Person Centred Navigation

Provincial and Regional Context
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Outline

e Quick Recap of Regional Transition Work
»One- Team
» South East Acute — Rehab — Community Pathway
» Patient Journey Map
» Stroke Information Package

»Team level initiatives — improving linkages - RRN, CSS Referrals, Community Rehab
Checklist

 What is Navigation?

* Guiding Principles

* Everyone’s Roll — Characteristics of Navigation
* New Work — Navigation Tool Kit
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“One Team”

The system needs to
function as “ONE team”
from the patient’s
perspective......
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ACTIVITIES

INDICATORS
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YOUR RECOVERY JOURNEY AFTER STROKE g e v

of Southeastern Ontario
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Stroke Information Packages

* Spread use of Stroke
Information Packages;
include patient journey
map

 Use of same resources
across the continuum



Team level initiatives - Improving Transitions

* Consistent use Stroke Information Package
* Reviewed with a person — not just the “paper”
» Use of transition checklist to ensure it happens

* Booking Appointment in next part of the continuum
* e.g. SPC, OP therapy before leaving hospital

Thl

* Ensuring appropriate referrals/linkages 1M

* Hand off /linkage to community rehab provider and/or
support groups while in hospital

* Use of community rehab transition checklist at completion of
therapy
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* Assumes that health care services to the person with stroke and their
care partners will be provided by an interprofessional team using a
client centred philosophy of care

* Navigation serves to enable seamless care by ensuring access to
appropriate and timely services and to support successful return to
the community.

* Navigation is the process by which patients are guided through the
health care system and around barriers encountered

Adapted from work by the Ontario Stroke Network Provincial Integrated Work Group Patient Navigation July 2014 strokenetwork



Navigation Principles
For Persons with Stroke and Care Partners

Informed by best practice
Empowerment through support for autonomous decision making
Timely and Individualized Education

Timely connections to appropriate resources and supports to optimize
community reintegration.

Integration and communication across the care continuum
6. Holistic and Culturally Sensitive Approach

7. Address transition barriers through intervention and advocacy across
health and social services

8. Leverage technology and/or other existing regional resources
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Adapted from work by the Ontario Stroke Network Provincial Integrated Work Group Patient Navigation July 2014 strokemetwork



Navigation Characteristics

* Occurs within inpatient system or community setting, at any point along
the stroke recovery experience by team members with stroke system
knowledge

* Provides support and guidance to patients, care partners and/or other
interprofessional team members

* Improves quality of life by easing the adjustment to post-stroke life through
education and improved access to community services and/or health care
resources

* Ensures best practice care for persons with stroke including triage and/or
supporting access to appropriate units/programs

* Relies on collaboration with system partners to optimize patient care

Adapted from work by the Ontario Stroke Network Provincial Integrated Work Group Patient Navigation July 2014 strokemetwork



SNSEO Navigation Toolkit

* Regional Project Underway
* Collects/Collates various resources

e Support stroke team members across
the continuum

* Enhance navigation skills
* Enhance stroke system knowledge

* Provides access to
information/contacts to support
navigation

Opportunity for Input!

Discussion Today and Workshop

Evaluation Survey
or please contact:

Shelley (shelley.huffman@kingstonhsc.ca) or

Gwen (gwen.brown@kingstonhsc.ca)

strokenetwork



mailto:shelley.huffman@kingstonhsc.ca
mailto:gwen.brown@kingstonhsc.ca

Concluding thoughts...

* One in eight caregivers assist loved ones recovering from stroke with case
management functions such as health care system navigation (opara andsaracz, 2010)

* Many caregivers find the co-ordination role the most stressful part of
caregiving despite the fact it requires less time when compared to providing
personal care or helping with other household management tasks wusbury, Higgins and

Schroeder, 2009).

* Every stroke is different and so a one-size fits all approach doesn’t work.
Navigation along the journey helps stroke survivors and caregivers develop a
personalized recovery plan with strategies to set goals, access community
resources, and fill information gaps.

Adapted from BC report Bridging the Gap: Helping Stroke Survivors and Family Caregivers from Hospital to Long Term Recovery
Community Stroke Navigator Program: Phase 2 - Final Report — February 2017
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Moving towards “One Team”

Building
Stronger
Links




