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Putting patients first




Early referral from Acute to Community Outreach Handover Visits for stroke patients with complex rehabilitation needs
Box 1: Big Picture Success Story 
The SIP has enabled the service to……
· Provide seamless transfer of therapy care from inpatient stroke unit to community services.
· Opportunity to communicate specific therapy problems and goals face to face.
· Waits for community therapy reduced to one working day for this patient group.
· Reduced need for repeated assessment by community therapists as all information provided on discharge.
· Patient and carers present during handover so increased confidence in services.
Box 2: Service Context 
Our core purpose is……
Stroke services provided by East Kent Hospitals University Foundation Trust (EKHUFT) have been rated as among the best in the country (Dr Foster, 2010). Whilst the acute management of stroke has been revolutionised with the provision of its three dedicated stroke units and thrombolysis, the issue of transferring patients to community rehabilitation services has been highlighted as an area for potential improvement. EKHUFT, in partnership with East Kent Coastal Primary Care Trust Intermediate Care Teams, has begun to look at integration of stroke rehabilitation services on its service improvement agenda.
Box 3: Strategic priorities to be addressed by the SIP 

Our improvement aims were…… to improve communication between hospital and community therapists by initiating early referral and Acute to Community Outreach Handover Visits for patients with complex rehabilitation needs on leaving the stroke units. 
Underpinning this project was work that had already been undertaken trust wide to develop Electronic Discharge Notification (EDN) which was to provide all relevant medical and other information regarding the patient’s hospital stay and was to become the backbone of information sharing with primary care services. Alongside this a system of referral was already in place to ICT in each locality with stroke patients being highlighted for fast-tracking into therapy services.
The first phase of this service development has looked at the transition of patients’ physiotherapy and occupational therapy from the stroke unit teams to the Intermediate Care Team (ICT) therapists in the community: 

· Patients often waited more than seven days for therapy to begin only to discover that not all of the information relevant to their rehabilitation had been communicated to their ICT therapists.

· Patients surveyed have described “services not joined up” and “everything was a fight to get anything”. A small number of patients were also paying privately for therapy to bridge the gap on discharge from hospital. 
Box 4: What we did and what we changed as a result of the SIP

Working with our stakeholders, we have transformed our service by……

During the project planning it was decided that, in order to release time to attend outreach visits, the Band 4 Physiotherapy and Occupational therapy Support workers would begin to undertake screening assessments of those patients admitted to the unit with resolved or minimal deficits who were highlighted for discharge by the medical team. This previously unused resource then reduced the need for a qualified therapist to assess these patients: 
· Documentation was developed to support this change in service delivery and to safeguard staff and patients through a system of formal discussion and signing off in each case.

· Criteria for those patients who were to receive a handover visit were set out to include those with complex therapy needs where communication of those needs would be inadequate on paper or by telephone. 
· Patients not requiring outreach would be referred in the normal way by use of the EDN and ICT referral form. These criteria were intentionally non-restrictive to allow autonomy of practitioners in deciding the most appropriate patients for the service. 
· Patients were referred to ICT up to seven days prior to discharge in order to allow for caseload planning and management and these referrals were followed up by a telephone call to book the outreach visit. ICT therapists were kept informed of any changes in expected discharge date and the outreach handover visit was booked for the next working day after discharge wherever possible.
· Following the handover visit a report was compiled within one working day as required by trust documentation policy and a copy sent for filing within ICT notes.
The Stroke Unit at the William Harvey Hospital in Ashford was selected as the site for piloting the service improvement due to its being the base site for the project lead and having well developed links with its local intermediate care teams. The unit has 24 beds with five days a week therapy cover. 
Box 5: Demonstration of achievements
We have delivered improvements across our service……

To date ten visits have been provided to patients leaving the unit. Of these 6 have been within one working day and have been well received by both patients and staff. Patients reported feeling that their community therapists had all of the information that they needed in order to continue their therapy and that being present while their rehabilitation goals were discussed and handed over made them feel confident in what was happening.
Staff opinion was also positive. Both stroke unit and community therapists felt that the visits improved communication, facilitated transition between services and went some way to providing a seamless service. 
· One ICT therapist commented, “I feel that outreach visits are most useful when there is a particular social or housing situation/concern or a small space for transfers and where problems with discharge home may occur.” 
· It was also felt valuable that patients had the opportunity to meet their new therapists and that they would have “…confidence that their therapy would be continued and that their ‘new’ therapist has a good understanding of their goals and problems”.
Of the ten patients who have received a handover visit so far between July 2010 and January 2011, the length of stay ranged between thirty and one hundred and seventeen days and all of them remain at their discharge address. The high length of stay demonstrates the client group being those more likely to have above average length of hospital stay with the average for the unit being eleven days.
Box 6: What have been the benefits? 

The changes we have made will bring benefits to our stakeholders by……

Patients and staff appreciated the seamless nature of care and felt that this service improvement went some way to integrating inpatient with community provision following stroke.

The project has been reported as valuable by many members of staff with one therapist from the acute unit saying: “these visits are an opportunity to ensure the smooth transition of care for the patient from the hospital to the community. It allows handover of the very specific aspects of therapy that it is difficult to explain on the phone or on paper”.
With costs to care for a patient on a stroke unit estimated at £250 per day (NHS Institute for Innovation and Improvement) any initiative which may reduce length of stay but improve quality of care is welcomed within stroke services and by commissioners. By improving the timeliness of handover to community services and reducing waiting times to one day after discharge those patients with complex needs may feel confident that those needs will be met after discharge from hospital.
Box 7: What next? 
We will continue to improve by……

Future development has already begun on the next stages of the project. The two other acute units are involved in initial set up preparations to run the service from the Trust’s other sites in order to provide equity for patients across the catchment area. The intermediate care teams are beginning to set up an in-reach service whereby they will attend the stroke units to meet and work with patients prior to discharge thereby developing rapport and gaining vital information for any patients likely to be referred including those with less complex needs who may not be highlighted for an outreach handover visit.
Box 8: Project Outcomes
Other services can achieve what we have achieved by…….
· Publicise the SIP and talk to as many staff as possible to gain support.
· Don't waste time on those who will never change their views – they will be swept along eventually.
· Dedicate time away from other duties to service improvement – there is a lot involved.
· Improved interagency working and problem solving.

· Improved awareness of the challenges of each others’ role.

With thanks to East Kent Strokes, The East Kent Stroke Forum, EKHUFT and ICT therapists, Stroke sufferers and their carers for their assistance and time in completing feedback questionnaires. 
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