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Objectives

 To provide an overview of the 2016 Canadian Stroke Best Practice 
Recommendations - Managing Transition of Care Following Stroke.

 To discuss strategies to support stroke patients and their family 
members  following Stroke.

 To provide an overview of the educational materials available to  
provide patient, family and caregiver education following Stroke. 

 To discuss the resources available in the community to support the 
transition of the patient and family members after discharge from 
hospital.

 To provide an overview of the “Timing It Right” Framework to help 
support family caregivers across the continuum.



Transition Management

Movement of patients among providers, different 

goals of care, and across the various setting where 

healthcare services are received.

Goals:

 Facilitate and support seamless transitions across 

the continuum  of care.

Achieve and maintain optimal adaptation, 

outcomes and quality of life for stroke patients, 

families and caregivers following a stroke.



Focus of Transition Management

 Support, education and skills training for patients, 

families and caregivers;

 Effective discharge planning;

 Interprofessional communication;

Adaptation in resuming activities of daily living;

 Transition to long-term care for patients who are 

unable to return or remain at home.



Section 1: Supporting patients, families and 

caregivers through transitions following stroke

1.0 Patients, families and caregivers should be assessed and prepared for 

transitions between care stages and setting through information sharing, 

provision of education, skills training, psychosocial support and awareness of 

community services.

1.1 Screening  and Assessment:

 Level of coping, risk for depression and other physical and psychological 

issues.

 Assessed at each transition to determine needs, readiness for information 

and ability to integrate knowledge related to education, training, 

psychosocial support and health and social services.

1.2 Patient, Family and Caregiver Support

 Support for patients, families and caregivers should be begin at admission 

and continue through discharge to next stage or setting of care.



Section 2: Patient, family and caregiver 

education following stroke

2.0 Stroke Patient, family and caregiver education is an integral 

part of stroke care that must be addressed at all stages and 

setting across the continuum of care.

2.1 Assessment of patient, family and caregiver learning 

needs

2.2 Delivery of Education

2.3 Processes to monitor education needs and reinforce 

education provided

2.4 Promoting self management



2.2 Delivery of Education

 Best practice recommendations highlight the importance of an 
intentional approach, tailored to the unique learning needs of the 
patient

 Types of delivery:

 Multi-method

 Face-to-face

 Longer duration with booster sessions

 Assessing learning is a key component of providing patient 
education 

 Teach-back

 Ask-tell-ask

 Show-me



The effects from a stroke add additional barriers 

to retention and learning.

 40 to 80% of information verbally 

taught by health professionals is 

forgotten about immediately.

 About ½ of the information 

patients remember is actually 

recalled incorrectly.

 42% of Canadian adults have 

limited general literacy and 
difficulty with basic reading skills.

Delivery of Education – What do 

we know?



2.4 Promoting Self Management for 

Patients, Family and Caregivers

Patient Education Topics
 Exercise

 Symptom Management

 Risk Factor Management

 Secondary Stroke Prevention

 Nutrition

 Fatigue and Sleep Management

 Medication Management

 Coping with physical, cognitive, memory and perceptual changes

 Coping with emotions

 Training in communication

 Health related problem-solving and decision making

 Relationships and Sexuality

 Community reintegration including leisure and driving

Family and Caregiver 

Education Topics

 Training in personal care techniques

 Communication strategies

 Physical handling techniques

 Food preparation and modification

 Education on self management 
model to encourage the patient 
independence 

 How to access community services 
and resources?

 Respite care options

 Ongoing health system navigation

 End-of-life and palliative care options



HHS Stroke Education Resources to Support 

Patient Education and Self Management

 HHS has over 75 Educational documents designed to support our patients and 

families. See your handout for a list.



Section 3: Interprofessional

Communication and Discharge Planning

3.1 Patient Care Plan

The patient and family should have an up to date care 

plan that is patient-centred, culturally appropriate that 

defines ongoing medical, functional, rehabilitation, 

cognitive and psychosocial needs.



Section 3: Interprofessional

Communication and Discharge Planning

3.2 Discharge Planning

 Initiated ASAP at each stage, to reflect patient’s 
changing needs, goals and progress across the 
continuum.

 Collaboration between healthcare professionals, 
patients, families and caregivers.

 Home assessment, pre-discharge assessment of patient 
needs, caregivers training, planned passes, post 
discharge follow-up plan and written discharge 
instructions 



Section 3: Interprofessional

Communication and Discharge Planning

3.3 Health Professional Communication

Processes should be in place to ensure timely and 
effective transfer of relevant patient related information at 
all points of access and transition in the healthcare system 
to ensure seamless transitions and continuity of care.

 All members share timely and up-to-date information 
with next level of care

 A designated member of the care team should 
facilitate transfer of information and patient referrals to 
appropriate follow-up services. 



Section 4: Community Re-integration 

Following Stroke

Patients and families should be provided with information, 

support and access to services throughout the transitions to 

the community following a stroke to optimize the return to life 

roles and activities.

4.1 Physical and psychological health management following 

stroke

4.2 Functional health management

4.3 Reintegration to social and life roles following stroke

4.4. Reassessment of advance care plans

4.5 Community based palliative care

4.6 Family and caregiver support and well being



Resources available within the 

Community to Support Transitions

 HNHB LHIN Home and Community Care - community stroke team

 My GPS 

 Healthline.ca

 Hamilton Public Library Disability Information Services

 YMCA Fit For Function Stroke Wellness Program

 HHS Stroke Buster Self Management Education Session

 Stroke Recovery Canada (March of Dimes) Warmline

 Stroke Recovery Chapters:

 Hamilton Wentworth Stroke Recovery Association

 Hamilton Young Stroke Survivor Group

 Supported Conversation Groups for Aphasia

 VON  Community Support Services & Caregiver Support Programs



Transitions of Care following Stroke 

Checklist

Written discharge instructions and recommendations that identify plans, 
follow-up care and goals

Access to designated contact person in hospital or community for 
care continuity and queries

Ongoing access to and advice from health and social services 
agencies appropriate to needs and stage of recovery

Links to and information about community agencies 

Access to rehabilitation and restorative care to improve or maintain 
function

Accurate and up-to-date information about the next care setting and 
what to expect and how to prepare 



Timing it Right Framework

 The caregiving experience is dynamic

 The framework assists the health professional to address the changing 

needs of family caregivers of stroke survivors across care environments

Setting Focus Substantial amount of 

care provided by: 

Acute Care Survival and 

stabilization

Physicians

Nurses

Allied Health 

Rehab Relearning the skills of 

independent living

Physicians

Nurses

Allied Health 

Community Implementing and 

adapting skills

Family caregivers

Cameron, J.I. & Gignac, M.A.M. (2008). “Timing it right”: A conceptual framework 

for addressing the support needs of family caregivers to stroke survivors from the 

hospital to home. Patient Education and Counseling, 70, 305-314. 



Timing it Right Framework

Phase Care Focus Caregiver 

Response

Caregiver Support Needs

1. Event/Diagnosis • Acute 

phase

• Survival

• Uncertainty

• Anxiety

• Information: diagnosis, prognosis, 

treatment

• Emotional: someone to talk to

2. Stabilization • Determine 

effects of 

stroke on 

functional 

abilities

• May 

experience 

some relief

but 

uncertainty 

remains 

• Information: impact on physical 

and cognitive abilities (e.g. 

mobility, self-care, memory, 

speech, swallowing, and mental 

health)

• Emotional: someone to talk to

• Training: participate in therapy

(Cameron & Gignac, 2008)



Timing it Right Framework
Phase Care Focus Caregiver 

Response

Caregiver Support Needs

3. Preparation • Preparing for 
rehab or 
discharge

• Uncertainty
• Anxiety

• Information: community
resources

• Emotional: social support 
needed

• Training: practice, 
feedback/appraisal 

4. Implementation • Adapting to 
community 

living

• Feelings of 
inadequacy

• Information: secondary 
prevention

• Emotional: social support
• Training: feedback/appraisal 

5. Adaptation • Community 
reintegration

• Increasing 
confidence

• Consider 
own needs

• Information: resume participation 
in valued activities/interests

• Emotional: support group, 
relationship changes

• Training: reintegration, feedback

(Cameron & Gignac, 2008)



Patient, Family and Caregiver Education 

and Promoting Self Management

Stroke Patient and Family 
Education and Training

What might some of the 
key learning needs prior 

to transition?

What are some of the key 
learning needs in 

rehabilitation/restorative 
care?

What are some key 
learning needs prior 
to discharge from 

hospital?

What might be key  learning 
needs for MN and his family in 
the first few days post stroke?

What might be some key 
resources that could support 

your teaching?

What might be 
some key learning 
needs when MN 

and his family after 
discharge ?



Questions


