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Wl o DR A L

MULTIDISCIPLINARY QUALITY DEVELOPMENT IN STROKE CARE

28-29 April, 1995
Reykjavik, Iceland

1. Introduction
Welcome

The participants were welcomed to Iceland by Ms Dogg Palsdéttir, Director of Legal and
International Affairs, Ministry of Health and Social Security of Iceland.

Dr Aushra Shatchkute, Regional Adviser, Chronic Diseases, WHO, thanked the Ministry of
Health and Social Security for providing the financial support and hosting the meeting.
Dr Shatchkute introduced the scope and purpose of the meeting (Annex 1) and stated that the aim
of the meeting was to improve partnerships, networking, and interational collaboration on
stroke management in Europe. Ms Ann Ashburn was elected as Chairman and Dr Avril
Drummond as Rapporteur.

The meeting was attended by twenty-one specialists; six nurses, five occupational therapists,
eight physiotherapists and two representatives from WHO (Annex 2).

2. The Multidisciplinary Approach to Stroke Care jn Iceland

Dr Olafur Olafsson, The Chief Medical Officer, Landlaeknir, spoke about stroke in Iceland. He
noted that the picture in Iceland with regard to stroke is brighter than it had been. In common
with other countries of western Europe, the mortality rate is falling. Dr Olafsson believed this

could be due to two main factors:

1) A change in disease registration in the 1970s,
2) Better treatment of hypertension.

Jceland was a comparatively early starter in the management of stroke. The first institute was
founded in 1943 and was the first rehabilitation clinic in the Nordic countries. All disciplines are
involved in the rehabilitation of patients.

Dr Finnbogi Jakobsson, Neurological Department and Rehabilitation, City Hospital, Reykjavik
described the four aims of stroke management as:

1) Primary prevention,
2) Secondary prevention,
3) Acute therapy,

4y After care.

However, he underlined the fact that stroke management in a stroke unit is the only method
which can reduce case-fatality and disability, and cited studies by Indredavik and Langhome to
support this.
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In Reykjavik there are two main hospitals; Landispitalinn, University Hospital of Iceland, and
Borgarspitalinn, City Hospital. The latter has had a stroke unit since 1991 (20-30 beds available).
Dr Jakobsson described the organization of stroke management in both hospitals.

3. Current Strategic Principles of Stroke Care and Rehabilitation

Ms Ann Ashburn briefly summarized the current understanding of stroke management.
Management can be divided into:

1) Acute care,

2) Early rehabilitation,

3) Long-term rehabilitation,
4) Community care,

Rehabilitation after stroke aims to minimise disability using four approaches:

1) Prevention ( e.g. contractures, immobility),
2) Educational process,

3) Assessment and evaluation (audit),

4) Providing support.

Ms Ashburn stressed that rehabilitation is an active process. She commented on the fact that
more research is needed in this area, despite some evidence regarding the effectiveness of
physiotherapy and occupational therapy. Ms Ashburn stressed the need to raise standards of
intervention, although she recognised the difficulties in doing so, due to the variation in practices
between countries.

The current strategy of stroke care and rehabilitation embraces the following ten principles:

1) Barly implementation of rehabilitation,

2) A well organised multidisciplinary team,

3) Identified personnel with responsibility for stroke,

4) Involvement of family,

5) Community-based care (either at home or in community hospitals),

6) Staff experienced in stroke rehabilitation. This is seen as a specialist area of
practice, although there is little evidence to support this,

7) Developing a stroke management policy,

8) Recognition that rehabilitation is a personal process and therefore needs to
meet individual needs (e.g. age, appropriateness of treatment),

9) Standards of intervention,

10)Incorporation of research and development.
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4. Principles of Qualitv Assurance and Continuing Quality
Development: Implications for Stroke Management

Dr Jergen Steen Andersen briefly described the targets of the WHO "Health for All” by the year
2000 policy. The underlying philosophy of Target 31 is continuous quality development.

Dr Andersen indicated that there were alternative ways for this development. The "bad apples” or
top-down approach is characterised by control, inspection, punishment and static development.
By comparison, the "best apples" or bottom-up approach is characterised by autonomy.
self-regulation, motivation and dynamic development. He described the process of maintaining a
continuous shift to improve quality (Figure 1).

Figure I: Continuous shift towards excellent quality

Continuous shift towards excellent quality

A Original outcome Later outcome
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Best
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Best
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WHO aims to promote continuous development of quality of care (CQD). He underlined that
continuous quality of care development is an ethical issue for all.

Major advances have been made in the WHO/EURO Oral Health Care, Diabetes Care, Perinatal
Care, and Hospital Surgical Care projects,
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4.1 The Role

Ms Benedicte Schou presented the role of the nurse with reference to her
discussion paper'. Early care by the nurse is important; under the guidance of the
nurse, patients should do as much as possible at the beginning. Good
conumunication is essential. Ms Schou emphasised the role of the nurse in the
early phase of maintaining an airway and monitoring the vital signs.

She said that special knowledge was needed to look after stroke patients who had
cognitive and other problems. The importance of continuity of care was stressed.
Ms Schou said that the following points were vital in assuring good quality of
stroke care:

The tear concept,

The nursing care,

The method of welcoming the patient,

Data collection,

Principles for communication,

Principles for training and talking,

Information,

Friends/next-of-kin,

Discharge.

1 {CP/CINDI/94/07/MT03/1.4 “The role of the nurse in stroke care and rehabilitation, available upon request from
the WHO/EURQ Chronic Diseases unit
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4.2 The Role of the Occupational Therapist in Stroke Manacement

— — P

Activities of daily living (ADL) and the areas which contribute to the independence of a person,
were described by Ms Eva Waehrens®.

Figure 2: Independence

If any of these five areas are lost, ADL performance is affected. The stroke care team needs
knowledge of all these areas and special skills in each area, therefore both generalists and
specialists are needed.

Ms Wehrens stressed the importance of activity analysis in occupational therapy. She said the
emphasis was on reducing disability and referred to the Fugl-Meyer model (Figure 3). The use of
standardised, reliable and valid tools was stressed, as was the setting of short and long-term
goals. The use of purposeful activities in treatment is essential, and an important way of
motivating patients. Ms Wazhrens concluded that since the tasks of the professions often
overlapped, it was difficult to set indicators of quality of care for one profession.

Figure 3; Fugl-Meyer Model - Rehabilitation process

Well Ill- Re-identification- Well-
Acute Phase Rehabilitation Phase But another
Crisis with Stress
identity loss Coping Strategies
VITAL FACTORS VITAL FACTORS
- adequate empathy - psychobiological
- infortnation - psychosocial Succeed
Fail
Focus

| Passive dependent |

Play down

| “Well” |

2 \CP/CINDI/94/07/MT03/0.2 “The role of the occupational therapist in stroke care and rehabilitation”, available upon
request from the WHO/EURO Chronie Digeages unit
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Ms Valgerdur Gunnarsddéttir spoke on the role of the physiotherapist. Differentiation was made
between the acute phase (defined as the time from the onset of symptoms until the patient is
stable and out of danger) and the rehabilitation phase (which starts as soon as the patient is able).
The aims of the physiotherapist, principles of assessment and intervention were outlined’. The
principles of intervention of the physiotherapist were defined as follows:

- To facilitate functional movement and encourage motor learning with the aim of making
the patient functionally independent,

- To prevent and treat complications,

- To stimulate and support the patient and family.

3

The importance of early assessment of the level of motor, sensory and cognitive impairment was
stressed. The physiotherapist would also assess deviation from normal movement and posture,
the pattern of movement, level of functional disability and psychological status. The importance
of monitoring care and rehabilitation was underlined, and the value of developing checklists and
standards was stressed.

Discussion

The discussion centred on whether the group should concentrate on defining a "deluxe" model of
care, or attempt to develop a realistic model. This is an important consideration for Eastern
European countries who have no occupational therapists and few physiotherapists, and where the
health care resources are much more limited. It was decided to identify the "deluxe" model in
order to know what maximum quality standards can be achieved, but also to identify minimum
quality standards.

Definitions of the terms "structure” and "process" were discussed. The "structure” was seen as,
for example, the number of personnel, facilities, while the "process" was seen as, for example,
the team concept and how care was organised.

Dr Aushra Shatchkute summarised the session as identifying:

1) The need to distinguish between the terms “interdisciplinary” and “multi-
disciplinary”,

2) The importance of not only setting goals and outcomes for the patient, but also the
need to do so for each profession,

3) The need to discuss the stroke team structure - which specialists in the team do
which tasks?

4) The need for both minimum and maximum quality standards in stroke
management, local standards for each country/region. There are significant
variations in European stroke care practice.

? ICP/CINDL/94/07/MT03 1.1, “The role of the physiotherapist in stroke care and rehabilitation”, available upon
request form WHO/EURO Chronic Diseases unit
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4.4 Conclusions

The conclusions which arose from the presentations were:

1) The importance of a stroke unit in treatment was unanimously recognized - although
concern was expressed over wards/units adopting this name, while no change in
staffing/resources took place. It was seen as important to differentiate between the
acute (diagnostic) stroke unit, where patients are treated until they are medically
stable, and the rehabilitation stroke units. Some units perform both functions;

2) The unit should focus on patients who have a clear diagnosis of stroke;
3) It would be optimal that the unit would be housed in a physically defined place;

4) Specialised equipment and appropriate resources for stroke patients should be
available;

5) There should be a protocol of management;

6) There should be an inter-disciplinary team (it was felt that the term
“Interdisciplinary™ reflects the partnership of various health professions involved in
stroke care better that the term “multidisciplinary™);

7) Each member of the stroke team needs to have specific skills and consequently a
specific role;

8) The problem of setting indicators of quality of care for each profession was discussed
intensively. It was concluded that there is a need for two levels of indicators of
quality of care: general (indicators for the whole disease management outcome) and
specific (indicators of quality of care (i.e. performance measures) for each
profession). General indicators alone may not react to change.

9) The process of continuous quality development should be introduced. The minimurm
and maximum quality standards of stroke care and rehabilitation should be
elaborated.

— — —— it BN ST TPy — {pp——

{Acute and Early Rehabilitation Stages)
Acute Phase

The need to differentiate between the acute phase and early phase of rehabilitation was
recognised. It was seen that the doctor was the most important professional in the acute phase
(the "co-ordinator") when the patient's life was threatened. The nurse and the physiotherapist
were also identified as important personnel, although there was some debate about whether
physiotherapists should be consultants and advise the nursing staff on, for example, positioning,
or whether the nursing staff should know how to do this. The issue could be resolved by deciding
whether the patient's problems were unique/specific (specialist) or general (generalist).
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Early Rehabilitation Phase

The issues which arose were:

1) The length of time of this phase. The majority of the group felt this was 6-12 weeks.
It was observed that the distinction is important for discussion but not for provision
of care;

2) The members of the team. Doctors, nurses, physiotherapists, occupational therapists,
speech therapists and social workers were seen as essential;

3) The use of a case manager to coordinate the communication process between the
team and the patient/the family. This person could be from any discipline - whoever
was most appropriate for the patient or who had the most contact with the patient;

The participants had different opinions about the role of the patient and the family in the process
of disease management, i.e. were they part of the team or were they the recipients of the care
provided. This was seen as a largely ethical issue and, therefore, difficult to resolve.

5.1 Conclusions
In the stroke team:

o There should not be a leader, but a co-ordinator;

¢ Team members should be as described above, but other key personnel could be
brought in for specific problems - e.g. dietician, psychologist;

e The majority of the group saw the early rehabilitation phase lasting at least 6
weeks and possibly up to 3 months;

» The role of the case manager was underlined in improving communication
between the patient and the team.

The patient and family were seen as central to the treatment, although there are some different
opinions about whether they should be seen as part of the team.

6. Structure and organisation of the Team jn Stroke Care and Rehabilitation
(Later Stages)

Ms Lotta Widén Holmqvist gave an outline of the care provided for stroke patients at the
Huddinge Hospital, Sweden. She discussed research which was being carried out in Sweden, an
overview of the methodology of her study and the follow-up provided.

Mr Ramon Daniéls emphasised that the patient belonged to a social system and therefore
observed that it was important to look at that system. He asked if we should be rehabilitating the
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Discussion

patient or the patient and the family, and questioned the lines of communication within the team
and between the team and the family.

Dr Karen Waters outlined the essential skills of nurses in rehabilitation (2.g. hygiene, health
promotion, tissue viability). She stressed that, as nurses spent the most time with patients, they
had more opportunity to continue therapy. However, she accepted that this concept depended on
nurses having better education. Dr Waters said that the importance of the team was not who was
in it, but how they worked together, and emphasised the need to avoid professional territories.

The issues which arose were:

The change in the role of team members over time. For example, the role of the
doctor decreases with time, while the role of therapists increase;

The problem of defining treatment stages was again discussed. It was suggested
that the early phase could be up to 3 months (until spontaneous recovery was
complete), but it was accepted that it would be difficult to know when this had
occurred;

It was noted that generally less importance seems to be attached to the later stages
of treatment - most professionals discuss the early phase;

The importance of organisation of care. The contribution of both comrmunity and
hospital services in providing care was discussed,

The role of self-help groups was recognised;

The need to set realistic goals in stroke rehabilitation. For example, if the
population is ageing, more people would have strokes and more resources would
be needed. However, the resources are always limited.

6.1 Conclusions

Ms Ann Ashburn and Dr Aushra Shatchkute summarised the main conclusions as:

¢ Late rehabilitation had a different pattern, a different team and emphasis, from the

early phase;
» The need for more than one system of organization of late rehabilitation was
recognised;
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« The role of a key person responsible for the long-term care and rehabilitation of the
stroke patient was supported but needed more discussion.

At this point the group split up into professional groupings to discuss process monitoring and
outcome indicators of the quality of care.

7. Reports from the Working Groups on Outcome Evaluation of Care and Rehabilitation
f Stroke Patients

i

1.
0

7.1 Ocecupational Therapists

Ms Gudrin Arnadéttir and Mr Ramon Daniéls reported for the occupatiopal therapists.
Occupational therapy views stroke rehabilitation from an occupational perspective and
consequently may look at the patient in a different way from other professions.

In the opinion of the occupational therapist, personal independence for 2 stroke survivor is when
the patients has no activity problems resulting from the stroke which cause personal or social
handicaps.

The Occupational Performance frame of reference was compared with the International
Classifications of Impairment, Disability and Handicap (ICIDH) classifications:

Occupational Performance ICIDH

Occupational Performance Roles HANDICAP

Occupational Performance Skills DISABILITY
(PADL and Instrumental ADL)

Occupational Performance Component Level IMPAIRMENTS
(motor, sensory, cognitive, psychological, social)

Occupational therapists assess the components to see the effect on ADL; if these are not affected,
the occupational therapist does not become involved. There are 2 types of ADL:

Primary ADL (PADL)- Activities that need to be performed by every individual,
regardless of sex, age and cultural role, for example, feeding,

toileting;

Instrumental ADL - For example, work, leisure.

LACHR\BHA-RPT\STROKE\DRUMICE.DQC (14)Multidisciplinary Quality Development in Stroke Care
28 - 29 April, 1995, Reykjavik, leeland




A e o M =t b e L I e 0 fm  FALP L LA B KA O PRI AT PRI e W T T P {3 T T, AT ETUT TGP T TP

The intervention of the occupational therapist was seen as:
®  Assessment (assessing the effect of impairment on ADL)

# Training (training ADL)
feeding (cutting food with a knife, drinking from a glass,
locating food, co-ordinating swallowing)
making coffee (putting water in the machine, using filter,
adding coffee)

® Advising other members of the team

¢ Adjusting the environment

The indicators of quality of care for occupational therapy were identified as:
Structural - the necessity to assess the effects of the stroke on ADL

Process - the use of standardised assessments
- the provision of technical equipment aids

Qutcome - ADL performance level

7.2 Physiotherapists

Ms Brita Ireland reported for the physiotherapists who had discussed the indicators of structure,
process and outcome and who had decided to concentrate on outcome indicators. The
Physiotherapists had decided to focus on movement balance - a main physiotherapy area.

The group felt the measure selected should be meaningful to the patient and the therapist, and
they decided to look at the disability level.

For example:
. walking speed (normal / appropriate for age,
. use of assistive devices / is help needed?,
. independent use of wheelchair.

The group decided to use goal-setting to produce standards.
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7.3 Nurses

Ms Asta Thoroddsen reported for the nurses who had decided to concentrate on structure and
outcome indicators.

Structural Indicators education (a minimum requirement for RN); continuing
education; staffing (nurse: patient ratio, nurse: nursing
auxiliaries ratio)

Outcome Indicators - improvement in functional level

- improvement in hygiene, nutrition and elimination

- avoidance of complications of immobility ( e.g. sores)
- establishing a method of communication

- appropriate use of assistive devices

(psychological) - involvement of patient and family in decision
' making
- provision of adequate information
{social) - (after discharge) active social life
- ability of family fo cope

7.4 Discussion

There was much discussion on the difficulty of actually separating GLOBAL and SPECIFIC
indicators of the quality of care. Global indicators were recognised as important because all
professions contribute to the rehabilitation process. However, there were problems in identifying
areas exclusive to each profession. It was recognized that the tasks assigned to each member of
the stroke team varied from country to country. Concern was expressed that if specific measures
could not be isolated for each profession then the value and role of that profession could be
compromised. It was also agreed that each profession had a responsibility to ensure quality of
care, and that this would be facilitated by specific measures and the measurement of their effect.

It was concluded that more work is needed in order to set specific and global indicators of the
quality of care. As there was not enough time to address this issue, the Chairman led a
brain-storming session on global outcome indicators (Figure 4) overleaf.
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Figure 4: Brain-storming on global outcome indicators
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