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St. John's Rehab (SJR)

at Sunnybrook Health Sciences Centre

SJR Outpatient Wing

Public funded rehab hospital

Hospital fee covered by Ontario Health
Insurance Plan (OHIP)

Mission

e torebuilt people’s life

e to advance rehabilitation science
Tailored made rehab programs

e in-patient

e out-patient

e community well clinic
4 wards, 40 beds/ward, total 160 beds
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Rehab Program gg

In-patient Rehab Program

Amputee
Burn Ambulatory Care
Cardiac (variety same as inpatient program)

Musculoskeletal (orthopedic)

Oncology (cancer) Back on Track Specialty
Short Term Active Reconditioning (STAR) Road to Recovery Workshop
Stroke and neurological Electrical Injury Program

Trauma and complex rehabilitation

Active Living ProgramX* Acupuncture Clinic
Arthritis Aquatic Program Chiropody Clinic
Falls Prevention Program Chiropractic Clinic

Pre-Hab Program Massage Therapy Clinic

% fee-for-service care, physician referral required

V¥ fee-for-service care, no physician referral required
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Environment




.
e Admission screening by SJR bed booking
coordinator
e Patient with rehab potential
e Ensure rehab care quality
e Optimum and effective use of resources

Ij ﬁEIicaﬁﬂn Rejected - Reason for rejection;
Mot medically stable

[] Has no active/measurable/attainable rehab goals
[] Cannot tolerate at least 30 minutes of therapy
[ ] Cannot sit unsupported for at least 30 minutes

[] Unable to follow commands/carmy over leaming — Require cognitive/behavioural program

Admission Screening System g

Z
Q

3% Sunnybrook

Date Referral O am

O pm

5T. JOHN'S REHAB

REHAB ADMISSION INFORMATION FORM

Patient's Last Name;

Program Requested:
Oamputee  [OBums [Ocardise [J5TAR  [OMsk

[OmMeurc [Joncolegy []Trauma  [] Transplant

Patient's First Name;

Diagnosis:
Medical
Condition:

Accommeodation Requested: (1Ward [JSemi [JPrivate [ Isolation

Gender: [1Male [] Female
WSIB patient? [] Yes [ ] Mo []Unconfirmed

Infection Control Issues:

Referring Hospital:

Phone #: Fax #:

Contact Name:

Pager #

Date of notification to referring hospital:

Oam [pm

O Application Approved
Date ready for rehab:

Date of admission:

Date bed offered:

Unit /| Room / Bed:

O Application Rejected - Reason for rejection:
[ Not medically stable

[ Has no active/measurable/attainable rehab goals
[ cannot tolerate at least 30 minutes of therapy

Require
[] Convalescent Care
[]LTLD Program
[] Long-Term Care

[] More suitable for community based or other rehab program

Require
[ Convalescent Care
m

17 Bremram

1 1V lines

[ ] Cannot accommodate special needs —» ke
[ Dialysis

[| Others (specify)

[] Psychiafric issues

[] Tube Feeding [] Oxygen
[] Wandering
[] Other (specify)

[] Specialized wound care
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Highlight of Observations

Person-Centered Care (PCC)

Interprofessional Collaboration (IPC)

Discharge Planning
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qp Person-Centered Care (PCC) gg

Patient or Person?
e Deep respect for patients as unique living beings

e Focus on person when provide care to patients

e Better health outcome
= good patient experience
= patient goals are met

e Seeking (through engagement) and embedding
(through collaboration) the voice of the patient

SJR PCC Framework
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q.p Goal Sheet: “g
My Rehabilitation Goal o

e ldentify patient concerns = set goal from patient perspective
e First goal should be set within 2 weeks after admission

e Can be filled by all health
care team members

e Discuss and review in rounds
e Monitor patient progress
e Facilitate discharge planning
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Engagement Whiteboard

L ] ! y
. , ’
e Jargon free “*Mi‘db\'\“i“‘“‘ THERAPY SCHEDULE
NURSE: Amand o, Therapist Weekday Time | Weekend Tim
e At bedside Food | CanEat | liquid | Can Drink [ = m/ e
. . Reaphos food | T Sluid 1 -‘“‘"““'l"~ / l0:00 /&m I:00
e Enhance communication — ot
ln!(z:lﬁh.g.\'ﬂih: s\\er\e l - ‘*5
. NPT el :
e Update on daily basis if indicated R G
| Miove With: wm\w on a _S
help fcowm 2 pesple | 5%%23," 2:00 3:00
What Is Important To Me APPOINTMENTS/CLASSES
To wolk o Bathcsom oL el Achvily

_, ey, Specer —Jcame QN * S\ mpes
“TODAY'S DATE: Quae 1S.A0 - 8

e ERAPIST OCCUPATIONAL: .-1.- o ?0.\. on M ah‘fl‘-
prent JorinSmith |7 She: vley THER%::: “:) . By myels
NURSE: Pumosndon THERAPY TIMES: | THERAPY TIMES: “To ¥a\k Yo mwy -Qm\“lq
DISCHARGE DATEMINE: Jgag 3G |1V, =& W-F 1010 © ond Siends

DESTINATION: Wowwe, _ |Sok[Bom VM5 Sun 11:04

Dowe \Q [ 1:00 }Fo;\\, Pt |

Qene AF| H:00 } Laving with Skroke,

tamleaving the hospllalon:_ JUNE B or 9, 00am

BRGNS Oukeakients &‘\' SIR

roLLow-up SERVICES: QPP T, (| WEIGHT BEARING STATUS: WBAT

€3\ N ht Bearing(NWB)  Feather Weight Bearing(FeWB|
SLE nusina DSy | sersigsseo comeeaarom,
PATIENT GOALS: PATIENT'FAMlLY

QUESTIONS: Extremi Righ L
"‘.b \k 4 remity ight J eft

) K . Upper R‘T I i A—r
.TQ A ‘ess . Lower AT F AT
MOBILITY: O Wheelchair Phwalking

WAssistx &), Aid: aww

O Supervised

O Independent
EDUCATION CLASSES: TRANSFERS:

- Precautions:
E‘;‘.“‘m .?::.2: AT Wik aWd eling

Supervised
DIET (Food/Fluid) M\Af 4w | O Independent

Proposed
new version at
2017 Sunnybrook
IPC Showcase
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5 : : Vg
qp Interprofessional Collaboration (IPC) gm

e Health care delivery model in SJR

e Emphasize on working together
across different roles to improve
patient health outcomes

e Full team collaborationin all aspects
of patient care

S
®
* 38
e &
e
(-]
)

uonen!unu.l“‘““

e Non-hierarchical decision-making

e Promote relationships among patients,
their families and the health
professionals

e |[PC framework

e |P Practice SJR IPC Framework
e |P Education
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qp IP Practice gg

IP Team

e Working together to deliver the
highest quality of care

e Disciplines have a common
patient goal

Common
Patient
Goal

Management

IP Huddles
e Fall huddle, for example

e every new patient

e patient who had fall or near
miss incident

IP Team Members
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IPC Education gg

e Learning about, from and with each
other disciplines

IP Orientation
e All new staff
e Best practice, health and safety matters
e.g' fa” prevention’ documentation Your Goal or Mine? C: ti Process for Collaboratively Identifying and Communicating
gg Sun_ny_lll:ook P:‘::uno:e:trredlZeuals?l:lclr::allrl‘:natR:::b;lsllﬁ:lonoﬂ i P —
. Ensure Same Ianguage and Same ST JORRE REH AR 3‘%/‘5“”';15”&52%"3?"’?& Eﬁcﬂﬂ:Cl‘&léﬂnS;‘gne:os)MNJ |s after', PT, MSc{RS), Elizabeth Willamson, MN, CRNIC)

iatec with the Universit of Toronto

2017 Sunnybrook IPC Showcase

Background Methods & Analysis Tools & Tips

= Areview of NRC Health (National Research
that less than

interprofessional quality improvement (Q] work group was formed with clinical o

Sunnybrook IPC Showcase B o;f';,_. _
[ ] o ’

. .‘ What did we hear from team members? e S

e Annual event for the excellence in team | oo :;ﬂ-m,rmm— o

L c SR L jpatient’s words. | will think about that
To review, revise and implement the processes more now.

learning and collaboration care B ,,.M.m,_ zom =

. . @ Fejenfamtspoeriie i — m

e Feature keynote, collaborative learning | *==== ) waveiie e r—
activities and poster presentation m o T ety |-

o e T
+ Enhanced verbal fluency + Iwant to talk mwer.leaﬂv and faster with

[ et batocn | vahas | |mmmmmmwm

2017 SIR Poster Presentation at IPC Showcase
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Discharge Planning 20

e A proactive multi-faceted IP process that begins at admission

Admission Rehab Care Stay 1 Week before Discharge Day of Discharge

Assessment Action (proactive monitored and M

Target LOS

Processes & Preparation

Review at Rounds D/C Checklist

Documentation

Patient & Family Communication — Engagement Whiteboard

Education

LOS Length of Stay EDD Expected D/C Date D/C Discharge ALC Alternate Level of Care
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qp Discharge Planning Strategies gg

e Discharge policy

Target Length of Stay (LOS)

e Expected Discharge Date (EDD)

e Standardized discharge best practice

e Four standardized questions in daily care planning rounds
e [P Discharge checklist
e Patient and family communication
e Discharge pamphlet
e Bedside poster “Helping You Get Home”
e Engagement Whiteboard
e Discharge Notice
e Escalation of complex discharge cases
e Discharge planning flow map
e Alternate Level of Care (ALC)
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qp Discharge Planning Strategies gﬁ

Target Length of Stay (LOS)
e Pre-set by the organization

e Diagnosis-based

Diagnosis

Target LOS

TKR/THR
Fracture Hip
Fracture Femur
Cardiac Rehab
Pneumonia
Mild Stroke

Moderate Stroke

(days)
10
32
42
14
19
8.3
15.5-27.9

£

Expected Discharge Date (EDD)

e Based on patient goals and rehab
outcomes

e Withreference to Target LOS

e Draft EDD is set one week after
admission or after IP team
completed their assessment

e EDD will be reviewed and
confirmed in weekly IP team
meeting

e Patient/Substituted Decision
Maker [ families are informed
once EDD set
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£ W[
qp Discharge Planning Strategies g@a

IP Discharge Checklist

Accountability u?m R':"""'i"f l:uq]lﬂr.(; Signature
I 1“1])
1. Discharge family team meefing TC
2. Transporiation identified and aranged for discharge OTIPT
3. Amanged / Referrals completed and submitted
. ° (please check):
Four Standardized Questions aconC -
1 Home Oxygen Program
1 Quipafient Services
1 Other community services | resources
H 4. Ontario Disability Support Program funding form
Standard QU estions for completed (diet ! feedings) RD
5. Nutriional education provided Nutritional fransfer notes
- . HD
sent
Dally Care Plann]ng Rounds 6. Follow-up appointments info provided PA
7. Drug coverage needs addressed D/
. . [ Pharmacy to supply information on drug coverage data Pharmacy
1. What is the EDD, are the patient/SDM aware? Phvsicin o ario LU sodes on dacharte bsurmton
8. Medication reconciliaion upon discharge completed Pharmacy
9, Warfarin / INR record faxed (copy provided fo next
provider of care) Ph:r’:m'; oy
2. What is important to the patient/family to prepare for discharge? 1 Pharmacy ensures fom i complete | PAfaes
10. Medication Side Effects provided to patient
[ Pharmacy provides In-Patient Teaching Madication Pharmacy !
schedule NSG
3 Wh ‘t t 4 d t th d h ? [ Hurse teaches patient regarding side effects
» atactions are req uire 0 prog ress e aisc arge k 11. Discharge prescription orderad and faxed as requested PAITC
12. GOALS achieved and reviewed with the patient TC/N5G
] _ . . . 3. Goal sheet provided to patient on discharge
4. Who will speak to the patient/family on update information 13 Discharge order writen M/ TC
. . . . 14. Discharge Notification given to patient MDITC
regarding discharge plan and update patient whiteboard? 5. Discharge Psttucions | package prepared 1 vn oIS
16. Equipment recommendations provided OT/PT
17. Appointments aranged for discharge / outpatient TCINSG
g
g@ Sl_lﬂll)(bl‘OOk_ 18. Previous evening — scripts reviewed & in chart TCINSG
HEALTH SCIENCES CENTRE 19. Script given to patient and reviewed with patient day of TCINSG
discharge
20. CCAC wound care supplies provided TCINSG
21. FINAL CHECK of “CHECK LIST" TCINSG
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Discharge Planning Strategies W&
Patient and Family Communication 74\

Discharge Pamphlet

Bedside Poster Engagement
Helping You Get Home Whiteboard
There really is no place
el Askyourself: —
e @ What do | need to do to manage my health at home? m
L N ~—
; A i r = : ‘
Iy e A, v
ferchsqaningir il “a@ H ';ODAY!S DATE: \)\)\C- ‘v"ao‘ X ;:
““““““““““ @ Who will help care for my health at home? > - .
7 ! PAT . Jo i Smuty.
r- p ',.- r g ' !
) e JRSE: Panomdo T
@ Patients leave the hospital at 11 a.m. How will | get home? DISCHARGE DATEITIME: ’ : 3° “
M DESTINATION: Wg, I3
4 We ; 8
" FOLLOW-UP SERVICES: (;;PPT\ {2
Do | know how and when to take my medications? \ <
P onutsina cphwysadve |
& PATIEw ™ “OALS: | PATIFM, -aMILY |
QUESTIONS: E
@ When should | call my family doctor? -Tb M“ % [
= i ) V]
M% o dtess =
L 7] “Tove &
we 4 .
Talk to your care team today. e HS“’E ny\}n U?k v v E
=
EDUCATION CLASSES: . _i
Fulls Pevewhon done 19 24
Liinpwih S oke e dda
e R S Ve [ IR ==
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Discharge Planning Strategies W&
Escalation of Complex Discharge Cases 74\

Level 3

Level 2 +
CCAC Manager +

Operation Director

Discharge Planning Flow Map
ALC Alternate Level of Care

CCAC  Community Care Access Center payment

Level 2
RM&R Resource Matching & Referral Patient with
Level 1 + - lex Need
- ompiex Needas
Yes Management -
== No Level 1

Long Term

IP Team + Patient to be discharged ‘ Care Facility
r to Intermit Care Facility

RM&R * select 5 facilities
\// from CCAC list
_ _ e 2 facilities are with
Dlschargg Home with . Home frequent bed a/v
Community Resources . CCAC ) |+ chose within 7 days
e Home Oxygen * expect to accept the
Program 15t bed a/v facility
Discharge Home without  Outpatient e waitat 1t bed a/v
Community Resources ‘ Home | Services ) facility for the 1°t

\_ choice facility /
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Alternate Level of Care (ALC)

Discharge Planning Strategies W&
Escalation of Complex Discharge Cases 74\

State supported policy | | -
Patient who occupying a bed in a hospital In Ontario people also]

and do not require the services provided in
this care setting

uptto get OUT of the hospital,

The SOLUTION isatour doorstep.
o ) ) Join us in taking the first step.
Administrative Review J P

e by Operation Director and CCAC
Manager to determine if conditions are
met for assessing a per diem charge --

Official letter

Chronic Care Co-Payment
e hospital fee that is not covered by OHIP
e patient has to pay extra fee

Ensure appropriate use of resources Tl eaiows

Ontario ALC
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