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Executive Summary:

Question: 
What strategies have been shown to be effective in implementing evidence-based clinical guidelines into stroke rehabilitation practice?
Method:

A systematic literature review was conducted. The initial search in EBSCO, Pub Med and Google Scholar produced 330 articles. Search terms and key words included: guidelines, implementation, dissemination, stroke rehabilitation, practice and strategies. I considered articles specific to strategies that promoted the movement of evidence-based guidelines into stroke rehabilitation or clinical practice. To effectively draw conclusions to the data on the promotion of evidence-based guidelines into stroke rehabilitation practice, I selected articles that addressed specific strategies within the health care system. Although many articles identified strategies, seven articles met the criteria and were included in this review.    

Findings:

“As decisions in health care are influenced by a whole range of cultural, organisational, systemic, educational, interpersonal and individual factors, it is important to have different strategies for different groups for the implementation

and dissemination process.” (Barosi et al., 2006)

The literature points to several strategies that support moving evidence-based guidelines into stroke rehabilitation practice. Five of the seven articles had themes which were duplicated. 
Of the seven articles analyzed, the following common themes were noted:

-the need for project champions, leaders, stars and experts
-the provision of stroke education before and after the project implementation
-the building of networks on a local, regional and provincial level
-the promotion of culture and interest of research within an organization
-strong links between academics and clinical staff
-need for policy/procedure development throughout project implementation.

Strategies are needed to move evidence-based guidelines forward. The Alberta Provincial Stroke Strategy has developed a good plan with general guidelines, but little is given on how to implement this plan. 
Recommendations:

If implementation of guidelines is to be successful, programs should link with organizations such as Heart and Stroke foundation and community agencies. Policy and procedure should be developed to ensure guidelines are followed and revised regularly. Hiring of leaders to be responsible for the project is a key component. Building the capacity for interest in research among staff and utilizing academics within the organization assist in moving evidence-based guidelines into practice. Education and training provide staff with the tools to move evidence into practice.
In light of the literature review, the author would recommend developing a model that includes the following strategies; the need for project champions, leaders, stars and experts, the provision of stroke education before and after the project

implementation, the building of networks on a local, regional and provincial level, the promotion of culture and interest of research within an organization, strong links between academics and clinical staff, and the need for policy and procedure development during project implementation.

The implementation of these strategies has proven to move evidence-based guidelines into stroke rehabilitation practice. A well organized coordinated effort will ensure that organizations are successful in stroke rehabilitation strategy implementation.  
Moving Stroke Rehabilitation guidelines into clinical practice

1. Abstract:

Evidence-based guidelines have existed in the Health Care system for more than 30 years (Cochrane 1972). The purpose of this systematic review is to determine if existing literature identifies strategies that can be used to move evidence-based guidelines into stroke rehabilitation practice. A systematic review of EBSCO, Pub Med and Google Scholar databases yielded over 300 articles, of these, seven articles identified strategies for moving evidence-based guidelines into stroke rehabilitation practice. 
2. Question:

What strategies have been shown to be effective in implementing evidence-based clinical guidelines into stroke rehabilitation practice?
3. Context:

Purpose

The purpose of this systematic review is to identify strategies that have been successful in moving evidence-based guidelines into stroke rehabilitation practice. Many countries have invested millions of dollars into stroke strategies and their experience and findings would assist an organization’s stroke plan. This project will assist and hopefully validate Chinook Health’s implementation of their Stroke Strategy and ensure that guidelines and recommendations are implemented using strategies drawn from the literature. 
Canadian Context

Stroke is the leading cause of adult disability and is a leading cause of death in Canada. Presently, about 300,000 Canadians are living with the effects of stroke. 40,000 to 50,000 people per year suffer the affects of a stroke. Due to an aging population and a more sedentary lifestyle, this number is expected to increase in the next 20 years. 90% (or 45,000 stroke patients) will depend on stroke rehabilitation to recover. After age 55, the risk of stroke doubles every 10 years, due to high blood pressure, high cholesterol levels and inactivity. A stroke survivor has a 20% chance of having another stroke within 2 years. (Heart and Stroke Foundation of Canada, 2006).
In Canada stroke care has become a top health care priority. Many provinces have increased spending and/or initiated provincial stroke strategies. Recently Ontario, New Brunswick, Nova Scotia and Alberta have allotted monies specific to the treatment/care of stroke patients to improve care and outcomes. 

There is a need to develop proven stroke strategies to coordinate the care of all stroke survivors. Although there are Federal and Provincial strategies documented, not all of these strategies may apply in all local/rural settings-hence the need to evaluate them in a rural health region.
Chinook Health Context

The Alberta Provincial Stroke Strategy is a province-wide approach to stroke care and prevention. Although this strategy has a well developed plan, very few strategies to implement the plan are provided. Some areas of the plan are general in nature and one is left to determine how to proceed with the implementation of a plan.

All health regions, including Chinook, are represented in this strategy. The process of the Alberta Provincial Stroke Strategy (APSS) will lay the foundation from which health regions and partners can share information about their stroke services, implement new services that are known to be effective, coordinate service delivery across boundaries and develop common ways to adopt evidence based practices that will have the highest impact on health. Performance measures will be put in place to allow continued progress towards optimum practice. In 2006, the Alberta Provincial Stroke Strategy developed a 4 pillar structure to assist with the provincial strategy. The structure is as follows: Pillar 1-Stroke Prevention, Pillar 2-Emergency/Acute Care, Pillar 3-Rehabilitation and Community Reintegration, and Pillar 4-Evaluation. Each pillar includes evidence-based recommendations to ensure consistence throughout the province. Alberta Provincial Stroke Strategy also secured funds for each provincial health authority to provide a coordinated stroke strategy within the health region. Chinook Health developed a stroke steering committee and decided to utilize their funds through hiring several stroke coordinator positions in each of the 4 pillars over a two year period. The stroke rehabilitation coordinator position is unique from other regions in the province in the fact that, its mandate is to focus on the stroke practice of Physical therapy, Occupational therapy, Speech therapy and Therapeutic Recreation. The duties and responsibilities of this position are as follows:

*Lead the development of regional stroke rehabilitation plan for Chinook Health

  including the development and implementation of evidence-based practices,

  protocols, tools and resources to support stroke rehabilitation within the region.

*Build capacity for the management and education of stroke rehabilitation within

 the region.

*Coordinate educational opportunities to support staff and physicians relevant to stroke rehabilitation.

 Moving stroke evidence into practice is the stroke rehabilitation coordinators responsibility. These responsibilities are also outlined in the Alberta Provincial Stroke Strategy’s document-Pillar 3 Rehabilitation and Community Integration. Although recommendation for stroke care are provided in the provincial document, strategies for moving them into stroke practice are left to each health region. 

See Appendix A 
Chinook Health’s vision statement”is the best of health for everyone”. Its mission is to promote, protect and improve the health and well-being of everyone in Chinook Health Region. Chinook Health has embraced the Alberta Provincial Stroke Strategy and has committed it’s funding to providing the best stroke care for its residents. Through a coordinated effort, each Pillar will integrate the APSS recommendations, which in turn will ensure evidence-based practice is followed for all stroke survivors within the region. 

4. Literature Identification and Selection:

    Identification

Literature Identification was completed in September, 2007.  An advanced search was conducted in Pub Med, EBSCO and Google Scholar on the following data bases:


*Nursing & Allied Health Collection: Comprehensive

*MEDLINE


*CINAHL Plus with Full Text


*Psychology and Behavioral Sciences Collection

Search terms included key words:


*Guideline, Implementation, Dissemination, Stroke Rehabilitation,

             Practice, Strategies
The search yielded over 300 articles.
Selection
A total of 330 titles and abstracts were reviewed for this project. Specific selection criteria were used to select studies for review. All 330 abstract were review. I searched for articles abstracts specific to strategies use in Canada, United States, Hong Kong, Australia and the United Kingdom. These processes eliminated 300 articles. A complete review of 30 articles reduced my selection to nine articles.  Articles were excluded based on the following criteria:


*Non English language


*Duplicate articles


*Articles not relevant to healthcare


*Articles Pre 1999

This resulted in the exclusion of 2 articles.
Articles were subsequently included according to the following criteria:


*Health Care relevant


*Systematic Reviews specific to stroke rehabilitation


*Systematic Reviews specific to health care in Canada, United States,

            Australia, Hong Kong, and the United Kingdom
This left 7 articles for review. 
To effectively choose key elements/strategies to draw conclusions to the data on the promotion of evidence-based guidelines to stroke rehabilitation practice, I selected articles that addressed specific strategies within the health care system.
 I considered it imperative to have reviews that were specific to the promotion, strategies, practice and influence of evidence based guidelines in clinical stroke rehabilitation practice. Some articles, although health care related are not specific to stroke rehabilitation. 
These articles identified strategies that promoted clinical guidelines into clinical practice and supported the themes in the stroke rehabilitation articles.
There are recognized journals throughout the world that are respected for publishing well written, researched and relevant articles. 

The top 5 journals of Medicine are as follows:

1. BioMed Central

2. New England Journal of Medicine

3. Journal of American Medical Association

4. British Medical Journal

5. Health Science Report

The following is a list of the journals in which my articles were chosen from:

-Journal of Clinical Nursing
-Health Care Management Review
-Nursing Standard
-Journal of Evaluation in Clinical Practice

-Canadian Journal of Nursing

Although the articles chosen for my review where not included in these publications, I included them because of their relevance to the strategies noted to move evidence -based guidelines into clinical practice. In each of the articles reviewed, the author validated the strategies as an effective tool in moving guidelines into practice. Their relevance is based on the experience of each country involved in the study and the fact that this experience has drawn some positive conclusions of the evidence. It is also noted that of the seven articles reviewed, the strategies identified were repeated in each article. Strategies that are identified have appeared to be successful in moving evidence-based guidelines into stroke practice in many countries across the world. Applicability and transferability of evidence assessment was used to rate each article. A 1-5 scale was used in which 1=low impact/relevance and 5=high impact/relevance. Please see Table 1 for details.
5. Data Extraction and Summary:
Table 1 Article Summary
	Article
	Search Source
	Data Collection Methodology
	Applicability of Evidence-see appendix B

	1. Rycroft-Malone J, Harvey G, Seers K, Kitson A, McCormack B, Titchen A. An exploration of the factors that influence the implementation of evidence into practice. Journal of Clinical Nursing 2004; 13, 913-924
	Obtained in initial search-EBSCO
	Two phase study

1.Exploratory focus

groups

2.Semi-structured

interviews
	4
Strong/Moderate


	2. Lemieux-Charles L, McGuire W, Blidner I. Building Inter-organizational Knowledge for Evidence-Based Health System Change. Health Care Management Review 2002; 27(3), 48-59
	Obtained in initial search-PubMed
	Evaluation study of Ontario stroke strategy-semi structured interviews
	4
Strong/Moderate



	3. Lee L Y K. Evidence-based practice in Hong Kong: issues and implications in its establishment. Journal of Clinical Nursing 2003 
	Obtained in initial search-EBSCO
	Systematic review
	4
Strong/Moderate

	4. Perry L. Promoting evidence-based practice in stroke care in Australia. Nursing Standard 2006; Vol 20, No. 34-41
	Obtained in initial search-PubMed
	Semi-structured interviews
	5
Strong

	5. Barosi G. Strategies for dissemination and implementation of guidelines. Health Care Management Review 2002; Vol 27(3), 48-51
	Obtained in initial search-PubMed
	Systematic review
	2
Weak/Moderate

	6. Heinemann A, Roth E, Rychlik K, Pe K, King C, Clumpner J. The impact of stroke practice guidelines on knowledge and practice patterns of acute care health professionals. Journal of Evaluation in Clinical Practice 2003; Vol 9(2), 203-212
	Obtained in initial search-PubMed
	Single group, pre-test-post test design with no comparison group


	3

Moderate

	7. Gifford W, Davies B, Edwards N, Graham I. Leadership Strategies to Influence the Use of Clinical Practice Guidelines. Canadian Journal of Nursing 2006: Vol 19,(4), 72-88
	Obtained in initial search-PubMed
	Qualitative study-Telephone interviews
	5
Strong


The information summarized from the studies included in this review related specifically to strategies that will move evidence-based guidelines into stroke rehabilitation practice and/or health care clinical practice. For each article the findings, internal validity and external relevance were evaluated. Of the seven articles reviewed two were health care related and included the following criteria: factors that influence the implementation of evidence into practice, building inter-organizational knowledge for evidence-based change, evidenced-based practice issues and implications and leadership strategies that influence clinical practice guidelines. The remaining four articles were specific to stroke rehabilitation and included the following criteria: promotion of evidence-based practice, impact of stroke practice guidelines on knowledge and practice patterns, stroke networks and the need for project champions.
*See Appendix C
6. Findings and Analysis:

The purpose of clinical practice guidelines are to: 
(i) assist clinical decision-making by patients and practitioners; 
(ii) educate individuals and groups; 
(iii) assess and ensure quality care;
(iv) guide allocation of resources for health care; and 
(v) reduce the risk of legal liability for negligent care (Lohr et al., 1995).
Although this is the purpose of clinical practice guidelines, few health care providers use and support guidelines Lemieux-Charles (2002). It appears that there is a growing need for strategies that promote the movement of evidence-based guidelines into clinical practice. 
The current literature has a wealth of information regarding strategies that promote this kind of change in organizations. The challenge is to identify key strategies that will assist organizations and professionals in accomplishing this. 
The main focus of identifying key strategies should include urban and rural uniqueness. What might work in an urban setting may not work in a rural one. So great attention need to be paid when choosing stroke strategies.

Once these key strategies are identified an organization must begin the task of managing this knowledge and their resources to initiate the movement of clinical practice guidelines into practice throughout the organization. 
Table 2 lists the articles reviewed and the strategies identified in each article. All of the articles reviewed were health care focused and several were stroke specific. 

The seven articles reviewed had common themes and implementation strategies for evidence-based guidelines into stroke rehabilitation/clinical practice. 
	Table 2                      Article
	Strategies identified

	1. Rycroft-Malone J, Harvey G, Seers K, Kitson A, McCormack B, Titchen A. An exploration of the factors that influence the implementation of evidence into practice. Journal of Clinical Nursing 2004; 13, 913-924


	  1. Project  Champions
  2. Stroke education

  3. Building networks

  4. Culture/Interest of Research

  5. Policy/Procedure development

	2. Lemieux-Charles L, McGuire W, Blidner I. Building Interorganizational Knowledge for Evidence-Based Health System Change. Health Care Management Review 2002; 27(3), 48-59


	  1. Project  Champions

  2. Stroke education

  3. Building networks

  4. Culture/Interest of Research

  5. Policy/Procedure development

	3. Lee L Y K. Evidence-based practice in Hong Kong: issues and implications in its establishment. Journal of Clinical Nursing 2003;12:618-624 


	  1. Project  Champions

  2. Building networks

  3. Culture/Interest of Research

  4. Links-Academics/Clinical

  5. Policy/Procedure development



	4. Gifford W, Davies B, Edwards N, Graham I. Leadership Strategies to Influence the Use of Clinical Practice Guidelines. Canadian Journal of Nursing 2006; Vol 19(4), 72-88


	  1. Project  Champions

  2. Stroke education

  3. Building networks

  4. Culture/Interest of Research

  5. Links-Academics/Clinical

  6. Policy/Procedure development



	5. Perry L. Promoting evidence-based practice in stroke care in Australia. Nursing Standard 2006; Vol 20, No. 34-41


	  1. Project  Champions

  2. Stroke education

  3. Building networks

  4. Culture/Interest of Research

  5. Links-Academics/Clinical

  6. Policy/Procedure development



	6. Heinemann A, Roth E, Rychlik K, Pe K, King C, Clumpner J. The impact of stroke practice guidelines on knowledge and practice patterns of acute care health professionals. Blackwell Publishing 2003; Vol 9, 203-212


	  1. Stroke education
  2. Building networks

  3. Policy/Procedure development

	7. Barosi G. Strategies for dissemination and implementation of guidelines. Health Care Management Review 2002; Vol 27(3), 48-51
	1. Stroke education
2. Culture/Interest of Research

3. Policy/Procedure development




In Table 2, several strategies were identified that support moving evidence-based guidelines into stroke rehabilitation practice. Although this is not a comprehensive list, there is value in the fact that common themes were identified throughout the literature. There are most likely many more strategies throughout the globe. The focus in this review will contain the seven articles identified in this project based on their strategies. Five of the seven articles had common themes for example: 

In the works of Perry (2006), four strategies emerged in stroke care, network cultures, development of outreach, inreach models and the use of stars or champions. Lemieux-Charles (2002) also discusses the development of networks and the use clinical leaders with expertise to lead the project. Heinenmann (2003) identifies the importance of stroke education of clinicians before project implementation and the need for wide dissemination of clinical practice guidelines. The remaining four articles recommended building a culture and interest of research within the organization, building strong links between academics and clinical staff and a need for policy and procedure development during the project implementation. To understand the importance of these strategies each will be analyzed.

Project champions are identified by Rycroft 2004, Lemieux 2002, Lee 2003, Gifford 2006 and Perry 2006. Gifford (2006) discusses the use of champions within an organization. Recommendations from these leaders were respected and trusted by staff because of their perceived knowledge and expertise. This facilitates the use of guidelines, creates a milieu of best practice and can influence a facilities structures and processes. 

 The provision of stroke education before and after project implementation is identified by Rycroft 2004, Lemieux 2002, Gifford 2006, Perry 2006, Heinemann 2003 and Barosi 2002. Perry (2006) discusses educational programs in different site throughout Australia, which target local circumstances and needs. Several online programs are offered to rural areas and outreach programs ensure ongoing stroke training. These initiatives seem to assist the movement of stroke guidelines into clinical practice.

Building networks on a local, regional and provincial level is key in a stroke strategy. Lemieux (2002) points to the need for local involvement that develops collaborative relationships within organizations. These relationships foster the movement of initiatives locally. Regional networks allow members to meet to “share experiences, and develop shared perspectives, a necessary step in the creation of collaborative knowledge.” Provincial networks involve other organizations within the province that infuse investment of resources, programs and initiative to assist a stroke strategy.
The promotion of culture and interest of research within an organization is identified by Lee (2003). This strategy can influence an organization’s staff. The ability to provide easy access to “research materials and clear presentation of research findings can stimulate and maintain staff interest” (Lee 2003). This encourages staff involvement in research and will produce a culture of research interest in facilities.  
Policy and procedure development is discussed in all of the articles reviewed. The development of guidelines, standards or care pathways ensures knowledge dissemination and translation of evidence into practice.
“A consistent message from the Evidence Based Practice literature and from this study is that no single approach is superior to any other, and that better outcomes are achieved by sensitivity to local context and characteristics, including needs, wants and resources, as well as research evidence.” (Perry et al., 2006).

Throughout the literature, all articles reviewed identified two or more strategies that were utilized to move evidence-based guidelines into stroke practice. As each strategy was reviewed, the author concluded from the literature that a combination of strategies would prove effective in moving evidence-based guidelines into stroke practice. As this methodology is followed, one can ensure that strategies identified in the literature will assist with the planning and implementation of a stroke strategy. 

In summary the following common themes emerged from the 7 articles reviewed:

1. The need for project champions, leaders, stars and experts.

2. The provision of stroke education before and after the project implementation.

3. The building of networks on a local, regional and provincial level

4. The promotion of culture and interest of research within an organization.

5. Strong links between academics and clinical staff.

6. Need for policy and procedure development during project implementation.

The literature suggests that in order for any evidence-based guideline to be successful in its implementation, it should include the common themes above.
Relevance to Chinook Health
Although the Alberta Provincial Stroke strategy has a well developed plan, very few strategies to implement the plan are provided. Some areas of the plan are general in nature, and one is left to determine how to best proceed with implementation of the plan. This was a motivating factor for this literature review.

Throughout the process of this critical appraisal, many strategies for moving evidence-based guidelines into stroke rehabilitation/clinical practice were reviewed. Several strategies for successful implementation were identified. Within the context of Chinook Health, it appears that the literature has validated the stroke rehabilitation plan developed in November of 2006. Several of the recommendations in all of the articles appraised were included in the original stroke rehabilitation plan before this review was completed. The following is a summary of stroke rehabilitation activities within the region:

Chinook Health developed a stroke steering committee and decided to utilize their funds through hiring several stroke coordinator positions. Each stroke coordinator has become a champion within their respective Pillar, moving the provincial guidelines into stroke practice. These coordinators take the lead in communicating and disseminating stroke information to staff across the health region. 
Through a stroke evidence based survey to all rehabilitation disciplines, a benchmark of where each discipline is as far as practicing evidence has been completed. From this information focus groups will be formed to create pathways of care and clinical practice guidelines. This will provide a standard practice guideline(s) to each discipline and ensure that new hires and students will receive the appropriate training in stroke rehabilitation.   

By developing relationships at the provincial, regional and local levels Lemeuix (2006), Chinook continues to develop networks which assist with the movement of stroke evidence-based guidelines into stroke rehabilitation practice. This is accomplished through regular meetings (via telehealth) of provincial committees, communication and program development with the Canadian Heart and Stroke foundation and local sub committees such as the stroke coordinators unite monthly meetings and stroke rehabilitation meeting to coordinate the local stroke strategy. 

The use of local intranet website through Chinook Health’s information technology allows, the stroke rehabilitation provides a stroke fact sheet six times a year which includes stroke rehabilitation information, updates on what’s happening in the future. Also a stroke web page is being discussed at the local level to provide information on stroke, stroke rehabilitation and programs offered within the region for residents within Chinook Health.

The Alberta Provincial Stroke Strategy has developed an online stroke education program offered to all health care staff within Alberta. This program has several modules which provide staff with basic information on stroke. APSS is also investigating the possibility of a certificate offered at completion of the modules. This certificate would be granted by a recognized Alberta University. This would allow staff in any discipline to complete a recognized university certificate without leaving their employment and still gain knowledge and expertise in stroke care. 
Appendix D provides the service model that was developed for stroke rehabilitation in Chinook Health. Although Appendix C is a brief summary of the stroke plan within Chinook Health, it is reflective of the process that needs to be followed to ensure that a stroke strategy’s implementation is possible. 
The implementation of the strategies cited in each of the articles has assisted with moving evidence-based guidelines into stroke rehabilitation practice. An organized, coordinated and well planned effort will ensure that organizations are successful in stroke rehabilitation strategy implementation.  
7. Recommendations:

Clinical practice guidelines purposes are to:

*assist clinical decision-making by patients and practitioner

*educate individuals and groups
*assess and ensure quality care
*guide allocation of resources for health care
*reduce the risk of legal liability for negligent care. (Lohr et al., 1995).

The purpose of clinical guidelines and their value to an organization has been identified in this critical appraisal.  

Through the review of 330 article abstracts and seven full articles analyzed there is currently several well supported and documented strategies that assist in moving evidence-based guidelines into stroke rehabilitation practice. It has been noted in this review that no single approach is superior to any other Perry (2006).  If this is correct, then a combination of the most successful strategies would create a valid and reliable model for moving evidence-based guidelines into stroke rehabilitation practice. 
The Alberta Provincial Stroke Strategy has developed a good plan with general guidelines, but little is given on how to implement this plan. Throughout the literature, all articles reviewed identified two or more strategies that were utilized to move evidence-based guidelines into stroke practice. As each strategy was reviewed, the author concluded from the literature that a combination of strategies would prove effective in moving evidence-based guidelines into stroke practice. As this methodology is followed, one can ensure that strategies identified in the literature will assist with the planning and implementation of a stroke strategy.
The author would recommend developing a model that includes the following strategies. 

1.  Identifying project champions, leaders, stars and experts for the project.

2.  Providing stroke education before and after the project implementation.

3. Building networks on a local, regional and provincial level

4. Promote culture and interest of research within an organization.

5. Strong links between academics and clinical staff.

6. Development of policy and procedures during project implementation.

Chinook Health has developed a plan that addresses these six strategies. Hiring stroke coordinators for each of the 4 pillars within the Alberta Provincial Stroke Strategy has provided champions that provide leadership, drive and credibility to the strategy. In turn this has created natural collaborative relationships with provincial bodies, regional organization and local team players.

Through research investigation, research promotion, discipline specific evidence-based focus groups, development of evidence-based clinical pathways and appropriate allocation of resources, Chinook Health’s stroke rehabilitation plan is following many of the recommendations reviewed in this critical appraisal. Adherence to these strategies will assist organizations with the promotion and implementation of evidence-based guidelines into stroke clinical practice.
Appendix A- Alberta Provincial Stroke Strategy Pillar recommendations for stroke rehabilitation coordinator
Alberta Provincial Stroke Strategy PILLAR RECOMMENDATIONS CHECKLIST 

	Pillar 3 Rehabilitation and Community Integration – Key Component 
	Pillar 3 Implementation Recommendations 

	20 
	Patients receive a comprehensive screening and/or assessment to prevent complications and deal with common post-stroke issues in the acute phase 

(+++, $$) 
	Health regions shall ensure that occupational and/or physical therapy rehabilitation professionals screen and/or assess all stroke patients within 48 hours of admission to acute care to prevent secondary complications. Where this is not feasible, guidelines/protocols regarding positioning, mobilization etc., shall be carried out by other appropriately trained members of the health care team 

Refer to APSS Rehabilitation and Community Reintegration – Stroke Rehabilitation Services Across the Continuum document for more detail on these expectations and recommendations 

	21 
	All stroke patients receive a screen for swallowing problems in the acute phase 

(+++, $$) 
	Each health region ensures that all stroke patients are screened for swallowing problems as soon as medically feasible during the acute care phase. This screen shall be conducted by trained staff using a validated and reliable swallowing screen tool. All patients who fail the screen shall be referred to Speech Language Pathologist (where available) or Dysphagia Team. Consider telerehabilitation for remote dysphagia consults. 

Refer to APSS Rehabilitation and Community Reintegration – Management of Dysphagia Following Acute Stroke document for more detail on these expectations and recommendations 

	22 
	Patients receive post-stroke rehabilitation in the most appropriate setting to meet their needs 

(++, $$$) 
	The Rehabilitation Decision Tree for the Hospitalized Acute Stroke Patient and Stroke Rehabilitation Determinants triage tool be used to determine the most appropriate setting for ongoing rehabilitation needs of the stroke survivor (ie tertiary, secondary, primary, inpatient, outpatient, other community based program). All health regions shall strive to provide access to secondary inpatient and outpatient rehabilitation services within their regions if a major regional hospital exists. Where major regional hospitals do not exist arrangements shall be made with another health region to accept patients that require a secondary level of care. 

Refer to APSS Rehabilitation and Community Reintegration document for more detail on these expectations and recommendations 

	23 
	Stroke rehabilitation settings have the appropriate mix of team members to meet the needs of patients 

(+, $$$) 
	Health regions are encouraged to enhance rehabilitation teams in inpatient and outpatient settings to meet the needs of patients in those settings. Innovative staff mix models are encouraged to maximize resources/expertise and compensate for rehabilitation professionals in short supply. See APSS Rehabilitation and Community Reintegration - Post-acute Stroke Rehabilitation Matrix / Inpatient and Ambulatory/Community/Continuing Care 


PILLAR RECOMMENDATIONS CHECKLIST 

	24 
	Comprehensive evaluation and rehabilitation interventions to meet common post-stroke issues including psychosocial and communicative needs 

(++, $$) 
	Stroke patients shall have access to key rehabilitation components in various stages of care – early acute / hyperacute / acute care, early supported discharge, inpatient rehabilitation, outpatient rehabilitation and community care. Initially, greater emphasis is placed on maintaining or increasing the stroke survivor/s capacity for functional independence. As the survivor is ready for community-based living greater emphasis is place on participation in previous or new life roles. APSS Rehabilitation and Community Reintegration - Stroke Rehabilitation Services Across the Continuum of Care. 
Rehabilitation intervention is provided as needed by a single/multi/interdisciplinary team. Intervention plans are based on realistic goals set together by the client/family and rehabilitation staff/team. For greatest efficiency and effectiveness, rehabilitation intervention must be based on clinical research evidence (See: Canadian Stroke Strategy Best Practice Guidelines 2006 www.canadianstrokestrategy.ca http://www.ebrsr.com/index_home.html, http://www.rcplondon.ac.uk/pubs/books/stroke/stroke_guidelines_2ed.pdf ). These clinical intervention guidelines summarize the literature and are recommended by Pillar 3 for adoption by rehabilitation staff caring for stroke patients. 

To support high quality care, mentorship and transfer of expertise, health regions shall support a system that facilitates direct consultation from one rehabilitation professional to another peer or other stroke rehabilitation expert (including Physiatry) in another health region. Direct consults shall be done in collaboration with other members of the rehabilitation team. 

Secondary and tertiary rehabilitation sites implement formal mentorship strategies for regional support as well as support to surrounding regions; to ensure that stroke rehabilitation care is consistently provided at the highest possible level of expertise within the province. 

APSS Rehabilitation and Community Reintegration document. 

	25 
	Inpatient rehab discharge planning protocol to ensure follow-up and primary care arrangements 

(++, $) 
	Inpatient acute care, general medical and rehabilitation units shall have processes in place to ensure that discharge plans are comprehensive, communicated, and involve the stroke survivor, informal caregivers and primary health care providers and other community providers. 

Plans should include formal referral to Chronic Disease Management and other community programs to promote self-management, access to education and information, caregiver and social supports. Formal communication and collaboration with primary care providers shall be established across the continuum. 

There shall be appropriate mechanisms to allow for reassessment of continued need for rehabilitation and easy re-entry into the health system. 

Refer to APSS Rehabilitation and Community Reintegration – Stroke Rehabilitation Services Across the Continuum of Care 


PILLAR RECOMMENDATIONS CHECKLIST 

	26 
	Secondary and Tertiary Rehabilitation sites are able to measure rehabilitation outcomes to ensure the highest quality of care possible 

(+, $$) 
	Secondary and Tertiary Rehabilitation facilities cooperate to collect and report standardized rehabilitation outcomes. 

(Recommended Tool – Pending) 

	27 
	When an individual suffers a stroke, their family is also affected. By providing supports for the caregiver, return to the home/community results in better outcomes including reduced admission rates to hospital and other assisted living environments 

Stroke rehabilitation is client-centred and includes the care and education of informal caregivers as a basic component. 

(+, $) 
	Health regions shall adopt strategies (formal and informal) for caregiver support and education within local communities. Refer to APSS Rehabilitation and Community Reintegration – Position Statement on the Value of Stroke Caregivers 
Health regions adopt and teach health care providers ways of applying client-centred care principles in their day-to-day practice 

Health regions facilitate community reintegration of stroke survivors through various mechanisms such as direct referral to community resources and programs, case coordination for complex cases, mechanisms for re-access to health services and health information 

	28 
	The goal of community reintegration is to facilitate the transformation of ‘stroke survivors’ to ‘stroke thrivers’. Reintegration may include case coordination, community or home rehabilitation, day programs, home support and referrals to community based organizations and resources or links to informal social support networks 

(+, $) 
	Health regions are encouraged to facilitate community reintegration by: 

• Engaging/partnering in the development of community resources 

• Creating and maintaining an accurate inventory of resources and updating the Inform Alberta database through Health Link 

Refer to APSS Rehabilitation and Community Reintegration – Community Resource Inventory Tool 

	29 
	Stroke rehabilitation in Continuing Care 

(+) 
	Health regions ensure that stroke survivors residing in continuing care will receive an appropriate level of rehabilitation support to maintain the highest functional level and quality of life possible 


Appendix B

Purpose and Target Audience 
To assist public health managers and planners in decision-making about program priorities for their community. 

Where does this fit? 
The relevant research evidence should be retrieved and appraised in preparation for making decisions about which programs to introduce, continue, or end,. While assessing the evidence is a necessary step, it is not sufficient to make the decision about implementation of an intervention in the local community. 

This tool highlights a process and criteria for assessing applicability (feasibility) and transferability (generalizability) of evidence to public health practice and policy. 
How to Use this Tool 
Prior to using this tool, search for, retrieve and appraise the relevant research. Then: 

a) Choose stakeholders to be involved in decision. Consider inter-sect oral, multidisciplinary, and consumer groups. The following steps are done in collaboration with the entire group. 

b) Give orientation to the process; establish time lines. 

c) From attached list of criteria, choose which of the applicability and transferability assessment questions are most important for the particular intervention of interest and the local context, if these should be weighted, and what weights to assign. Not all criteria are relevant all the time. The group may decide to weight some criteria as being more important than others, for this particular time period, in their particular community. 

d) Determine if/how final scoring will be done: addition of individual ratings; or discussion and consensus on each criterion. For example, you can individually rate each criterion on a 1-5 point scale, where 1 is low impact/relevance or match and 5 indicates high level impact/relevance or match. Priority then goes to the highest scoring program. 

e) Document whatever process was used in d). 

Contact: Donna Ciliska ciliska@mcmaster.ca 
National Collaborating Centre for Methods and Tools (NCCMT) 
School of Nursing, McMaster University 
Suite 302, 1685 Main Street West 
Hamilton, ON L8S 1G5 
P: (905) 525-9140, ext. 20455 F: (905) 529-4184 
Affiliated with McMaster University 
Funded by the Public Heath Agency of Canada 
Appendix C
Content similarities in strategies within articles

	Articles
	Champions
	Stroke education
	Building networks
	Culture/Interest of Research 
	Links-Academics/Clinical
	Policy/Procedure development

	Rycroft-Malone (2004)

	√
	√
	√
	√
	
	√

	Lemieux-Charles (2002)


	√
	√
	√
	√
	√
	

	Lee (2003)


	√
	
	√
	√
	√
	√

	Gifford (2006)


	√
	√
	√
	√
	√
	√

	Perry (2006)

	√
	√
	√
	√
	√
	√

	Heinemann (2003)


	
	√
	√
	
	
	√

	Barosi

(2006)


	
	√
	
	√
	
	√


Appendix D
Stroke Rehab Plan-Chinook Health
	Research Stroke Best Practice-follow APSS strategy

(Lit searches, review Chronic Disease Network information, PT, OT, TR, SLP best practice, tour Calgary Stroke program establish stroke networks across province, build framework for program, survey all disciplines, promote stroke rehab through presentation, newsletters, intranet)



	PT, OT, TR, SLP-Focus groups 

(Form groups for information gathering and strategies for Rehab Stroke, use the SCORE document and  expertise of group to guide project and facilitate buy-in to stroke program)



	Community Reintegration 

(Study the community piece and other stroke programs for ideas of reintegration, interview stroke victims and family to see what can be offered to them in a reintegration program, involve Therapeutic Recreation and other disciplines in this process)



	Clinical Pathways  

(Develop pathways and guidelines for Inpatient, Outpatient, LTC, and Community programs for all disciplines, include care provider and stroke victim training/education)



	Training and Resources

(Implement pathways and train staff in all areas, develop a CH stroke rehab info web page for all, include all disciplines, stroke info etc.)



	Evaluate program

(Survey all staff to see if program is appropriate and change if necessary)




8. References:

    Barosi G. Strategies for dissemination and implementation of guidelines.
    Neurological Science 2006; 27:S231-234  
    Cochrane, A.L.  Effectiveness and Efficiency: Random Reflections on

    Health Services. London: Nuffield Provincial Hospitals Trust. 1972 

    Gifford W, Davies B, Edwards N, Graham I. Leadership Strategies to Influence

    the Use of Clinical Practice Guidelines. Canadian Journal of Nursing 2006; Vol

    19, 4, 72-88

    Guyatt G, Hayward R, Richardson W, Green L, Wilson M, Sinclair J, Cook D,

    Glasziou P, Detsky A, Bass E. Moving From Evidence To Action. Journal of

    American Medical Association 2002; 175-199
    Heart and Stroke Foundation of Canada, Website 2006

    Heinemann A, Roth E, Rychlik K, Pe K, King C, Clumpner J. The impact of

    stroke practice guidelines on knowledge and practice patterns of acute care

    health professionals. Journal of Evaluation in Clinical Practice 2003;9, 2, 203-

    212

    Lee L Y K. Evidence-based practice in Hong Kong: issues and implementation

    in its establishment. Journal of Clinical Nursing 2003; 12: 618-624

    Lemiex-Charles L, McGuire W, Blidner I. Building Interorganizational

    Knowledge for Evidence-Based Health System Change. Health Care

    Management Review 2002; 27, 3, 48-59
    Lohr K.N. Guidelines for clinical practice: what they are and why they count.
    Journal of Law, Medicine and Ethics. 1995; 23, 49-56

    Panzarasa S, Madde S, Quaglini S, Pistarini C, Stefanelli M. Evidence-based

    careflow management system: the case of post-stroke rehabilitation. Journal 

    of Biomedical Informatics 2002; 35;123-139 

    Perry L. Promoting evidence-based practice in stroke care in Australia.

    Nursing Standard 2006; Vol 20, No. 34-41
    Pollock A S, Legg L, Langhorne P, Sellars C. Barriers to achieving evidence-

    based stroke rehabilitation. Clinical Rehabilitation 2000;14:611-617

    Rycroft-Malone J, Harvey G, Seers K, Kitson A, McCormack B, Totchen A. An
    exploration of the factors that influence the implementation of evidence into
    practice. Journal of Clinical Nursing 2004; 13, 913-924
    Sandars J, Heller R. Improving the implementation of evidence-based 

    practice a knowledge management perspective. Journal of Evaluation in
    Clinical Practice 2006;12, 3, 341-346

    Teasell R, Foley N, Bhogal S, Bagg S, Jutai J. Evidence-Based Practice and

    Setting Basic Standards for Stroke Rehabilitation in Canada. Top Stroke 

    Rehabilitation 2006. 13(3) 59-63

    Walker M. Stroke Rehabilitation:Evidence-Based or Evidence-Tinged. Journal

    of Rehabilitation Medicine 2007;39:193-197


- 1 -
         
                                                                                                                                   5                                                                                                                                          

