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                                                             North West London 
                                              Cardiac and Stroke Network

Stroke Rehabilitation Workstream Meeting
26th January 2009
Time: 3.00 – 5.00pm
Venue: Hammersmith and Fulham PCT
Fourth Floor, Room 4.1
	AGENDA

	Item
	Discussion

	Attachments

	1
	Welcome and Introductions 
Meeting leads: Adine Adonis and Sue Fenwick-Elliot
	

	2
	Previous Minutes
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	3
	Discussion of Healthcare for London  Funded Stroke Rehabilitation Project Plans
· Service directory

· Training programmes – Stroke Association and SOP

· Hillingdon Aftercare Pilot

· Stroke and Aphasia Books

· GP backfilling for meetings


	To be circulated on the day to the group

	4
	SU - to Community Rehabilitation Draft Proforma
· Form Edits

· Set Specific Domains to Best Capture Information

· Guidelines for Use

· Completion Date

· Trial Areas- How long?
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	5
	Work plan Update
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	6
	Any other business


	

	7

	Next Meeting: 

23rd February 2009 Farm Lane, Hammersmith, SW6 1PX, 3-5pm Group Room, Ground Floor Rehab Unit
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		NHS No*:

		     


		Hospital No:

		     



		SSD No:

		     

		Other Ref No:

		     



		Family Name*:

		     

		Forename*:

		     





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*: 

		     





		NHS No*:

		     


		Hospital No:

		     



		SSD No:

		     

		Other Ref No:

		     



		Family Name*:

		     

		Forename*:

		     





REFERRAL FORM – STROKE UNIT TO COMMUNITY REHABILITATION 

		Referral to:                                                       Predicted Discharge Date:      





		Referral from:  

		Discipline:                                      

		Hospital:      



		Hospital Ward & Tel Number:                                                 

		SHO Name & Bleep:      



		Diagnosis (include results of investigations):


Medical Status:      

Medication:      

Barthel Score:                           Skin Integrity / Waterlow Score:      

MRSA Status:  FORMCHECKBOX 
MRSA Positive       FORMCHECKBOX 
MRSA Negative                Risk of Absconding:    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No 






		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):


     





		Current Therapy Interventions:



		Wheelchair Use      FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    If Yes, type of chair      

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

Transfer Method:    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


Bowels:  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 
Soft Diet      FORMCHECKBOX 
Thickened 


Speech:    FORMCHECKBOX 
Normal      FORMCHECKBOX 
Dysarthric      FORMCHECKBOX 
Dysphasic      FORMCHECKBOX 
Receptive      FORMCHECKBOX 
Expressive

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    Seen by Psychologist:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Referral Made:                       FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Details:      







		NHS No*:

		     


		Hospital No:

		     



		SSD No:

		     

		Other Ref No:

		     



		Family Name*:

		     

		Forename*:

		     





		Therapy Goals Achieved During Inpatient Stay (add time frames)



		1.      





		2.      





		3.      





		Future Discharge Destination:      





		Current Physiotherapy Interventions


     

Therapist:      

Contacts:       

		Current Speech & Language Interventions


     

Therapist:      

Contacts:       

		Current Occupational Therapy Interventions


     

Therapist:      

Contacts:       

		Current Dietitian Interventions


     

Therapist:      

Contacts:       



		Ongoing Therapy Goals (inc any referrals made):



		Physiotherapy


     



		Speech & Language

     

		Occupational Therapy

     

		Social

     





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


     







		Signed:

		

		Print Name*:

		     



		Agency:

		     

		Date*: 
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STROKE ACTION PLAN FOR: Life after Stroke – Rehabilitation, Discharge and Transfer of care

Quality markers 10 – 16 in Stroke National Strategy


QM10 – High quality specialist rehabilitation


QM11 – End of life care


QM12 – Seamless transfer of care 


QM13 – Long term care and support


QM14 – Assessment and review


QM15 – Participation in community life


QM16 – Return to work


Four components of rehab


· Acute rehabilitation


· Inpatient rehabilitation


· Community Rehabilitation


· Early supported discharge


Desired outcomes:


· All patients receiving good quality appropriate, tailored and flexible rehabilitation.


· Patients receiving end of life care will get a high quality tailored service from a workforce with appropriate skills and experience.


· Pathway established which will support patients who want to return to work.


· Patient and carers needs being met. Reviews by primary care services of health and social care status to ensure well being, choice and control for patient.


· Clear pathway and discharge plans that offer a seamless transfer of care for patient.


Issue 1: High Quality specialist rehabilitation

		No.

		Task outline

		Action

		Potential Aim

		Manager

		By:

		Status



		1.1

		Clearly identify current patient pathway


Do benchmarking exercise to explore provision in NWL of acute; rehab; community and intermediate type settings

		· Review service provision across NWL baseline benchmarked against RCP stroke guidelines. Provide the % of patients dependant on care and support

· Map the patient pathway as is eg: acute-rehab; acute- community-;acute- intermediate care 

· Rehabilitation by stroke skilled people in the community- review workforce

		

		NWLCN Managers




		June – August 2008

		



		1.2

		Identify the Bottle necks of the Current patient pathway

		· Agreement on components of stroke specialist rehabilitation and support

· Review end-of-life provision and undertake gap analysis, measured by Higher % of patients who die in  place of choice –feedback from relatives and carers


· Develop best practice guidelines- PPC,GSF or LCP



		· To ensure that rehabilitation starts in specialist stroke units and meet RCP stroke guidelines, measured by Working pathways in place




		Acute trust 


Clinical leads


NWLCN Managers


Community Teams


Clinical leads


NWLCN Managers


Clinical leads


NWLCN Managers

		April 2009

		



		1.3

		Solutions- Mapping the best practise/ideal patient pathway




		· To ensure that stroke patients and their carers receive support from stroke skilled services as soon as possible

·  Support in developing partnerships between health and social care services, measured by ?

· Identification and development of services to support self-care from a range of providers including the voluntary sector


· Identifying resource implications to achieve this




		

		Community Teams


Clinical leads


NWLCN Managers


Community Teams


Clinical leads


NWLCN Managers


Voluntary sector



		April 2009

		



		1.4

		Setting standards of practise that are SMART

		· To set minimum standards and indicators for Early Supported Discharge Teams (ESDT

· To set minimum standards and indicators focussed on high quality patient care


· This includes access to Equipment specific to patient needs

		

		

		

		



		1.5 

		Ensure standardised health and social care follow up periods post  acute discharge  

		· Develop standards to ensure that all a patients are seen by the community rehab and social team by 6 weeks post acute discharge ; 6 months post discharge and on a yearly follow up



		

		Community Teams


Clinical leads


NWLCN Managers




		

		





Issue 2: Seamless transfer of care


		No.

		Task outline

		Action

		Manager

		By:

		Status



		2.1

		To identify & create the various components that create a comprehensive d/c plan  to include:


· health and social care


· transport


· housing

		· Agree & implement supported discharge teams (ESDT) across NWL that are integrated into the acute and community settings


· Introducing community stroke teams  to ensure that all patients receive support and rehabilitation, measured by readmission rate and waiting time for community therapy????

· Address workforce within community setting, measured by discharge and community support pathways in place

· To support with service level agreements covering quality and timelines of information transfer and maximum waiting times, possibly capacity / demand studies for community therapy services


· 

		Community Teams


Clinical leads


NWLCN Managers


Clinical leads


NWLCN Managers


Clinical leads


NWLCN Managers




		April 2009

		



		2.2

		Participation in community life




		· From baseline assessment link community rehabilitation teams/ acute teams with community based stroke support projects


· Dedicated Volunteer links with various providers




		

		

		



		3.3

		Return to work

		· Assess the percentage of stroke survivors returning to employment at quarterly yearly intervals post incident, measured by patient rehabilitation notes

· Identify the  barriers to assisting clients to return to work eg: dedicated OT/Neuro psych support




		

		

		





Issue 3: End of Life seamless care 

		No.

		Task outline

		Action

		Manager

		By:

		Status



		3.1

		Link up stroke care pathway to seamlessly transfer into and EoL process when required




		· Map current transfer processed with initiation for service defined – measured against the GSF surprise question

· Use of specific pathway and measures 


· Refine process to form a planned route


· Link services seamlessly with palliative care/ Macmillan/ MacMillan rehab teams and bereavement services


· Link in with preferred place of care




		

		

		





PAGE  

1




_1294129808.doc
[image: image1.png]1)




[image: image2.emf]North West London Cardiac & Stroke Network North West London Cardiac & Stroke Network


 





         


Minutes of

Stroke Rehabilitation Workstream Meeting

6th January 2009

Time: 9.00am – 11.00am

Venue: Westminster PCT

2nd floor (service development) rooms 2.3 and 2.4

		Attendees

		Apologies



		Adine Adonis, ICHNT

Sharon Barrington, Westminster PCT


Ajay Boodhoo (Brent PCT)


Sue Fenwick-Elliott, NWLH & Brent PCT


Binnie Grant, Chel West

Pati Allen, Hillingdon PCT


Nicola Shields, K&C PCT


Eloise James, H&F PCT


Charlotte Payne, Ealing PCT


Sherryl VanLelyveld, H&F PCT


Jason Antrobus, NWLCSN




		Diane Ames, ICHNT


Natalie Davies, Ealing PCT

Philip Meakin, ICHNT


Sue Irani, Ealing PCT


Rebecca Ball, Brent PCT


Cheryl Hookway, ICHNT


Jo Davis, Westminster PCT

Sam Cattermole, Ealing PCT


Antoinette Scott, NWLCSN


Trudy-Ann Sinclair, Ealing PCT


Paul Morris, ICHNT


Rainer Golombek, Hounslow PCT


James Benson, Westminster PCT


Karima Collins, ICHNT


Catherina Nolan, ICHNT


Peter Kottlar, Ealing 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 17.12.08 were signed off as an accurate reflection with no amendments



		



		3

		Healthcare for London  £100K Stroke Rehabilitation Project Plans


· Discussion – group to bring ideas and drafts to meeting 


· Main contact people per plan to be set


From the £100k funding received from Healthcare for London (HfL) it was agreed at the previous meeting (17.12.08) that the Network would circulate draft plans for comments on each of the 4 projects which aim to improve services for the sector. Few comments were received. Today’s meeting discussed the 4 projects in depth, with an aim to have agreed project plans and funds allocated before 31st March 2009. The discussions were as follows:

Project 1: Production of an electronic service directory (estimated £25k)


This would be used as a one stop portal for healthcare professionals, patients and the public to be used as a directory of services for referral and education on bio-psycho-social topics. Comments to include downloadable connect UK, stroke association and connecting for health literature or web links were aired. Main points covered were:


· What is the cost of translating information and which languages to use? The Network will look at previous material translated and report back.

· Are there any models existing that could be utilised? Possible models could be of use from NHS Choices, Stroke Association, Multiple Sclerosis websites

· Who will maintain the system? The Network will update the system on a decided time period (possibly every quarter or ad-hoc when required) and select links in each PCT to provide information updates for uploading.

· Will it be possible to link in with PCT communication departments on this project to increase public awareness campaigns? The Network will look into this.


· How will the risk of PCTs not submitting information in a timely fashion be managed? Through the rehabilitation workstream, the stroke steering group and the Network project managers.


· Sue Fenwick-Elliott informed the group of her contact with a website designer and will pass on information to the Network

Project team put forward on the day: Sue Fenwick-Elliott, Adine Adonis, Sherryl VanLelyveld, Nicola Shields and Jason Antrobus

Key Action: The project plan will be re-drafted following the above comments and re-presented to the workstream leads ready for sign off. Areas of consideration will be the time frame to finish to product – will the funding produce a completed product or only part of a the product which can then be attached to additional funding.

The Network will look into collaborating with all London Networks to produce a pan London service directory


Project 2: Training and development programme for rehab staff (estimated £20k) This project will aim to link in with the overall sector training programme (but not replace it) to be addressed this year through the stroke steering group (SSG). The focus of the rehabilitation training is to set baseline level for all healthcare professionals to reach which will be recognised across the sector to include qualified and non qualified stroke professionals. 

The group discussed two project models, with an aim to implement one with the funding:


1. Use the designated funds to scope what training is currently on offer, what is needed across the sector, to be completed by rehab therapists, pool this information together, set up and deliver a tiered level training based on the draft project plan. This will allow a baseline level of stroke knowledge to develop across the sector 

2. Use the designated funds to employ an individual to work in the Network for a period of time (~3-6 months) to scope the training needs and existing programmes, uncover areas of best practice, support the set up of specialist training programmes based on set competencies for each skill set and level and set up an evaluation process. Once set up the model will be piloted in an area of NW London, training a sample of individuals (bands 2-4) and evaluated. A business case will be drawn up to influence further funding streams or PCTs to role out the training programme across the sector.

Project team put forward on the day: Fenwick-Elliott, Adine Adonis, Eloise James and Jason Antrobus

Key Action: After much discussion the group decided that the favoured plan was model 2. The project plan will be re-drafted following the above comments and re-presented to the workstream leads ready for SSG sign off. Areas of consideration will be the time frame to finish to product.

Project 3: Hillingdon Stroke Aftercare Group Pilot – post acute exercise and education pilot (£TBA). During the meeting a key group was set up to fill in the project plan, those being Pati Allen, Ajay Boodhoo, Charlotte Payne and Kathy Mason (not present, would also be asked to become involved). This group would complete the plan before the next SSG ready for sign off.

Project team put forward on the day: Fenwick-Elliott, Adine Adonis, Pati Allen, Ajay Boodhoo, Charlotte Payne, Kathy Mason and Jason Antrobus

Key Action: The project plan will be completed by the Stroke Aftercare pilot group and submitted to the Network and rehabilitation workstream leads prior to SSG sign off

Project 4: Issuing PCTs with copies of The Stroke and Aphasia Handbook. This would be completed ready for sign off at the SSG by Jason Antrobus. The number of books would require scoping before purchasing as needs may vary across PCTs

Project team put forward on the day: Fenwick-Elliott, Adine Adonis, Eloise James and Jason Antrobus

Overall Note: further projects may be added ready for the SSG sign off as a back up. This will allow a fast spend of the funding based on the strict time periods if any of the projects should fail. The extra projects will be based on the sector ideas and ideas from other workstreams, as HFL have stated the funding can be accessed by other stroke remits. The Network will co-ordinate this with workstream leads to avoid further meetings 




		Network


Network


Network


Sue Fenwick-Elliott


Network


Network


Stroke Aftercare pilot group


Jason Antrobus



		4

		SU to Community Rehabilitation Draft Proforma: this was carried over to the next meeting




		



		5

		Nomination of a new workstream co-lead 


From the previous workstream minutes of the 17th December 2008 Sue Fenwick-Elliott (Head of Adult Speech and Language Therapy – North West London Hospitals and Brent BCT) voiced an interest in the position. Those present agreed that Sue would be a huge asset to the stroke rehabilitation workstream due to her therapy background, her previous commitment and enthusiasm within workstream planning and meetings, combined with her ability to commit to both workstream and Stroke Steering Group (SSG) meetings. No further nominations were brought forward and Sue was formally appointed as the new workstream joint lead along side Adine Adonis.


Key Action: The group welcomed Sue and showed their appreciation to the hard work and commitment from her predecessor Sharron Barrington, who was wished well in her new post at Camden PCT.




		



		6

		Work plan update: this was carried over to the next meeting



		



		7

		Decision on the next meetings: dates and locations for 3 months

The following dates were agreed as set rehabilitation workstream meetings:


· 26th January 2009 Hammersmith and Fulham PCT, 3-5pm room 4.1


· 23rd February 2009 Farm Lane, Hammersmith, SW6 1PX, 3-5pm Group Room, Ground Floor Rehab Unit


· 16th March 2009 St Mary’s Hospital, 3-5pm room TBA




		



		8

		Any other business Non noted



		



		Date, time and location next meeting

Monday 26th January 2009, 


Hammersmith and Fulham PCT, 1 Hammersmith Broadway, W6 9DL


Time 3-5pm, Room 4.1


Street Parking only available


Underground Station: Hammersmith
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