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Background-Community Stroke Rehabilitation Program 

• Enhanced rehabilitation services for stroke patients in South Eastern 

Ontario 

• Community Stroke Rehabilitation Program (CSRP) services include: 

• Physiotherapy 

• Occupational therapy 

• Speech-language pathology  

• Social work 



Background-Acute Stroke Unit 

• Patients discharged home from an Acute Stroke Unit (ASU) typically 

have less severe strokes 

• Patients and their families/caregivers often struggle with the initial 

transition home-following a short stay in hospital  

• This indicated a need for an earlier in-home touchpoint with a health 

care provider 

• In response-a pilot was created whereby referrals for Rapid Response 

Nurses were made in conjunction with the referrals to CSRP 

 



Rapid Response Nurse-RRN 

• Direct Care Nursing service 

• A Home and Community Care Program within the South East LHIN 

• The GOAL for the program is to reduce re-hospitalization and 

avoidable emergency department visits by improving the quality of 

transition from acute care to home care by providing transitional 

support 

• A RRN visit occurs within 24-48 hours following hospital discharge 

including weekends  

 



Program Services – RRN 

GOAL:  To reduce re-hospitalization and avoidable emergency 

department visits by improving the quality of transition from acute care to 

home care by providing transitional support including but not limited to: 

• Confirming the patient’s hospital discharge care plan including any 

follow-up appointments, diagnostic testing, etc. 

• Initiating communication with primary care provider/specialist 

physician/pediatrician/other designated provider and arrange follow-

up appointment within 7 days of hospital discharge 
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Program Services - RRN 

• Performing thorough medication reconciliation for the patient, consulting 

with pharmacy/physician/other care provider(s) as needed 

• Perform clinical assessment and identify patients requiring accelerated 

assessment by the care coordinator 

• Ensure patient/family is connected with necessary clinical supports, and 

appropriate resources through assistance with system navigation 

• Sharing pertinent assessment findings/potential solutions as appropriate 

with patient’s community care coordinator, primary care provider, etc. 
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Meet the RRN team: 

Diane Bowen 
Jennifer Barrie   Megan Maziarski   
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Cindy Moser  Darlene McCulloch 

Brooke Fournier 



CSRP/RRN pilot 

• October 2017- March 2019 

• 3 consecutive implementation phases 

• Each phase included a small project team (RRN, hospital team and 

the stroke network) 

• RRN program and referral processes were reviewed with the key 

hospital team members at each site 

• RRNs were provided with key stroke-related material and education 

• Key process metrics were tracked and reviewed regularly be the team 



Trial particulars 

• 72 patients were referred 

• 60% of eligible patients were referred to the RRN program 

• 30% of referred patients were not seen 

Reasons: 

• Patient declining service 

• Patient residing outside of Se LHIN region 

• Patient transitioned to LTC 



Key Interventions of RRN involvement 

1. Medication Reconciliation: 

• Resolution of medication discrepancies including follow-up on 

missing prescriptions, wrong dosages, missing medications as well as 

directions regarding old/unused medications 

• Teaching to reinforce mediation purpose 

• Follow-up with pharmacy and prescriber regarding medication 

dosage questions and/or arrange blister packs 

• Completion of medication reconciliation summary 

• In two of the phases, medication discrepancies were identified in 40% 

of patients in the stroke cohort 

 



Key Interventions of RRN involvement 

2. Teaching 

• Reinforcing the teaching that occurred in hospital (e.g., review of 

“My Stroke Journey” book) 

• Providing information about smoking cessation and local resources 

• Formulating safety plans related to mobility and the home 

environment (e.g., scatter mats and falls risk) 



Key Interventions of RRN involvement 

3. Liaising with Primary Care Provider 

• Completion clinical assessment, with key clinical information sent to 

the Primary Care Provider 

• Assistance to make follow-up PCP appointments and confirm other 

appointments (e.g., lab work, neurologist, sleep study clinic, 

pacemaker clinic) 



Key Interventions of RRN involvement 

4. Providing Patient and Family Support 

• Reinforcing teaching to include family given the impact on the entire 

family and support system 

• Answering questions for patient and family 

• Discussing  community resources 

• Facilitating referrals to social work as needed 

 



Pilot Successes 

A stroke is a life-changing event for the patient and family.  Transitioning 

home following a stroke is overwhelming for patients and families as they 

learn to adapt to a “new normal”. 

Key successes include: 

• Improving linkages to supports and follow-up for patients and 

families 

• Hospital teams received education on the RRN program and referrals 

processes 

• RRNs received Stroke related education and training 

• Tracking and regular review of key process metrics to address 

identified process issues 

 

 

 



Conclusion 

• RRN interventions improved medication management and linkages to 

community and primary care services and provided transition support 

for the patient and family. 

• The success of these pilots have resulted in a standard regional 

referral process to the RRN program for all patients discharged from 

an Acute Stroke Unit to the Community Stroke Rehab Program. 





Gwen Brown 

Regional Community & LTC Coordinator 

Stroke Network of Southeastern Ontario 

 



 “One central person to go to is needed, someone to coordinate 
things and know what’s available. You find out by yourself, but it 
takes a little while. It’s frustrating.”  Stroke Survivor 

 
 “He was discharged with one sheet of paper that had his list of 

medications on it, and that was all. There was no information 
package. Everything I’ve tapped into has been through my own 
research. I have been the one to find and reach out to programs.” 
 Caregiver 

 
 Stroke survivors need a capable and knowledgeable person to 

help them navigate the resources available in their communities. 
It is the old scenario: You do not know what you do not know. 
This person needs to be a consistent and long term resource to 
the stroke survivor. Someone that can be a contact even months 
or years from the time of the stroke, someone to navigate 
resources when the need exists.”  Health Care Provider 
 

















 Inpatient peer visiting 
 Pre-discharge consent for follow-up in 

community by Stroke Support Group Facilitator 
(navigation support) 

 Pre-discharge caregiver linking to support 
groups 
 

 
Stroke Support Groups                   Aphasia Supports 
 
 
 
                          Stroke Specific Exercise 



• Return to Driving 
• Return to Work 
• Caregiver Supports 
• Stroke Support Groups 
• Aphasia Supports 
• Stroke Specific Exercise 

Groups 



 Effective system navigation provides several 
benefits including “lessening social isolation, 
supporting care partners and symptom 
management and decreasing use of both 
acute and long term care services.”  
(Montgomery et al, 2015) 


