacts:       

		Current Psychological Interventions


     

Therapist:      

Contacts:       

		Other     

Therapist:      

Contacts:       



		Ongoing Therapy Goals (inc any referrals made):



		Physiotherapy


     



		Speech & Language     



		Occupational Therapy     



		Diet     

		Psychology     



		Other i.e. podiatry     





		Ongoing Social Goals



		Outcome Measures (to be discussed as a workstream)



		Risk Factors:  Any safety issues when visiting?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    If Yes give details (include pets, alcohol, behaviours):     

Seen by Community Mental Health Team?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    



		Copy faxed to GP:            FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    

		Date*: 

		     



		Key Worker Signed:



		

		Print Name*:

		     



		Consent Signed:

		     patient or representative

		Print Name*:

		     



		Agency Signed:

		     

		Date*: 

		     





		Specialist Information Attachments for Inclusion:

Please Tick to inform the receiver what information is included with this referral/discharge summary





		Please attach the following documents if necessary: 

                      FORMCHECKBOX 
…Medical Discharge Summary

                      FORMCHECKBOX 
…Nursing Summary

                      FORMCHECKBOX 
…OT Home Visit / Access Visit

                      FORMCHECKBOX 
…Psychology Report

                      FORMCHECKBOX 
… Cognitive Perceptual Assessment Results

                      FORMCHECKBOX 
… Wound Care Plan

                      FORMCHECKBOX 
… Test Results

                      FORMCHECKBOX 
… Details of Future Appointments for Patient

                      FORMCHECKBOX 
… Other, please state      





		Key MDT Worker Signature:      

		Print Name*:     



		

		Date*:     
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