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Specialized Rehabilitation
BACKGROUND:

As Ontario’s health care system transitions to an integrated care model, Ontario Health Teams (OHTs)
will be responsible for providing a full and coordinated continuum of care for all but the most
specialized conditions and procedures, which will be delivered by existing/identified specialized
providers.! In 2021, the GTA Rehab Network published guidance for OHTs on specialized rehabilitation in
collaboration with the University of Toronto’s Physical Medicine and Rehabilitation group and GTA
Rehab Network partners. In 2022, the Rehabilitative Care Alliance (RCA) engaged provincial partners to
review the GTA Rehab Network’s guidance documents and revise as needed to confirm provincial
application. The RCA wishes to acknowledge the GTA Rehab Network in its development of such
comprehensive guidance on specialized rehab for OHTs. The RCA has adapted the guidance documents
to represent the provincial context (e.g., inclusion of information on the use of a Hub and Spoke model
to address rural disparities; other population-specific changes). The information that follows reflects the
full endorsement of the RCA.

SPECIALIZED REHABILITATION:

The provision of rehabilitation occurs at different points in the continuum of care and may require a
general or a specialized approach depending on the patient population requiring treatment. The
University of Toronto’s Physical Medicine and Rehabilitation group alongside the GTA Rehab Network
identified the following rehabilitation populations that require a specialized approach. These
populations include acquired brain injury (ABI), amputee, burn, cardiovascular, complex trauma,
oncology, pediatric, pulmonary, spinal cord injury and stroke. These specialized rehabilitation programs
should be developed, planned and continue to be provided regionally and/or provincially and be part of
ongoing system-level planning and capacity building.

To support achievement of optimal clinical outcomes as per available evidence, it is strongly
recommended that patients who require inpatient rehab receive treatment in a specialized rehab
program even if it is not available locally. For certain populations, specialized rehabilitation, delivered by
an interprofessional team with specific expertise, is required to ensure optimal patient outcomes across
the age continuum.? However, for patients who require specialized community-based rehabilitation that
is not available locally, a hybrid modified Hub and Spoke® model* can be used, if certain conditions are
met within the local community. Such a model can help address rural disparities when there is low

1 RISE brief 29: Examining intersections between Ontario Health Teams and Specialty service lines
2 The OHA has highlighted in its report, A Principled Approach to Advancing Specialized Health Services Through
Ontario’s Integrated Care Planning (Nov 2020), that a specialized health service is a service that provides highly
focused care to a small proportion of patients within a defined geographical area, and which requires specific
clinical expertise and resources in order to provide high-quality care promoting positive patient outcomes and
experiences.
3 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the
establishment of a main campus or hub, which receives the heaviest resource investments and supplies the most
intensive medical services, complemented by satellite campuses or spokes, which offer more limited service arrays
at sites.
4 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural
hospitals. BMC Health Service Res, 17(Suppl 4): 795. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/
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prevalence of a health condition within the local community (i.e., specialized rehab expertise is not
available) or where the distance from the specialized provider is prohibitive.

The Hub and Spoke model is a viable option for the local community without specialized rehab expertise
only if the satellite provider (i.e., the spoke) has the adequate resources to provide the treatment and
rehab coordination required (i.e., the rehab therapists® to provide the number of sessions and intensity
of therapy recommended). When this is available, the designated specialized rehab team (inpatient,
outpatient or other specialized community team) will (1) serve as the Hub; (2) facilitate transitions to
the community; and (3) provide its expertise to the local team. Virtual rehabilitation can be used to
enable and augment this model of care where appropriate as determined on a patient-by-patient basis.
(See Appendix A for key considerations on using virtual rehabilitation.) Efforts should be made to
operationalize this Hub and Spoke model where needed including the availability of adequate resources
in the local area to support this model. Consideration will also need to be given to funding for this
expanded role as a regional rehab hub to support spoke providers to deliver care more locally, under the
guidance of specialized rehab teams with expertise in a specific area.®

While the need for specialized expertise and the lower volumes of patients for some populations may
preclude the provision of rehabilitation close to home, there should be reasonable access to services.
Rehabilitation for high volume populations (e.g., older adults with frailty, patients with cardiovascular
issues, progressive neurological conditions, musculoskeletal issues, or with injuries from minor trauma)
should allow for the development of clinical expertise that is close to home across all OHTSs.

This document provides rehabilitative care best practice guidance for Ontario Health Teams to assist in
determining when the expertise of a specially trained interprofessional team with a focused skill set is
necessary to provide safe, effective and efficient care.

PURPOSE:

The purpose of this document is to provide a guide that:
e delineates what services and resources are required to provide specialized rehabilitation

e differentiates when specialized rehabilitation services are needed to support one of the ten
rehabilitation populations (acquired brain injury, amputee, burn, cardiovascular, complex
trauma, oncology, pediatric, pulmonary, spinal cord injury and stroke)

GUIDING PRINCIPLES:

There are a few guiding principles of specialized rehabilitation service provision that are common across
all ten populations addressed in this document:

e Service is provided by a specially trained interprofessional team with a focused skill set.
Rehabilitation professionals include audiologists, dietitians, kinesiologists, occupational
therapists, physical medicine and rehabilitation specialists (physiatrists), physiotherapists,

5 Refer to the college of regulated rehab professionals for the standards regarding the use of rehab assistants and
provision of supervisory support.
5 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with
Ontario Health/Ministry of Health.
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psychologists, rehabilitation nurses, respiratory therapists, social workers and speech-language
pathologists, as well as other regulated health professionals.’

Note: The Ontario Ministry of Health provides additional information on other regulated health
providers.

Expertise is demonstrated in programs that see higher volumes of patients. A critical mass of
patients must be seen to maintain expertise and clinical efficiency and effectiveness.

o Critical mass is a threshold for the volume of cases that must be seen by a rehabilitation
program to maintain expertise.

Service provision requires clinical coherence with other programs or services across the
continuum of care.

o Clinical coherence is a relationship between specialized rehabilitation program/service
and a complementary service(s) across the continuum that support comprehensive
integrated patient care. For example, inpatient ABI rehabilitation has clinical coherence
with acute neuro/neurosurgery, outpatient ABI clinics and community care.

Service provision requires specialized resources including extensive capital and/or operating
resources.

Specialized rehabilitation programs should be funded equitably across the province to ensure
there is sufficient capacity to meet evidence-based requirements for best practice rehabilitative
care.

As per the Truth and Reconciliation Commission of Canada: Calls to Action # 22 (2015) regarding
inclusion of Indigenous healing practices as discussed with the client: “We call upon those who
can effect change within the Canadian health-care system to recognize the value of Aboriginal
healing practices and use them in the treatment of Aboriginal patients in collaboration with
Aboriginal healers and Elders where requested by Aboriginal patients.”

HOW TO USE THIS RESOURCE:

The guidance document should be considered in entirety to provide a comprehensive understanding of
specialized rehabilitation for the identified rehab populations. The tables that follow provide a
description of what specialized rehabilitation provides for the population (Table A) and a description of
the patient profile to facilitate determining the optimal rehabilitation sector/location (Table B). This
resource will be used for the following rehabilitation populations:

Acquired brain injury (ABI) e Complex trauma e Spinal Cord Injury (SCI)
Amputee e Oncology e Stroke

Burn e Pediatric

Cardiovascular e Pulmonary

To find specialized rehabilitation programs, see Rehab Care Ontario.

7 Rehabilitative Care Alliance. (Nov 2020). Patient and System-Level Benefits of Rehabilitative Care
A primer to support planning by OHTs and Ontario Health.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PATIENTS FOLLOWING A BRAIN INJURY
Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke® model® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.%®
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: ABI REHABILITATION
Services

Requires team expertise and e All members of the interprofessional team demonstrate ongoing competency and application

competency of evidence-based practices to identify and manage common sequelae of traumatic and non-
traumatic brain injury, (i.e., cognitive and communication impairments, vestibular
disturbances, visual and perceptual changes, post-traumatic headaches, sleep-wake
disturbances, spasticity, mobility and/or gait impairment, emotional lability, pain, dysphagia,
etc.)

e Team has training in behavioural management strategies that are unique to cognitive
impairment due to ABI and supported conversation techniques.

e Specialized ABI teams receive regular training for crisis management and safe patient handling
(i.e. Safe Management Group).

e Understanding of common pre-existing/co-morbid conditions that may affect recovery (e.g.,
orthopaedic injuries, addiction, mental health etc.)

8 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which receives
the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more limited

service arrays at sites.

° Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4): 795.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

10 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
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Guiding Principles for Specialized REHABILITATION PROGRAM: ABI REHABILITATION
Services

e Specialized ABI teams receive ongoing professional development to deliver current evidence-
based ABI services.

Provides services to a critical mass e The volume of patients served by the ABI rehabilitation program supports the development
and maintenance of the rehabilitation team’s expertise and competency in this clinical area.

e To be considered experts, rehabilitation clinicians should carry a caseload of patients with ABI
on a regular basis to develop/maintain clinical skills to address problems with visual
perception, communication, mobility, cognition and/or other impairments resulting from the
brain injury.

e The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all levels of complexity of impairment/disability and needs to be
sufficient to maintain expertise in the acquired brain injury rehabilitation population, resulting
in effective and efficient care.

e Specialized ABI rehabilitation should be provided across multiple sectors/locations of care
(e.g., inpatient rehabilitation and/or community/outpatient-based rehabilitation including in-
person, virtual rehabilitation or a hybrid of both).!

Services require clinical coherence with | ¢  Physical medicine and rehabilitation (Physiatry)

other programs e Psychiatry/Neuropsychiatry

Access to: (as needed)

e Neurosurgery

e Neuro-ophthalmology

e Neurology (i.e., for movement disorders, seizures)

e Oncology (i.e., for ABl secondary to cancer)

e General surgery/trauma/appropriate surgical specialties for related injuries

e Geriatrics (i.e., for coexisting cognitive impairments from dementia)

Services require specialized resources e Spasticity management

e Orthotics

e Augmentative communication clinic

e Aphasia support and 1:1 communication support

e Addictions/mental health support

11 May be in partnership across organizations with specialized rehab teams.
8 |Page
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Guiding Principles for Specialized REHABILITATION PROGRAM: ABI REHABILITATION

Services

e Visual perception rehabilitation

e Services to assist with return to work and return to driving

e Services to assist with linking persons with ABI and their caregivers to ABl and non-ABI specific
community resources to foster ongoing support in the community

e Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics

9 |Page
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: ABI

Overview — Acquired Brain Injury Rehabilitation (see Table B for details)

Patients:

e With an ABI diagnosis (excludes concussions and progressive neurological disorders such as
Parkinson’s Disease). This includes patients with injuries to the brain caused (1) traumatically, e.g.,

— from an external force such as a collision, fall, or assault or (2) through a medical problem or disease

process which causes damage to the brain, e.g., anoxia, non-progressive tumour, aneurysm, infection,

e stroke with diffuse cognitive deficits.

| *May be occasional e Who require daily, skilled, interprofessional intervention and nursing care

| admissions from the :
| community. | &
P P

Specialized ABI

Inpatient Rehab

Patients:

e Living in the community with an ABI as defined above who require less intensive therapy than is
provided in an inpatient unit

— e May or may not have received or required inpatient rehab following injury (i.e., daily rehabilitative

care is not required)

Specialized ABI

Community/Outpatient
Rehab*

* A Hub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available
locally and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer
the treatment and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of
therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED ABI REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, ABI rehabilitation requires a coordinated and collaborative interprofessional team approach that
should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.?

LOCATION OF PATIENT PROFILE: ABI REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patient profile:
e Patients with an ABI diagnosis (excludes concussions and progressive neurological disorders such as
Parkinson’s disease) require daily, interprofessional intervention and nursing care.

o Includes patients with injuries to the brain caused (1) traumatically, e.g., from an external force such
as a collision, fall, or assault or (2) through a medical problem or disease process which causes
damage to the brain, e.g., anoxia, brain tumour, aneurysm, infection, stroke with diffuse cognitive
deficits. 13

e There are different stages of recovery following brain injury. In order to benefit from inpatient rehabilitation,
the patient is able to demonstrate some level of alertness to attend, participate and learn in rehabilitation. In
the early stages following the onset of the ABI, the patient’s ability to do this may be quite limited (e.g., 15
minutes in a rehabilitation session). There are low and high intensity rehabilitation programs that can
accommodate the different levels of participation.

e Patients with an ABI may experience a number of physical'* and cognitive'® impairments and behavioural
changes that require the skilled, interprofessional approach of an ABI team. These include:

o Physical changes:

e Movement/mobility impairments such as weakness, poor balance and/or
coordination, low endurance, muscle stiffness, spasticity

|14

12 Accreditation Canada. (2019) Standards Acquired Brain Injury Services, Ver. 14.
13 See Toronto ABI Network.

14 See Toronto ABI Network Physical Changes

15 See Toronto ABI Network Cognitive Changes
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LOCATION OF PATIENT PROFILE: ABI REHABILITATION
REHABILITATION

e Speech and language impairments affecting the patient’s ability to communicate
(e.g., dysarthria: slow/slurred speech, apraxia: saying words incorrectly)
e Difficulties with swallowing; sleep; fatigue; bowel/bladder control; pain; seizures
e Visual and perceptual changes; sensory limitations
o Cognitive changes:
= |mpaired attention (e.g., difficulty directing, sustaining, shifting and dividing attention)
= Slower speed of processing information
=  Short-term memory impairments (e.g., difficulty learning new skills, remembering what has
just been said, forgetting new routines, people’s names or important details)
= Difficulty with executive functions: planning, problem solving, organizing and sequencing
steps and/or plans involved in a task, and limited insights
= |mpaired awareness about cognitive and behavioural deficits. As a result, individuals are
more likely to exhibit symptoms of disinhibition, poorer interpersonal skills and more
difficulties with activities of daily living and overall competency.t® ¥’
=  Communication difficulties (e.g., aphasia: finding the right words, understanding spoken and
written language, difficulties with reasoning, problem solving, memory and organization
skills required to communicate effectively)
= Visual perceptual changes and their influences on functions
= Behavioural changes that can impact safe and functional engagement in community living
and emotional/psychosocial well-being
o Mental health changes:
=  Common mental health problems include depression, anxiety, psychosis, personality
disorder, substance abuse disorder.'®

16 Sherer, M., Hart, T., Nick, T.G., Whyte, J., Thompson, R.N., & Yablon, S.A. (2003) Early impaired self-awareness after traumatic brain injury. Arch Phys Med
Rehabil; 84: 168-76.
17 O’Keeffe, F., Dockree, P., Moloney, P., Carton, S., & Robertson, I.H. (2007) Awareness of deficits in traumatic brain injury: A multidimensional approach to
assessing metacognitive knowledge and online-awareness. Journal of the International Neuropsychological Society, 13, 38-49.
18 Koponen S, Taiminen T, Portin R, Himanen L. Axis 1 and 11 psychiatric disorders after traumatic brain injury: a 30-year follow-up study. The American Journal
of Psychiatry, 2002; 159: 1315-1321
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LOCATION OF PATIENT PROFILE: ABI REHABILITATION
REHABILITATION

e The interprofessional team in the specialized ABI program has the expertise to assess patients and
implement an individualized treatment plan to help patients:

= Achieve realistic functional goals (e.g., improve independence with transfers, ambulation,
communication strategies, etc.)

= Develop compensatory strategies to mitigate the effects of their impairments

= Begin to understand, increase self-awareness of strengths and weaknesses and process the
changes in physical, cognitive, behavioural and emotional functioning to increase
independence and competency.®

= Maximize independence as much as is possible within the context of their discharge
environment (e.g., reduce care needs for patients who are being discharged to LTC)

e Family/significant others are recognized as key to enabling patient/client function and attainment of goals
and are involved throughout the rehabilitative care process.?’ The interprofessional team collaborates with
families and encourages their active engagement.?

e In an ABI rehabilitation program, families benefit from the expertise of the interprofessional ABI team
through family education, training and support (e.g., training on strategies to use with the patient, caregiver
stress) to enable the safe return of the patient to the community.

e The ABI team also has expertise in the complex transition planning that is required for patients with
behaviour, cognitive, communication, physical and psychosocial challenges.

e Supporting complex community transitions includes assessing and facilitating linkages to both ABI and non-
ABI specific community services to foster ongoing support for persons with ABI and their caregivers post
discharge.

e ABI social workers have expertise in providing education on and linking patients to income supports (e.g.,
ODSP, sickness and disability benefits) that patients with an ABI may require.

1% Wadams, A., Suting, L., Lindsey, A. & Mozeiko, J. (Feb 4 2022) Metacognitive Treatment in Acquired Brain Injury and Its Applicability to Aphasia: A Systematic
Review. Frontiers in Rehabilitation Sciences. https://doi.org/10.3389/fresc.2022.813416

20 see RCA Definitions Framework for Bedded Levels of Rehabilitative Care.

21 Accreditation Canada. (2019) Standards Acquired Brain Injury Services, Ver. 14.
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LOCATION OF PATIENT PROFILE: ABI REHABILITATION
REHABILITATION

Other Considerations:

e Early, intense and tailored post-acute inpatient rehabilitation is effective for individuals with moderate to
severe TBI. %

e In order to optimize outcomes in inpatient rehabilitation, ABI rehabilitation that is advanced, targets specific
activities, and promotes significant involvement and effort from the patient improves outcomes. Individuals
with traumatic brain injury should receive a minimum of 3 hours per day of therapeutic interventions,
ensuring focus on meaningful functional tasks that challenge cognitive demands (e.g., problem-solving, math
skills and memory, where patient capacity permits).2® Approach should guide persons with ABI and their
caregivers to generalize and transfer learnings to self manage in the community post discharge.

e  When treating individuals with traumatic brain injury who have prolonged recovery, an interval
rehabilitation program (e.g., inpatient, outpatient or community-based rehabilitation at different points in
time) should be considered so that individuals with traumatic brain injury can access treatment as their
impairments, ability and participation goals change or new challenges/transitions create a renewed need for
services. Access to treatment should not be temporally limited but should be dependent on the person’s
potential for measurable functional gain. 2+ %

e Patients with a brain injury may are at greater risk of developing a mental illness?® due to a variety of reasons
(e.g., adjustment to disability, effects of the brain injury, social functioning, coping skills, availability of
support).? In addition, there is also a strong correlation between brain injury and substance use.? Left
untreated, these issues can hinder rehabilitation outcomes.

22 Costa, B., & Gibson, K. (2017) Evidence Review 177. Rehabilitation models: a scoping review. Alternative rehabilitation models and frameworks for clients
with traumatic brain injury and orthopaedic trauma. Institute for Safety, Compensation and Recovery Research.
2 Clinical Practice Guideline for the Rehabilitation of Adults with Moderate to Severe Traumatic Brain Injury (October 2020) [C2.3-C2.6].

2 Clinical Practice Guideline for the Rehabilitation of Adults with Moderate to Severe Traumatic Brain Injury (October 2020) (See

Cl.4)

%5 Clinical Practice Guideline for the Rehabilitation of Adults with Moderate to Severe Traumatic Brain Injury (October 2020) (See

D2.3)

26 Koponen S, Taiminen T, Portin R, Himanen L. Axis 1 and 11 psychiatric disorders after traumatic brain injury: a 30-year follow-up study. The American Journal
of Psychiatry, 2002; 159: 1315-1321.

27 Victoria. Acquired Brain Injury and Mental lliness: Protocol between mental health and other services. Melbourne: Metropolitan Health and Aged Care
Services Divn, Dept of Human Services, 2004

28 Corrigan JD. Substance abuse as a mediating factor in outcome from traumatic brain injury. Arch Phys Med Rehabil 1995; 76:302-9.
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e In addition to in-person education and training, also consider use of virtual approaches to foster family
caregiver engagement and learning as appropriate during inpatient rehabilitation.

Community-Based Patient profile:

/Outpatient e Patients living in the community with an ABI as defined above who require less intensive therapy than is
Rehabilitation provided in an inpatient unit (i.e., daily rehabilitative care is not required).

Specialized ABI e Patients may or may not have received or required inpatient rehabilitation following injury.

rehabilitation can be e These patients may be experiencing any of the impairments listed earlier in the inpatient section and would
provided in person, benefit from a specialized focused ABI assessment and/or ABI rehabilitation/treatment to:

virtually or as a hybrid of o Assess medical status and address medical issues (e.g., post-traumatic headaches, sleep-wake
both.?® disturbances)

o Further remediate functional deficits in activities of daily living and physical, cognitive and
communication functioning
o Address psychosocial and emotional functioning including mental health and substance abuse issues.
o Increase self-awareness of strengths and weaknesses and process the changes in physical, cognitive,
behavioural and emotional functioning to increase independence and competency.*
o Address behavioural dysregulation including potential emotional/behavioural issues
o Promote re-integration to community living including return to driving and return to
work/school/volunteer opportunities/recreational and social activities
o Provide patient and family/caregiver education and training in self-management techniques
e Those with moderate to severe brain injury should be considered for referral to neuropsychology,
occupational therapy, and speech and language pathology to evaluate cognitive functioning based on the
patient’s goals.
e Group-based rehabilitation in a therapeutic milieu (where patients undergo neuropsychological
rehabilitation in a therapeutic environment with a peer group of individuals facing similar challenges)

represents an effective approach for patients requiring neuropsychological rehabilitation following severe
brain injury3!

29 See Appendix A for key considerations for virtual rehabilitation.

30 wadams, A., Suting, L., Lindsey, A. & Mozeiko, J. (Feb 4 2022) Metacognitive Treatment in Acquired Brain Injury and Its Applicability to Aphasia: A Systematic
Review. Frontiers in Rehabilitation Sciences. https://doi.org/10.3389/fresc.2022.813416

31 Turner-Stokes, L., Pick, A., Nair, A., Disler, P. B., & Wade, D. T.(2015) Multi-disciplinary rehabilitation for acquired brain injury in adults of working age.
Cochrane Database Syst Rev. Dec; (12):CD004170. https://pubmed.ncbi.nim.nih.gov/26694853/
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e Assessing and facilitating linkages to both ABI and non-ABI specific community services to foster ongoing
support and follow-up (where appropriate) for persons with ABI and their caregivers post discharge (i.e.,
peer support, other services as per needs and goals).

Other Considerations:

e Access to interval care (re-entry to care or intensification of services) should be allowed so that individuals
with traumatic brain injury can access treatment as their impairments, ability and participation goals change
or new challenges/transitions create a renewed need for services.?

e Comprehensive interprofessional post-acute outpatient rehabilitation is effective for individuals with
moderate to severe TBI.3

e Patients with a brain injury may are at greater risk of developing a mental illness®* due to a variety of reasons
(e.g., adjustment to disability, effects of the brain injury, social functioning, coping skills, availability of
support).® In addition, there is also a strong correlation between brain injury and substance use.3® Left
untreated, these issues can hinder rehabilitation outcomes.

32 Clinical Practice Guideline for the Rehabilitation of Adults with Moderate to Severe Traumatic Brain Injury (October 2020) (See D2.3)
33 Costa, B., & Gibson, K. (2017) Evidence Review 177. Rehabilitation models: a scoping review. Alternative rehabilitation models and frameworks for clients
with traumatic brain injury and orthopaedic trauma. Institute for Safety, Compensation and Recovery Research.

34 Koponen S, Taiminen T, Portin R, Himanen L. Axis 1 and 11 psychiatric disorders after traumatic brain injury: a 30 year follow-up study. The American Journal
of Psychiatry, 2002; 159: 1315-1321.

35 Victoria. Acquired Brain Injury and Mental lliness: Protocol between mental health and other services. Melbourne: Metropolitan Health and Aged Care
Services Divn, Dept of Human Services, 2004

36 Corrigan JD. Substance abuse as a mediating factor in outcome from traumatic brain injury. Arch Phys Med Rehabil 1995;76:302-9.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PATIENTS FOLLOWING AN AMPUTATION INJURY

Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke®” model® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.?*
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: AMPUTEE REHABILITATION
Services

Requires team expertise and
competency

All members of the interprofessional team demonstrate ongoing competencies and application

of evidence-based practices to deliver care that minimizes the impact of impairments, reduces

activity limitations and maximizes participation. This includes capability to:

o Provide pre-amputation counselling

o Determine prosthetic candidacy

o Provide prosthetic care for suitable patients at all levels of limb loss - including ability to
prescribe and fabricate all prosthetic types: conventional/body-powered/hybrid/
myoelectric and cosmetic, and experience with component technologies such as
microprocessor knees and ankles

o Offer prosthetic and non-prosthetic training, education and recommendations (inpatient
and outpatient)

37 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more

limited service arrays at sites.

38 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Supp! 4): 795.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

39 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.

17 |Page
March 2023


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

& Network

Guiding Principles for Specialized

Services

Rehabilitative
Care Alliance

REHABILITATION PROGRAM: AMPUTEE REHABILITATION

o Provide orthotic care to protect the remaining limb (e.g., custom foot orthotics, offloading
braces, ankle foot orthoses [AFOs] for foot drop, Charcot Restraint Orthotic Walker
[CROW] walkers for Charcot arthropathy).

Offer ongoing interprofessional care and follow-up from Physical Rehabilitation and Medicine,

Physiotherapy, Occupational Therapy, Social Work, Prosthetics, Clinical Nutrition, Recreational

Therapy, Nursing/Wound care, and Pharmacy.

Expertise/knowledge is available regarding financial resources and funding applications for

prosthetics

Specialized Amputee teams receive ongoing professional development to deliver current

evidence-based Amputee services.

Provides services to a critical mass

To be considered experts, rehabilitation clinicians should carry a caseload of patients requiring
amputee rehabilitation on a regular basis to develop/maintain clinical skills to address
patients’ needs.

The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all amputee-related levels of complexity and needs to be sufficient to
maintain expertise in the amputee rehabilitation population, resulting in effective and efficient
care.

Specialized amputee rehabilitation should be provided across multiple sectors/locations of
care (e.g., inpatient rehabilitation and/or community-based/outpatient rehabilitation including
in-person, virtual rehabilitation or a hybrid of both).*®

In some regions where patients may live far from regional centres with specialized amputee
programs, the specialized amputee team is available to provide its expertise to local,
community-based programs virtually (e.g., telephone).

Services require clinical coherence with
other programs

Relationships with Vascular, Plastic and Orthopaedic Surgery Programs

Psychosocial support provided by Psychiatry, Psychology, Social Work and/or Occupational
Therapy

Housing support and counselling provided by Social Work/Care Coordinators

Funding advice and counselling for prosthetics and equipment (e.g., team members with
Assistive Devices Program [ADP] authorization status for prosthetics and mobility devices)

40 May be in partnership across organizations with specialized rehab teams.
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REHABILITATION PROGRAM: AMPUTEE REHABILITATION

Organizational partnerships and processes are in place with Dialysis Centres to provide
rehabilitation and prosthetic opportunities to dialysis patients.
Workplace Safety and Insurance Board (WSIB)

Services require specialized resources

Prosthetics/Orthotics Facility affiliated or integrated with the program

Available peer support

Education for the family on challenges regarding use of prosthetic and adherence

Long term community follow-up and secondary prevention care for dysvascular limb loss
patients (Chiropody, diabetic education).

Objective amputee outcomes are documented and followed

Consideration of need for addiction management services

Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics.
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: AMPUTATION INJURY

Overview - Amputation Injury Rehabilitation (see Table B for details)

Patients:

e With a recent amputation injury or an acute medical episode directly impacting prior amputation
injury

Is medically stable

Demonstrates carry over/able to learn or has an involved caregiver who can support rehab goals
Has specific realistic functional goals

Demonstrates motivation and endurance to participate

| *May be occasional |
| admissions from the |

L community. | VAN
————————— N AN —_— e —— —— — — — — —— —
N
N

N1
, | | Note: Patients might first go home or |
~ 7 | to a general rehab program from I
— — — | acute care to further heal or
I condition and then be admitted to :
I

Specialized Amputee
Inpatient Rehab

-
I inpatient rehab for prosthetic
training.

Patients:
e With a recent or prior amputation injury
e |s medically stable
— e Has specific functional goals
e Able to attend outpatient rehabilitation (e.g., access to transportation, sufficient endurance,

accessible home environment)

Specialized Amputee

Community/Outpatient
Rehab'

' AHub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available
locally and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer
the treatment and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of
therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED AMPUTEE REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, amputee rehabilitation requires a coordinated and collaborative interprofessional team approach that
should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: AMPUTEE REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patient profile:

e Person with a recent amputation injury or a person experiencing an acute medical episode that is directly
impacting prior amputation injury

e Medically stable for transfer to a rehabilitation program and limb should be healed and ready to withstand
pressures from the prosthetic (if applicable).

e Carry over/able to learn, or has an involved caregiver who can support rehabilitation goals

e Has specific realistic functional goals (non-prosthetic, prosthetic and/or decreasing burden of care)

e Demonstrates sufficient motivation and endurance to participate in the rehabilitation program

Other Considerations:

e Goal of rehabilitation is to maximize the patient’s functional potential to make them as independent as
possible, non-prosthetically or prosthetically. Non-prosthetic and prosthetic therapy may be completed in
one admission. Alternatively, the patient may be discharged from a non-prosthetic program to heal or
condition further and then re-admitted for prosthetic training.

e Consultation may be provided by the amputee specialized rehabilitation team to general rehabilitation team
for patients with prior amputations who are experiencing general medical/other issues.

e Consultation may be provided by the amputee specialized rehabilitation team to other specialized
rehabilitation teams (e.g., burns, complex trauma, stroke) as required for comprehensive care.

Community-Based/ Patient profile:
Outpatient e Person with a recent or prior amputation injury
Rehabilitation e Medically stable for community-based rehabilitation
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REHABILITATION

Specialized amputee e Has specific functional goals (non-prosthetic, prosthetic and/or decreasing burden of care)
rehabilitation can be e Able to attend the outpatient program (e.g., has access to transportation, has sufficient endurance to
provided in-person, participate, accessible home environment)

virtually or as a hybrid of

both*

41 See Appendix A for key considerations for virtual rehabilitation.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PATIENTS FOLLOWING BURN INJURY
Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke* model*® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.*
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: BURN REHABILITATION
Services

Requires team expertise and e Knowledgeable in;* 4647 48

competency o Wound care (e.g., open wounds, dressings, donor and graft sites) and edema management
Managing contractures, hypertrophic scar, heterotopic ossification

Assessment and treatment of nerve injuries, electrical injuries and co-existing trauma
Addressing mental health and psychosocial issues related to burn injuries

Assessment and treatment of cognitive impairments (e.g., delirium, mild brain injury)

O
O
O
O

42 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more
limited service arrays at sites.

4 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4): 795.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

4 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.

45 European Burns Association. (2017). European practice guideline for burn care. Minimum level of burn care provision in Europe. Available from
www.euroburn.org

46 International Society for Burn Injury (ISBI). (2016). ISBI Practice Guideline for Burn Care. Burns, 42, 953-1021. http://dx.doi.org/10.1016/j.burns.2016.05.013
47 NSW Agency for Clinical Innovation. (2017). Clinical Guideline: Burn Physiotherapy and Occupational Therapy Guidelines (1st Ed.). Chatswood: Agency for
Clinical Innovation. Available from: https://www.aci.health.nsw.gov.au/ data/assets/pdf file/0018/236151/Burns-PT-OT-Guidelines.pdf

48 NSW Agency for Clinical innovation. (2011). Clinical Practice Guidelines Speech Pathology Burn Patient Management (3™ Ed.). Chatswood: Agency for Clinical
Innovation. Available from: https://www.aci.health.nsw.gov.au/ data/assets/pdf file/0020/162641/SBIS Speech Path CPG 2011.pdf
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o Supporting identification of goals towards return to work and pre-morbid function.
Burn Rehabilitation Therapist Competency Tool (BRTCT) for long term rehabilitation &
outpatient care®
o The competency tool outlines basic knowledge and skill sets (or level 1 domains of care)
central to burn rehabilitation therapists’ practice. These domains of care include the
following: burn rehabilitation evaluation/treatment and discharge planning, wound care
and assessment, critical management, edema, pain/anxiety management, positioning,
splinting, range of motion, post-operative management, functional mobility and gait,
activities of daily living, physical agents/modalities, scar assessment and management,
management of cutaneous impairment, endurance and muscular strength, community
reintegration and health/wellness.
The interprofessional team utilizes skills and training from respective professions/roles and
applies evidence-based practices to augment the recovery of patients with burn injury through
experience, communication and ongoing professional development. Interprofessional team
members may include but not limited to the following: physicians (including physical medicine
and rehabilitation specialist and psychiatrist), nurses, physical therapists, occupational
therapists, occupational therapist assistants/physical therapist assistants, speech-language
pathologists, social workers, dietitians, pharmacists, vocational therapists, recreational
therapists, massage therapists, behavioural specialists, and spiritual care practitioners.
Specialized burn rehab teams receive ongoing professional development to deliver current
evidence-based burn rehab services

Provides services to a critical mass

To be considered experts, rehabilitation clinicians should carry a caseload of patients requiring
burn rehabilitation on a regular basis to develop/maintain clinical skills to address patients’
needs.

The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all burn-related levels of complexity and needs to be sufficient to

4 Parry, ., Forbes, L., Lorello, D., Benavides, L., Calvert, C. Hsu, S., Choinard, A., Godleski, M. et al. (2017). Burn Rehabilitation Therapists Competency Tool-
Version 2: An expansion to include long-term rehabilitation and outpatient care. Journal of Burn Care Research, 38 (1), e261-e268.

https://doi.org/10.1097/BCR.0000000000000364
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REHABILITATION PROGRAM: BURN REHABILITATION

maintain expertise in the burn rehabilitation population, resulting in effective and efficient
care.

Specialized burn rehabilitation should be provided across multiple sectors/locations of care
(e.g., inpatient rehabilitation and/or outpatient/ community-based rehabilitation including in-
person or a hybrid of both in-person and virtual rehabilitation).>®

Services require clinical coherence with
other programs

Pain control services including neuropathic pain

Pruritus management

Wound care

Surgery/Plastics

Trauma/Orthopaedics

Geriatric medicine

Mental health services including psychosocial/psychiatry supporting body image, sexuality,
quality of life and return to pre-morbid activities. This may include consults and treatment
with psychiatrist, clinical/neuropsychologists.

Vocational rehabilitation services

Orthotics/Prosthetics’ services

Services require specialized resources

Orthoses (including face masks, microstomia management) and prosthetic devices

Scar prevention modalities (e.g., pressure garments, silicone products)

Social supports for patients including peer support networks

Interprofessional specialized burn rehab team

o The burn rehabilitation therapists should have basic knowledge and skill set of level 1
competencies, outlined in the Burn Rehabilitation Therapist Competency Tool-version 2.5

o The domains of care include the following: burn rehabilitation evaluation/treatment and
discharge planning, wound care and assessment, critical management, edema,
pain/anxiety management, positioning, splinting, range of motion, post-operative

50 May be in partnership across organizations with specialized rehab teams.
51 parry, I., Forbes, L., Lorello, D., Benavides, L., Calvert, C. Hsu, S., Choinard, A., Godleski, M. et al. (2017). Burn Rehabilitation Therapists Competency Tool-
Version 2: An expansion to include long-term rehabilitation and outpatient care. Journal of Burn Care Research, 38 (1), e261-e268.

https://doi.org/10.1097/BCR.0000000000000364

25 | Page
March 2023


https://doi.org/10.1097/BCR.0000000000000364

@® Rehabilitative
N Network ‘ Care Alliance

Guiding Principles for Specialized REHABILITATION PROGRAM: BURN REHABILITATION

Services

management, functional mobility and gait, activities of daily living, physical
agents/modalities, scar assessment and management, management of cutaneous
impairment, endurance and muscular strength, community reintegration and
health/wellness.

e Exercise equipment and assistive devices appropriate for the setting

e Funding for ongoing professional development of team members, which may include travel for

sub-specialized topics
e Consideration of need for addiction management services.
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: BURN INJURY

Overview - Burn Injury Rehabilitation (see Table B for details)

Patient:

With a new burn injury

e With an older burn injury who requires elective reconstructive surgery for ongoing burn scar management or
other issues
Is unable to function safely at home
Is expected to progress with therapy services
Other factors to consider include:
- Reason of burn injury - Depth of burn injury
- Size or percentage of burn injury - Location of affected body part(s) relative to functional impact
- Concurrent condition(s) - Impact of psychosocial aspect on patient
- Pre-existing condition(s) that impact on recovery and daily function
J L
Inpatient Rehabilitation
Patient:
e With a new burn injury
e With an older burn injury who requires elective reconstructive surgery for ongoing burn scar management or
other issues
e Does not require or no longer requires inpatient care; however, needs outpatient therapy to address
rehabilitation goals
e Is able to manage self-care and mobility safely at home with community supports, as needed
e May have pre-existing condition(s) that impact on recovery and daily function
e Has adequate pain control using oral medications
L]

Wound care and other medical/therapy needs can be managed and progressed in the community

Specialized Burn
Community/Outpatient
Rehabilitation®

* A Hub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally

and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment

and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED BURN REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, burn rehabilitation requires a coordinated and collaborative interprofessional team approach that
should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: BURN REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patient profile:

e Patient with a new burn injury from acute care requiring inpatient rehabilitative care due to inability to
function safely at home

e Patient with an older burn injury who requires elective reconstructive surgery for ongoing burn scar
management or other issues

e Factors to consider if a patient requires inpatient rehabilitation include the following:
o Reason of burn injury (e.g., self-inflicted)

o Location of affected body part(s) relative to functional impact (e.g., bilateral burn injuries in hands)

o Depth of burn injury (e.g., partial/full thickness burns)

o Size or percentage of the skin that is burned (e.g., higher total body surface area [TBSA] percentage burn)

o Impact of psychosocial aspect on patient (e.g., disfigurement of face, loss of residential home or family,
addiction supports needed).

o Concurrent condition(s) such as an amputation injury, heterotopic ossification

o Pre-existing conditions (e.g., substance use disorder and other mental health issues, neurological issues)

in addition to the burn injury, that impact on patients’ recovery and daily function.
= The prevalence of having a mental health diagnosis prior to a burn injury was 57% - 64%.

52 53

52 palmu, R., Suominen, K, Vuola, J. & Isometsa, E. (2010). Mental disorders among acute burn patients. Burns, 36(7), 1072-1079.
https://doi.org/10.1016/j.burns.2010.04.004

53 Oster, C. & Sveen, J. (2014). The psychiatric sequelae of burn injury. General Hospital Psychiatry, 36(5), 516-522.
https://doi.org/10.1016/j.genhosppsych.2014.05.003
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LOCATION OF PATIENT PROFILE: BURN REHABILITATION
REHABILITATION

e Medically appropriate for the level of care provided in a rehabilitation hospital (as opposed to needing burn
intensive care unit, step-down or acute medical care)
e Patient is expected to make progress with therapy services.

Other Considerations:

e Patients with burn injuries should receive 6 to 7 days of treatment per week in the inpatient rehabilitation
program to prevent detrimental functional loss and support their recovery.

e |npatient rehabilitation admission or a longer inpatient rehabilitation stay is dependent on the “community
setting” resources for burn-specific care of patient’s residential region. Access to burn-specific care varies
significantly in the province based on availability of resources including skillset of health professionals.

e Patients with complex burns may have other disabling conditions including a traumatic amputation injury,
brain injury, or peripheral nerve injury that requires inpatient rehabilitation admission and consultation with
other specialized services.>

e |dentification and early access to mental health services (e.g., psychiatrist and/or other health professional
support with expertise in addressing post-traumatic stress disorder) are critical aspects of care based on high
prevalence of mental health diagnoses post-burn injury and high utilization of mental health services among
survivors of major burn injury.>® >

Community-Based/ Patient profile:

Outpatient e Patient with a new burn injury who does not require or no longer requires inpatient rehabilitative care
Rehabilitation e Patient with an older burn injury who requires elective reconstructive surgery for ongoing burn scar
Specialized burn management or other issues

rehabilitation can be
provided in-person or as

54 Thananopavarn, P. & Hill, J. (2017). Rehabilitation of the complex burn patients with multiple injuries or comorbidities. Clinics in Plastic Surgery, 44(4), 695-
701. http://dx.doi.org/10.1016/j.cps.2017.05.002

55 palmu, R., Suominen, K, Vuola, J. & Isometsa, E. (2010). Mental disorders among acute burn patients. Burns, 36(7), 1072-1079.
https://doi.org/10.1016/j.burns.2010.04.004

56 Mason, S., Nathens, A., Byrne, J., Ellis, J., Fowler, R., Gonzalez, A., Karanicolas, P., Moineddin, R & Jeschke, M. (2017). Association between burn injury and
mental illness among burn survivors: A population-based, self-matched, longitudinal cohort study. Journal of American College of Surgeons, 225(4), 516-524.
http://dx.doi.org/10.1016/j.jamcollsurg.2017.06.004
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LOCATION OF PATIENT PROFILE: BURN REHABILITATION
REHABILITATION

a hybrid of both in- e Patient needs outpatient therapy to address deficits in function, range of motion, ongoing management of
person and virtual check- burn-associated complications (hypertrophy, etc.), and/or has remaining home, community living and/or
in.57 vocational skill goals impacted by the injury (e.g., return to work).5®

e Patient can manage self-care and mobility safely at home with community supports, as needed.

e Pre-existing conditions (e.g., substance abuse/mental health issues, neurological issues) in addition to the
burn injury, that impact on patients’ recovery and daily function

- The prevalence of having a mental health diagnosis prior to a burn injury was 57% - 64%.>°

Pain control is adequate using oral medications and without opiates or with a planned opiate wean.
Wound care can be managed in community setting.

Ongoing medical, therapy, social work and nursing needs can be managed in the community setting.
Patient can independently progress through scheduled face-to-face onsite therapy visits in an ambulatory
rehabilitation setting. In addition, care may also include a home exercise program and/or virtual
rehabilitation check-in’s (e.g., through online videoconferencing) with therapist(s) or health care provider to
ensure the needs of the patients are met.

Other Considerations:

e As aspecialized regional burn rehabilitation program, team members must be accessible to community
therapists or other clinicians for consultation regarding complex burn cases or burn specific issues (e.g.,
electrical injuries, splinting and scar management, provision of an Assistive Devices Program [ADP]
authorization clinic for pressure garments which includes the MD prescriber and Occupational Therapist or

57 See Appendix A for key considerations for virtual rehabilitation

58 Hundeshagen, G., Suman, O. & Branski, L. (2017). Rehabilitation in the acute versus outpatient setting. Clinics in Plastic Surgery, 44(4), 729-735.
http://dx.doi.org/10.1016/j.cps.2017.05.004

59 palmu, R., Suominen, K, Vuola, J. & Isometsa, E. (2010). Mental disorders among acute burn patients. Burns, 36(7), 1072-1079.
https://doi.org/10.1016/j.burns.2010.04.004

60 Oster, C. & Sveen, J. (2014). The psychiatric sequelae of burn injury. General Hospital Psychiatry, 36(5), 516-522.
https://doi.org/10.1016/j.genhosppsych.2014.05.003

30 | Page
March 2023


http://dx.doi.org/10.1016/j.cps.2017.05.004
https://doi.org/10.1016/j.burns.2010.04.004
https://doi.org/10.1016/j.genhosppsych.2014.05.003

o~ oA Rehabilitative

s Network Care Alliance

LOCATION OF PATIENT PROFILE: BURN REHABILITATION
REHABILITATION

Physical Therapist authorizer, re-integration issues, peer support linking, contracture management,
functional return, and body image issues).t! 2

e For communities without local burn expertise, specialized regional burn centres provide short-term
monitoring and/or consultation through virtual care, working in collaboration with local health care
providers.

e  While it might be expected that larger burn injuries (i.e., 10% TBSA or more) or burn injuries involving
hands/face or electrical mechanism will often require specialized rehabilitation, patients with smaller burn
injuries should have access to a burn rehabilitation team for interprofessional assessment/consultation to
guide their recovery. Patients with small burn injuries may not be admitted to a burn unit or referred to
outpatient rehabilitation program; thus, delayed presentation from the community can affect their
functional recovery which the specialized burn rehabilitation team can effectively address.

e Treatment plan including frequency of treatment should be flexible based on needs of the patient.

e |dentification and early access to mental health services (e.g., psychiatrist and/or other health professional
support with expertise in addressing post-traumatic stress disorder) are critical aspects of care based on high
prevalence of mental health diagnoses post-burn injury, and high utilization of mental health services among
survivors of major burn injury.®3

51 Edgar, D. & Brereton, M. (2004). ABC of burns: Rehabilitation after burn injury. British Medical Journal, 329, 343-345.
https://doi.org/10.1136/bmj.329.7461.343

52 Dodd, H., Fletchall, S., Starnes, C. & Jacobson, K. Current concepts burn rehabilitation, Part 2 Long-term recovery. Clinics in Plastic Surgery, 44(4), 713-728.
http://dx.doi.org/10.1016/j.cps.2017.05.013

83 palmu, R., Suominen, K, Vuola, J. & Isometsa, E. (2010). Mental disorders among acute burn patients. Burns, 36(7), 1072-1079.
https://doi.org/10.1016/j.burns.2010.04.004

54 Mason, S., Nathens, A., Byrne, J., Ellis, J., Fowler, R., Gonzalez, A., Karanicolas, P., Moineddin, R & Jeschke, M. (2017). Association between burn injury and
mental illness among burn survivors: A population-based, self-matched, longitudinal cohort study. Journal of American College of Surgeons, 225(4), 516-524.
http://dx.doi.org/10.1016/j.jamcollsurg.2017.06.004
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KEY ASPECTS OF SPECIALIZED CARDIOVASCULAR REHABILITATION PROGRAMS
Table A

The following section describes the four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke® model®® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.®’
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: CARDIOVASCULAR REHABILITATION
Services

Requires team expertise and e Depending on the program and setting, different health professionals are involved as part of

competency the interprofessional team. The type of regulated health care professionals required will
depend on the complexity of patients served, the services offered and the size of the
program.®® Although the composition of the team may differ, the delivery of the core
components of cardiovascular rehabilitation (i.e., health behaviour change and education;
cardiovascular risk factor management [including exercise, nutrition, mental health and
smoking status assessment and related interventions]; and cardioprotective therapies)
requires expertise from a range of different health professionals working within their scope of
practice while adhering to their college regulations.*

e The interprofessional team members:

55 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more
limited service arrays at sites.
% Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4): 795.
https://www.ncbi.nIlm.nih.gov/pmc/articles/PMC5751794/
57 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
%8 Cardiac Care Network (2014). Standards for the provision of cardiovascular rehabilitation in Ontario. Prepared by Cardiac Care Network of Ontario. Available
from https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/rehabilitation/CCN Cardiovascular Rehab Standards 2014.pdf
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Guiding Principles for Specialized REHABILITATION PROGRAM: CARDIOVASCULAR REHABILITATION
Services

o May include, but are not limited to the following: physicians, nurses, nurse practitioners,
physiotherapists, occupational therapists, speech-language pathologists, social workers,
pharmacists, dietitians, kinesiologists, psychologists, cardiac technologists.

o Must be knowledgeable in cardiovascular conditions, cardiovascular risk factors, and
profession-specific treatment for these conditions (example: appropriate type/level of
exercise® or activities, basic ECG interpretation, discipline-specific treatment strategies
[i.e., nutrition, mental health], counselling skills, cognitive behavior therapy, etc.).

o Must maintain their skills and competencies, including keeping up to date with evidence-
based research.

o Specialized cardiovascular rehab teams receive ongoing professional development to
deliver current evidence-based cardiovascular rehab services

o Have basic cardiac life support training

o Have expertise in secondary prevention strategies and connections with community
services for ongoing secondary prevention (example: exercise facilities, diabetes clinics,
primary care providers)

o The program has an established standardized referral process to a Diabetes Education
Program, or has a professional in the team with a Certified Diabetes Educator designation
(CDE®).

Provides services to a critical mass e To be considered experts, rehabilitation clinicians should carry a caseload of patients requiring
cardiovascular rehabilitation on a regular basis to develop/maintain clinical skills to address
patients’ needs.

e The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of a range of cardiovascular-related levels of complexity and needs to be
sufficient to maintain expertise in the cardiovascular rehabilitation population, resulting in
effective and efficient care.

59 Exercise Therapists should have expertise in clinical exercise physiology, including knowledge of ECG interpretation, exercise stress testing and exercise
prescription for patients with cardiovascular disease, as well as chronic disease management.
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Guiding Principles for Specialized REHABILITATION PROGRAM: CARDIOVASCULAR REHABILITATION
Services

e Specialized cardiovascular rehabilitation should be provided across multiple sectors/locations
of care (e.g., inpatient rehabilitation and/or outpatient/ community-based rehabilitation
including in-person, virtual rehabilitation or a hybrid of both in-person and virtual).”

Services require clinical coherence with | ¢ Coordinated care with cardiovascular care specialists/clinics (including cardiologists,
other programs cardiovascular surgeons) and home care services

e Diagnostic services including stress tests, electrocardiogram (ECG) tests, etc.

e Mental health services including psychosocial/psychiatry support

e Smoking cessation support services

e Diabetes Education Program services

e Patient/family and/or peer support services

Services require specialized resources e Equipment to measure cardiovascular and/or metabolic status (e.g., blood pressure
equipment, oxygen saturation, ECG tracing, glucose meter)

e Exercise equipment and assistive devices appropriate for the setting (in-person care)

e Weight scale such as chair, bed or standing scale to monitor volume status

e Integrated health information system and technology to provide virtual care, timely access to
laboratory test results

e Outpatient cardiovascular rehabilitation exercise testing availability or partnership to obtain
exercise testing

e Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics.

e Consideration of need for addiction management services

70 May be in partnership across organizations with specialized rehab teams.
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: CARDIOVASCULAR

Overview — Cardiovascular Rehabilitation (see Table B for details)

Patient:
e Who underwent a cardiovascular surgery or had an acute cardiovascular event
e Has any of the following:
- Older adults with frailty, deconditioned, medically complex &/or complicated course of surgery/recovery
- Ongoing medical management that cannot be easily supported at home
- At high risk of re-admission to acute care
- Needs active therapy to achieve rehabilitation goal(s)
- Requires high level of supports to function safely in the community and longer inpatient hospital stay
- Functioning marginally in the community prior to acute care admission

~_~

Specialized Cardiovascular

Inpatient Rehabilitation

Patient:

e Has any primary cardiovascular diagnoses (e.g., acute coronary syndrome, chronic stable angina, chronic stable
heart failure)

e Had any post-cardiovascular procedure (e.g., percutaneous coronary or valvular intervention, coronary artery
bypass surgery, cardiac transplantation, ventricular assist device implantation)

e Has cardiovascular risk factors and is high risk for future cardiovascular events even if a cardiovascular event was

not experienced

Specialized Cardiovascular

Community/Outpatient
Rehabilitation®

! A Hub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally
and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment
and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED CARDIOVASCULAR REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, cardiovascular rehabilitation requires a coordinated and collaborative interprofessional team approach
that should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF REHABILITATION ‘ PATIENT PROFILE: CARDIOVASCULAR REHABILITATION

Inpatient Rehabilitation Patient profile:

e Typically, patients are transferred from acute care centre following cardiovascular surgery
(e.g., coronary bypass or valve replacement) or after an acute cardiovascular event (e.g.,
myocardial infarction or heart failure) or other cardiac procedures.’1 727374

e In addition, any of the following description or condition contributes to a patient requiring
inpatient rehabilitative care:

o Patients are usually older adults with frailty, deconditioned, medically complex, with
cognitive impairment and/or had a complicated course of surgery/recovery, malnourished
or at risk of malnutrition (e.g., prolonged ventilation, pulmonary complication, repeat
surgery, renal failure and dialysis, stroke, delirium)™

o Needs ongoing medical management that cannot be easily supported at home (e.g., fluid
management, anticoagulation stabilization, wound healing)

o Patient s at high risk of re-admission to hospital

1 Koukoui, F., Desmoulin, F., Lairy, G., Bleinc, D., Boursiquot, L., Galinier, M., Smih, F. & Rouet, P. (2015). Benefits of cardiac rehabilitation in heart failure
patients according to etiology: INCARD French study. Medicine, 94 (7), 1-9. DOI: 10.1097/MD.0000000000000544.

72 yost, G., Coyle, L., Milkevitch, K., Adair, R., Tatooles, A. & Bhat, G. (2017). Efficacy of inpatient rehabilitation after left ventricular assist device implantation.
Physical Medicine & Rehabilitation, 9, 40-45. https://doi.org/10.1016/j.pmrj.2016.05.013

3 Kim, C. et al. (2019). Clinical practice guideline for cardiac rehabilitation for Korea. Annals of Rehabilitation Medicine, 43(3), 355-443.
https://doi.org/10.5535/arm.2019.43.3.355

74 La Rovere, M. T. & Traversi, E. (2019). Role and efficacy of cardiac rehabilitation in patients with heart failure. Monaldi Archives for Chest Disease, 89(1027)
69-72. https://doi.org/10.4081/monaldi.2019.1027

75 GTA Rehab Network. (2010). Cardiac rehab definition framework. Available from http://www.gtarehabnetwork.ca/uploads/File/tools/rehab-definitions-
conceptual-framework-cardiac.pdf
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LOCATION OF REHABILITATION PATIENT PROFILE: CARDIOVASCULAR REHABILITATION

o Needs active therapy to achieve rehabilitation goals(s) including mobility retraining, stairs
retraining, basic activities of daily living, retraining for progression of independence,
reconditioning and education prior to community discharge including assistive device
and/or home modification recommendation for safety

o Patient requires a longer inpatient hospital stay due to high level of supports needed to
function safely and independently at home/community (e.g., lives alone). However,
further acute care stay is not needed as patient is medically stable.

o Patient was functioning marginally in the community prior to cardiovascular surgery or
acute cardiovascular event.

Outpatient/Community-Based Patient profile:

Rehabilitation e Indications for cardiovascular rehabilitation for individuals with established cardiovascular
Specialized cardiovascular rehabilitation disease shall include:

can be provided in-person, virtually or 1) Any primary cardiovascular diagnoses (e.g., acute coronary syndrome, chronic stable
as a hybrid of both.”® angina, chronic stable heart failure)7? 78 79 80 81 8283 84

76 See Appendix A for key considerations for virtual rehabilitation

7 Cardiac Care Network (2014). Standards for the provision of cardiovascular rehabilitation in Ontario. Prepared by Cardiac Care Network of Ontario. Available
from https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/rehabilitation/CCN _Cardiovascular_Rehab Standards 2014.pdf

78 Dalal, H., Doherty, P. (2015). Cardiac rehabilitation. British Medical Journal, 351, 1-8. https://doi.org/10.1136/bmj.h5000

7 Richards, S., Anderson, L., Jenkinson, C., Whalley, B., Rees, K., Davies, P., Bennett, P., Liu, Z., West, R., Thompson, D. & Taylor, R. (2017). Psychological
interventions for coronary heart disease. Cochrane Database of Systematic Reviews, Issue 4. Art. No.: CD002902.
https://doi.org/10.1002/14651858.CD002902.pub4

80 | ong, L., Mordi, I., Bridges, C., Sagar, V., Davies, E., Coats, A., Dalal, H., Rees, K., Singh, S & Taylor, R. (2019). Exercise-based cardiac rehabilitation for adults
with heart failure (review). Cochrane database of systematic reviews. Issue 1. Art. No.: CD003331. https://doi.org/10.1002/14651858.CD003331.pub5

8 Dibben, G., Dalal, H., Taylor, R., Doherty, P, Tang, L. & Hillsdon, M. (2017). Cardiac rehabilitation and physical activity: systematic review and meta-analysis.
Heart, 104(17), 1394-1402. http://dx.doi.org/10.1136/heartjnl-2017-312832

8 Anderson, L., Sharp, G., Norton, R., Dalal, H., Dean, S., Jolly, KI, Cowie, A., Zawada, A. & Taylor, R. (2017). Home-based versus centre-based cardiac
rehabilitation. Cochrane Database of Systematic Reviews, Issue 6. Art. No.:CD007130. https://doi.org/10.1002/14651858.CD007130.pub4

8 Rush, K., Hatt, L., Janke, R., Burton, L., Ferrier, M., Tetrault, M. (2018). The efficacy of telehealth delivered educational approaches for patients with chronic
disease: A systematic review. Patient Education and Counseling 101(8), 1310-1321. https://doi.org/10.1016/j.pec.2018.02.006

84 Halldorsdottir, H., Thoroddsen, A. & Ingadottir, B. (2019). Impact of technology-based patient education on modifiable cardiovascular risk factors of people
with coronary heart disease: A systematic review. Patient Education and Counseling. https://doi.org/10.1016/j.pec.2020.05.027
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LOCATION OF REHABILITATION PATIENT PROFILE: CARDIOVASCULAR REHABILITATION

2) Post-procedure such as: percutaneous coronary or valvular intervention, coronary artery
bypass surgery, cardiac transplantation, ventricular assist device implantation®® 8 87
e Individuals who have not experienced a cardiovascular event but have cardiovascular risk
factors (e.g., hypertension, diabetes, hyperlipidemia) and are high risk for future
cardiovascular events should also be referred to cardiovascular rehabilitation.%8

Other Considerations:

e Outpatient/community-based rehabilitation is provided by interprofessional cardiovascular
team members under an ambulatory care program either onsite, through telephone or online
videoconferencing, or in community settings (e.g., community centres). It can also be
combined as a hybrid model with patients attending sessions partially onsite in an ambulatory
care facility, and partially virtual (e.g., telephone or online videoconferencing). In addition to
attending rehabilitation sessions, patients are also expected to independently carry out their
rehabilitation program at home.

e The ability of outpatient cardiovascular programs to admit patients with certain specialty
cardiovascular diagnoses (e.g., cardiac transplantation) is dependent on the expertise of the
cardiovascular rehabilitation team (i.e., for treatment).

e Virtual Cardiovascular Prevention and Rehabilitation Implementation Toolkit® — The Heart and
Stroke Foundation in collaboration with the Canadian Association of Cardiovascular Prevention
and Rehabilitation (CACPR) supported the development of this toolkit. The toolkit aims to
support the delivery of cardiovascular rehabilitation and secondary prevention via virtual

8 Dalal, H., Doherty, P. (2015). Cardiac rehabilitation. British Medical Journal, 351, 1-8. https://doi.org/10.1136/bmj.h5000

8 Richards, S., Anderson, L., Jenkinson, C., Whalley, B., Rees, K., Davies, P., Bennett, P., Liu, Z., West, R., Thompson, D. & Taylor, R. (2017). Psychological
interventions for coronary heart disease. Cochrane Database of Systematic Reviews, Issue 4. Art. No.: CD002902.
https://doi.org/10.1002/14651858.CD002902.pub4

87 Long, L., Mordi, I., Bridges, C., Sagar, V., Davies, E., Coats, A., Dalal, H., Rees, K., Singh, S & Taylor, R. (2019). Exercise-based cardiac rehabilitation for adults
with heart failure (review). Cochrane database of systematic reviews. Issue 1. Art. No.: CD003331. https://doi.org/10.1002/14651858.CD003331.pub5

88 Cardiac Care Network (2014). Standards for the provision of cardiovascular rehabilitation in Ontario. Prepared by Cardiac Care Network of Ontario. Available
from https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/rehabilitation/CCN_Cardiovascular_Rehab_Standards 2014.pdf

8 McGuff, R., Cotie, L., Harris, J., Baer, C., Brisco, K., Chipperfield, D., Moran, B., Pike, R., Ross, M., Yeung, C., Blacquiere, D., Mountain, A., Gierman, N., Lindsay,
P. (Eds.), on behalf of Heart and Stroke Foundation of Canada in collaboration with the Canadian Association of Cardiovascular Prevention and Rehabilitation.
(2021). Virtual Cardiovascular Prevention and Rehabilitation Implementation Toolkit. Heart and Stroke Foundation of Canada. Available from
https://www.heartandstroke.ca/-/media/1-stroke-best-practices/vcr-toolkit-final-2021.ashx?rev=e2d73b476e6e4eflabc09624992566d0
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modalities by providing guidance and practical tips for health care professionals as they
integrate teleconferencing, videoconferencing, secure messaging, or audio digital tools into
their practice.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PATIENTS FOLLOWING A COMPLEX TRAUMA INJURY
Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke® model®® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.?
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: COMPLEX TRAUMA REHABILITATION
Services

Requires team expertise and e Knowledgeable in management/treatment of multiple trauma or polytrauma, nerve injuries

competency e Wound care management

e Acute and chronic pain management

e Cognitive assessment and intervention

e Psychosocial assessment and intervention

e The interprofessional team utilizes skills and training from respective professions/roles and
applies evidence-based practices to augment the recovery of patients with complex
trauma through experience, communication and ongoing professional development.
Interprofessional team members may include but are not limited to the following: physicians
(including physical medicine and rehabilitation specialist), nurses, physical therapists,
occupational therapists, occupational therapist assistants, physical therapist assistants,

% The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more
limited service arrays at sites.

9! Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4): 795.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

92 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
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Guiding Principles for Specialized REHABILITATION PROGRAM: COMPLEX TRAUMA REHABILITATION
Services

speech-language pathologists, social workers, dietitians, pharmacists, vocational therapists,
recreational therapists, behavioural specialists, and spiritual care practitioners.

e Specialized Complex Trauma teams receive ongoing professional development to deliver
current evidence-based Complex Trauma services.

Provides services to a critical mass e To be considered experts, rehabilitation clinicians should carry a caseload of patients requiring
complex trauma rehabilitation on a regular basis to develop and maintain clinical skills to
address patients’ needs.

e The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all complex trauma related levels of complexity and needs to be
sufficient to maintain expertise in the complex trauma rehabilitation population, resulting in
effective and efficient care.

e Specialized complex trauma rehabilitation should be provided across multiple
sectors/locations of care (e.g., inpatient rehabilitation and/or community-based/ outpatient
rehabilitation including in-person, virtual rehabilitation or a hybrid of both).*

Services require clinical coherence with | ¢  Pain management services including neuropathic pain

other programs e Electromyography (EMG)/electrophysiology clinic for peripheral nerve injury management

e Orthotist and prosthetist services for functional bracing

e Complex wound care program

e Mental health services including psychosocial/psychiatry support

e Vocational rehabilitation program

e Respiratory therapy consult for supplementary oxygen needs assessment

e Dietitian consult including for percutaneous endoscopic gastrostomy (PEG) tube

e Access to tertiary specialist across all fields including trauma surgery, intensive care unit (ICU),
orthopaedics, plastic surgery, preferably from an accredited trauma centre

Services require specialized resources e EMG and ultrasound machines for procedures
e X-ray and laboratory services
e Braces, air casts and splints

9 May be in partnership across organizations with specialized rehab teams.
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Services

e Wide variety of mobility equipment, assistive devices and specialty bed or seating surfaces (for
skin integrity issues)

e Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics

e Consideration of addiction management services
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: COMPLEX TRAUMA INJURY

Overview — Complex Trauma Injury Rehabilitation (see Table B for details)

Patient:
e With a significant neuromusculoskeletal trauma, multiple trauma or polytrauma injury from high energy external force
against the body
e  Clinical presentation: Complex orthopaedic, soft tissue &/or peripheral nerve injuries
e Injury Severity Score (ISS): 16 or greater. May have a lower ISS score with multiple limb involvement or complex multiple
injuries to a single limb
e Hasanyone of the following:
- Has weight-bearing restrictions/external bracing requiring assistance with mobility/function and requires intensive therapy
to prevent negative functional outcomes & achieve rehabilitation goal(s)
- Requires 2 or more interprofessional services
- Wound or nursing care cannot be safely managed in the community
- Demonstrates cognitive capacity to learn & carryover
- Pre-existing condition(s) that impact on recovery and daily function

N —

Specialized Complex Trauma

| *May be occasional :
I admissions from the |
community. |

Inpatient Rehabilitation

Patient:

e With a significant neuromusculoskeletal trauma, multiple trauma or polytrauma injury from high energy external force
against the body

e Clinical presentation: Complex orthopaedic, soft tissue &/or peripheral nerve injuries

e Injury Severity Score (ISS): 16 or greater. May have lower a ISS score with multiple limb involvement or complex multiple
injuries to a single limb

e No longer requires inpatient rehabilitation; however, has any one of the following:
- Has weight-bearing restrictions/external bracing
- Requires 2 or more interprofessional services to achieve rehabilitation goal(s)
- Wound or nursing care can be managed safely in the community
- Pre-existing condition(s) that impact on recovery and daily function

<_~

Specialized Complex Trauma

Community/Outpatient
Rehabilitation®

' AHuband Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally and
distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment and rehab
coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED COMPLEX TRAUMA REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, complex trauma rehabilitation requires a coordinated and collaborative interprofessional team
approach that should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in
service delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: COMPLEX TRAUMA REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patient profile:

e Patients with significant neuromusculoskeletal trauma, multiple trauma or polytrauma injury who
clinically present with complex orthopaedic, soft tissue and/or peripheral nerve injuries sustained
from high energy, external force(s) impact against the body, requiring inpatient rehabilitative care
from an interprofessional team.®* % The Injury Severity Score (ISS) of patients with complex trauma is
16 or greater (i.e., indicative of severe injury).12% 9 However, a small subset of patients with multiple
limb involvement (e.g., multiple fractures on both feet) or complex multiple injuries to a single limb
may have a lower ISS score but would still qualify as having sustained multiple trauma.*

e In addition, any one of the following description or condition contributes to patients requiring
inpatient rehabilitative care:

o Injuries with weight-bearing restrictions/external bracing components that require assistance
with transfers, ambulation, donning/doffing, and require supervised intensive therapy to prevent
negative physiologic or functional outcomes (i.e., contractures/deconditioning)

9 University of Toronto Physical Medicine and Rehabilitation. Fellowship description for trauma rehabilitation. Available from
https://domapp.utoronto.ca/fellowship/dom _index.php?listall=1&divisions=15

9 Lecky, F. et al. (2010). Epidemiology of Polytrauma. Damage Control Management in the Polytrauma Patient. In H.-C. Pape A. Petizman, C. Schwab, P.
Giannoudis. (Eds). Damage control management in the polytrauma patient (pp. 439-450). Springer Science and Business Media. Available from
https://link.springer.com/content/pdf/10.1007%2F978-0-387-89508-6.pdf

% University of Toronto Physical Medicine and Rehabilitation and GTA Rehab Network’s Specialized Rehab Initiative (Phase 1).

97 National Institute for Health and Care Excellence (NICE). (2016). Major trauma: service delivery for major trauma. NICE guideline 40. Available from:
https://www.nice.org.uk/guidance/ng40/evidence/full-guideline-pdf-2313258877
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LOCATION OF PATIENT PROFILE: COMPLEX TRAUMA REHABILITATION
REHABILITATION

o Need for 2 or more of interprofessional services and requiring assistance with self-care activities
of daily living and ambulation

o Wound care or other nursing consideration cannot be safely managed in community.

Demonstrate cognitive capacity to learn and carryover

o Pre-existing conditions (e.g., previous stroke, Parkinson’s disease, lower/upper limb amputation
injury) in addition to the complex trauma injury, that impact on patients’ recovery and daily
function

O

Other Considerations:

e Patients with brain injury, spinal cord injury or an amputation injury in addition to a complex trauma
injury may need to seek the care of a specialized brain injury, spinal cord or amputation injury
rehabilitation program.

o Assessment to screen for clinical presentation of a brain injury in the inpatient rehabilitation
setting is important. The rehabilitative program of a patient with concurrent complex trauma
injury and brain injury depends on the health human resources of the rehabilitation team,
severity of the brain injury and patient needs. To address cognitive-related treatment needs, a
patient may require either a) a consultation from another specialized rehabilitation team, b)
transfer to a specialized brain injury inpatient program, or c) referral to a specialized outpatient
rehabilitation program following inpatient rehabilitation stay.

e Based on a systematic review, there is a gap in evidence regarding rehabilitation settings,
components, intensity, duration and types of therapy, and long-term outcomes for patients who have
experienced multiple trauma.*®

Community-Based/Outpatient Patient profile:

Rehabilitation e Patients with significant neuromusculoskeletal trauma, multiple trauma or polytrauma injury who
Specialized complex trauma clinically present with complex orthopaedic, soft tissue and/or peripheral nerve injuries sustained
rehabilitation can be provided in- from high energy, external force(s) impact against the body, requiring outpatient rehabilitative care

9 Khan, F., Amatya, B., Hoffman, K. (2012). Systematic review of multidisciplinary rehabilitation in patients with multiple trauma. British Journal of Surgery,
99(Suppl 1), 88-96. https://doi.org/10.1002/bjs.7776
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person, virtually or as a hybrid of
both.%

Other Considerations:

from an interprofessional team.1%° 1% The Injury Severity Score of patients with complex trauma is 16

or greater (i.e., indicative of severe injury). 8192103 However, a small subset of patients with multiple

limb involvement (e.g., multiple fractures on both feet) or complex multiple injuries to a single limb

may have a lower ISS score but would still qualify as having sustained multiple trauma.?®

Patient no longer requires supervised daily intensive therapy in an inpatient setting to prevent

negative physiologic or functional outcomes (i.e., contractures/deconditioning); however, has any

one of the following description or condition:

o Patient has injuries with weight-bearing restrictions/external bracing components

o Need for 2 or more of interprofessional services and requiring assistance with ambulation, self-
care, home and community living skills as well as vocational re-integration

o Wound care or other nursing consideration can be safely managed in community.

o Pre-existing conditions (e.g., previous stroke, Parkinson’s disease, lower/upper limb amputation
injury) in addition to the complex trauma injury, that impact on patients’ recovery and daily
function

Patients with brain injury, spinal cord injury or an amputation injury in addition to a complex trauma

injury may need to seek the care of a specialized brain injury, spinal cord or amputation injury

rehabilitation program.

o Assessment to screen for clinical presentation of a brain injury in the outpatient rehabilitation
setting is important. The rehabilitative program of a patient with concurrent complex trauma
injury and brain injury depends on the available resources and competencies of the rehabilitation

9 See Appendix A for key considerations for virtual rehabilitation
100 yniversity of Toronto Physical Medicine and Rehabilitation. Fellowship description for trauma rehabilitation. Available from
https://domapp.utoronto.ca/fellowship/dom _index.php?listall=1&divisions=15

101 ecky, F. et al. (2010). Epidemiology of Polytrauma. Damage Control Management in the Polytrauma Patient. In H.-C. Pape A. Petizman, C. Schwab, P.
Giannoudis. (Eds). Damage control management in the polytrauma patient (pp. 439-450). Springer Science and Business Media. Available from
https://link.springer.com/content/pdf/10.1007%2F978-0-387-89508-6.pdf

102 yniversity of Toronto Physical Medicine and Rehabilitation and GTA Rehab Network’s Specialized Rehab Initiative (Phase 1).
103 National Institute for Health and Care Excellence (NICE). (2016). Major trauma: service delivery for major trauma. NICE guideline 40. Available from:
https://www.nice.org.uk/guidance/ng40/evidence/full-guideline-pdf-2313258877
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team, the severity of the brain injury and patient needs. To address cognitive-related treatment
needs, a patient may require a referral to another specialized outpatient rehabilitation program.
e Based on a systematic review, there is a gap in evidence regarding rehabilitation settings,
components, intensity, duration and types of therapy, and long-term outcomes for patients who have
experienced multiple trauma.%
e Access many years following the injury to support community independence is recommended (e.g.,
high-level cognitive rehabilitation, advanced gait training, advanced prosthetic training, vocational
evaluation and other community re-entry programming).1%

104 Khan, F., Amatya, B., Hoffman, K. (2012). Systematic review of multidisciplinary rehabilitation in patients with multiple trauma. British Journal of Surgery,

99(Suppl 1), 88-96. https://doi.org/10.1002/bjs.7776
105 .S, Department of Veterans Affairs. (2014). Polytrauma Rehabilitation Centre: Design Guide. Report prepared by U.S. Department of Veterans Affairs Office

of Construction & Facilities Management. Available from https://www.cfm.va.gov/til/dGuide/dgPRC.pdf
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR ONCOLOGY

Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke!® model'® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

108

Guiding Principles for Specialized REHABILITATION PROGRAM: ONCOLOGY REHABILITATION
Services

Requires team expertise and
competency

All members of the interdisciplinary team demonstrate ongoing competencies and application
of evidence-based practices to deliver care that minimizes the impact of impairments, reduces
activity limitations and maximizes participation of the oncology patient to promote their
functional recovery. This includes:

o Competencies in cancer specific impairments including but not limited to:
lymphedema, cancer-related fatigue, neurocognitive impairment (including ‘brain
fog’), exercise clearance and prescription, care of the transplanted patient (including
GVHD), post mastectomy syndrome, cording, head drop, scapular dyskinesia, oral and
gastrointestinal impairments, neuropathy, steroid myopathy, sexual health, dietary
and nutritional disorders, psychosocial and mental health difficulties.

106 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more

limited service arrays at sites.

107 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4):
795. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

108 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
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REHABILITATION PROGRAM: ONCOLOGY REHABILITATION

o Knowledge of specific neuromuscular, neurologic (central and peripheral) and
musculoskeletal impairments related to treatment (i.e., chemotherapy, radiation,
immunotherapy, and targeted therapy) and taken in the context of patient prognosis.

Specialized rehabilitation programs systematically capture and analyze patient, staff and
coordinating-specialist data to address discrepancies and improve patient outcomes. An
interprofessional team that utilizes skills and training from individuals’ respective disciplines to
focus and augment the recovery of patients with complex rehabilitation (with condition
specific needs and risks) through experience, communication and continued professional
development.

Specialized Oncology Rehab teams receive ongoing professional development to deliver
current evidence-based Oncology Rehab services.

Provides services to a critical mass

To be considered experts, rehabilitation clinicians should carry a caseload of patients requiring
oncology rehabilitation on a regular basis to develop/maintain clinical skills to address
patients’ needs and to be comfortable with the evolving treatment options.

The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all oncology-related levels of impairment and needs to be sufficient to
maintain expertise in the oncology rehabilitation population, resulting in effective and efficient
care.

Specialized oncology rehabilitation should be provided across multiple sectors/locations of
care (e.g., inpatient rehabilitation and/or community-based/outpatient rehabilitation including
in-person, virtual rehabilitation or a hybrid of both).1%®

Services require clinical coherence with
other programs

In person/on-site consultation with the primary oncology team or treating physicians (i.e.,
medical oncologist, radiation oncologist, surgeon, palliative care (if relevant) and psychiatry)
When oncology diagnosis overlaps with rehabilitation medicine, coherence and timely
involvement with primary rehabilitation programs is needed (e.g., brain injury for brain tumors
or metastasis; spinal cord injury for spinal tumors or compression; cardiovascular
rehabilitation for cardiotoxicity or comorbid disease; prosthetics and orthotics for oncology

109 May be in partnership across organizations with specialized rehab teams.
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Guiding Principles for Specialized REHABILITATION PROGRAM: ONCOLOGY REHABILITATION
Services

related amputations or musculoskeletal injuries; interventional medicine for those with pain or
modifiable disability, etc.).

Services require specialized resources

Interprofessional expertise from: neuropsychologists, psychiatrists, PM&R physicians,
geriatricians, psychologists, dietitians, social workers, physiotherapists, occupational
therapists, respiratory therapists, speech language pathologists, complete decongestive
therapists or therapists with lymphedema management training, wound care specialists,
nurses with cancer specific training, sex therapists, kinesiologists, pharmacists, palliative care
and orthotists.

Medical equipment funding for patients with limited prognosis is a current barrier in Ontario
and needs special consideration.

Access to the oncology centre for consult and treatment, and/or reliable and efficient
transportation or portering services.

Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics.

Consideration of need for addiction management services
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: ONCOLOGY

Overview - Oncology Rehabilitation (see Table B for details)

-
| *May be occasional !
I admissions from the |
| community. |
=

Patients:

e With medical complexities (e.g., multiple metastases) who are unable to safely transition home or
who are not safely managing at home

e Who have rehab goals that require an interprofessional approach. Goals include managing cancer-
related fatigue and pain, maximizing function and ability to participate in/complete ADLs (i.e., self-
care), and as required, supporting palliative care needs and planning.

e Who are living in communities where resources are limited/untimely would also be considered for

inpatient programs

Specialized Oncology
Inpatient Rehab
Patients:

e Who are able to manage safely at home/community (with/without support)

e Who have rehab goals that require either an interprofessional approach or involvement of a single
rehab professional. Goals may include but are not limited to improving energy levels, education on
pain management strategies, improving cognitive function, assessment for special mobility devices

~_~

Specialized Oncology

Community/Outpatient
Rehab’

A Hub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally
and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment
and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).

Rehabilitative
Care Alliance
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED ONCOLOGY REHABILITATION

Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive

admission criteria.

To achieve optimal functional outcomes, oncology rehabilitation requires a coordinated and collaborative interprofessional team approach that
should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: ONCOLOGY REHABILITATION
REHABILITATION

Inpatient Rehabilitation

Patient profile:

Other Considerations:

Patient with medical complexities (e.g., multiple metastases) who is unable to safely transition home or who
is not safely managing at home

Rehabilitation goals that require interprofessional approach. Goals include managing cancer-related fatigue
and pain, maximizing function and ability to participate in/complete ADLs (i.e., self-care), and as required,
supporting palliative care needs and planning.

Estimated prognosis that is conducive to identified rehabilitation goals

Medical stability for rehabilitation that limits transfers to and from acute care (i.e., frequency of transfusions,
radiation and/or chemotherapy)

Patients living in communities where resources are limited/untimely would also be considered for inpatient
programs

Tolerance of up to 2-3 hours/day in the context of cancer-related fatigue and pain is recommended, but not
always necessary for inpatient rehabilitation

Challenges may be encountered if there are gaps between the resources/services needed following
discharge from inpatient rehab (e.g., financial, OHIP funded support services) or if the patient’s status does
not meet eligibility criteria for services in the community (e.g., palliative care)
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Community-Based/ Patient profile:
Outpatient e Patient who is able to manage safely at home/community (with/without support)
Rehabilitation e Rehabilitation goals that require either an interprofessional approach or involvement of a single
Specialized oncology rehabilitation professional. Goals may include:
rehabilitation can be o Improving ease of performing activities of daily living (ADLs) including self-care, return to work
provided in person, and/or leisure activities. For example, rehabilitation goals may include but are not limited to:
virtually or as a hybrid of * Improving energy levels and tolerance to exercise
both.110 =  Providing education on pain management strategies
=  Optimizing physical function and functional mobility (e.g., bracing, splinting, gait training,
orthotics)

= Improving cognitive function (i.e., ‘brain fog’) following cancer treatment
=  Providing assessment of the need for and prescription of special mobility devices (e.g.,
wheelchair type or walker)
o Connecting patients to ongoing psychosocial supports (e.g., Gilda’s Club, Wellspring, etc.)
o Providing counselling for management of general symptoms (e.g., digestion, constipation,
monitoring patients’ vitals), medication management, nutrition
= [nformation on symptom care management is available from Cancer Care Ontario
https://www.cancercareontario.ca/en/symptom-management
o Providing education on precautions related to bone metastases or other symptoms. For example,
precautions may include avoidance of certain movements to reduce the risk of fractures and
increase safety (e.g., avoiding quick torque movements, high extension/flexion movements, deep
squats)
o Providing education on management strategies for chemo-induced peripheral neuropathies.
o Referring to other resources (e.g., pelvic floor management, continence clinic, mental health
counselling, exercise resources) and liaising with physiatrist or other medical staff

110 see Appendix A for key considerations for virtual rehabilitation.
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Other Considerations:
Patients benefit from the ability to access rehabilitative care at different points throughout their cancer journey
in consideration of late effects that may result from treatment (e.g., side effects from radiation, chemotherapy).
Late effects may appear months to several years following initial treatment. 111112113

111 Byrne, J. (April 14, 2020) Chronic, late effects of cancer treatment: The consequences of a cure. HemOnc today. https://www.healio.com/news/hematology-
oncology/20200414/chronic-late-effects-of-cancer-treatment-the-consequences-of-a-cure

112 National Cancer Institute. (Updated Sept 16, 2016) Late Side Effects of Cancer Treatment https://www.cancer.gov/about-
cancer/coping/survivorship/late-effects Retrieved June 14, 2021.

113 Treanor, C., & Donnelly, M. (2016). Late effects of cancer and cancer treatment—the perspective of the patient. Supportive Care Cancer 24. 337-346,
https://doi.org/10.1007/s00520-015-2796-4.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PEDIATRIC POPULATIONS
Table A

The following section describes the four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke!!* model'™> can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.!!®
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: PEDIATRIC REHABILITATION
Services

Requires team expertise and All members of the interprofessional team demonstrate ongoing competency and application of

competency evidence-based pediatric-specific practices in:

e Developmental milestones and assessment and treatment of infants, children and youth of
varying cognitive and physical developmental levels

e Addressing mental health and psychosocial issues related to pediatric injuries or medical
conditions (including supporting parents/caregivers)

e Assessment and treatment of cognitive impairments related to pediatric conditions of injury
(e.g., ABI, stroke, spinal cord injury)

e Supporting identification of goals towards return to school, play, self-care, social activity, and
(for older youth) employment preparation

114 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more
limited service arrays at sites.

115 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4):
795. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

116 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
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Guiding Principles for Specialized REHABILITATION PROGRAM: PEDIATRIC REHABILITATION
Services

Established protocols and standards of care for managing pediatric wounds, pain, bowel and
bladder function, spasticity, positioning, splinting, range of motion, functional mobility and
gait, psychosocial needs, and age and developmentally appropriate activities of daily living
Specialized expertise and resources to support the preparing of youth and families for
transition to adult services, and adult life

Established protocols for the management of infants, children and youth whom are technology
dependent for such things as ventilation, tracheostomies, feeding and swallowing, and provide
specialized education to family/caregivers to support technology use at home and in the
community

Specialized expertise in supporting augmentative communication devices, and assessment and
prescription of seating and mobility devices for a developing child

Interprofessional team provides rehabilitation program tailored to the child, youth and family
goals, provides education, and partners in goal setting and attainment that is appropriate to
developmental level, impairment or injury, and abilities

Interprofessional team members may include, but are not limited to, the following: physicians
- including developmental pediatricians and physical medicine and rehabilitation specialists,
psychologists, neuropsychologists, nurse practitioners, nurses, physical therapists,
occupational therapists, occupational therapist assistants/physical therapist assistants,
audiologists, speech-language pathologists, communication disorders assistants, social
workers, dietitians, pharmacists, recreational therapy specialists, recreational therapy
assistants, behavioural specialists, spiritual care practitioners, child life specialists, child and
youth workers, life skills coaches, music therapists, art therapists, early childhood educators,
respiratory therapists, orthotists and prosthetists.

Specialized pediatric rehab teams receive ongoing professional development to deliver current
evidence-based pediatric rehab services

Provides services to a critical mass

To be considered experts, pediatric rehabilitation clinicians should carry a caseload of infant,
children and youth requiring specialized pediatric rehabilitation on a regular basis to
develop/maintain the needed clinical skills to address this population’s needs. Further
specialization within the pediatric rehabilitation is also typical with distinct teams for
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Guiding Principles for Specialized REHABILITATION PROGRAM: PEDIATRIC REHABILITATION
Services

specialized rehabilitation in such areas as ABI, orthopedics, spinal cord injury, craniofacial
anomalies (e.g., cleft palate), neuromotor conditions, and neuromuscular conditions.

The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all pediatric-related levels of complexity and needs to be sufficient to
maintain expertise in the pediatric rehabilitation population, resulting in effective and efficient
care.

Specialized pediatric rehabilitation should be provided across multiple sectors/locations of
care (e.g., inpatient rehabilitation, community-based rehabilitation (e.g., home and school
settings), and/or outpatient rehabilitation. Rehabilitation services may be delivered in-person,
virtually, or a hybrid of both).**’

Services require clinical coherence with
other programs

Access to consultative services:

Medical/Surgical services (with pediatric specialization): neurology, neurosurgery, respirology,
orthopedic surgery, psychiatry, psychology, urology, plastic surgery, oncology,
gastroenterology, ENT and related diagnostic imaging

Established mechanisms and pathways to support community integration and provide long-
term follow up; reassess goals, health and services as the individual ages

School/education services

Exercise equipment, mobility devices and assistive devices of varying size to support all
pediatric populations from 0-18 years of age

Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics

Services require specialized resources

Broad variety of family education resources and child- and youth- oriented skills development
programs

May require access to specialized resources including:

o Multi-sensory environments (Snoezelen rooms and/or pools), toys and games

o EMG and ultrasound machines for procedures

o Access to diagnostic imaging (X-ray, ultrasound) and laboratory services

117 May be in partnership across organizations with specialized rehab teams.
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Services
o Specialized beds, mattresses, pressure reducing surfaces, cribs of varying sizes
o Wide variety of mobility equipment and assistive devices (e.g., passy-muir valves, AAC,
hearing aids, cochlear implants and others) of varying sizes to support all pediatric
populations from 0-18 years of age
e Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics.
e Consideration of need for addiction management services
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: PEDIATRIC

Overview — Pediatric Rehabilitation (see Table B for details)

Pediatric Patients:

o Who require extended inpatient rehabilitative care (e.g., greater than two weeks) from 2 or more
interprofessional therapy services (e.g., Respiratory Therapist, OT, PT, SLP, psychology, social work),

| skilled clinicians to address complex medical and rehab needs, and educational supports such as
pediatric advanced practice educators

e May include infants, children or youth with multiple conditions including: musculoskeletal trauma, or
orthopedic surgery, ABI, stroke, spinal cord injury, oncology and oncology surgery, complex
respiratory and cardiac care needs, including transplant recipients

| *May be occasional |
I admissions from the |
community. |

Specialized Pediatric
Inpatient Rehab

Pediatric Patients:

e Who typically require 2 or more services (e.g., developmental pediatrics, OT, PT, SLP, psychology) to
address current rehabilitation goals, and to monitor need for additional services based on
developmental needs

e For whom the involvement of interprofessional therapy services are not consistently available locally,
and/or cannot be sustained in OHTs due to higher complexity and lower incidence

e May include infants, children or youth with multiple and diverse conditions including: musculoskeletal
trauma, or orthopedic surgery, ABI, stroke, spinal cord injury, oncology and oncology surgery, complex
respiratory and cardiac care needs, including transplant recipients

Specialized Pediatric
Community/Outpatient
Rehab'

! AHub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally
and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment
and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED PEDIATRIC REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, pediatric rehabilitation requires a coordinated and collaborative interprofessional team approach that
should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: PEDIATRIC REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patient profile:

e Pediatric patients requiring extended inpatient rehabilitative care (e.g., greater than two weeks) from an
interprofessional team
Consistent with evidence around tiered pediatric networks'*?, it is expected that community OHTs may be
able to manage shorter, less complex inpatient rehabilitation stays allowing families to remain closer to
home; however, specialized rehabilitation services are recommended when the pediatric patient requires
inpatient rehabilitation from 2 or more interprofessional therapy services (e.g., Respiratory Therapist, OT, PT,
SLP, psychology, social work), skilled clinicians to address complex medical and rehabilitative care needs, and
educational supports such as pediatric advanced practice educators.

e Inpatient pediatric populations may include infants, children or youth with multiple conditions including:
musculoskeletal trauma, or orthopedic surgery, ABI, stroke, spinal cord injury, oncology and oncology
surgery, complex respiratory and cardiac care needs, including transplant recipients

118

Community- Patient profile:

Based/Outpatient e Pediatric populations requiring specialized rehabilitation in an outpatient setting with an interprofessional
Rehabilitation team of specialized rehabilitation providers will typically require 2 or more services (e.g., developmental
Specialized pediatric pediatrics, OT, PT, SLP, psychology) to address current rehabilitation goals, and to monitor need for
rehabilitation can be additional services based on developmental needs

118 Waibel, S., Williams, J., Tuff, Y., Shum, J., Scarr, J. & O’Donnell, M. (2021). Development of the Tiers of Service framework to support system and operational
planning for children’s healthcare services. BMIC Health Services Research, 21(693), 1-13. https://doi.org/10.1186/s12913-021-06616-9
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LOCATION OF PATIENT PROFILE: PEDIATRIC REHABILITATION
REHABILITATION
provided in-person, e |tis expected that community OHTs may be able to provide appropriate local access to rehabilitation services
virtually or as hybrid of for populations for which there are sufficient numbers (a critical mass) that clinical capacity is consistently
both.? available (e.g., outpatient neuromotor therapy for children with cerebral palsy), or where local expertise can

be effectively developed and sustained to support longer term needs.

e Specialized rehabilitation services are recommended when the pediatric outpatient or rehabilitative care
requires the involvement of interprofessional therapy services that are not consistently available locally,
and/or cannot be sustained in OHTs due to higher complexity and lower incidence

e Pediatric populations requiring outpatient and community care may include infants, children or youth with
multiple and diverse conditions including: musculoskeletal trauma, or orthopedic surgery, ABI, stroke, spinal
cord injury, oncology and oncology surgery, complex respiratory and cardiac care needs, including transplant
recipients

In many cases, providers in specialized pediatric rehabilitation environments may partner with regional/local

pediatric providers to support successful transition of care to local outpatient services and community services —

providing consultation and capacity building in local communities

119 see Appendix A for key considerations for virtual rehabilitation.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PULMONARY REHABILITATION
Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke!?*® model'*! can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: PULMONARY REHABILITATION
Services

122

Requires team expertise and e All members of the interprofessional team demonstrate ongoing competency and application
competency of evidence-based practices to deliver respiratory rehabilitation. This includes:

o Understanding of the fundamentals of respiratory rehabilitation: supervised exercise,
self-management education, psychological support and patient involvement in goal
setting as well as early involvement of primary care

o Team skills of treating to target outcome measures for exercise, quality of life,
symptoms (e.g., dyspnea, cough and fatigue) and mental health

e Interprofessional team including Medical Director, Physiotherapist, Occupational Therapist,
Respiratory Therapist, Nurse educator, Kinesiologist, and other consulting team members (e.g.,
Dietary, Social Work, Psychiatry/Psychology, Spiritual Support)

120 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more
limited service arrays at sites.

121 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4):
795. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

122 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
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REHABILITATION PROGRAM: PULMONARY REHABILITATION

To be considered experts, rehabilitation clinicians should carry a caseload of patients requiring
pulmonary rehabilitation on a regular basis to develop/maintain clinical skills to address
patients’ needs.

The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of pulmonary-related levels of impairment and needs to be sufficient to
maintain expertise in the pulmonary rehabilitation population, resulting in effective and
efficient care.

Specialized pulmonary rehabilitation should be provided across multiple sectors/locations of
care (e.g., inpatient rehabilitation and/or community-based/ outpatient rehabilitation
including in-person, virtual rehabilitation or a hybrid of both).1?

Specialized Pulmonary Rehab teams receive ongoing professional development to deliver
current evidence-based Pulmonary Rehab services.

Services require clinical coherence with
other programs

Supporting laboratories: pulmonary function testing, exercise, oxygen assessment, sleep
laboratory and tracheostomy.

Services require specialized resources

Specialized equipment for exercise monitoring such as oximeters, scales to assess exercise
exertion and sphygmomanometers

Access to supplemental oxygen

Availability of or access to a smoking cessation program or other addiction management
services.

Database for quality improvement

Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics.

123 May be in partnership across organizations with specialized rehab teams.

63 | Page
March 2023



el Rehabilitative

¢ Network Care Alliance

DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: PULMONARY

Overview - Pulmonary Rehabilitation (see Table B for details)

Patients:
e Who have moderately severe to severe lung impairment or other medical complications affecting the
respiratory system (new or chronic condition)
_— e  Multiple co-occurring medical conditions including psychological dysfunction (i.e., CHF, anxiety and
depression, frailty, uncontrolled diabetes) AND are not able to function independently (or with support) at
home

| *May be occasional : o Who are clinically stable and able to learn and retain new information
I admissions from the |
I

I .
L _ _community.

Specialized Pulmonary

Inpatient Rehab

Patients:

e  With mild to moderately severe lung impairment or other medical complications affecting the respiratory
system (new or chronic condition).

e May include some patients with severe or very severe impairment who are functionally independent at
home but require pulmonary rehab (e.g., for education and exercise, pre-transplant)

e Who are clinically stable

o Who are able to learn and retain new information

~~

Specialized Pulmonary

Community/Outpatient
Rehab'

! AHub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally
and distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment
and rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED PULMONARY REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, pulmonary rehabilitation requires a coordinated and collaborative interprofessional team approach
that should be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service
delivery and the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: PULMONARY REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patient profile:

e Moderately severe to severe lung impairment or other medical complications affecting the respiratory
system (new or chronic condition)

e  Multiple co-occurring medical conditions including psychological dysfunction (i.e., CHF, anxiety and
depression, frailty, uncontrolled diabetes) AND are not able to function independently (or with support) at
home

e C(linically stable

e (Care needs that can be met by the available nursing and personal care resources

e Ability to learn and retain new information, and where available, has demonstrated progress towards new
learning and goals

Other Considerations:
e Factors considered for inpatient specialized rehabilitation program include:
o Require specialized respiratory interventions (e.g., tracheostomy, assisted cough, etc.)
o Access to rehabilitation including distance, ability to travel, unavailability of outpatient pulmonary
rehabilitation programs in the patient’s community
o Discharge destination: homelessness should not preclude patients from access to specialized
pulmonary rehab. (Note: if discharge destination is not available, where required, arrangements can
be made for repatriation to hospital of origin or elsewhere for longer term planning)
e Special considerations can be made to extend the length of rehabilitation program if there have been
respiratory exacerbations, or other medical or social reasons for non-completion.
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e Maintenance exercise plan and follow-up (depending on patient’s previous respiratory rehabilitation
experience) is provided on discharge.

Community-Based/ Patient profile:

Outpatient-Based e Mild to moderately severe lung impairment or other medical complications affecting the respiratory system
Rehabilitation (new or chronic condition).

Specialized pulmonary o Some patients with severe impairment whose functioning at home is independent may also require
rehabilitation can be pulmonary rehab (e.g., for education and exercise, pre-transplant)

provided in-person, e Clinically stable

virtuallzlz/ orasahybridof | e Ability to learn and retain new information

both.

Other Considerations:

e Factors considered for outpatient specialized rehabilitation program include access to rehabilitative care
(i.e., distance, ability to travel)

e Patients with severe or very severe lung impairment who are able to manage at home may be referred to
outpatient-based rehabilitation.

e [f virtual delivery of pulmonary rehabilitation is considered, there is a continued need for a hybrid approach.
Virtual delivery can be done for telemonitoring (e.g., for saturation levels, target heart rate, blood pressure),
while other interventions and outcome measures require in-person sessions (e.g., sit to stand testing, chest
physiotherapy, etc.).

e Maintenance exercise plan is provided on discharge.

124 see Appendix A for key considerations for virtual rehabilitation.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PATIENTS FOLLOWING A SPINAL CORD INJURY (SCI)
Table A

The following section describes four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Unless otherwise stated, these principles apply to dedicated SCI Rehabilitation Programs and dedicated Neuro-Rehabilitation Programs that see
patients with SCI as defined in the patient profile sections below.

Note: A hybrid modified Hub and Spoke'?® model'?® can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.*?’
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

Guiding Principles for Specialized REHABILITATION PROGRAM: SCI REHABILITATION
Services

Requires team expertise and e Accredited program with adequate staffing levels, SCl-specific experience, training and

competency expertise in assessing and managing complex needs of patients with traumatic/non-traumatic
SCl, concomitant injuries and co-morbidities, prevention and management of long-term
secondary complications.

e Funding for training and re-training is available for the interprofessional team and new staff

e Interprofessional team provides SCI rehabilitation of sufficient intensity tailored to the
patient's goals, impairment and abilities while providing and evaluating patient family
education, goal attainment and disability adjustment.

e Established protocols for spasticity, and neuropathic pain

125 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more
limited service arrays at sites.

126 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4):
795. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

127 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.
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REHABILITATION PROGRAM: SCI REHABILITATION

e SCI Program only: Established protocols for weaning non-invasive ventilation, LVA/cough
assist, pressure injury prevention and management, AD, OH, VTE prophylaxis, bone health,
neurogenic bowel/bladder, neurologic recovery or decline.

Provides services to a critical mass

e Expertise of the team is demonstrated in programs that are led by clinicians with specialty
training who use data and reflective practice to inform service delivery.

e To be considered experts, rehabilitation clinicians should carry a caseload of these patients on
a regular basis to develop/maintain clinical skills to address physical and psychosocial
problems associated with spinal cord injury including mobility, bowel and bladder function,
sexuality, skin integrity, cardiovascular status, respiratory condition and/or any other
impairments, as well as prescription of specialized equipment and education/referral to
funding programs/resources to support SCl needs.

o The same interprofessional inpatient rehabilitation team, including nursing, should be
dedicated to seeing all patients with SCI for rehabilitation.

e The volume of patients seen in specialized inpatient and/or outpatient rehabilitation programs
should be inclusive of all SCl-related levels of complexity (high tetraplegia to cauda equina)
and needs to be sufficient to maintain expertise in the SCI rehabilitation population, resulting
in effective and efficient care.

e SCl rehabilitation programs and Neuro-rehabilitation programs should provide specialized SCI
rehabilitation services across the continuum either internally or for community-based rehab
through collaboration with other hub centres (e.g., inpatient rehabilitation and/or
community/outpatient-based rehabilitation including in-person, virtual rehabilitation or a
hybrid of both).

o Patients who have been seen in an inpatient neuro-rehabilitation program, should
have clearly identified outpatient follow-up. This should include outpatient
rehabilitation and physiatry follow-up in the same organization where in-patient
rehabilitation was provided or via an arrangement with another organization with
relevant expertise.

Services require clinical coherence with
other programs

Access to consultative services:
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Guiding Principles for Specialized REHABILITATION PROGRAM: SCI REHABILITATION
Services

e Maedical/Surgical services: physiatry (PMR), neurology, neurosurgery, orthopedic surgery,
psychiatry, psychology, urology, gynecology, plastic surgery, gastroenterology, ENT and related
diagnostic imaging, dermatology, geriatrics, infectious disease, internal medicine, oncology,
respirology

e Services/tertiary clinics include: PMR/OT/PT/SW/SLP/RT/RecT/Spiritual Care

e RN, RD, assistive technology, pain management, EMG/NCS, chiropody, orthotist, bone health,
dental, gynecology, seating clinic, sexual health, wound care, spasticity, upper limb function,
neurology, psychology, psychosocial support.

e Established mechanisms to support community integration and provide long-term follow up;
reassess goals, health and services as individual ages with SCI.

Acronyms Used:

AD = autonomic dysreflexia BTX = botulinum toxin

EMG/ NCS = electromyography, nerve conduction studies

ENT = Ears nose throat = otolaryngologist LVA= Lung volume augmentation
OH= Orthostatic Hypotension OT = Occupational Therapist
PMR = Physical Medicine and Rehabilitation= Physiatrist

PT= Physiotherapist RD= Registered Dietitian

RecT= Recreational Therapist RN= Registered Nurse

RT= Respiratory Therapist SCI= Spinal Cord Injury

SLP= Speech Language Pathologist SW = Social Worker

VTE= Venous thromboembolism

Services require specialized resources SCI Program only:

Access to:

e Neuro Urology clinics - routine diagnostics (intravesical botulinum toxin)
e Respiratory care

e Sexual health and fertility services

e New technologies to advance treatment

e Skin and wound clinic

e Bone health clinic
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Guiding Principles for Specialized REHABILITATION PROGRAM: SCI REHABILITATION

Services

e SClI patient and family education resources including classes and written materials
e May have access to the following in collaboration with surgical programs:

o Surgical pressure injury flap program

o Peripheral nerve transplant and tendon transfer rehabilitation

o Intrathecal Baclofen Pump Program

SCl and Neuro-rehabilitation Programs:

Access to:

e Spinal Cord Injury Ontario (SCIO) partnership for peer support and vocational rehabilitation
e SCI patient and family education written materials

e Consideration of need for addiction management services
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DETERMINING THE OPTIMAL SPECIALIZED REHABILITATION LOCATION BASED ON PATIENT PROFILE: SPINAL CORD INJURY

Overview - Spinal Cord Injury Rehabilitation (see Table B for details)

Acute Care Hospital*

I *May be occasional |

*May be occasional
I admissions from the |
community. |

Acute Care, Inpatient
Rehab, or Community,

Patient profile A:

e SClordisease

ASIA Impairment Scale Score (ASIAA-D)
Complex mobility & assistive devices needs
Complex pain & spasticity

Bowel & bladder dysfunction

Patient profile B:

e Incomplete SCl or disease

e Less complex mobility needs (e.g., walking with/without
assistance)

e No complex assistive device needs

e No neurogenic bowel, bladder or sexual dysfunction

~_~

Specialized SCI

Inpatient Rehab

Patient profile A:

e SClordisease

e  Patients discharged from inpatient rehab (ASIA
Impairment Scale Score - ASIA A—D)

e Patients who did not receive inpatient rehab (ASIA
Impairment Scale Score - ASIA C — D)

e Complex mobility & assistive devices needs, complex pain
& spasticity, bowel & bladder dysfunction requiring access
to specialized services

~_~

Inpatient Neuro-Rehab
Program

Patient profile B:

e Incomplete SCl or disease

e Less complex mobility needs, no complex assistive devices
needs, no neurogenic bowel, bladder or sexual dysfunction

~_~

Specialized SCI

Community/Outpatient
Rehab’

~_~

ASome patients may require
referral for some specialized
SCl services.

Community/Outpatient
Neuro-Rehab ProgramA*

* AHub and Spoke model may be considered for community-based rehab where the specialized rehab expertise is not available locally and distance from a
specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment and rehab coordination required (i.e.,
the rehab therapists to provide the number of sessions and intensity of therapy recommended).

71

| Page

March 2023



el Rehabilitative

S Network Care Alliance

PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED SPINAL CORD INJURY REHABILITATION
Table B

The following section describes the patient profile for those who require specialized rehabilitation. It is not meant to reflect comprehensive
admission criteria.

To achieve optimal functional outcomes, SCI rehabilitation requires a coordinated and collaborative interprofessional team approach that should
be holistic and person-centred addressing the specific needs of the patient. Patients and families are viewed as partners in service delivery and
the interprofessional team works in collaboration with them to deliver care.

LOCATION OF PATIENT PROFILE: SCI REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patients who have sustained a spinal cord injury require specialized rehabilitation.'?® Earlier admission to
specialized, interdisciplinary SCl care is associated with reduced length of total hospital stay and greater and
faster rehabilitation gains with fewer medical secondary complications. 12 1%

Depending on the severity of the injury and/or the presence of associated sequelae or co-morbidities, a patient
should be seen in either a dedicated spinal cord injury program or in a neuro-rehabilitation program that has the
clinical expertise based on specialty training and carrying a caseload of these patients on a regular basis to
develop/maintain clinical skills. The differentiating criteria for each of these patient profiles is described below.

SCI Rehabilitation Program - Patient Profile:

128 see the Patient Profile sections for criteria that differentiate between patients who require inpatient rehabilitation and outpatient rehabilitation.

129 Harnett A., Bateman A., Mclintyre A., Parikh R., Middleton J., Arora M., Wolfe D., & Mehta S. (2020). Spinal Cord Injury Rehabilitation Practices. In Eng J.J.,
Teasell R.W., Miller W.C., Wolfe D.L., Townson A.F., Hsieh J.T.C, Noonan V., Mehta S., McIntyre A, Queree M., editors. Spinal Cord Injury Rehabilitation
Evidence. Version 7.0: 1-100.

130 Harnett et al. “In contrast to a specialized SCI rehabilitation program, general rehabilitation programs are designed for individuals who have a medically
stable disability, without additional active medical problems that could affect participation in therapies, with identifiable rehabilitation goals and a high
potential to achieve those goals towards upgrading or maintenance of independence in the home and community... A general program of rehabilitation may
not be able to provide acute medical services and diagnostics, especially for complex medical conditions that involve multiple body systems such as SCI with or
without impaired cognition.”
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e Patients have a primary diagnosis of spinal cord injury or disease (traumatic and non-traumatic) and are
medically and surgically stable

e Patients with any ASIA Impairment Scale Score (ASIA A — D)*3! who may also have complex mobility and
assistive device needs (including specialized seating), complex pain and spasticity (e.g., flexor withdrawal),
and bowel and bladder dysfunction.

® These patients require specialized SCI rehabilitation that can address all aspects of spinal cord injury
(complex psychosocial, physical, bowel and bladder, sexuality, complex pain, community reintegration, and
patient safety) to allow the SCI patient to reach maximum potential from an emotional, physical and
vocational perspective.

e These patients also require access to specialized programs including community integration, sport and
leisure, public transportation training, home accessibility training, and access to accessible exercise
equipment.

e Patients have access to SCI patient education and community services such as Spinal Cord Injury Ontario
(sclo).

Neuro-rehabilitation Program — Patient Profile:

e These are patients with an incomplete SCI who have less complex mobility deficits (e.g., already walking with
or without assistance) and no complex assistive device needs.

e No neurogenic bowel, bladder or sexual dysfunction as part of the patient’s impairment

o They are medically and surgically stable.

Other considerations:

e There is a population of patients who do not have spinal cord injury or disease, but meet all the other
complex needs of a specialized SCI or neuro-rehabilitation program. This group of patients has chronic but
not progressive disease and are not classified under the ISNCSCI (A-D classification system). They have
monoplegia, paraplegia or tetraplegia as a result of severe peripheral nerve disease or injury: Guillain-Barré
syndrome (GBS), chronic inflammatory demyelinating polyneuropathy (CIDP), critical iliness polyneuropathy,
severe brachial plexus or lumbosacral plexus injury.

131 A=Complete; B=Sensory incomplete; C=Motor incomplete; D-motor incomplete. See International Standards for Neurological Classification of Spinal Cord

Injury, 2019
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Community-Based/
Outpatient
Rehabilitation
Specialized spinal cord
injury rehabilitation can
be provided in person,
virtually or as a hybrid of
both.3?

Patients who have sustained a spinal cord injury require specialized rehabilitation and should have clearly
identified outpatient follow-up. Depending on the severity of the injury and/or the presence of associated
sequelae or co-morbidities, a patient should be seen in a spinal cord injury rehabilitation program or in a neuro-
rehabilitation program. However, the Hub and Spoke model may be considered for community-based rehab
where distance from the specialized rehab centre is prohibitive for the patient/family provided that the local
region has adequate resources to offer the treatment recommended (i.e., the required rehab therapists and
number of therapy sessions).

The differentiating criteria for each of these patient profiles is described below.

For patients who have been seen in an inpatient neuro-rehabilitation program, their outpatient follow-up should
include outpatient rehabilitation and physiatry in the same organization where inpatient rehabilitation was
provided or via an arrangement with another organization (e.g., satellite centre) with access to the relevant
expertise required.

SCI Rehabilitation Program - Patient profile:

e Patients may have been discharged from an inpatient program or may have been discharged directly from
acute care

e Patients have a primary diagnosis of spinal cord injury or disease (traumatic and non-traumatic) as described
in the inpatient SCI Rehabilitation Program patient profile, who are already residing in the community and
who no longer need 24-hour hospital care.

e Patients with ASIA Impairment Scale Score (ASIA C-D) who did not receive inpatient rehabilitation.

e Patients require access to specialized services, e.g., neurogenic bowel and bladder training, urology clinic,
gynaecology, sexual/fertility counselling, specialized seating clinic, bone densitometry, expanded AAC clinic
for assistive technology, wound clinic

e Patients require:

o Spasticity management

o Specialized rehabilitation specific to spinal cord injury (e.g., KAFO, FES training, advanced wheelchair
skills for spinal cord injured patients)

o More complex wound management issues that have not been managed in the community

132 see Appendix A for key considerations for virtual rehabilitation care.
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e Patients may require referrals to specialized programs in the community including community integration,
sports and leisure, public transportation training and accessible exercise equipment

Neuro-rehabilitation Program — Patient Profile:

e Patients with an incomplete SCI, as described in the inpatient Neuro-rehabilitation Program patient profile,
are residing in the community. They may have been discharged from an inpatient neuro-rehabilitation
program or were discharged directly from acute care.

e These patients require community-based rehabilitation to achieve higher functional goals and/or to address
a specific rehabilitative care need, which may be an impairment or a participation issue that requires
assessment and/or treatment by a health professional.

e Patients may require access to neurogenic bowel and bladder training, urology clinic, gynaecology, spasticity
management clinic and orthotics clinic.

Other considerations:

e There is a population of patients who do not have spinal cord injury or disease, but meet all the other
complex needs of a specialized SCI or neuro-rehabilitation program. This group of patients has chronic but
not progressive disease and are not classified under the ISNCSCI (A-D classification system). They have
monoplegia, paraplegia or tetraplegia as a result of severe peripheral nerve disease or injury: Guillain-Barré
syndrome (GBS), chronic inflammatory demyelinating polyneuropathy (CIDP), critical iliness polyneuropathy,
severe brachial plexus or lumbosacral plexus injury.
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KEY ASPECTS OF SPECIALIZED REHABILITATION PROGRAMS FOR PATIENTS FOLLOWING STROKE

Table A

The following section describes the four guiding principles for specialized rehabilitation programs. In order to be considered a specialized
rehabilitation program, all aspects of these principles need to be in place and should not be considered in isolation.

Note: A hybrid modified Hub and Spoke!** model'** can address rural disparities and meet the needs of people who require community-based
rehabilitation when there is low prevalence of the health condition within the local community (i.e., specialized rehab expertise is not available)
or the distance from the specialized provider is prohibitive. By using this model, organizations can partner with designated specialized rehab
teams (inpatient, outpatient or other specialized community team) to collaborate on the care needs of patients with complex needs.
Consideration will need to be given to funding for the expanded role of regional rehab hub programs to support ‘spoke’ providers to deliver care
more locally, under the guidance of specialized rehab teams with expertise in a specific area.

135

Guiding Principles for Specialized REHABILITATION PROGRAM: STROKE REHABILITATION
Services

Requires team expertise and
competency

Stroke care providers must have the knowledge base, core training and expertise to select and
provide appropriate assessment and interventions, then adapt and progress these
interventions in response to the rapidly evolving needs of each person with stroke.
Specialized stroke teams are interprofessional with expertise/core training in stroke
rehabilitation.

o Core team members for inpatient rehab include: physicians (i.e., physiatrist,
neurologist, or other physicians with training in stroke rehabilitation), nurses,
physiotherapists, occupational therapists, speech-language pathologists, social
workers, and clinical dietitians.*” (See Appendix B for additional team members)

136

133 The hub-and-spoke model, as applied in healthcare settings, is a method of organization involving the establishment of a main campus or hub, which
receives the heaviest resource investments and supplies the most intensive medical services, complemented by satellite campuses or spokes, which offer more

limited service arrays at sites.

134 Elrod, J.K., & Fortenberry, J.L. (2017) The hub-and-spoke organization design revisited: a lifeline for rural hospitals. BMC Health Service Res, 17(Suppl 4):
795. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5751794/

135 How the Hub and Spoke model will be operationalized will be addressed in future by the RCA in discussion with OH/MOH.

136 See CorHealth Ontario’s Stroke Core Competency Framework. Accessed from https://www.corhealthontario.ca/core-competencies
137 Canadian Stroke Best Practices. 6% Edition-2019 Updated. Stroke Rehabilitation Unit Care. Available from:
https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation/stroke-rehabilitation-unit-care
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o Core team members for community stroke rehab at a minimum include: Occupational
Therapy, Physiotherapy, Speech-Language Pathology, Social Work, and a dedicated
stroke care coordinator/navigator.'*® (See Appendix B for additional team members)

To provide specialized stroke care, all team members must have appropriate and up-to-date
credentials/licenses in their fields. Team members are provided with additional training to
develop and maintain competencies regarding the unique needs of individuals with stroke.
Specialized stroke teams provide care reflective of the Canadian Stroke Best Practice
Recommendations,**® CorHealth Ontario Community Stroke Rehabilitation: Model of Care, and
Quality-Based Procedures: Clinical Handbook for Stroke (Acute and Postacute).!#

Specialized stroke teams receive ongoing professional development to deliver current
evidence-based stroke services.

Provides services to a critical mass

Providing care to a critical mass (minimum volume) of stroke patients supports development
of a specialized skillset for stroke teams and sustainability of specialized stroke services.

The volume of patients served by the stroke rehabilitation program supports the development
and maintenance of the rehabilitation team’s expertise and competency. To be considered
experts rehab clinicians should carry a caseload of patients with stroke on a consistent basis to
develop/maintain clinical skills to address the variety of impairments seen after stroke.

The volume of patients seen in specialized stroke programs includes all levels of complexity
associated with stroke presentation, resulting in effective and efficient care.

Integrated stroke care requires a coordinated approach across the continuum (e.g., acute care,
inpatient rehabilitation and/or community-based/outpatient rehabilitation including in-
person, virtual rehabilitation or a hybrid of both) to ensure persons experiencing stroke
receive access to expert best practice care.'*!

Specialized stroke teams should be located in a geographically-defined area to support a
critical mass of patients.

138 CorHealth Ontario (July 2022) Community Stroke Rehabilitation Model of Care. Available from: https://www.corhealthontario.ca/Community-Stroke-Rehab-

Model-of-Care-092022.pdf

139 See https://www.strokebestpractices.ca/

140Health Quality Ontario; Ministry of Health and Long-Term Care. Quality-based Procedures: Clinical Handbook for Stroke (Acute and Postacute). Toronto:
Health Quality Ontario; 2016 December. 132 Accessed at: https://health.gov.on.ca/en/pro/programs/ecfa/docs/gbp stroke.pdf
141 May be in partnership across organizations with specialized rehab teams.
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Guiding Principles for Specialized REHABILITATION PROGRAM: STROKE REHABILITATION
Services

Services require clinical coherence with | ¢  Stroke care is provided across a continuum, starting in hyperacute settings at the onset of

other programs stroke and continuing into the community months to years after a stroke.

e Since stroke care is provided across a continuum in multiple care settings, coordination with
several other specialized services (e.g., secondary stroke prevention, seating, community
support services, March of Dimes After Stroke program, continence services, spasticity
management) and non-specialized services (e.g., falls prevention, smoking cessation, mental
health) is essential to support a patient’s journey of recovery after stroke.

e Effective coordination of services is required for positive patient outcomes and equitable,
timely access to services for stroke patients.

Services require specialized resources e Substantial capital and operating resources are required to create and sustain stroke services,
including dedicated human resources, space, and equipment to conduct assessments and
deliver interventions. These resources are not typically available in non-specialized settings
and require specific knowledge and expertise to operate (e.g., videofluoroscopic swallowing
studies, fibreoptic endoscopic evaluation of swallowing, augmentative communication,
assistive technology, vision and perception, driving assessment and intervention, return to
work and avocational activities).'#?

e Stroke care interventions are time sensitive and resource dense. Stroke care is progressive and
dynamic, requiring specialized, individually tailored resources that extend well beyond the
acute episode of care.

e Providing care aligned with best practices for stroke rehabilitation intensity requires extensive
human resource requirements in the form of specialized stroke teams

e Once deemed to be medically and neurologically stable, patients should receive a
recommended three hours per day of direct task-specific therapy, at least five days a week,
delivered by the interdisciplinary stroke team; more therapy results in better outcomes with a

142 Note: These specialized stroke services are reflective of those provided across the continuum of care; not all of these specialized stroke resources are
available within an inpatient or community-based stroke rehab setting.
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recommended therapist to patient ratio of 1:6 for occupational therapy and physiotherapy and
1:12 for speech-language pathology 43 144 145

Outpatient and in-home rehabilitation services recommended intensity of rehabilitation at a
frequency dictated by the person with stroke’s needs and goals and guided by best practices
(45 minutes per day per required discipline, 2-5 days per week)'* for 8-12 weeks

Early Supported Discharge services should be provided 5 days per week at the same level of
intensity as they would have received in the inpatient setting to meet patient needs.

Funding for ongoing professional development of team members, which may include travel for
sub-specialized topics

Consideration of need for addiction management services

143 Canadian Stroke Best Practices. 6% Edition-2019 Updated. Stroke Rehabilitation Unit Care. Available from:
https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation/stroke-rehabilitation-unit-care

144 Health Quality Ontario; Ministry of Health and Long-Term Care. Quality-based Procedures: Clinical Handbook for Stroke (Acute and Postacute). Toronto:
Health Quality Ontario; 2016 December. 132 p. Available from: http://health.gov.on.ca/en/pro/programs/ecfa/docs/gbp_stroke.pdf.
145 CorHealth Ontario. (Rev Sept 2017). Stroke Rehabilitation Intensity Backgrounder. Available from: https://www.corhealthontario.ca/CorHealth-Ontario-

Stroke-Rehabilitation-Intensity-Backgrounder.pdf

146 CorHealth Ontario (July 2022) Community Stroke Rehabilitation Model of Care. Available from: https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf
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Rehabilitative

Overview - Stroke Rehabilitation (see Table B for details)

e —————
| *May be occasional !

| admissions from the |
| N
= community. |

Patients:

e Patients with a moderate to severe stroke with rehabilitation goals requiring an interdisciplinary
approach to care, whose needs cannot be safely managed at home (i.e., an early AlphaFIM® score of
< 80)

e Patients with mild stroke severity may require inpatient rehab depending on age, availability of a
caregiver, severity of cognitive impairment, presence of severe aphasia/dysphagia, profound
inattention/neglect, and availability of community-based rehabilitation services (i.e., an early

AlphaFIM® > 80)
[T 1
Specialized Stroke | *Early Supported Discharge to an |
Inpatient Rehab* | outpatient clinic or at home may be an |
: option. |

Patients:

e In acute care who do not require inpatient rehab (as defined above) and patients discharged from
inpatient stroke rehab who would benefit from the following:

e Require varying intensity and frequency of rehabilitation; may only require one rehabilitation discipline
and/or case management/care coordination/navigation; can establish goals either independently or
with support from their therapy team and family members/informal caregivers; have goals related to
transferring skills learned in the hospital setting to the home setting, including those with limited
expectations for further improvement

Specialized Stroke
Community/Outpatient
Rehab *

' AHub and Spoke model may be considered for community-based rehab where stroke rehab expertise is not available locally and
distance from a specialized rehab centre is prohibitive provided that the local region has adequate resources to offer the treatment and
rehab coordination required (i.e., the rehab therapists to provide the number of sessions and intensity of therapy recommended).

Care Alliance
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PATIENT PROFILE FOR THOSE REQUIRING SPECIALIZED STROKE REHABILITATION
Table B

The following section describes the patient profile for those who require access to specialized rehabilitation. It is not meant to reflect
comprehensive admission criteria.

To achieve optimal functional outcomes, stroke rehabilitative care requires a coordinated and collaborative interprofessional team approach
that should be holistic and person-centred addressing the specific needs of the patient. It is a progressive, dynamic, goal-oriented process aimed
at enabling persons whose daily life functioning and participation have been affected by stroke to achieve their optimal physical, cognitive,
visual, perceptual, emotional, communicative, and social levels of function. Caregivers and family members of persons who have experienced
stroke play a key role as part of the care team and should be provided with ongoing education and support, especially during transitions in care.

LOCATION OF PATIENT PROFILE: STROKE REHABILITATION
REHABILITATION

Inpatient Rehabilitation Patients who experience difficulties with daily function and participation in life roles following an ischemic or
hemorrhagic stroke are eligible for specialized stroke services. Stroke rehabilitation begins soon after a stroke
has occurred, with early assessment by rehabilitation professionals in acute care.

Specialized teams on stroke units provide care aligned with best practice and evidence. Research on specialized
stroke unit care shows that receiving care on a stroke unit is associated with reduced risk of death and disability
compared to receiving stroke care in less coordinated settings.*’

Patient profile:
e Stroke patients must be medically manageable and have identifiable goals for rehabilitation, recovery, and
participation.
e Typically, rehabilitation is recommended for any person experiencing stroke with resulting functional
difficulties.
e When deciding whether a patient should be referred to a community-based or inpatient rehabilitation
setting, several factors should be considered. For inpatient rehabilitation, these include:
o If someone cannot be safely discharged home, they should be considered for inpatient rehabilitation
o The severity of stroke experienced

147 stroke Unit Trialists” Collaboration. Organised inpatient (stroke unit) care for stroke. Cochrane Database Syst Rev 2013, pp. Cd000197
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REHABILITATION

* Patients with a moderate to severe stroke (i.e., an early AlphaFIM® score of 40 to 80)* or
most patients with severe stroke (i.e., an early AlphaFIM® score < 40) require inpatient
rehabilitation. 14°

=  Patients with an early AlphaFIM® score of > 80 would typically go to community-
based/outpatient rehabilitation. However, depending on age, availability of a caregiver,
severity of cognitive impairment, presence of severe aphasia/dysphagia, and profound
inattention/neglect, patients may need inpatient rehabilitation.

o Intensity of rehabilitation and therapy services provided

=  Once deemed to be medically and neurologically stable, patients should receive a
recommended three hours per day of direct task-specific therapy, at least five days a week,
delivered by the interdisciplinary stroke team; more therapy results in better outcomes with
a recommended therapist to patient ratio of 1:6 for occupational therapy and physiotherapy
and 1:12 for speech-language pathology. 1°0 151 12

e Stroke rehabilitation aims to optimize function post-stroke, prevent secondary disabilities or medical
conditions, support independence, and help stroke survivors attain a high quality of life.
e Together, members of a specialized stroke team support care in the following areas:
o cognition
perception
communication
mobility
motor recovery

O
O
O
O

148 AlphaFIM® and FIM® are trademarks of Uniform Data System for Medical Rehabilitation (UDSMR), a division of UB Foundation Activities, Inc. All Rights
Reserved.
149 Health Quality Ontario and Ministry of Health and Long-Term Care. (2016). Quality-Based Procedures: Clinical Handbook for Stroke (Acute and Post-acute),

(December 2016). Toronto: Health Quality Ontario. Retrieved from: http://www.health.gov.on.ca/en/pro/programs/ecfa/docs/gbp stroke.pdf
150 Canadian Stroke Best Practices. 6% Edition-2019 Updated. Stroke Rehabilitation Unit Care. Available from:
https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation/stroke-rehabilitation-unit-care

151 Health Quality Ontario; Ministry of Health and Long-Term Care. Quality-based Procedures: Clinical Handbook for Stroke (Acute and Postacute). Toronto:
Health Quality Ontario; 2016 December. 132 p. Available from: http://health.gov.on.ca/en/pro/programs/ecfa/docs/gbp_stroke.pdf.

152 CorHealth Ontario. (Rev Sept 2017). Stroke Rehabilitation Intensity Backgrounder. Available from: https://www.corhealthontario.ca/CorHealth-Ontario-
Stroke-Rehabilitation-Intensity-Backgrounder.pdf
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REHABILITATION

psychosocial

participation

risk factor management

swallowing

o vocation/avocation

e Specialized stroke rehabilitation also supports transitions of care, e.g., home assessments, modifications or
equipment such as specialized seating, links to community support services, and caregiver training and
education.

O O O O

Other Considerations:
e If a patient requires inpatient rehab, consider whether Early Supported Discharge (ESD) to an outpatient
clinic or at home is an option.

o Early supported discharge services are provided 5 days per week and offered in an outpatient clinic
or in-home). ESD is designed to reduce length of hospital stay and still provide the same intensity as
inpatient rehabilitation, and as such is an acceptable form of rehabilitation where feasible and
should be offered to a select group of patients when available for up to 4 weeks and provided by a
well-resourced, coordinated specialized team. Criteria for ESD candidacy include:

=  Mild to moderate disability

= Ability to participate in rehabilitation from the point of discharge

=  Medically stable, availability of appropriate nursing care, necessary resources and support
services (e.g., family, caregivers, and home care services)

Community-Based/ Any patients experiencing difficulties with daily function and participation in life roles following an ischemic or
Outpatient hemorrhagic stroke are eligible for specialized stroke services. Stroke rehabilitation begins soon after a stroke
Rehabilitation has occurred, with early assessment by rehabilitation professionals in acute care.

Specialized stroke

rehabilitation can be Patient profile:

provided in-person, e Individuals with a diagnosis of stroke, are medically manageable, willing to participate in programming, and

154

feel they can safely return to their home setting.

154 CorHealth Ontario (July 2022) Community Stroke Rehabilitation Model of Care. Accessed at: https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf
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virtually or as hybrid of o Individuals with higher levels of functioning post-stroke®> would typically be considered for community-
both.>3 based/outpatient rehabilitation. However, there are other factors that may indicate an inpatient program is

needed (e.g., age, availability of a caregiver, severity of cognitive impairment, presence of severe
aphasia/dysphagia, and profound inattention/neglect®).

e Community Stroke Rehab provides services to persons with stroke who:*’

o Require varying intensity and frequency of rehabilitation

o May only require one rehabilitation discipline and/or case management/care
coordination/navigation

o Can establish goals either independently or with support from their therapy team and family
members/informal caregivers

o Have goals related to transferring skills learned in the hospital setting to the home setting, including
those with limited expectations for further improvement.

e Qutpatient and/or in-home rehabilitation services should be patient-centred, dictated by the needs and
goals of the person with stroke, and guided by best practices. Recommended intensity of rehabilitation for
core therapies is 45 minutes per day, 2-5 days per week'®® for 8-12 weeks per required discipline. Flexibility
is allowed in use of therapy visits over time in a way that best meets the needs of the person with stroke.

e Stroke rehabilitation aims to optimize function post-stroke, prevent secondary disabilities or medical
conditions, support independence, and help stroke survivors attain a high quality of life.

o Together, members of a specialized stroke team support care in the following areas:

o cognition
o perception
o communication

153 See Appendix A for key considerations for virtual rehabilitation.

155 AlphaFIM® and FIM® are trademarks of Uniform Data System for Medical Rehabilitation (UDSMR), a division of UB Foundation Activities, Inc. All Rights
Reserved.

156 Health Quality Ontario and Ministry of Health and Long-Term Care. (2016). Quality-Based Procedures: Clinical Handbook for Stroke (Acute and Post-acute),
(December 2016). Toronto: Health Quality Ontario. Retrieved from: http://www.health.gov.on.ca/en/pro/programs/ecfa/docs/qbp stroke.pdf
157 CorHealth Ontario (July 2022) Community Stroke rehabilitation Model of Care. Accessed at: https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf

158 CorHealth Ontario (July 2022) Community Stroke rehabilitation Model of Care. Accessed at: https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf
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mobility

motor recovery

psychosocial

participation

risk factor management

swallowing

o vocational/avocational

e Specialized stroke rehabilitation also supports transitions of care, e.g., home assessments, modifications or
equipment such as specialized seating, links to community support services, and caregiver training and
education.

O O O O O O

Other Considerations:

e Therapy can be provided in several formats: individualized one-to-one therapy, virtual care (see Appendix A),
group therapy (either in-person or virtually) with involvement or oversight of a regulated health care
professional with expertise in stroke care where appropriate.?

e Stroke secondary prevention services are also provided at designated centres by specialized teams.

e Timing of the first community-based visit is discussed with the person with stroke outlining the risks and
benefits of delaying the first visit, while following best practices whenever possible (i.e., within 48 hours of
discharge from the acute care hospital and within 72 hours of discharge from an inpatient stroke
rehabilitation hospital).*>®

e Allow re-entry to the programs for persons with stroke who meet eligibility criteria up to one-year post-
discharge from the program.3

e Consider providing follow-up at regular intervals (6 month and 1 year) if the person with stroke consents in
advance to be contacted.?

e Virtual care to be leveraged for self-management programming, and/or may be used for review of in-home
exercises, provision of education to family and caregivers, and other aspects of care when appropriate and
with consideration of access to technology, ability and comfort of the person with stroke using this format.
(See also Appendix A)

159 CorHealth Ontario (July 2022) Community Stroke rehabilitation Model of Care. Accessed at: https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf
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APPENDIX A: KEY CONSIDERATIONS ON VIRTUAL REHABILITATION

There are several benefits of providing virtual rehabilitation for patients and clinicians. These include: reducing travel time for patients and
increasing the ability to reach patients in more remote communities.! There are also challenges with providing virtual rehabilitation. These may
include the lack of equipment and/or comfort with using technology, the absence of contextual factors that are more available during in-person
sessions, limitations around safety (e.g., hands-on assistance with exercises), and limitations in the ability to conduct some assessments and

interventions. 2 3The following are key considerations for conducting virtual rehabilitation:

e Select patients carefully. Not every patient or every patient’s goals are suitable and the decision to use a virtual format should be considered
on a case-by-case basis using professional clinical judgement.*

e Confirm that the patient has the required technology and the needed support/assistance for virtual rehabilitation and that the patient’s
setting is in a safe, secure and confidential environment.”

e Follow professional regulatory college guidelines about obtaining consent; the collection, use and retention of personal health information;
safety considerations and emergency planning, and having the proper skills and training to provide virtual rehabilitation.?*>

e Use the most effective and secure virtual platform to provide high quality and confidential virtual rehabilitation (e.g., use high-speed
internet, a confidential setting, and a platform that is compliant with the Personal Information Protection and Electronics Document Act
(PIPEDA)).5

e Have support processes in place to provide technical support and address technical issues for both the patient and provider and to address
language, communication or other accessibility issues.*

e Consider use of virtual, in-person or a mix of the two formats (e.g., hybrid model) depending on the patient’s resources, needs, and goals.
e Use indicators to evaluate the impact, effectiveness, quality and safety of virtual rehabilitation.*

References:

!Bland, K., Bigaran, A., Campbell, K., Trevaskis, M., & Zopf, E. (2020). Exercising in isolation? The role of telehealth in exercise oncology during
the COVID-19 pandemic and beyond. Physical Therapy, 100 (10), 1713-1716. https://doi.org/10.1093/ptj/pzaaldl
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APPENDIX B: MEMBERS OF SPECIALIZED STROKE REHAB TEAMS

Rehabilitative
Care Alliance

Inpatient Specialized Stroke Rehab'®®

Community Stroke Rehab (CSR)*%!

The inpatient rehabilitation unit is staffed by an interdisciplinary rehabilitation
team with expertise/core training in stroke rehabilitation consisting of:

physicians (i.e., physiatrist, neurologist, or other physicians with training in
stroke rehabilitation)

nurses

physiotherapists

occupational therapists

speech-language pathologists

social workers

and clinical dietitians

Additional members of the interdisciplinary team may include:

pharmacists

transition planners

(neuro) psychologists

palliative care specialists

recreation and vocational therapists

therapy assistants

spiritual care providers

peer supporters and stroke recovery group liaisons
other specialties as required

The CSR team should include at a minimum:

e occupational therapy

e physiotherapy

e speech-language pathology

e social work

e adedicated stroke care coordinator/navigator

Additional members include:

e anurse or access to a nurse with expertise in stroke care
e rehabilitation assistants

e administrative support

e dietitian

e kinesiologist

e pharmacist

e  spasticity clinic

e seating clinic

e recreation therapist

e psychosocial or psychological supports
e physiatrist

e psychiatry

e other specialties as required

Although not a direct CSR team member, access to a primary care
provider (family doctor or nurse practitioner) or most responsible
physician, to allow for ongoing medical and care management is
important.

160 Canadian Stroke Best Practices. 6™ Edition-2019 Updated. Stroke Rehabilitation Unit Care. Available from:
https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation/stroke-rehabilitation-unit-care

161 CorHealth Ontario (July 2022) Community Stroke rehabilitation Model of Care. Accessed at: https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf
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APPENDIX C: STAKEHOLDER ENGAGEMENT

UNIVERSITY OF TORONTO, TEMERTY FACULTY OF MEDICINE, DIVISION OF PHYSICAL MEDICINE & REHABILITATION ®

PM&R Specialist { Job Title and Affiliation Specialized Rehab Population
Dr. Mark Bayley Medical Director and Physiatrist-in-Chief, University Health All Populations
Network/Toronto Rehab and Altum Health
Professor, University of Toronto ?
Vice-Chair, Coordinating Council, GTA Rehab Network
Adjunct Scientist, Institute of Clinical and Evaluative Sciences,
Sunnybrook Health Sciences Centre

Dr. Larry Robinson Program Chief, Rehabilitation Services, Sunnybrook Health Sciences All Populations
Centre

Director and Professor, Division of Physical Medicine and Rehabilitation,
University of Toronto ®

Senior Scientist, Evaluative Clinical Sciences, St. John’s Rehab Research
Program, Sunnybrook Research Institute

Dr. Kimberly Coros Physician (Physical Medicine and Rehabilitation Specialist), Sinai Health Acquired Brain Injury Rehab
System/Hennick Bridgepoint Hospital
Lecturer, University of Toronto 2

Dr. Meiqi Guo Physician (Physical Medicine and Rehabilitation Specialist), University Acquired Brain Injury Rehab
Health Network/Toronto Rehab
Assistant Professor, University of Toronto ?
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GTA REHAB NETWORK SPECIALIZED REHAB ADVISORY GROUP

Organization
Holland Bloorview Kids
Rehabilitation Hospital

Member
Joanne Maxwell

Rehabilitative
Care Alliance

GTA REHAB NETWORK SPECIALIZED REHAB WORKING GROUP:
ABI REHAB

Organization
Toronto ABI Network

Member
Linda Ngan

Sinai Health System/Hennick
Bridgepoint Hospital

Wendy Cameron

Sinai Health System/Hennick
Bridgepoint Hospital

Shauna Hurnanen
Jennifer Ridgway
David Stoyanoff

Sunnybrook Health Sciences
Centre/St John’s Rehab

Dr. Larry Robinson (Co-Chair)
Siobhan Donaghy

Unity Health Toronto/
Providence Healthcare

Anna Marie Sneath

Sunnybrook Health Sciences
Centre/St John’s Rehab

Stephanie Durocher
Inna Panteleev
Gina Lam

Amanda Ratner

University Health Network/
Toronto Rehab

Dr. Mark Bayley (Co-Chair)
Joanne Kwong

Unity Health Toronto/
Providence Healthcare

Theresa Kennedy

Sharon Ocampo-Chan

West Park Healthcare Centre Angela Dowd University Health Network/ Zoe Fallis
Toronto Rehab Miranda Hong
Edith Ng
GTA Rehab Network (Secretariat) | Charissa Levy West Park Healthcare Centre Julia Card
Sue Balogh GTA Rehab Network Charissa Levy
Sanja Milicic lafrate (Secretariat) Sue Balogh

SPECIALIZED REHAB WORKING GROUP: AMPUTEE REHAB

Organization
Sunnybrook Health Sciences
Centre/St John’s Rehab

Member
Betty Cheung

Unity Health Toronto/
Providence Healthcare

Rony Toma
Sarane Poon

West Park Healthcare Centre

Stefania Lehkyj
Julia Sterling

SPECIALIZED REHAB WORKING GROUP: BURN REHAB

Organization
Sunnybrook Health Sciences
Centre/St John’s Rehab

Member
Billie Alagas
Mila Bishev
Aly Kassam
Michelle Kroesen
Gary Siu
Karl Wong

GTA Rehab Network

Charissa Levy
Sanja Milicic lafrate
Sharon Ocampo-Chan

GTA Rehab Network

Charissa Levy
Sharon Ocampo-Chan
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SPECIALIZED REHAB WORKING GROUP:

Rehabilitative
Care Alliance

SPECIALIZED REHAB WORKING GROUP:

CARDIOVASCULAR REHAB COMPLEX TRAUMA REHAB
Organization \ Member Organization Member
Scarborough Health Network Adam Pierce Sinai Health System/Hennick Ginny Berrow
Bridgepoint Hospital Saba Memon
Sinai Health System/Hennick Emma Cheng Sunnybrook Health Sciences Marva McCalla
Bridgepoint Hospital Erika Sy Centre/St John’s Rehab Jennifer Shaffer
Sunnybrook Health Sciences Betty Cheung University Health Network/ Lakshmi Matmari
Centre/St John’s Rehab Toronto Rehab Mandy McGlynn
Thunderbay Regional Health Kyle Baysarowich West Park Healthcare Centre Lisa Dalton
Sciences Centre Alma Osmanovic
Julia Sterling
University Health Network/ Nicole Sandison GTA Rehab Network Charissa Levy
Toronto Rehab Sharon Ocampo-Chan
University of Ottawa Heart Jennifer Harris
Institute
GTA Rehab Network Charissa Levy

Sharon Ocampo-Chan

SPECIALIZED REHAB WORKING GROUP: ONCOLOGY REHAB

SPECIALIZED REHAB WORKING GROUP: PULMONARY REHAB

Organization ‘ Member Organization Member

Sinai Health System/Hennick Richard Duarte Sinai Health System/Hennick Vanessa Pavani
Bridgepoint Hospital Ryan Selvadurai Bridgepoint Hospital Daniela Soares
Unity Health Toronto/ Nicola Bell West Park Healthcare Centre Anthony Hin
Providence Healthcare Jacinthe Dubois
University Health Network/ Mandy McGlynn GTA Rehab Network Charissa Levy
Toronto Rehab Sue Balogh
University Health Network/ Mariam Salama Sanja Milicic lafrate
Princess Margaret
GTA Rehab Network Charissa Levy

Sue Balogh

Sanja Milicic lafrate
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Sinai Health System/Hennick
Bridgepoint Hospital

Maude Fallon-Davesne
Brianna Murphy
Manuela Ocrainschi

Sunnybrook Health Sciences
Centre/St John’s Rehab

Dr. Barathi Sreenivasan

Unity Health Toronto/
Providence Healthcare

Stephanie Middleton

University Health Network/

Heather Flett

Toronto Rehab Lynn Keats
GTA Rehab Network Charissa Levy
Sue Balogh

Rehabilitative
‘ Care Alliance

The GTA Rehab Network guidance documents for the following

populations were developed by:

Specialized Pediatric Rehabilitation: Joanne Maxwell (member of
Specialized Rehab Advisory group) and her team at Holland
Bloorview Kids Rehabilitation Hospital.

Specialized Stroke Rehabilitation: Toronto Stroke Networks on

Integrated Stroke Care.

RCA SPECIALIZED REHAB ADVISORY GROUP

Member

Organization
University Health

Dr. Mark Bayley (Chair)

Organization
Ontario Physiotherapy

Gonxhe Kastrati

Health & Performance clinics

Network/Toronto Rehab Association Lisa Brice-Leddy
360 Concussion Care and Josh Shore Orillia Soldier’s Memorial Amber Wright
University Health Network Hospital

Algoma Ontario Health Team Victoria Aceti Chlebus Phyxable Inc, Form & Function Dr. Jim Feng

Baycrest Health Sciences

Komal Shaikh

Providence Care

Patti Harvey

Central South Stroke
Network/Hamilton Health
Sciences Centre

Eileen Britt

RCA Patient/Care Partner
Advisory

Brenda Martin

CorHealth Ontario

Karen Harkness
Shelley Sharp

SE Health

Kate Morris
Amanda Smart

GTA Rehab Network

Sharon Ocampo-Chan

St. Joseph's Health Care London

Stephanie Cornell
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Organization
Home & Community Care
Support Services North East

RCA SPECIALIZED REHAB ADVISORY GROUP

Member
Stephanie Fowler

Organization
St. Joseph's Care Group

Rehabilitative
Care Alliance

Member
Carolyn Freitag

Health Sciences North

Colleen Bronicheski
Dr Anthony Graham
Darren Jermyn
Carol Di Salle

St. Joseph's Continuing Care
Centre

Leesa McNally

Home and Community Care
Support Services Waterloo
Wellington/Cambridge Memorial
Hospital

Connie Francoz

St. Mary's General Hospital

Sarah Beingessner

Home and Community Care
Support Services Champlain

Jeanne Bonnell

Stroke Network of Southeastern
Ontario

Shelley Huffman

Hotel-Dieu Grace Healthcare

Jessica Modestino

Sunnybrook Health Sciences
Centre

Beth Linkewich
Jacqueline Minezes
Siobhan Donaghy

Humber River Hospital and 1 to 1
Rehab

Jessie Leung

Toronto West Stroke Network

Nicola Tahair

Huron Perth Healthcare
Alliance/Community Stroke Team

Chelsea Coghlin-Fewster

Trillium Health Partners

Gina Dolezel
Amanda Reid
Connie Routhier

Debbie Kirby
Rey-Anna Reid

Lakeridge Health

Amanda Abdullah

University Health
Network/Toronto Rehab

Miranda Hong

London Health Sciences Centre

Deborah Willems

University Health
Network/Toronto Rehab

Colleen Anderson
Shannon Reid
Edith Ng

Carly Stier

Mackenzie Health and the Central
East Stroke Network

Stefanie Richards

University of Ottawa

Jennifer O'Neil

Northeastern Ontario Stroke
Network

Jenn Fearn

University of Ottawa Heart
Institute

Jennifer Harris
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RCA SPECIALIZED REHAB ADVISORY GROUP

Rehabilitative
Care Alliance

Organization Member Organization Member
Northwestern Ontario Regional Esme French William Osler Health System Adeola Giwa
Stroke Network
Ontario Health North Jennifer Wallenius RCA (Secretariat) Charissa Levy
Sue Balogh
RCA SPECIALIZED REHAB WORKING GROUP — ABI REHAB
Organization Member

Hamilton Health Sciences

John Zsofcsin

Hamilton Health Sciences

Sandra Sanmartin

Health Sciences North

Coreen Bowman

Health Sciences North

Kai Santala

Health Sciences North

Souzanne Kappes

Parkwood Institute, St. Joseph’s Health Care London

Valerie Zouzal

Providence Care, Kingston

Andrew Puckrin

Providence Care, Kingston

Teresa Broers

The Ottawa Hospital

Tracey Dyks

RCA (Secretariat)

Charissa Levy
Sue Balogh
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For more information, contact: Rehabilitative
info@rehabcarealliance.ca Care Alliance



