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Executive summary 

Providing the best stroke services possible across West Yorkshire and Harrogate (WY&H) to 
further improve quality and stroke outcomes is a priority for us all and something we are 
committed to achieving through the work that has taken place across WY&H and in each of our 
six local areas (Bradford District and Craven; Calderdale, Harrogate, Kirklees, Leeds and 
Wakefield). Our priority has been to: 

 Commission 'high quality' sustainable hyper acute stroke services that are 'fit for the future'
for the people of West Yorkshire and Harrogate

 Ensure variations in hyper acute stroke care are addressed locally as soon as possible in
line with agreed governance and accountability arrangements

 Work collaboratively with key stakeholders in each of our six local places to further improve
care and outcomes across the whole of the stroke care pathway

 Provide a fully integrated, seamless end-to-end stroke service for WY&H
 Implement the recommendations of the National Stroke Strategy (you can view this here)

http://webarchive.nationalarchives.gov.uk/20130104224925/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_081059.pdf
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 Meet the service standards and specifications set by the Royal College of Physicians 
(RCP), NICE and the locally agreed stroke service standards now and in the future  

 Ensure that stroke services deliver: 
 

o Improved clinical outcomes e.g. reduced mortality 
o Sustainability and fitness for the future 
o Improved quality of life outcomes e.g. return to usual place of residence; and 
o An excellent patient and carer experience. 

 

 Provide equity of service outcomes and experience, particularly where variance of service 
provision has been highlighted. 

 
In line with the agreed governance arrangements, this report is being presented to the West 
Yorkshire and Harrogate Joint Committee of CCGs, to provide members with an overview of 
our progress so far, conclusions, the information we have considered to inform this process, 
recommendations and next steps.  
 
The report will provide an update on the work taking place with the Yorkshire & Humber 
Academic Health Science Network (Y&H AHSN) and each of our six local places to further 
improve the detection, diagnosis and treatment of Atrial Fibrillation (which causes erratic heart 
beat).  Appendix A refers. 
 
Establishing what service users, their families and carers, members of the public and our staff 
feel and experience about stroke care is very important to us. We have worked with 
Healthwatch and local communication and engagement leads across West Yorkshire and 
Harrogate to reach over 2000 people to seek their views on our work.  Regional and local 
media have been kept informed and Health and Well-Being Boards, Governing Bodies, MP’s, 
Joint Health Overview and Scrutiny Committee and the Regional lay member assurance group 
were also updated on the engagement work and asked to encourage people to have their say.  
 
This report will summarise the clinical and wider stakeholder engagement that has taken place 
to date and how these views have informed our work and recommendations. For example, 
people have told us they should receive the same standard of hyper acute stroke care.  In 
response to this we have developed a standardised hyper acute stroke care pathway and 
service specification which we are recommending all commissioners should use when 
commissioning hyper acute stroke care. 
 
It will include a number of recommendations for consideration by the Joint Committee and 
wider health and care partnership across WY&H and in each of our six local places in relation 
to the work that has taken place to describe the standards of care we aspire to secure across 
the whole of the stroke pathway and the work taking place to develop service specifications 
that will incorporate the expected standards commissioners should utilise when commissioning 
stroke services.   
 
The report will describe the work underway to re-establish the stroke clinical network and seek 
members’ support for the recommendation related to this important development which is key 
to ensuring we continue to support our staff so they can maximise their skills and expertise to 
further improve quality and outcomes for the people of WY&H.  
 
It will also update colleagues on the work currently taking place in Harrogate to address 
ongoing operational workforce pressures in line with agreed governance and accountability 
arrangements. 
 
We have taken the necessary steps to comply with the NHS England service change 
assurance process.  The report will update colleagues on the conversations that have taken 
place with NHS England, Yorkshire and Humber Clinical Senate, West Yorkshire Association 
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of Acute Trusts, Yorkshire Ambulance Service, Joint Health Overview and Scrutiny Committee 
and Local Overview and Scrutiny Committees and the West Yorkshire and Harrogate Strategic 
Oversight and Assurance Group. Letters of response summarising the outcome of these 
discussions are attached to this report (Appendix F refers.)   
 
In addition to summarising our recommendations, this report will make reference to the 
mechanisms in place in each of our six local areas and across the WY&H health and care 
partnership to progress the implementation of these recommendations and to evaluate and 
monitor the impact of this work on behalf of our population.  This is in line with our commitment 
to ensure there is a continued focus on further improving quality and stroke outcomes for the 
people of West Yorkshire and Harrogate (WY&H Health and Care Partnership: Our next steps 
to better health and care for everyone, published in January 2018 also refers.) 
 
Finally, our work is all about improving stroke care and outcomes for the people of West 
Yorkshire and Harrogate.  We have made good progress in relation to meeting our objectives 
and believe the recommendations in this report bring to a conclusion the work within the scope 
of the stroke programme as described in the WY&H Strategic Case for Change (you can view 
this here.)  
 
We recognise however that further work will be required to implement the recommendations 
outlined in this report and monitor and evaluate their impact. In view of this, the report will also 
highlight a number of key areas and specific actions that will require further consideration by 
the System Leadership Executive Group in December 2018 in order to ensure there is a 
continued focus on further improving stroke outcomes for the people of WY&H. 
  
Recommendations and next steps  
 
The West Yorkshire and Harrogate Joint Committee of CCGs are asked to: 
 

 Approve four hyper acute stroke units as the ‘optimal’ service delivery model for sustainable 
and ‘fit for the future’ hyper acute stroke care 

 Approve the recommendation that all commissioners utilise the agreed hyper acute stroke 
service specification when commissioning hyper acute care services 

 Acknowledge that local plans to take people with suspected stroke in Harrogate to a 
specialist hyper acute stroke service in either Leeds Teaching Hospital or York Teaching 
Hospital, whilst maintaining a rehabilitation service for stroke patients at Harrogate District 
Hospital, to which they can be transferred after receiving hyper acute stroke care in Leeds 
or York, will be led locally by Harrogate 

 Support there is no requirement to further engage or consult across the whole of West 
Yorkshire (taking into account the views of local people and the Joint Health Overview and 
Scrutiny Committee) 

 In line with the NHS England service change assurance process note and consider the 
views of our key stakeholders (Appendix F refers)  

 Approve the recommendation to re-establish a sustainable stroke clinical network across 
WY&H 

 Note the work underway to further improve quality and outcomes across the whole of the 
stroke pathway and support the aspiration to adopt a standardised ‘whole pathway’ stroke 
service specification across West Yorkshire and Harrogate as soon as possible 

 Note a paper will be presented to the Systems Leadership Executive Group in December 
2018 outlining the areas and actions that will require further consideration by key 
stakeholders across the Integrated Care System, in order to ensure there is a continued 
focus on further improving stroke outcomes for the people of West Yorkshire and 
Harrogate. 
 

https://www.wyhpartnership.co.uk/application/files/3715/0296/6970/WY_HF_Stroke_HAS_SCfC_v6.0_approved_final_final.pdf
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Delivering outcomes: describe how the report supports the delivery of STP outcomes (Health 
and wellbeing, care and quality, finance and efficiency)  
 

We want to make sure our services are ‘fit for the future’ and make the most of the skills of our 
valuable workforce and technology in order to maximise opportunities to improve services, 
quality and outcomes for local people.  For example, further reducing variation and any 
unnecessary delays along the whole of the stroke care pathway and making more effective use 
of our resources.   
 
This is in line with our strategic vision for stroke and strategic vision and priorities set out in the 
public summary of the WY&H Draft Sustainability and Transformation Plan published 
November 2016 and the WY&H  Health and Care Partnership: Our next steps to better health 
and care for everyone, published in January 2018.  
 
This described the approach we would be adopting across our health and care economy and 
the work that would take place with key partners to identify opportunities to address the triple 
aims of improving health and wellbeing, care and quality, and finance and efficiency. 
 
For example from a health and well-being perspective we have been working with each of our 
six local places in Bradford including Airedale, Wharfedale and Craven, Calderdale, Harrogate 
and Rural District, Kirklees, Leeds and Wakefield to reduce the number of people who die from 
stroke as well as reducing the number of strokes that occur.   
 
One of the ways we are doing this this is by further improving the way we detect and treat 
Atrial Fibrillation (AF). AF causes a fast and erratic heartbeat which is a major factor of stroke. 
We have agreed with each of our CCGs to set an STP aspiration to detect and treat 9 out of 10 
patients with AF across the WY&H Footprint. 
 
The Yorkshire & Humber Academic Health Science Network (Y&H AHSN) have estimated this 
could result in over 190 strokes being prevented in the next 3 years contributing to a reduction 
in both the health and well-being gap and the care and quality gap for the population of WY&H. 
 
Y&H AHSN have indicated this level of prevention could avoid costs of over £2.5m which will 
contribute to our collective finance and efficiency gap.   
 
More recently we have been progressing work associated with the wider cardio- vascular 
disease agenda to ensure there is continued focus on further reducing other risk factors linked 
to stroke. For example the treatment of hypertension [high blood pressure] which has the 
potential to reduce a further 620 strokes within three years. 
 
We have also developed a draft ‘whole service’ specification which outlines the key standards 
and service outcomes for the whole stroke pathway from prevention through to end of life care 
to inform further discussion with each of six local places. 
 
Other examples of how we intend to address the care and quality gap include the work taking 
place to determine the ‘optimal’ service delivery models for hyper acute stroke care and 
develop and progress the implementation of standard pathways and service specification in 
order that we can: 
 

 Increase the proportion of stroke patients assessed by a stroke specialist consultant 
physician and nurse trained in stroke management within 24 hours; 

 Increase the proportion of patients scanned within 12 hours; and 
 Deliver the new 7-day standards specific to hyper acute stroke, which sets out an ambition 

that anyone who needs urgent or emergency hospital care will have access to the same 
level of assessment and review, tests and consultant-led support whatever day of the 
week. 

 

https://www.wyhpartnership.co.uk/application/files/7315/0184/5403/Final-draft-submission-plan.pdf
https://www.wyhpartnership.co.uk/application/files/1015/1964/7540/Revised_WYSTP1152_-_Next_Steps_Document_WEB.pdf
https://www.wyhpartnership.co.uk/application/files/1015/1964/7540/Revised_WYSTP1152_-_Next_Steps_Document_WEB.pdf
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Impact assessment (please provide a brief description, or refer to the main body of the report) 
 

Clinical outcomes: 
 

Examples of the work taking place to improve outcomes are referenced 
in this briefing.  They are also outlined in the Strategic Case for Change. 
 

A Strategic Case for Change Public Summary and easy read version is 
also available and can be accessed via the following link 
http://www.wyhpartnership.co.uk/about/our-priorities 
 

More recently we have also developed a high level stroke dashboard 
which covers key indicators from across the whole stroke care pathway 
to inform discussion with the relevant stakeholders with a view to further 
improving outcomes for the people of West Yorkshire and Harrogate. 

 

Public involvement: 
 

Our approach was outlined in the Engagement Report findings 
presented to the Joint Committee members, the people of West 
Yorkshire and Harrogate and other key stakeholders on the 4 July 2017 
(Agenda item 3 and Agenda item 4 referred.) 
 

The outcome of the Engagement work that took place in February and 
March 2017 is continuing to inform our work. 
 

The Engagement Report, Strategic Case for Change, Strategic Case for 
Change public summary and easy read version are also available at 
http://www.wyhpartnership.co.uk/about/our-priorities 
 

During February, March and May 2018 further discussions have taken 
place with key stakeholders to inform the development of evaluation 
criteria and these reports are also available at 
http://www.wyhpartnership.co.uk/about/our-priorities 
 

Discussions are underway with the Y&H AHSN to capture patient 
stories. 

 

Finance: 
 
 

 

In line with our ambition to detect and treat 89% of patients with Atrial 
Fibrillation across West Yorkshire and Harrogate the Y&H AHSN is 
working with each of our six local areas to build upon the existing work 
taking place. 
 
This could result in over 190 strokes being prevented in the next three 
years, improving both the care and quality gap and contributing to a 
reduction in the health and well-being gap. 
 
The Y&H AHSN have indicated this level of prevention could potentially 
avoid costs of over £2.5m which will contribute to our collective finance 
and efficiency gap. 
 
Although this work may have an impact on local CCG prescribing costs, 
Y&H AHSN have confirmed they will work directly with each CCG to 
work through the practical aspects of implementation and estimated 
impacts on CCG prescribing budgets. 
 
From a wider stroke programme perspective we want to make sure our 

http://www.wyhpartnership.co.uk/about/our-priorities
http://www.wyhpartnership.co.uk/about/our-priorities
http://www.wyhpartnership.co.uk/about/our-priorities
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services are ‘fit for the future’ and we make the most of the skills of our 
valuable workforce and technology whilst maximising opportunities to 
improve services quality and outcomes for local people e.g. further 
reducing variation and any unnecessary delays along the whole of the 
stroke care pathway and making more effective use of our resources. 
 
Further work has taken place to understand the current costs of our 
specialist stroke services and has informed discussions between 
commissioners and providers of these services and section 8 of this 
describes how finances will be managed within existing budgets. 
 

Finance is an integral component of the work that has taken place to 
ensure we are able to satisfy Joint Committee members, NHS England 
and other key stakeholders about the broader tests that will be applied 
to our work related to clinical outcome and risk, public acceptability and 
finance (section 8 of this report also refers.) 

 

Risk: 
 
 

 
 

The key risk to highlight relates to workforce and reflects the ongoing 
workforce challenges in some of our specialist stroke services. The 
mitigating actions are as follows; (section 14 refers) 
 

 Provider operational resilience issues are being addressed via 
existing contractual routes via the Lead CCG e.g. local Harrogate 
sub group in place, WYAAT and the national lead are supporting 
local developments.  A Bradford/Airedale Project Lead has also 
been appointed 

 WY&H workforce analysis is informing local WYAAT/Harrogate 
provider and commissioner developments to inform discussion with 
key stakeholders 

 Meetings continue with Mid Yorkshire Hospitals NHS Trust (MYHT), 
South Yorkshire and Bassetlaw (SY&B) and Wakefield CCG to 
discuss cross boundary flow impacts on MYHT from a demand and 
capacity and risk perspective 

 Secured commitment from WYAAT to implement the clinical 
standards.  

 The Local Workforce Action Board (LWAB) lead is supporting 
workforce developments has been secured to re-establish the stroke 
clinical network 

 Secured commitment from WYAAT MD forum and WY&H Clinical 
Forum on resourcing of clinical lead and stroke network 
(sustainability, role and function) 

 There is a continued focus on the prevention of strokes occurring 
e.g. AF, hypertension and wider cardio vascular work.  
 

It is important to note the accountability and responsibility for addressing 
and mitigating any operational risks that are included on the stroke 
programme risk register e.g. risks related to workforce pressures, 
remains with the Hospital and Lead Commissioner of the relevant stroke 
service.  
 

As a WY&H Health and Care Partnership priority work stream, risks and 
actions to mitigate have been subject to regular review by the WY&H 
Joint Committee of CCGs.   
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West Yorkshire & Harrogate Stroke Programme  

Improving Stroke Outcomes  

FINAL REPORT, CONCLUSIONS, RECOMMENDATIONS AND NEXT STEPS 

1 Introduction 

1.1 Providing the best stroke services possible across West Yorkshire and Harrogate 
(WY&H) to further improve quality and stroke outcomes is a priority for us all and 
something we are committed to achieving through the work that has been taking place 
across WY&H and in each of our six local areas (Bradford District and Craven; 
Calderdale, Harrogate, Kirklees, Leeds and Wakefield). 

1.2 In line with the agreed governance arrangements, this report is being presented to the 
West Yorkshire and Harrogate Joint Committee of Clinical Commissioning Groups 
(CCGs), to provide members with an overview of our progress so far, conclusions and 
the information we have considered to inform this process, recommendations and next 
steps. 

1.3 It will provide an update on the prevention work taking place with the Yorkshire & 
Humber Academic Health Science Network (Y&H AHSN) and in each of our six local 
places to further improve the detection, diagnosis and treatment of Atrial Fibrillation 
(which causes erratic heart beat), so that we can further reduce the risk factors of 
stroke. 

1.4 It will include a number of recommendations for consideration by the wider health and 
care partnership (across WY&H and in each of our 6 local places) in relation to the work 
that has taken place to describe the standards of care we aspire to secure across the 
‘whole of the stroke care pathway’ and the work taking place to develop service 
specifications that will incorporate the expected standards commissioners should utilise 
when commissioning stroke services.   

1.5 Establishing what service users, their families and carers, members of the public and 
our staff feel and experience about stroke care is very important to us. We have worked 
with Healthwatch and local communication and engagement leads across West 
Yorkshire and Harrogate to reach over 2000 people to seek their views on our work.  
Regional and local media have been kept informed and Health and Well-Being Boards, 
Governing Bodies, MP’s, Joint Health Overview and Scrutiny Committee and the West 
Yorkshire and Harrogate Patient and Public  Assurance group were also updated on the 
engagement work and asked to encourage people to have their say.  

1.6 In recognition that many of our staff are or could be future users of healthcare and have 
witnessed first-hand the experience of service users, we felt it important to seek their 
views as part of this process.   

1.7 This report will summarise the clinical and wider stakeholder engagement that has 
taken place to date and demonstrate how these views have informed our work and 
recommendations. For example, the people of West Yorkshire and Harrogate have told 
us they should receive the same standard of hyper acute stroke care.  In response to 
this we have developed a standardised hyper acute stroke care pathway and service 
specification which we are recommending all commissioners should use when 
commissioning hyper acute stroke care. 
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1.8 The report will describe the work underway to re-establish the stroke clinical network.  It 
will seek members support for the recommendation related to this important 
development, which is key to ensuring we continue to do all we can to support our staff 
and make the most of their valuable skills and expertise so we can maximise 
opportunities to further improve quality and outcomes for the people of WY&H.   

1.9 It will update members on the work currently taking place in Harrogate to address 
ongoing operational workforce pressures in line with agreed governance and 
accountability arrangements. 

1.10 This report will provide an update on the new thrombectomy service development in 
Leeds Teaching Hospitals NHS Trust which is providing specialist treatment for people 
across the area who have suffered life-threatening stroke.  Mechanisms are currently in 
place to ensure inter-dependencies in relation to this national service development have 
informed our hyper acute stroke care pathway and service specification developments.  

1.11 Going forward we recognise it will be important to ensure the national and WY&H stroke 
developments remain aligned so that our patients can access these services in a timely 
way and transfer back to their local services as soon as possible. In view of this report 
will also outline how we intend to do this.    

1.12 The report will update colleagues on the conversations that have taken place with NHS 
England, Yorkshire and Humber Clinical Senate, West Yorkshire Association of Acute 
Trusts, Yorkshire Ambulance Service, Joint Health Overview and Scrutiny Committee 
and Local Overview and Scrutiny Committees and the West Yorkshire and Harrogate 
Strategic Oversight and Assurance Group.   

1.13 Finally, our work is all about improving stroke care and outcomes for the people of West 
Yorkshire and Harrogate.  We have made good progress in relation to meeting our 
objectives and believe the recommendations in this report bring to a conclusion the 
work within the scope of the stroke programme as described in the WY&H Strategic 
Case for Change (you can view this here).  

1.14 We recognise however that further work will be required to implement the 
recommendations outlined in this report and monitor and evaluate their impacts. In view 
of this, the report will also highlight a number of key areas and specific actions that will 
require further consideration by the System Leadership Executive Group (December 
2018) in order to ensure there is a continued focus on further improving stroke 
outcomes for the people of West Yorkshire and Harrogate. 

2 Background and context 

2.1 Stroke is a life changing event and evidence shows the care people receive in the first 
few hours can make a difference to how well they recover.  This includes having 
specialist scans to assess the nature of the stroke and if appropriate receive clot-
busting drugs (thrombolysis.)  

2.2 Although our hospitals have been working hard to deliver safe, high quality care, 
differences in specialist stroke care exist. The evidence base shows that people who 
receive care in units that see a minimum of 600 new admissions per year are likely to 
have better outcomes, even if the initial travel time is increased.  Ongoing rehabilitation 
should, however, be provided at locations closer to where people live and they should 
be transferred to these as soon as possible after initial treatments.    

https://www.wyhpartnership.co.uk/application/files/3715/0296/6970/WY_HF_Stroke_HAS_SCfC_v6.0_approved_final_final.pdf
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2.3 We also know it is important to work in partnership with each of our six local areas to 
further improve care across the whole of the stroke care pathway (prevention through to 
end of life care) so that we can further reduce the risk factors of stroke and rehabilitate 
people back into their communities after their specialist care, as close to home as 
possible, having the right local care in place so people make a good recovery is 
essential. 

2.4 In view of this, our doctors, nurses and other health care representatives have worked 
together to build upon the work that had taken place previously across West Yorkshire 
and Harrogate to further improve stroke care and outcomes. For example the 
development and implementation of stroke prevention strategies and the review of 
hyper acute stroke care which informed the Hyper Acute Stroke Services Yorkshire and 
Humber ‘Blueprint’ for Yorkshire and Humber CCGs (published in June 2016.)  

2.5    Following the publication of the ‘Blueprint’ recommendations and in line with our agreed 
mandate, we carried out a further review of our specialist stroke services to establish 
the latest position and considered the engagement findings.  

2.6 We also looked at the latest available literature evidence and work taking place in other 
areas to improve stroke outcomes. This work informed the development of a Strategic 
Case for Change (SCfC) published in July 2017 which recommended: 

 Further work was required to ensure that our services are resilient and ‘fit for the
future; and.

 Proposals to determine the ‘optimal’ service delivery models and pathways that
need to be in place across WY&H should be developed.  This should be set in the
context of ensuring that we are maximising the opportunities to further improve care
and outcomes for our population along the whole stroke care pathway.

The Strategic Case for Change can be viewed here.

3 Vision, aims, objectives and outcomes 

3.1 Members will be aware our specialist stroke services need to deliver the 7-day 
standards which sets out an ambition that anyone who needs urgent or emergency 
hospital care will have access to the same level of assessment and review, tests and 
consultant-led support whatever day of the week.   

3.2 Across WY&H we have an agreed shared vision for stroke which is as follows: 

To reduce the incidence of stroke and avoidable deaths due to stroke, across 
the West Yorkshire health economy, minimising the long term effects and 
improving the quality of life for survivors. This will be achieved by providing 
consistently high quality care that is responsive to individual needs and through 
encouraging healthier lifestyles and reducing inequalities in risk factors of 
stroke. 

3.3 The key aims of the WY&H stroke programme are as follows: 

 To commission 'high quality' sustainable hyper acute stroke services that are 'fit for
the future' for the people of West Yorkshire and Harrogate

 Ensure variations in hyper acute stroke care are addressed locally as soon as
possible in line with agreed governance and accountability arrangements

 Work collaboratively with key stakeholders in each of our six local places to further
improve care and outcomes across the whole of the stroke care pathway.

https://www.wyhpartnership.co.uk/application/files/3715/0296/6970/WY_HF_Stroke_HAS_SCfC_v6.0_approved_final_final.pdf
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3.4 The key objectives and expected outcomes are as follows: 

 Provide a fully integrated, seamless end-to-end stroke service for  WY&H
 Implement the recommendations of the National Stroke Strategy (you can view this

here)
 Meet the service standards and specifications set by the Royal College of

Physicians (RCP), NICE and the locally agreed stroke service standards
 Ensure that stroke services deliver

o Improved clinical outcomes e.g. reduced mortality
o Are sustainable;
o Improved quality of life outcomes e.g. return to usual place of residence; and
o An excellent patient and carer experience.

 Provide equity of service outcomes and experience, particularly where variance of
service provision has been highlighted.

4 Our journey so far - preventing strokes happening 

4.1 In line with our agreed vision for stroke care, the Strategic Case for Change highlighted 
the importance of taking a ‘whole system’ and ‘whole pathway approach’ (from 
prevention through to after care.) 

4.2 Our conversations with the people of West Yorkshire and Harrogate, Yorkshire and 
Humber Clinical Senate, our clinicians and health care professionals, WY&H Clinical 
Forum members and WYAAT Medical Directors have also highlighted the importance of 
doing more to prevent strokes. 

4.3 CCGs across WY&H already had an agreed Atrial Fibrillation (AF) Strategy which 
described our collective ambition to reduce the number of strokes across West 
Yorkshire and Harrogate by increasing the diagnosis and treatment of AF which causes 
a fast and erratic heartbeat which is a major factor of stroke. 

4.4 This work has remained a key priority for the Health and Care Partnership and the 
success of this programme has meant that as a result of the work taking place in GP 
practices in each of our 6 local areas to detect, diagnose and treat people with AF, we 
have not seen an increase in strokes in line with population prevalence estimates. 
(Appendix A refers.) 

Atrial Fibrillation – going ‘further faster’ at scale and pace 

4.5 In view of this, as an ambitious Partnership we recognised there was more work that we 
could and should do.  In November 2017 the WY&H Joint Committee of CCG’s agreed 
a standard target across West Yorkshire and Harrogate.   

4.6 This includes detecting, diagnosing and treating people who are at risk of stroke so that 
around 9 in 10 people with atrial fibrillation are managed by GPs with the best local 
treatments available to save people’s lives contributing to a reduction in both the health 
and well-being gap and the care and quality gap. This is in line with the Health and Care 
Partnership target to reduce cardio vascular events by 10% by 2021.  Yorkshire & 
Humber Academic Health Science Network (Y&H AHSN) have also indicated this level 
of prevention could potentially avoid costs of over £2.5m which will contribute to our 
collective finance and efficiency gap. 

http://webarchive.nationalarchives.gov.uk/20130104224925/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_081059.pdf
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4.7 We are one of the first Health and Care Partnerships (H&CP) to address atrial fibrillation 
at scale in this way.  

4.8 The Y&H AHSN has an evidence based programme of support and are working with 
each of our six local areas to roll out best practice care for people with atrial fibrillation 
in every GP practice, with the aim of preventing over 190 strokes over the next three 
years. 

4.9 All of our six local places have a Board clinician who provides strategic leadership and 
support to their local clinical champions to progress the work locally, building on work 
that has already taken place in each of their local areas. 

4.10 There is a structured approach to monitoring and evaluating the difference this is 
making to people’s lives and to ensure long term sustainability of this work. A 
dashboard has been developed which enables the Y&H AHSN to report on progress 
being made in relation to this important work. (Appendix A refers.) 

4.11 Twenty practices are participating in the first wave of the Y&H AHSN’s Quality 
Improvement programme and a further two practices from the second wave have been 
recruited. Following on from discussion at the Joint Committee of CCGs (1 May 2018) 
the Y&H AHSN have secured additional quality improvement capacity to further support 
local practices.   

4.12  The latest information reported via the Y&H AHSN Lead (position at September 2018), 
shows that across WY&H an additional 1,718 patients with atrial fibrillation have been 
protected, which could prevent 46 debilitating strokes each year. In line with NICE 
guidance the number of patients with AF being prescribed with aspirin has decreased 
by 586 since October 2017.  

Improving outcomes for people with Cardio Vascular Disease (CVD) and Diabetes 

4.13 In addition to the above, we recognise there is further work to do to identify 
opportunities to further reduce the risk factors of stroke and address the triple aims of 
improving health and wellbeing, care and quality and finance and efficiency.   

4.14 The WY&H Clinical Forum identified the potential to make significant improvements in 
outcomes for people with CVD and Diabetes through joint working across WY&H. This 
work also supports the achievement of the WY&H target for improving CVD outcomes. 

4.15 In view of this, on the 5 June 2018 the WY&H Joint Committee of CCGs considered a 
range of measures intended to build upon the work already taking place in each of our 
six local places which could make a real difference to patient outcomes and financial 
sustainability.   

4.16 The Joint Committee acknowledged the improvement programmes already in place 
within localities and the primacy of place-based working but recognised the benefits of 
sharing resources and spreading learning which would come from a common approach, 
for example learning from the Healthy Hearts work in Bradford and work that has taken 
place in Leeds.  They agreed to recommend to CCGs that they: 

 Adopt the WY&H wide improvement project
 Identify a clinical and a project lead to work with the Clinical Lead and central

project team to implement the actions identified
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 Support the reporting and governance arrangements to enable the impact of this
project to be measured and assured at CCG and Health and Care Partnership
level.

4.17 Phase 1 of this work (June 2018 and March 2020) will focus on increasing the recorded 
prevalence of hypertension (high blood pressure) across WY&H by identifying: 

 Patients who are at risk of having hypertension but who are not yet diagnosed
 Patients already on anti-hypertensive medication but not on relevant practice

registers
 Optimising treatment of patients diagnosed with hypertension, CHD, stroke or

Diabetes whose BP is > 140/90

4.18 Improving the detection, diagnosis and treatment of hypertension [high blood pressure] 
has the potential to reduce a further 620 strokes within three years.  Further discussions 
are now taking place across WY&H and in each of our six local areas to progress this 
work.   

5 Our journey so far, process and conclusions – hyper acute stroke care 

5.1 Hyper acute stroke services provide expert specialist clinical assessment, rapid imaging 
and the ability to deliver intravenous thrombolysis 24/7.  Typically stroke patients remain 
on a hyper acute stroke unit for no longer than 72 hours after admission.   

5.2 As outlined in section 3.1, our specialist stroke services are required to deliver the 7-day 
standards which sets out an ambition that anyone who needs urgent or emergency 
hospital care will have access to the same level of assessment and review, tests and 
consultant-led support whatever day of the week. 

5.3 Although work has taken place to further improve the quality of care people receive, 
differences in specialist stroke care exist and we urgently need to address this. 

5.4 Following on from the publication of the Yorkshire and Humber Hyper Acute Stroke 
Service ‘Blueprint’ the WY&H stroke programme completed a further review of our 
specialist stroke services. We: 

 Used the evidence from the Stroke Strategic Case for Change to support our work
 Reviewed the number of strokes being admitted to each of our services every year
 Reviewed the impact of cross boundary flows
 Considered the Stroke Sentinel National Audit Programme (SSNAP) information

which audits the key processes that have a high impact on patient care and long
term health outcomes

 Completed a workforce baseline
 Established a finance baseline
 Refreshed our equality impact assessment and stroke health needs assessment
 Reviewed the latest available national guidance.

5.5 We have worked closely with the Yorkshire and Humber Clinical Senate, our staff 
working in our specialist services, WY&H Clinical Forum, WYAAT Medical Directors and 
the Yorkshire Ambulance Service who have access to the skills and expertise we need 
to advise on the this work.   

5.6 We have used the evidence from the Strategic Case for Change and our engagement 
programme to support this work which highlights there is strong evidence that outcomes 
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following stroke are better if people are treated in specialised centres, which treat a 
minimum number of 600 strokes per year, even if this increases travelling time. Ongoing 
care and support should be provided at locations closer to where people live and they 
should be transferred to these services as soon as possible after initial treatment. 

5.7 Examples of information we have considered to inform the process are summarised in 
this section. 

Performance against key standards – Stroke Sentinel National Audit Programme 
(SSNAP) and 7 day standards 

5.8 The Stroke National Audit Programme measures 44 indicators which are grouped into 
10 clinical domains.  The programme audits the key processes that have a high impact 
on patient care and long term health outcomes. A hospital provider’s total ‘SSNAP level’ 
score includes all measures of quality care as well as measures of audit compliance.  

5.9 The 10 SSNAP domains that inform this aggregate score are described in Table 1 
below. 

TABLE 1 
 

 
 
 
 

 

5.10   Nationally a SSNAP score of ‘A’ sets the bar for a world class delivery of stroke care, 
scores below ‘B’ require improvement and a score of ‘E’ indicates substantial 
improvement is required. A number of stroke units in the UK are now achieving top 
scores.    

5.11 Appendix B summarises the latest published results for December – March 18 which 
shows significant variation from national standards continues to exist across the WY&H 
footprint.  It is however important to note that unpublished data for Q1 2018/19 shows 
further improvement against key standards.  

Scenario modelling and option appraisal process 

5.12 Working with the Yorkshire Ambulance Service (YAS) we carried out a number of 
scenario modelling exercises to consider potential solutions.  We also held a series of 
events in February, March and May 2018 to seek people’s views on the development of 
evaluation criteria and weightings.  A copy of report findings can be found here. 

Domain Indicator Description 
D1 Scan Measure of access to brain imaging 

D2 SU Measure of  access to a stroke unit (mix of HASU/ASU) 

D3 Throm measure of thrombolysis treatment 

D4 Spec Asst Measure of access to ‘specialist assessments’ 

D5 OT Delivery of occupational therapy 

D6 PT Delivery of physiotherapy 

D7 SALT Delivery of Speech and Language Therapy 

D8 MDT Multi-Disciplinary team working 

D9 Std Disch 
Measure of Standards by Discharge (dietitian screening, Continence plan, 
mood and cognition screening) 

D10 Disch Proc Measure of Effective Discharge Processes (ESD, joint health & social care plan) 

https://www.wyhpartnership.co.uk/get-involved/engagement
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TABLE 2 below provides an overview of the stages of the process 

TABLE 3 below summarises the outcome of the Stage 1 and Stage 2 process 
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TABLE 4 below summarises the Stage 3 process 

Conclusion 

5.13 The conclusion of our analysis shows that Harrogate is the only hyper acute stroke 
service across our Partnership that does not receive the minimum number of 600 new 
strokes per year.  

5.14 Table 5 below summarises the scores of the stage 4 options appraisal process which 
shows scenario 11 had the highest total score as measured across the domains of 
sustainability, access and peoples experience. 

TABLE 5 below summarises the scores (Stage 4 process) 
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5.15 In view of this and in line with the agreed governance and accountability arrangements 
we are recommending: 

Working with our clinicians and other health care professionals 

5.16 Our local clinicians and multi-disciplinary health care professionals have taken a lead 
role in the development of clinical standards, standardised care pathways and policies 
which comply with national guidance and reflect feedback from our engagement events, 
with a view to reducing variation and further improving stroke outcomes for the people 
of WY&H as soon as possible. 

5.17 We have reviewed national and best practice guidance and worked with clinical experts 
in the Y&H Clinical Senate, the National Stroke Lead, the Stroke Association and 
clinical experts in other areas e.g. Manchester, South Yorkshire and Bassetlaw, South 
East Stroke Network. 

5.18 A clinical stroke lead from each of our hyper acute stroke units and Yorkshire 
Ambulance Service are members of our WY&H Stroke Task and Finish Group have 
provided clinical leadership and expertise to inform our work. 

5.19 Clinical engagement is key and has underpinned all our work. In May 2017 a clinical 
summit took place followed by a further clinical workshop in November 2017, to seek 
the views of wider multi-disciplinary teams (MDT) members and Yorkshire Ambulance 
Service colleagues delivering hyper acute stroke care.  These discussions were 
informed by the engagement work ensuring the patient voice was informing our work.   

5.20 A WYAAT Clinical Working Group has been chaired by the WYAAT Medical Director 
Lead for stroke and supported by a WY&H Clinical Lead for Stroke to work with the 
WYAAT Medical Director Stroke lead to progress this work.  The purpose of this group 
was to: 

 Develop standardised hyper acute stroke care pathway (that reflects YAS and NHS
England Thrombectomy care pathway developments)

 Develop standard protocols for assessment in Accident and Emergency;
 Develop a standardised repatriation policy
 Develop clinical standards and service specification for hyper acute stroke services
 Develop standard protocol for mimics (patients who present as suspected stroke

who are later found to have another diagnosis)

RECOMMENDATION 

The ‘optimal’ service delivery model for sustainable hyper acute stroke care 
across WY&H is four hyper acute stroke units. This service would continue in: 

• Bradford Teaching Hospitals NHS Foundation Trust – Bradford Royal
Infirmary

• Calderdale and Huddersfield NHS Foundation Trust – Calderdale
Royal Hospital

• Leeds Teaching Hospitals NHS Trust – Leeds General Infirmary
• Mid Yorkshire Hospitals NHS Trusts – Pinderfields Hospital
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 Develop  standard Transient Ischaemic Attack (TIA) protocol (sudden onset of
symptoms suggesting stroke which resolve within 24hrs of onset which may suggest
a TIA diagnosis)

 Develop quality standards and clinical risk assessments
 Ensure workforce and technology implications were informing the work of the WY&H

stroke workforce and technology sub groups
 Ensure NHS England Thrombectomy developments remain aligned and
 Establish future ways of working and operational network.

5.21 The outputs from this group have been cascaded to inform discussions with Multi-
disciplinary Teams (MDTs) in each of our specialist stroke units, Yorkshire Ambulance 
Service colleagues and WYAAT Medical Directors Forum.  

5.22 WY&H Clinical Forum members, which includes representatives of each of the six local 
places, have also received regular updates to ensure forum member’s clinical views 
continue to inform these developments.    

Clinical standards, standardised care pathway and repatriation policy – hyper 
acute stroke care 

5.23 As outlined above working with our clinical experts and reflecting national guidelines 
and stroke developments we have agreed the clinical standards and standardised hyper 
acute stroke care pathway.   

5.24 The standards have informed the standardised care pathway and draft hyper acute 
stroke service specification.  Examples of the clinical standards included in the 
specification are as follows: 

 600 confirmed strokes per year to provide sufficient volumes to make service
clinically sustainable, maintain expertise and ensure good clinical outcomes

 Hyper acute stroke service alerted prior to patient arrival (where appropriate)
 Patients seen and assessed by specialist stroke team within 30 mins of arrival
 Rapid  imaging within at least 1hr of arrival and interpretation
 Patients eligible for endovascular treatment have immediate access to CTA from

aortic arch to skull vortex at time of initial CT and transferred in accordance with
locally agreed pathways/timelines

 Swallow screening (within 4hrs of admission). Patients who fail swallow screen
assessed by Speech Therapist within 24hrs

 Assessment for malnutrition and need for nasogastric tube or gastrostomy within
24hrs

 Protocols for assessment and management of other causes of stroke e.g.
intracerebral haemorrhage & non-stroke diagnosis

 Provided 24/7 with appropriate protocol to screen patients against the medical
criteria for thrombolysis

 Eligible patients scanned immediately in the next available CT slot and receive
thrombolysis within 30 mins and certainly within 60 mins of admission (door to
needle time) in line with RCP National clinical guidelines for stroke 2016.

5.25 A repatriation policy has also been developed so that we can ensure patients are 
transferred back into their communities after they have received their specialist stroke 
care, as close to home in a timely way.    
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5.26 In order to fully understand the current stroke mimic pathway including how stroke 
mimics present to hospital services, how patients move through the pathway from 
assessment to transfer and discharge and how stroke mimics are diagnosed, a stroke 
mimic audit has taken place. 

5.27 The content and approach to the audit was developed in collaboration with South 
Yorkshire and Bassetlaw (SY&B) stroke programme and the results will be shared with 
the WYAAT Clinical Working Group who will have a key role in implementing the audit 
findings ensuring patients are seen at the right time by the right health care professional 
in line with national guidelines. 

Hyper acute stroke service specification 

5.28 We have developed a hyper acute service specification which sets out the expected 
standards commissioners should utilise when commissioning hyper acute stroke care 
(Appendix C refers.)  We have engaged with clinical colleagues and key stakeholders to 
gain a clinical perspective on its content. It has also been circulated to commissioners 
for comment on its content and recommendation to adopt a standard hyper acute stroke 
service specification which all commissioners should utilise when commissioning hyper 
acute stroke services.  

The specification has incorporated the views of people who attended the engagement 
events which took place February, March and May 2018 which highlighted the 
importance of ensuring all providers of hyper acute stroke care deliver services in line 
with national standards. 

Next steps (clinical standards, standardised hyper acute stroke pathway, service 
specification and repatriation policy) 

5.29 WY&H Clinical Forum members, WYAAT Medical Directors, YAS and CCG 
commissioners are all supportive of the approach to adopt the clinical standards and 
operationalise the standardised hyper acute stroke pathway, specification and 
repatriation policy across all services delivering hyper acute care as soon as possible 
through the appropriate governance routes.  

5.30 In addition at the request of commissioners further discussions have also taken place 
with WYAAT Medical Directors Forum, WYAAT providers and WYAAT Programme 
Executive Forum (2 October 2018) to determine how these developments will be 
achieved and the resources required to deliver the good practice standards (and by 
when.)   

5.31 All our providers are committed to delivering the standardised pathway, adopting the 
specification and repatriation policy and working collaboratively to further reduce 
variation and further improve stroke quality and outcomes for the people of West 
Yorkshire and Harrogate in line with clinical standards for hyper acute stroke care.  

5.32 In view of this the WY&H stroke programme are requesting the Joint Committee of 
CCG’s support the following recommendation: 

RECOMMENDATION 

All commissioners utilise the hyper acute stroke service specification when 
commissioning hyper acute care services. 
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5.33 Lead commissioners will continue to take a key role in working with providers of hyper 
acute stroke care through, their existing contractual routes in order to ensure hyper 
acute stroke care is being delivered in line with the service specification standards and 
outcomes. 

6 Our journey so far - whole care pathway approaches 

6.1 Our conversations with the people of West Yorkshire and Harrogate have highlighted 
the importance of further improving care across all parts of the stroke service 
(prevention, hospital stroke care, community rehabilitation services through to after 
care.)  Yorkshire and Humber Clinical Senate members, our staff and other key 
stakeholders have also emphasised the importance of further improving care across the 
whole stroke pathway.    

6.2 In view of this and in advance of the publication of the National Stroke Plan (due in the 
autumn), we have produced a draft whole pathway service specification which 
recognises and makes reference to the minimum standards  and service outcomes for 
each part of the stroke pathway (Appendix E attached refers.)  

6.3 The draft service specification includes specific outcomes we aspire to achieve, for 
example rehabilitation and community services and we will be recommending each of 
our six local areas use this specification to determine what further actions, if any, will be 
required to achieve these standards. 

6.4 Preliminary discussions have also taken place with the Primary and Community Care 
work stream to seek their views to inform the next steps (3 October 2018.)   

6.5 As each of our local areas are responsible for commissioning services that meet the 
needs of their local populations, we are recommending: 

7 Workforce 

7.1 Our clinicians and other health care professionals are working hard to deliver improved 
stroke outcomes for the people of West Yorkshire and Harrogate.  As a key national 
and local driver for change, it is however important that we continue to make the most 
of the valuable skills and expertise of our staff whilst maximising opportunities to 
improve quality and outcomes for local people.   

7.2 Across the partnership we have a WY&H workforce strategy which sets out our 
collective ambition to further support, develop, retain and recruit a workforce that will be 
able to further improve care and outcomes for the population of West Yorkshire and 
Harrogate. We have also worked with the Local Workforce Action Board Lead to ensure 
our work is aligned with the wider workforce strategy and their expertise has informed 
our recommendations.   

RECOMMENDATION 

Further discussions take place in each of our six local places to determine what 
further actions, if any, will be needed locally to deliver these standards and 
outcomes, with a view to having a whole pathway specification in place across 
WY&H at the earliest opportunity. 
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7.3 Yorkshire and Humber Clinical Senate, WY&H Clinical Forum, Yorkshire Ambulance 
Service and WYATT Medical Director colleagues also highlighted the importance of 
ensuring there was further focus on workforce and the skill mix required to deliver new 
models and standards of care. In view of this we have: 

 Completed a baseline assessment of our current specialist stroke services; and
 The Local Workforce Action Board (LWAB) stroke lead has also conducted a

workforce survey with each of hyper acute services to seek the view of our
specialist staff

7.4 Key themes include 

 Progressing work to standardise workforce competencies;
 Career development and progression to minimise staff turnover;
 Identifying appropriate opportunities for role substitution between

registered/non registered (releasing capacity and maintaining safety); and
 Establishing clinical stroke networks/forums as a mechanism for promoting

continuing professional development (CPD), improving staff engagement, sharing
best practice and promoting system wide working.

7.5. As a result of this work the Local Workforce Action Board (LWAB) has recently 
supported a £20,000 non-recurrent funding bid submitted by the WY&H stroke 
programme to re-establish the clinical network across WY&H, so that we can further 
support, develop and retain our skilled workforce now and in the future.  
This development is in line with feedback we have received from staff working in each 
of our specialist stroke services and feedback received during our engagement with the 
people of West Yorkshire and Harrogate about the importance of ensuring we have a 
skilled workforce.  It is also in line with developments taking place in other areas and 
the LWAB workforce strategy.   

7.6 This investment, in addition to promoting the development of skills and sharing best 
practice, will also hopefully have a wider impact on the morale, engagement and 
wellbeing of those that are able to participate. It is hoped that this will have a positive 
influence on our ability retain our existing workforce and to attract new recruits.   

7.7 The stroke clinical network will provide learning and development opportunities through 
master class type events and annual conference for colleagues who provide specialist 
stroke care for the people of West Yorkshire and Harrogate (our specialist stroke teams 
and Yorkshire Ambulance staff.)  The network is also a place where clinicians can 
review, progress and provide peer support to implement the new standards. 

7.8 It is anticipated that the programme of learning and development activities will 
commence in the New Year and that the stroke learning and development network 
conference will take place in October 2019. The conference will focus on providing a 
combination of innovate and engaging workshops with opportunities to reflect on 
progress made to date and to plan for the future.  

7.9 Further discussions have taken place with WYAAT Medical Directors and WY&H 
Clinical Forum to seek their views on the scope, role, responsibilities, sustainability and 
resourcing of the WY&H stroke clinical network and appointment of a stroke clinical lead 
going forward.  They are all supportive of this and work is underway to agree the roles, 
responsibilities and resourcing of a sustainable stroke clinical network. 

7.10 LWAB funding and interim administrative arrangements will enable the initial 
programme of activities and the conference to proceed without undue delay. However 
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ensuring the sustainability of a stroke clinical network with both operational and 
developmental components should be a key priority for the partnership and WYAAT in 
the coming months.  

7.11 We recognise that going forward further work may also be required to gain a shared 
understanding of the workforce implications associated with further improving stroke 
care across the whole of the care pathway. 

7.12 In view of this work the WY&H stroke programme are recommending to the WY&H Joint 
Committee of CCGs: 

7.13 In line with feedback from WYAAT Medical Directors and WY&H Clinical Forum a stroke 
clinical network options paper has been developed which describes the purpose, role 
and functions of a clinical network and resources to support the running of the network. 
This will be reviewed and agreed by WYAAT. 

7.14 The options paper will be presented to WY&H Clinical Forum and WYAAT Medical 
Forum colleagues in December to seek their clinical views prior to being considered by 
the appropriate decision making forums. 

8 Finance 

8.1.  Through the duration of the stroke programme within WY&H, work has been undertaken 
to understand the current cost of specialist stroke services from an acute provider 
prospective and a commissioner perspective. The analysis revealed that in 2016/17 
commissioners paid acute providers circa £18m for confirmed stroke cases and best 
practice tariffs, as opposed to a circa £24m spend on stroke services by acute providers 
in 2017/18. 

8.2 The 2016/17 average best practice achievement across WY&H is 90% Rapid Brain 
Imaging and 57% Direct Admission to a stoke ward. It is expected an increase to the 
achievement of Best Practice for stroke within WY&H would have a consequent 
increase in tariff payments of £1.7m. 

8.3 For 2018/19 the majority of local places within the West Yorkshire and Harrogate STP 
have followed the national commissioning intentions and put in place an Aligned 
Incentive Contract (AIC) between CCGs and Provider Trusts. 

8.4 The only place within West Yorkshire which has not agreed to implement an AIC and is 
retaining PBR tariffs is Bradford, which affects the following CCGs and Trusts;- 

• Airedale, Wharfedale and Craven CCG;
• Bradford City CCG;
• Bradford Districts CCG;
• Airedale NHS Foundation Trust; and
• Bradford Teaching Hospital NHS Foundation Trust.

RECOMMENDATION 

Mechanisms and appropriate resources are in place to ensure the WY&H stroke 
clinical network is established and sustainable. 
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8.5 The effect of an AIC is that the income/cost quantum between CCG and Trust is at a 
fixed level with activity still monitored by the CCG and trust, but not paid dependent on 
activity. This is to encourage trusts to focus on quality of care, and allow the trust to 
operate more efficiently which would not lead to a loss of income which may have been 
seen under PBR. 

8.6 AICs will vary slightly in operation between each place commissioners will need to liaise 
with providers to understand any issue which may arise in following the 
recommendations. 

8.7 In recognising the changes in both WY&H and South Yorkshire there is continued 
dialogue and monitoring of the diagnostic capacity required and the impact on the Mid 
Yorkshire site. It is recognised that the impact of South Yorkshire changes need to be 
funded accordingly. 

8.8 With the changes proposed for the hyper acute service at Harrogate, the arrangements 
are being concluded directly between the CCG and the acute trusts. 

8.9 The WY&H partnership has an ongoing role in monitoring both the impact and patient 
flow for the Harrogate changes and how thrombectomy services develop in Leeds. The 
partnership recognises that thrombectomy is commissioned via NHS England 
specialised services at this moment in time and the potential to have a significant impact 
on stroke services across West Yorkshire & Harrogate. 

8.10   Each individual place will also assess its own capacity to support the minimum post 
discharge requirements. This may or may not require investment in community offerings 
whether health or social care. The paper includes recommendation on what “good” 
community services look like. As to long term support and health needs it is recognised 
that there are already embedded Continuing Health Care systems in each place.  

9 Technology developments 

9.1 We recognise technology is a key enabler to support our staff in further reducing delays 
along the care pathway and delivering improved care and outcomes for the people of 
West Yorkshire and Harrogate.   This is an area our clinicians and other health care 
professionals also highlighted as being an area to further explore during the stroke 
Clinical Summit workshop. 

9.2 The Yorkshire Ambulance Service (YAS) is in the process of deploying an Electronic 
Patient Record (EPR).  The EPR will provide information to the crew about the location 
of the hyper acute stroke closest to them. In addition to providing crews with information 
on HASUs the EPR can be used as a supportive tool for ambulance staff, for example, 
for safe transfer of patient data, providing a summary of the patients care records and 
also access to learning materials. The utilisation of EPR to optimise the care pathway in 
other areas such as pre assessment will be explored and built in as appropriate.  

9.3 The technology team (which includes YAS representation) have explored and 
concluded several potential technology opportunities to date.  These include the use of 
video conferencing as an aid in diagnostics en route to allow appropriate direction to a 
stroke site.  Trials have now been tested elsewhere on 4G networks (i.e. the standard 
mobile network) and are deemed not sufficient in their current state for this purpose.  

9.4 As and when new mobile technology is made available in the UK, which is expected 
from 2020, the use of videoconferencing as an aid in the diagnosis of strokes could be 
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revisited as an opportunity for enhancements in the pathway by the stroke clinical 
network and IT.  

9.5 The team explored upgrading the legacy stroke video conferencing technology within 
the Trusts with the conclusion that this equipment does not strategically progress the 
stroke agenda.   

9.6 The team have also explored a new app to be used en route to support detection along 
with the evidence. These potential opportunities have now concluded and a decision 
has been taken not to progress this at this stage.  

9.7 There are potential opportunities continuing to progress.  For example the Yorkshire 
Ambulance Service EPR along with Hospitals EPRs may have further potential. An app 
has been developed to support assessment of stroke en route and YAS may consider a 
trial.  This app will also be reviewed technically and for certification, etc. to consider use 
in West Yorkshire and Harrogate.  

9.8 A further potential opportunity has recently been identified.  A database has been 
developed that supports step-by-step improvement in stroke processes. It is a tool that 
mimics SSNAP, so services can make process changes and evaluate impact without 
waiting for SSNAP national data.  A review of the tool will be done to identify if there are 
opportunities to be exploited for WY&H. 

9.9 The stroke clinical network will have a key role in ensuring the technology developments 
continue to support the implementation of the clinical standards. 

10 Mechanical Thrombectomy developments 

10.1 Our ambition is for our hospitals to work together so we make the most of staff 
skills and new technology to improve people’s quality of life. 

10.2 In June 2018 Leeds Teaching Hospitals NHS Trust launched a new thrombectomy 
service and our consultants, neuro-radiologists, consultants and other professionals 
across the footprint are providing a highly co-ordinated approach to ensure patients are 
able to access this service. 

10.3 We are working collaboratively with NHS England (who commission this specialist 
service) to ensure our service specification and care pathway developments are 
aligned.   

10.4 We recognise that going forward as the thrombectomy service continues to roll out in 
line with the agreed NHS England trajectories, it will be important to ensure the inter-
dependencies between national, Yorkshire and Humber, West Yorkshire and Harrogate 
and local stroke developments continue to remain aligned.  The Clinical Senate have 
also highlighted the importance of this. 

10.5 It is envisaged the re-established stroke clinical network will have a key role in relation 
to this and further supports the WY&H stroke programmes recommendation that a 

RECOMMENDATION 

The WY&H stroke clinical network and IT continue to work together to ensure 
consistent adoption of technology enhancements. 



26 

sustainable stroke clinical network is in place across West Yorkshire and Harrogate as 
soon as possible (Section 7 refers.) 

11 Communication and Engagement 

11.1 A key principle of our communication and engagement strategy is to work in partnership 
and build on existing communication and engagement work already in place at a local 
level – rather than developing new mechanisms and channels solely for the purpose of 
West Yorkshire and Harrogate.  

11.2 From a WY&H perspective, we have provided regular stroke updates to the WY&H Joint 
Committee of Clinical Commissioning Groups (held in public), WY&H Clinical Forum, 
WY&H Urgent and Emergency Care Programme Board, Joint Health Overview and 
Scrutiny Committee (JHOSC), local Overview and Scrutiny Committees, MP’s, the 
WY&H Patient and Public Assurance Group and to the people of West Yorkshire and 
Harrogate via various communication channels.  

11.3 Establishing what service users, their families and carers and members of the public 
feel and experience about stroke care is very important to us. With this in mind we 
commissioned an independent piece of work led by Healthwatch. 

11.4 Healthwatch led the initiation of a robust engagement framework which took 
Place during February and March 2017. Over 900 people completed our engagement 
survey and we directly connected with over 1,500 people, providing us with many 
comments, all of which are very important to us and have informed our work. 

11.4 In recognition that many of our staff are or could be future users of healthcare and have 
witnessed first-hand the experience of service users, it was also important that we 
asked our staff to share their views as part of this process. 

11.5 On the 2 February 2018 we held an Improving Stroke Outcomes workshop to seek 
people’s views on our work to date and the development of decision making criteria for 
specialist stroke services.   

11.6 The workshop brought together a range of people from across West Yorkshire and 
Harrogate including colleagues working in health and social care, voluntary and 
community organisations, councillors, carers and people who have experienced a 
stroke.   

11.7 Further workshops in each of our six local areas (Bradford District and Craven, 
Calderdale, Harrogate and Rural District, Kirklees, Leeds and Wakefield) took place 
during the week commencing 26 March 2018. The sessions included health care 
professionals, community organisations and importantly people who have experienced 
stroke and carers who were unable to attend the 2 February 2018 workshop.   

11.8 The aims of these sessions were to seek people’s views on our work to date and gain 
their views on the development of decision making criteria for specialist stroke services 
to further inform our next steps. 

11.9 A further workshop took place 30 May 2018.  The aims of these sessions were to seek 
people’s views on our work to date and gain their views on the development of decision 
making criteria for specialist stroke services to further inform our next steps. 
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11.10 As outlined in other sections of this report we have continued to incorporate feedback 
from other key stakeholders into our work. This includes WY&H Clinical Forum, WYAAT 
Forums, Medical Directors and the Yorkshire Ambulance Service who provide care to 
our patients and also have access to the skills and expertise to carry out travel time 
analysis.   

11.11 The Stroke Association is represented on our stroke programme board and we have 
discussed our work with other relevant Voluntary and Community Sector (VCS) 
organisations and carers.  Discussions have also taken place with the WY&H Joint 
Committee lead for the WY&H Carers Programme, to review the engagement findings 
specific to carers’ feedback on stroke services to determine how their views have 
informed our work and what further work is required to inform our next steps.  

11.12 We are also working with stakeholders in other areas e.g. South Yorkshire and 
Bassetlaw and Humber Coast and Vale to learn from their work.  We continue to liaise 
with the Yorkshire and Humber Clinical Senate and National Clinical Director for Stroke 
to seek their views and expertise on clinical evidence to inform our work.  Our work to 
date has been subject to review by NHS England as part of the assurance process.  

11.13 The Consultation Institute has also provided further advice on our engagement work 
particularly in relation to the events that took place in February, March and May 2018 to 
seek people’s views on development of evaluation criteria and weightings. 

11.14 The outcome of all these discussions has informed our option appraisal process, 
standardised care pathway, hyper acute stroke service specification and whole care 
pathway service specification developments and will continue to inform our work. 

11.15 It is important that the public and patients also know how their views have shaped our 
work to further improve stroke outcomes across West Yorkshire and Harrogate. We aim 
to show that we have listened to the important views of people who have had a stroke, 
their carers and community organisations.  

11.16 In view of this and in response to feedback from the WY&H Patient and Public 
Assurance Group, Scrutiny Committee members and WY&H Joint Committee members 
we have published a ‘you said, we did’ briefing which summarises the progress we have 
made to date in relation to the key themes raised during our conversations with the 
people of West Yorkshire and Harrogate. 

11.17 All our Engagement reports and the ‘you said, we did’ briefing are available on the web 
site here. 

12 Equality Impact Assessments and Stroke Care Health Needs Assessment 

Equality Impact Assessments 

12.1 It is important to note the Equality Impact Assessments (EIA) have informed our 
engagement work in order to ensure we are also seeking the views of protected groups.  

12.2 An initial report was produced in May 2017 and a further report was produced in April 
2018 and the full reports can be accessed here. 

http://www.yhsenate.nhs.uk/index.php
https://www.wyhpartnership.co.uk/application/files/3715/3684/8247/You_said_we_did.pdf
https://www.wyhpartnership.co.uk/application/files/4915/2785/9331/WY_STP_Stroke_EIA_2018_FINAL.pdf
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12.3 The EIA assessments concluded that based on an analysis of both national and local 
data, the groups most likely to be affected by changes to stroke services were as 
follows: 

 Older people
 Carers
 People with serious mental health concerns
 BME groups, most notably Black, Asian and Eastern European populations
 Men
 People living in deprived areas.

12.4 In relation to age, Harrogate and Wakefield are identified as areas of higher risk. For 
ethnicity, Bradford, Kirklees and Leeds are flagged as high-risk areas. It should be 
noted that while Bradford City CCG has the lowest crude incidence of emergency stroke 
admissions across the footprint, it has a higher prevalence of stroke in younger age 
groups. Socioeconomic deprivation is a key risk factor for stroke, with Bradford being 
the most deprived area across the footprint and therefore the highest risk locality. But  
the Index of Multiple Deprivation 2015 indicates that all the West Yorkshire districts fall 
within the two most deprived quintiles when comparing ranks nationally.  

The Stroke Care Health Needs Assessment 

12.5 The stroke needs assessment has been refreshed and the full report can be accessed 
here. The report concludes that numerous factors that contribute to stroke present a 
complex pattern of risk across the West Yorkshire and Harrogate region. It states: 

1) CCGs which have a high rate of admissions due to the large proportion of older
people. Age is a major risk factor of stroke that cannot be modified and
Harrogate, Airedale and Wakefield are the three CCGS with the highest
proportions of 55+ year olds;

2) CCGs which have a high number of admissions because of the interplay
between risk and population size (Wakefield, Bradford Districts and Leeds West /
South and East); and

3) Areas with high levels of health inequalities caused by deprivation and other risks
including lifestyle and ethnicity (Bradford, Wakefield, Leeds South and East.)

12.6 Of particular importance is how priorities for maximising good health between these 
areas might be different. While acute stroke services must best serve the actual 
incidence of stroke, prevention and public health initiatives need to strike a balance 
between their ability to reach large audiences and also target those most at risk.  

12.7 As an example of area priorities: an emphasis on primary prevention might be most 
effective at targeting areas with significant health inequalities and where the burden of 
stroke is expected to increase significantly in the future. Furthermore, secondary 
prevention/symptom recognition might be most effective in areas with high stroke risk 
and incidence. Connecting acute stroke care with further secondary and tertiary 
prevention is also important. 

12.8 In particular, the West Yorkshire population has a high rate of behaviours/lifestyle 
choices that contribute to stroke risk (such as high body mass index, smoking and 
alcohol consumption). This suggests that there may be a bigger opportunity in West 
Yorkshire to reduce stroke risk through upstream and population prevention 
approaches.  

https://www.wyhpartnership.co.uk/application/files/7915/3804/7396/Stroke_Health_Needs_Ass_Jul18_v1.pdf
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12.9 The work of public health colleagues and health and well-being boards in each of our 
six local places will be key to progressing local actions to address the needs of their 
local populations.  Across the partnership the prevention work stream will also have a 
key role in ensuring these prevention strategies are delivering improvements across the 
whole of West Yorkshire and Harrogate. 

12.10 In view of this the WY&H stroke programme are recommending: 

12.11 Both the Equality Impact Assessment and stoke health needs assessment will continue 
to inform the work related to the implementation of the recommendations outlined in this 
report. 

13 Local operational pressures - governance and accountability 

13.1 Across the West Yorkshire and Harrogate Health and Care Partnership we have agreed 
governance and accountability arrangements associated with each of our priority 
transformation work programmes e.g. the West Yorkshire and Harrogate stroke 
programme.   

13.2 Although our hospitals have been working hard to deliver safe, high quality care, 
differences in specialist stroke care exist. The evidence base shows that people who 
receive care in units that see a minimum of 600 new admissions per year are likely to 
have better outcomes, even if the initial travel time is increased.  Ongoing rehabilitation 
should, however, be provided at locations closer to where people live and they should 
be transferred to these as soon as possible after initial treatments.    

13.3 Harrogate is the only hyper acute stroke service across our Partnership that does not 
receive the minimum number of new strokes per year. Given this, and the ongoing 
workforce challenges in Harrogate it is important for all West Yorkshire and Harrogate 
hospitals to work together on solutions that will ensure people across our area can 
access sustainable high quality care.  

13.4 We have worked closely with West Yorkshire Association of Acute Trusts (Bradford 
Teaching Hospitals NHS Foundation Trust, Calderdale and Huddersfield NHS 
Foundation Trust, Harrogate and District Foundation Trust, Leeds Teaching Hospitals 
NHS Trust and Mid Yorkshire Hospitals NHS Trust.) In order to ensure cross boundary 
impact are addressed we are also working with York Teaching Hospital Foundation 
Trust. We have also worked with the West Yorkshire and Harrogate Clinical Forum, 
Medical Directors and the Yorkshire Ambulance Service who have access to the skills 
and expertise to advise on operational sustainability of hyper acute stroke services 
across the area, including Harrogate. 

13.5 Work to date has been informed from the stroke strategic case for change and our own 
public and staff engagement programme. 

RECOMMENDATION 

Each of our six local areas and the WY&H stroke clinical network continue to review 
progress against the key measures included in the stroke health needs assessment 
and the stroke dashboard so they can agree (where appropriate) actions to reduce 
the risk factors of stroke and improve care across the whole pathway. 
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13.6 It is important to note that working with community care services is an important part of 
our work. If we are to rehabilitate people back into their communities after the first 72 
hrs of specialist stroke support, as close to home as possible, having the right local care 
in place so people make a good recovery is essential.  

14 Risk and actions to mitigate 

14.1 Joint Committee members are asked to note there is only one risk on the stroke 
programme risk register with a score of 12 (after mitigating actions.)  This relates to 
workforce and reflects the ongoing workforce challenges in some of our specialist 
stroke services.  This risk is as follows: 

 Hyper acute stroke services across WY&H may experience operational resilience
and are unable to further improve stroke outcomes in line with national guidelines
resulting in continued variation due to an inability to recruit and retain appropriately
skilled workforce.

14.2 The mitigating actions are as follows; 

 Provider operational resilience issues are being addressed via existing contractual
routes via the Lead CCG e.g. local Harrogate sub group in place, WYAAT and the
national lead are supporting local developments.  A Bradford/Airedale Project Lead
also appointed;

 WY&H workforce analysis is informing local WYAAT/Harrogate 
provider/commissioner developments to inform discussion with key stakeholders; 

 Meetings continue with Mid Yorkshire Hospitals NHS Trust (MYHT), South
Yorkshire and Bassetlaw (SY&B) and Wakefield CCG to discuss cross boundary
flow impacts on MYHT from a demand and capacity and risk perspective;

 SY&B and WY&H Stroke Programme Lead are in regular dialogue to ensure
opportunities to learn and share;

 Local/national developments are a standing agenda item to encourage two way
dialogue between organisation representatives and the WY&H Programme
developments;

 Commissioners have requested a formal response from WYAAT regarding
resources and timelines for implementing clinical standards to inform Joint
Committee discussion (6 Nov 18);

 The Local Workforce Action Board (LWAB) lead is supporting workforce
developments and LWAB non recurrent funding (20k) secured to re-establish stroke
clinical network;

 Seeking views from WYATT MD forum and WY&H Clinical Forum on resourcing of
clinical lead and stroke network (sustainability, role and function); and

 There is a continued focus to prevent strokes occurring e.g. AF, hypertension and
wider cardio vascular work.

15 NHS England service change assurance process 

15.1 From an assurance perspective we have adopted the best practice approach to service 
transformation outlined in the Department of Health Effective Service Change: A 
Support and Guidance Guide in order to ensure our service transformation 
recommendations comply with the four key tests throughout the engagement, pre-
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consultation, consultation and post consultation phases and best practice checks.  The 
four key tests are as follows: 

 Strong public and patient engagement;
 Consistency with current and prospective need for patient choice;
 Clear evidence base; and
 Support for proposals from clinical commissioners.

15.2 We attended the Stage 1 Strategic Sense Check on 16 March 2017. NHS England 
commended the extensive engagement work that had taken place and it was agreed 
the level of assurance required would be regional (subject to confirmation of the 
financial implications.)  We were informed the service change was included on the 
reconfiguration grid; therefore, monthly updates would be required to enable progress to 
be followed and that the stage 2 assurance would be undertaken by a panel of Directors 
from the Yorkshire and the Humber team and will be chaired by the Director of 
Commissioning Operations. 

15.3 We also attended a progress and next steps meeting on Wednesday 28 March 2018. 
The meeting acknowledged the progress made towards the requirements for the NHS 
England service change stage 2 checkpoint assurance evidence requirements following 
the strategic sense check panel which was held on 16 March 2017. However we were 
urged to ensure that the work continued at pace to put in place a sustainable solution 
for stroke services that improves the quality of stroke care for the WY&H population.  

15.4 We have shared the outcome of all our work to date with NHS England and NHS 
Improvement, Yorkshire and Humber Clinical Senate and National Clinical Director, 
WYAAT Programme Executive Group and YAS colleagues.  

15.5 A draft report summarising our work and recommendations was also circulated for 
consideration by the WY&H Clinical Forum (2 October 2018) and WYAAT Programme 
Executive (2 October 2018) and circulated to YAS colleagues (5 October 2018) to 
further inform discussion via their appropriate governance routes.  An update was 
shared with the Urgent and Emergency Care Programme Board (15 October 2018).  All 
are supportive of the recommendations.  An update will also be shared with the YAS 
999 Contract Management Board. 

15.6 We have provided regular updates to the WY&H Clinical Forum and WYAAT Medical 
Directors Forum to ensure their clinical views have informed our work throughout the 
whole process. 

15.7 We have also kept the Joint Committee of CCGs, WYAAT Forums and WY&H Public 
and Patient Involvement Assurance Group fully informed. 

15.8 We have provided regular updates to the Joint Health Overview and Scrutiny 
Committee (JHOSC) and local Overview and Scrutiny Committees (OSCs).   

15.9 A report summarising all our work to date, conclusions and recommendations was 
cascaded via Accountable Officers to inform local OSC discussions (1 October 2018.)  

15.10 We also attended the Joint Health Overview and Scrutiny Committee (8 October 2018 
meeting in public) to provide a further update on our work and to discuss the 
conclusions and recommendations outlined in this report. JHOSC members supported 
the recommendations.   

15.11 Copies of formal responses from key stakeholders are attached for further reference 
(Appendix F refers.) 
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16 Our journey so far – summary and conclusions 

16.1 We have engaged with over 2000 people as part of our public engagement work, this 
has included the views of people who have had a stroke, and their carers. 

16.2 Although our hospitals have been working hard to deliver safe, high quality care, 
differences in specialist stroke care exist; with due regard to the evidence base showing 
that people who receive care in units that see a minimum of 600 new admissions per 
year are likely to have better outcomes, we need to address this in Harrogate as soon 
as possible.  

16.3 We have completed a review of our specialist stroke services, scenario modelling and 
option appraisal.  We are recommending the service delivery model for hyper acute 
stroke care across WY&H has four hyper acute stroke units. These will be in: 

• Bradford Teaching Hospitals NHS Foundation Trust – Bradford Royal Infirmary;
• Calderdale and Huddersfield NHS Foundation Trust – Calderdale Royal Hospital;
• Leeds Teaching Hospitals NHS Trust – Leeds General Infirmary; and
• Mid Yorkshire Hospitals NHS Trusts – Pinderfields Hospital.

16.4 It is important to note that conversations have taken place with York Teaching Hospital 
NHS Foundation Trust around the number of people living in Harrogate who will receive 
HASU care in Leeds or York based on travel times. 

16.5 Local operational workforce pressures at Harrogate are being worked through locally in 
line with agreed governance arrangements.  This is being discussed with our WYAAT 
colleagues, Harrogate and Rural District Clinical Commissioning Group, York District 
NHS Foundation Trust and NHS England – any decision will be made locally. 

16.6 In view of this there is no requirement or plan to engage or consult with the public 
across the whole of West Yorkshire. 

16.7 In line with feedback from our engagement and reflecting national guidelines we have 
developed a standard hyper acute stroke pathway and service specification which 
includes the key clinical standards our services should be achieving to further improve 
stroke care and outcomes for the people of WY&H.   

16.8 We are recommending all commissioners utilise this specification when commissioning 
hyper acute stroke care. 

16.9 We will also be asking each of our six local places to consider the draft whole pathways 
service specification to determine what actions (if any) are required to deliver the key 
standards - with a view to having a whole pathway service specification in place across 
WY&H at the earliest opportunity.  

16.10 Working with the Stroke Association to ensure the standards outlined in the National 
Stroke Plan are reflected in our work. 

16.11 We have secured non recurrent Local Workforce Action Board (LWAB) funding to re-
establish the stroke clinical network so that we can further support, develop and retain 
our skilled workforce. We will also be recommending that mechanisms are in place to 
ensure the WY&H stroke clinical network is established and sustainable. 

16.12 Discussions have taken place with all OSC Chairs. This includes conversations with the 
Leeds OSC around the potential number of people in need of hyper acute stroke care 
from the Harrogate area.   
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16.13 Our work is all about improving stroke care and outcomes for the people of WY&H. We 
have made good progress in relation to meeting our objectives; however we recognise 
that further work is needed to implement the developments outlined in this report, 
including ongoing conversations with Harrogate, Leeds and North Yorkshire County 
Councils OSC regarding Harrogate developments 

17 How will we know whether we are achieving improved stroke outcomes? – 
Monitoring and assurance 

17.1 We recognise that in each of our six local areas, local health and well-being boards, 
lead commissioners of stroke services and local overview and scrutiny committees will 
all have an important role in driving forward improved standards of care along the whole 
pathway that meet the needs of their local population. 

17.2 As outlined in section 7 of this report, the re-established stroke clinical network will also 
have an important role in providing learning and development opportunities which will 
have a wider impact on morale and have a positive influence on our ability to retain our 
existing staff and attract new recruits.   

17.3 It is envisaged the network will also have a key role in harnessing clinical leadership, 
expertise and encouraging a culture of continuous improvement across West Yorkshire 
and Harrogate and the wider Yorkshire and Humber footprint in order to further reduce 
variation in key clinical standards and ensure new guidelines and national 
developments remain aligned.    

17.4 Across the wider West Yorkshire and Harrogate footprint in addition to the WY&H stroke 
clinical network it is envisaged our local places, the WY&H Systems Oversight and 
Assurance Group, the Systems Leadership Executive Group and the Joint Health 
Overview and Scrutiny Committee will also have an important role in ensuring there is a 
continued focus on further improving stroke care for the people of West Yorkshire and 
Harrogate. 

17.5 People’s views from the engagement work we have carried out to date will be available 
to our key stakeholder to further inform this work and further local conversations will 
take place as appropriate to inform the next steps.  

17.6 In order to further assist the monitoring and assurance process a high level stroke 
dashboard has also been developed so that going forward the impact on further 
reducing the risk factors of stroke can continue to inform discussion with key 
stakeholders through the appropriate governance routes. The dashboard currently 
includes the following metrics: 

 Population health metrics – adult smoking prevalence rate; hospital admissions
for alcohol related conditions, adults classed as overweight or obese

 Prevention – atrial fibrillation (percentage of people treated), hypertension
prevalence rate

 Stroke Sentinel National Audit Programme key metrics (scanning, stroke unit,
thrombolysis, specialist assessments, occupational therapy, physiotherapy, speech
and language therapy, multi-disciplinary team working, standards by discharge,
discharge processes)

 Discharge and rehabilitation – e.g. assessment by specialist rehabilitation team
within 72 hours, identified patients screened/assessed for discharge to the early
supported discharge (ESD) service, appropriate rehabilitation programme to be
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started within 24 hours of discharge to ESD, patients received a review at six 
weeks, six months, 12 months and then annually. 

17.7 On the 15 October 2018, the WY&H Systems Oversight and Assurance Group (SOAG) 
considered the progress of the WY&H stroke programme, recommendations and 
performance against key metrics include in the high level stroke dashboard with a view 
to informing the next steps.  The key points of their discussion were as follows;  

• WY&H should continue to be mindful of the changes underway in each of the
neighbouring STP / ICS footprints in respect of stroke services.

• There may need to be further work in respect of follow-up and rehabilitation. To
support this, mapping of available services should be undertaken, including the
identification of best practice.

• Following the planned discussion at the WY&H Joint Committee of CCGs on 6
November 2018, a programme close down report should be prepared for
consideration by the WY&H System Leadership Executive Group – highlighting the
necessary actions by each place.

18 Recommendations 

18.1 The West Yorkshire and Harrogate Joint Committee of CCGs are asked to: 

 Approve 4 hyper acute stroke units as the ‘optimal’ service delivery model for
sustainable and ‘fit for the future’ hyper acute stroke care;

 Approve the recommendation that all commissioners utilise the standard hyper
acute stroke service specification when commissioning hyper acute care services;

 Acknowledge that local plans to take people with suspected stroke in Harrogate to a
specialist hyper acute stroke service in either Leeds Teaching Hospital or York
Teaching Hospital, whilst maintaining a rehabilitation service for stroke patients at
Harrogate District Hospital to which they can be transferred after receiving hyper
acute stroke care in Leeds or York will be led locally by Harrogate;

 Support there is no requirement to further engage or consult across the whole of
West Yorkshire (taking into account the views of local people and the Joint Health
Overview and Scrutiny Committee);

 In line with the NHS England service change assurance process note and consider
the views of our key stakeholders (Appendix F refers);

 Approve the recommendation to re-establish a sustainable stroke clinical network
across WY&H;

 Note the work underway to further improve quality and outcomes across the whole
of the stroke pathway and support the aspiration to adopt a standardised ‘whole
pathway’ stroke service specification across WY&H as soon as possible; and

 Note a paper will be presented to the System Leadership Executive Group in
December 2018 outlining the areas and actions that will require further consideration
by key stakeholders across the Integrated Care System (ICS), in order to ensure
there is a continued focus on further improving stroke outcomes for the people of
West Yorkshire and Harrogate.

19 What next? 

19.1 From a WY&H stroke programme perspective the next steps will be informed by the 
outcome of Joint Committee discussions in relation to the recommendations outlined in 
this report. Our intention is to feedback to all who have shared their views on the 
development of our stroke work to date. 
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19.2 From a Harrogate hyper acute stroke service perspective further discussions with 
Harrogate, North Yorkshire County Council and Leeds and Harrogate OSCs and the 
public will take place as appropriate. These conversations will be led locally. 

19.3 A report will be submitted to the WY&H System Leadership Executive Group for their 
consideration before the end of December 2018. It will describe the monitoring and 
assurance mechanisms that will need to be in place across the ICS in line with our 
commitment to ensure there is a continued focus on further improving quality and stroke 
outcomes for the people of West Yorkshire and Harrogate. (Section 17 of this report 
refers.)  
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Practice recruitment. 

We have recruited 20 practices from the top 80 into wave 1.   
We are currently in the process of a second wave of recruitment; we are inviting another 20 
out of the top 80 practices to get involved, we are asking CCG leaders to support engagement 
with these practices.   

So far, we have recruited 2 practices to wave 2 

Number of patients with a diagnosis of AF. 

A total increase of 1481 patients since October 2017. 
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Number of patients treated with an anticoagulant – Warfarin and DOAC. 

A total increase of 1718 patients receiving anticoagulation since October 2017. 

Number of patients with AF being treated with aspirin. 

A decrease of 586 patients since October 2017 

NICE Guidance does not recommend aspirin as monotherapy solely for stroke prevention in 
AF. 
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Appendix B 

Performance against key standards 

Stroke Sentinel National Audit Programme (SSNAP) and 7 day standards 

TABLE A 

Please note:  
x denotes insufficient records submitted due to system upgrade 

Table B below summarises the trend of overall SSNAP scores in the last 2 years (including 
ascertainment and audit compliance) which also shows continued variation from national 
standards. 

TABLE B 

Please note:  
n/a - data not available for non-routinely admitting units at this time 
x denotes insufficient records submitted due to system upgrade 
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1. Introduction 
 

1.1. Purpose 
The following service specification document 
sets out the criteria, as recommended by the 
West Yorkshire and Harrogate Clinical 
Reference Group, of the hyper acute stroke 
service within the stroke pathway.  
 
Hyper acute stroke care includes the initial 
expert specialist clinical assessment, rapid 
imaging and management of patients who 
have had a stroke, including thrombolysis 
where clinically indicated. On average patients 
require hyper acute care for up to 72 hours. 
These first 72 hours of care are vital to ensure 
optimal clinical outcomes for stroke survivors. 
This initial care needs to be underpinned by 
an effective whole system pathway from 
hyper acute stroke unit admission to 
subsequent rehabilitation and longer term 
support. 
 
Applicable Service Standards 
This service specification draws upon national 
guidelines including: 

 DH National Stroke Strategy 2007 

 NICE Clinical Guideline 68 Stroke and 
transient ischaemic attack in over 16s: 
diagnosis and initial management, 2008 
updated March 2017 

 NICE Clinical Guideline 162 Stroke 
rehabilitation in adults, 2013 

 NICE Quality Standards 2 Stroke in Adults, 
2010 

 NICE ipg548 Mechanical clot retrieval for 
treating acute ischaemic stroke, 2016 

 Royal College of Physicians National 
Clinical Guidelines for Stroke 2016 

 NHSE Stroke Services Guidance for STP’s 
on recommended standards for Acute 
Stroke Services, Professor Tony Rudd 

 NHSE Stroke Services: Configuration 
Decision Support Guide 

 NHSE 7 Day Services Clinical Guidance – 
Stroke 

 
 
 
Interdependence with other 
services/providers 

The service specification recognises that hyper 
acute stroke care is just one element of a 
comprehensive stroke pathway. For details of 
the whole stroke care pathway please read 
the West Yorkshire and Harrogate Stroke 
Service Specification. 
 
This specification also refers to the 
Mechanical Thrombectomy service. For details 
of the standard operating procedures for 
Mechanical Thrombectomy please read the 
Leeds Teaching Hospitals NHS Trust Ischaemic 
Stroke Endovascular Intervention Patient 
Selection and Inter-Trust Transfer Guidance. 
 

Population Covered 
The service will provide assessment, care and 
treatment primarily for those patients 
registered with a West Yorkshire and 
Harrogate General Practitioner. However, it is 
recognised that patients from outside the 
geographical boundary will access the services 
either via ambulance or walk-in presentations, 
in which case the service shall assess, care and 
treat as per the service specification and 
pathway in place and charge the appropriate 
Clinical Commissioning Group as per the ‘Who 
Pays’ National Guidance. 
 
The service covers the total West Yorkshire 
and Harrogate adult registered population, 
specifically: 

 All persons currently registered, whether 
permanently or temporarily with GP 
Practices located within the West 
Yorkshire and Harrogate boundary 
Practice (Airedale, Wharfedale and 
Craven, Bradford City, Bradford Districts, 
Calderdale, Greater Huddersfield, 
Harrogate and Rural District, North 
Kirklees, Leeds  and Wakefield CCGs) 

 Patients who are either permanent or 
transient residents within the area and 
who are unregistered with a GP Practice 

 Patients residing at care homes (nursing 
and residential), or mental health / 
learning disability residential units or 
other facilities that are registered with 
any GP practice in the area 

Equality 
The Providers must ensure that the Service 
delivers consistent access and outcomes for 
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Patients regardless of; age; sex; race; 
pregnancy and maternity; marriage and civil 
partnership; gender reassignment; disability 
(including access and regress); sexual 
orientation religion or belief in order to be 
compliant with relevant disability 
discrimination and equality legislation. 
The service will be required to be dementia 
friendly and special consideration may also 
need to be paid to the provision to 
accommodate the needs of those who have 
mental health conditions or learning 
disabilities. 
 
Language services should be available in order 
to assist with translation and interpretation 
requirements where patients do not speak 
English or are deaf. 
 
Information and educational materials should 
be available in a range of formats. 
 

1.2. Overview 
The National Stroke Strategy, published ten 
years ago, emphasised that a fast response to 
stroke reduces the risk of mortality and 
disability – “Time is Brain”3. 
 

The National Stroke Strategy, NICE clinical 
guidelines, Royal College of Physician Clinical 
Guidelines for Stroke and the NHSE guidelines 
for STPs on acute stroke care, all identified the 
need for improvements in hyper acute stroke 
care and give clear guidance on what care 
should be provided throughout the stroke 
care pathway. An updated national strategy is 
expected in spring 2018. 
 
Hyper acute stroke care includes the initial 
expert specialist clinical assessment, rapid 
imaging and management of patients who 
have had a stroke, including thrombolysis 
where clinically indicated. On average patients 
require hyper acute care for up to 72 hours. 
These first 72 hours of care are vital to ensure 
optimal clinical outcomes for stroke survivors. 
This initial care needs to be underpinned by 
an effective whole system pathway from 
hyper acute stroke unit admission to 
subsequent rehabilitation and longer term 
support. 
 

Improving the outcomes from stroke services 
is core to the NHS England’s ambition to 
provide access to the highest quality services. 
Although there have been significant 
improvements in stroke services across West 
Yorkshire and Harrogate, there remains scope 
for further improvement; demonstrated by 
the variation in performance as measured 
against the Sentinal Stroke National Audit 
Programme (SSNAP). 
 

1.3. West Yorkshire and Harrogate 
Vision for Stroke Services 

In West Yorkshire and Harrogate our agreed 
shared vision for stroke is as follows: 
 

To reduce the incidence of stroke and 
avoidable deaths due to stroke, across the 
West Yorkshire health economy, minimising 
the long term effects and improving the 
quality of life for survivors. This will be 
achieved by providing consistently high quality 
care that is responsive to individual needs and 
through encouraging healthier lifestyles and 
reducing inequalities in risk factors of stroke. 
 

1.4. Scope 
This service specification is applicable to all 
hospitals who are delivering hyper acute 
stroke care. 
 
Objectives 
The objectives are to: 

 Provide a fully integrated hyper acute 
stroke service for West Yorkshire and 
Harrogate 

 Have HASUs that have patient numbers of 
sufficient size (>600 confirmed strokes per 
year) to maintain clinical expertise and 
clinical effectiveness 

 Implement the recommendations of the 
National Stroke Strategy 

 Meet the service standards and 
specifications for hyper acute stroke care 
set by the Royal College of Physicians, 
NICE and locally agreed by the West 
Yorkshire and Harrogate Clinical 
Reference Group 

 Meet the NHSE Urgent and Emergency 
Care Standards for seven day care 
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 Achieve and maintain an overall ‘A’ rating 
in the Sentinal Stroke National Audit 

 To ensure patients have easy access to 
speedy stroke care of high quality from 
specialists working in centres of excellence 

 Ensure that hyper acute stroke services 
deliver; 

o Enhanced patient safety through care 
delivered by skilled, adequate staffing 
levels and stable workforce 

o More integrated care and coordinated 
care with enhanced communication 
between providers 

o Enhanced patient and carer experience 
via the delivery of high quality stroke care 
in a timely manner from skilled 
experience team.  

 
The hyper acute model will be supported by: 

 A Stroke Managed Clinical Network to 
support development of a networked 
provision of stroke care across WY&H 

 NHSE commissioning and gradual 
implementation of mechanical 
thrombectomy 

 A review of the wider stroke care 
pathway including Acute Stroke Units, 
Early Supported Discharge, Stroke 
Rehabilitation, TIA services and support 
for patients post discharge from hospital 
or from early supported discharge team. 

 

1.5. Outcomes 
 

1.5.1. NHS Outcomes Framework 
Domains & Indicators 

 

 Description 
1 Preventing people from dying prematurely 

1.1 Under 75 mortality rate from cardiovascular 
disease 

2 Enhancing quality of life for people with long-term 
conditions 
2.1 Proportion of people supported to manage their 
condition 

3 Helping people to recover from episodes of ill-health or 
following injury 
3.4 Proportion of stroke patients reporting an 
improvement in activity/lifestyle on the Modified 
Rankin Scale at 6 months 

4 Ensuring people have a positive experience of care 
4b Patient experience of hospital care 
4.2 Responsiveness to inpatients’ personal needs 

5 Treating and caring for people in safe environment and 
protecting them from avoidable harm 

 

1.5.2. Local defined outcomes 
 

Improvements in health outcomes 
 Reduction in in-hospital and overall 

mortality from stroke 

 Reduction in disability from stroke and 
improved quality of life for people who 
have had a stroke 

 A higher proportion of people who have 
had a stroke are able to return home to 
live independently and return to work 

 Reduction in the number of patients newly 
discharged to care homes / requiring 
continuing health care 

 
Reduction in inequalities of health care 

 All patients have access to higher quality 
hyper acute stroke care that meets 
national best practice standards 
 

Improved sustainability and resilience of 
hyper acute stroke services 

 A stroke managed clinical network 
supporting greater collaborative working 
between providers across the whole stroke 
pathway leading to a more resilient 
network provision of care 

 Greater job satisfaction and job security for 
stroke specialist staff 

  Improved patient flow between different 
elements of the stroke pathway so that 
patients only stay in hyper acute stroke 
beds receiving  hyper acute stroke care 
when they really need it 

 Development and rapid adoption of best 
practice / evidence based clinical 
guidelines with consistent implementation 
across providers 

 Increased innovation and sharing of 
knowledge across organisations 

 More rigorous and consistent monitoring 
of process and outcome indicators 
facilitated by improvements in data 
collection and reporting of SSNAP data 

 
Ensuring cost effective delivery of hyper 
acute stroke care 
 Reduction in overall length of hospital stay 
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 Effective use of the consultant and therapy 
work force to provide 7 day cover 
 

1.6. Service description/ hyper 
acute care pathway 

The service specification is divided into phases 
of the hyper acute care pathway. 
 
The Hyper Acute Stroke Care Pathway 

 
Hyper acute stroke care forms part of the 
acute phase of the overall stroke care 
pathway (for details see appendix 1). 
This document is structured according to the 
hyper acute stroke pathway phases; 
 

 Onset of symptoms (call for help - 999) 

 Assessment 
o Initial assessment and scanning 

 Admission 

 Treatment 

 Transfer of Care 
o Repatriation 

Across the entire pathway, stroke care must 
be underpinned by several universally 
applicable components to improve the quality 
of care e.g. appropriate communication; 
improved patient experience; data collection 
and continuous audit; and service 
improvement. These elements that apply 
across the whole pathway are described in 
this section. 
 

1.7. Patient Experience 
 Patients and their carers are informed 

throughout the care pathway and on a 
regular and timely basis of: 

o Diagnosis, progress and prognosis (where 
appropriate) 

o What is likely to happen to them next e.g. 
how soon they will be seen, frequency of 
contact, contact information for any new 
team, how goals will be carried over 

o Who is taking care of them and who is 
responsible for their care 

o What they need to be doing to facilitate 
their care and recovery e.g. advice and 
information about exercises or other 

activities that they can practise 
independently. 

 Patients and carers are able to access 
information provided to them i.e. 
provided in an appropriate 
format/medium, and in relevant 
languages other than English; and that is 
specific to the phase of recovery and their 
needs at that time 

 Patients and carers receive instruction 
and guidance regarding any prescriptions 
– verbally and supported by written 
information 

 Families and carers are actively involved in 
day-to-day care, rehabilitation and 
decisions about the planning and delivery 
of their care 

 Patients are directed to relevant voluntary 
service organisations 

 The service has in place a process for 
incorporating patient/carer feedback into 
quality improvement service 
developments. 

 People with stroke and their family/carers 
should be offered any practical support 
necessary to enable participation in 
service user consultations. 

 Processes used to manage care will 
involve all relevant people and support 
seamless transitions between services 
along the pathway.  

 Organisations and teams regularly 
involved in caring for people with stroke 
should use a common, agreed 
terminology and set of data collection 
measures, assessments and 
documentation 
 

1.8. Engagement and 
Communications 

 Providers of stroke services are actively 
engaged with their local stroke network/s 
e.g. to ensure that each stroke unit is 
linked to a regional neurosciences centre 
for emergency review of local brain 
imaging 

 Clinical teams proactively communicate 
between themselves and with anyone 
who takes over responsibility for a 
patient’s care, while the processes used to 
manage care involve all relevant people 

Onset of 
symptoms 

Assessment Admission Treatment 
Transfer of 

Care 
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and support seamless transitions between 
services along the pathway 

 Clinical team members communicate 
regularly with patients and carers in 
appropriate ways for their condition and 
needs  

 Formal links exist with patient and carer 
organisations e.g. local users’ forum, 
Stroke Association groups, community 
stroke clubs. 
 

1.9. Data Transfer and Information 
Sharing 

Accurate and explicit records of patients are 
recorded and shared using agreed protocols 
between all hospital, community and social 
care practitioners and individuals in a timely 
way. 
 

1.10. Data Collection and 
Monitoring 

 Clinically accurate submission to SSNAP 
(Sentinel Stroke National Audit Project) 
and coded data held in HES, by all 
providers of stroke services 

 All clinical services take responsibility for 
all aspects of data collection and 
participating in national stroke audit 
(SSNAP), either directly or via upload of 
equivalent local data that enables 
comparison with regional and national 
peers 

 Clinicians providing care for people with 
stroke will participate in the national 
stroke audit to enable comparison of the 
clinical and organisational quality of their 
services, and use the findings to plan and 
deliver service improvements. 

 A sustainable system of coding for stroke 
patients is in place. Local guidance should 
be in place to support the collection of 
data between community and across 
service providers 

 All organisations will need to develop a 
robust system for collection and validation 

of reliable and accurate stroke data with a 
lead responsible individual to approve and 
sign off the data. This may involve 
investment in data systems and personnel 
to avoid the burden of data collection 
responsibility on clinical staff 

 An assessment of patient and carer 
experience across the stroke pathway is 
required at regular intervals. This 
information should be used to inform the 
improvement of local services and results 
submitted to inform commissioners on the 
progress in improving patient experience. 

 All organisations should agree a consistent 
methodology and data set for monitoring 
stroke health outcomes, including levels of 
disability using validated measures 
 

1.11. Innovation and Research 
Development 

 HASUs will be part of a research network, 
have identified stroke research lead and 
actively participate in research 

 Work with Clinical Research Networks in 
order to recruit participants to national 
and international trials 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

2. Onset of Symptoms 
 

Onset of 
symptoms Assessment Admission Treatment 

Transfer of 
Care 
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A fast response to stroke reduces the risk of mortality and disability – “Time is Brain”. The 
identification of potential stroke and TIA patients and their timely assessment at an appropriate 
stroke centre is a critical stage of the care pathway. Promotion among healthcare professionals, the 
public and carers of stroke symptom awareness (e.g. FAST) that prompt emergency treatment can 
improve health outcomes through timely access to stroke care and specialist treatments such as 
thrombolysis and mechanical thrombectomy, which must be administered within a few hours of the 
onset of symptoms. 
 

Requirements 
SERVICE OUTCOMES 
Clinical assessment by ambulance staff: 
 Patients with a suspected acute neurological 

event (sudden onset of neurological 
symptoms of probable vascular aetiology) are 
screened using FAST assessment  tool to 
recognise the symptoms of a stroke 

 All patients with suspected acute stroke are 
immediately transferred by ambulance to a 
hospital with facilities to manage hyper-acute 
stroke (to include FAST positive patients 
including those with unilateral leg weakness 
or unilateral, non-traumatic  vision loss)  

 Higher risk TIA (on anticoagulation or with 
crescendo TIA) is treated as an emergency,  
being at greater and imminent risk of stroke, 
undergoes specialist assessment within 24 
hours 

 All suspected stroke patients are assessed and 
managed in accordance with best clinical 
practice and monitored for AF and other 
dysrhythmias 

 
Ambulance transfer to hospital: 
 The aim of Yorkshire Ambulance service (YAS) 

transfer to the appropriate stroke centre is to 
minimise time from call to needle to a 
recommended standard of within 120 minutes. 

 All patients with suspected acute stroke are 
immediately transferred by ambulance to a 
stroke centre offering hyper-acute stroke 
services 

 Call to door time to scan as soon as possible  

 If within 5 hours of onset, suspected stroke 
cases are assigned “Category 2” 999 response 
(and meet Category 2 ambulance response 
programme of an average response time of 
18 minutes for a transportable resource. If 
symptoms exceed 5  hours this may change 
the response time) 

 The ambulance paramedic links with the 
receiving hospital when they have a 
suspected stroke patient, providing a system 
of pre-alert to enable potential stroke 
patients (FAST positive) to be met on arrival 
by a member of the stroke team and taken 
directly to the CT scanner. 

 Action plans are in place to improve 
ambulance response and reduce on-scene 
times. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Requirements 
EDUCATION AND TRAINING 
Ambulance and clinicians are trained in, and 
follow UK Ambulance Service Clinical Practice 
Guidelines published by the Joint Royal Colleges 
Ambulance Liaison Committee 

 Ongoing stroke specific training is included 
as part of Continuous Professional 
Development (CPD) 

 Ambulance service participates in local 
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 All ambulance crews are trained in stroke 
recognition using validated tools (e.g. FAST) 

 Stroke assessment training is included in all 
paramedic training (University based 
education) and for all grades of emergency 
frontline clinician. 

 There is a region-wide stroke pathway in 
place. 

 Support from the stroke network for CPD in 
assessment of MIMCS and use of new and 
evolving assessment tools 

 Communication training provided to help 
manage patients with aphasia. 
 

Stroke Research Network trials and studies. 

 Pathways and guidelines are update in line 
with service changes and best practice 
guidelines. 

WORKFORCE 
There is sufficient and appropriate stroke skilled 
capacity in the ambulance service to provide the 
service to the required population to the defined 
performance standards.  
 

 There is an identified clinical lead for stroke 
within the ambulance service 

 All operational staff have the facility to reach 
back via EOC (Emergency Operations Centre) 
to senior clinicians for advice and guidance as 
required. 

 Working with universities to support new 
paramedic training and to provide a clear 
career pathway supports the growth and 
retention of the workforce. 
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Requirements 
SERVICE OUTCOMES 
Self-Presenters 
Patients who self-present to A&E departments 
will: 

 Be seen immediately by a doctor if initial 
triage raises possibility that the patient has 
had a stroke. 

 Have an initial assessment by the A&E team 
and if stroke is felt to be a possible diagnosis 
and the patient has presented within 48 
hours of onset of symptoms the A&E team 
will discuss the patient with the HASU team 
of their nearest HASU or networked centre 
immediately: 

 If the HASU team are in agreement that 
stroke is a possible diagnosis, the patient will 
be transferred the HASU.  

 If the patient is thought to have had a stroke 
by the A&E team but the onset of symptoms 
was more than 48 hours ago, the patient will 
be directly admitted the Acute Stroke Unit. 
Patients will receive care in line with 
RCP/NICE clinical guidelines. 

 Patients being transferred to the HASU will 
usually receive their brain CT scan on arrival 
at the HASU to enable more timely transfer to 
the HASU. The HASU team may occasionally 
recommend that a CT/MRI is done prior to 
transfer e.g. if history suggestive of possible 
subarachnoid haemorrhage or when there is 
a diagnostic uncertainty. 

 
Late Presenters 
These patients present after the critical period 
for hyper acute care has already passed, 
therefore should not usually be transferred to 
the HASUs.  

 After assessment in A&E, depending on the 
severity of symptoms the patient maybe: 

o Admitted direct to the Acute Stroke Unit  
 

 

o If their stroke symptoms are mild and they 
are otherwise well, discharged home from 
A&E on an antiplatelet, with urgent referral 
to the TIA service for further investigation 
and management 

 There may be exceptional circumstances 
where due to the particular clinical situation 
that discussion is had with the HASU and the 
HASU team feels it is appropriate to transfer 
the patient to the HASU. 

 
Patients who have a stroke while in hospital for 
another reason 
 All of these patients should be discussed 

with the nearest HASU team and after 
individual assessment a decision made as to 
whether the patient is best transferred to 
the HASU, neuro science centre or remain. 
This will depend on factors such as the 
original reason why patient in hospital (e.g. 
needing highly specialist treatment of 
original condition) and severity of stroke. 

 If the patient is to remain on the unit they 
should be immediately referred to the local 
acute stroke team.  

  

Onset of 
symptoms Assessment Admission Treatment 

Transfer of 
Care 
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3. Assessment 
 

3.1. Initial Assessment and Scanning 
Requirements 

SERVICE OUTCOMES 
Initial assessment and scanning on arrival at the 
HASU Hospital 
 The hyper acute service will be alerted prior 

to patient arrival by the ambulance service of 
all patients presenting within 48 hours of 
onset of symptoms. The call will be recorded 
to provide an audit trail of the advice given. 

 On arrival at the receiving hospital, all 
patients will be met by a specialist clinical 
member of the HASU stroke team 

 All patients will be seen and assessed by a 
member of the specialist stroke team and 
systems will be established for this to take 
place without delay, with the expectation 
for most assessments to be within 30 
minutes of arrival 

 Patients with suspected acute stroke will: 
o Receive brain imaging urgently (next slot) 

and at most within 1 hour of arrival at 
hospital (see appendix 2 for further details) 

o Patients with ischaemic stroke who are 
eligible for endovascular therapy will have 
a CT angiogram from aortic arch to skull 
vertex immediately. This should not delay 
the administration of intravenous 
thrombolysis (see appendix 2 for further 
details). 

o MRI with stroke-specific sequences 
(diffusion-weighted imaging, ADC, T2*) 
should be performed in patients with 
suspected acute stroke when there is 
diagnostic uncertainty. 

o Patients eligible for mechanical 
thrombectomy should be assessed and 
transferred to a neuroscience centre in 
accordance to locally agreed referral 
pathway within agreed time scales. Where 
agreed appropriate the HASU will provide a 
clinically appropriate health care 
professional escort with the patient 

to the neuroscience centre (it is not 
expected that thrombolysis infusions will be 
running during transfer and thus patients 
will not routinely require an escort but 
there may be some clinical situations when 
one is required). 

 Patients whose symptoms have resolved by 
the time of initial assessment by the HASU 
team and who are felt to have had a 
transient ischaemic attack, will: 

o Be given an antiplatelet immediately  
o Have a CT scan urgently if on an 

antiplatelet/anticoagulant. 
o Reviewed/discussed with a doctor prior to 

discharge (this can be an A&E or ward junior 
doctor) 

o Referred urgently to their local/the weekend 
neurovascular clinic for urgent assessment 
by a specialist physician and investigations 
within 24 hours. Prior to discharge from the 
HASU site, the patients appointment should 
be fixed and the time/date given to the 
patient.  

o Advise not to drive until seen in clinic. 
 
NB: - There may be some patients who have had 
a minimally disabling stroke in whom it is 
appropriate to manage the patient along the 
lines of a TIA (e.g. those who present late or 
have very minimal residual symptoms), with 
urgent assessment in a neurovascular clinic 
rather than admission to the HASU. 

 

  

Onset of 
symptoms 

Assessment Admission Treatment 
Transfer of 

Care 
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Requirements 
 Patients in whom stroke has been excluded 

by the HASU team on initial assessment 
(stroke mimic) will not be admitted to the 
HASU but will either be: 

o Discharged home direct from A&E or neuro 
assessment unit +/- appropriate outpatient 
referrals being made. If the outpatient 
referral is non-urgent, then the Trust may 
advise the patients GP to make the onward 
referral. 

 

o Referred to which ever speciality is 
appropriate at the HASU Trust, which may 
or may not result in the patient being 
admitted 

o Repatriated from A&E – the HASU doctor 
should refer the patient directly to the 
appropriate speciality at the receiving 
hospital and the patient should be directly 
admitted to their medical assessment unit or 
other relevant ward of the speciality referred 
to and not go through A&E at the receiving 
site. 

 
WORKFORCE 
 Interpretation of acute stroke imaging for 

thrombolysis decisions will only be made by 
healthcare professionals who have received 
appropriate training. 
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3.2. Clinical Assessment 
 

Requirements 
SERVICE OUTCOMES 
Clinical assessment: 
All patients (including self/ GP / YAS referrals) 
with suspected stroke are admitted to a hospital 
with hyper-acute services and seen immediately 
by a stroke team to receive immediate 
structured assessment by appropriately trained 
staff in a consultant-led team to determine 
diagnosis and suitability for thrombolysis and 
ongoing care needs: 
 

 Hyper-acute service alerted prior to patient 
arrival (where appropriate) 

 Hyper-acute service has sufficient capacity for 
all stroke admissions 

 Patients are seen and assessed by a member 
of the specialist stroke team without delay 
and within 30 minutes of arrival. 

 Ensure assessment, diagnosis and possible 
treatment are discussed with patients and 
carers 

 Patients diagnosed with stroke receive early 
multidisciplinary assessment: 

o Receive CT scan urgently and within at least 
one hour of arrival at hospital 

o Interpretation of acute stroke imaging by 
appropriately trained healthcare 
professionals 

o Patients eligible for endovascular treatment 
should have immediate access to CTA from 
aortic arch to skull vortex at the time of 
initial CT. Patients should be assessed and 
transferred in accordance with locally 
agreed referral pathways within agreed 
timescales 

o Eligibility for thrombolysis/ thrombectomy 
o Swallow screening (within four hours of 

admission) with ongoing management plan 
for provision of adequate nutrition. Patients 
who fail swallow screen to be assessed by 
Speech and Language Therapist within 24 
hours 

In Summary: 

o Assessment for malnutrition and need for 
nasogastric tube or gastrostomy within 24 
hours of admission 

o Protocols for assessment and management 
of other causes of stroke: intracerebral 
haemorrhage, subarachnoid haemorrhage, 
acute arterial dissection, cerebral venous 
thrombosis. 

 Agreed protocol for treating patients arriving 
at a hyper-acute stroke unit with non-stroke 
diagnosis. 

o Patients with ischaemic stroke found to be 
in atrial fibrillation should be 
anticoagulated (once intracranial bleeding 
excluded by imaging) at the discretion of 
the prescriber, but no later than 14 days 
from the onset 

o Patients with TIA and AF should be 
anticoagulated immediately 

o Appropriate reversal or treatment of 
patients on prior anticoagulation 

o Patients with stroke are assessed and 
managed by stroke nursing staff and at 
least  one member of the specialist 
rehabilitation team within 24 hours of 
admission to hospital 

o Ensure all patients with stroke are given an 
antiplatelet immediately after scanning 
unless contraindicated 

o Diagnosis discussed with patient and carer 
and plan of care clearly written in patient 
notes 

o Adherence to locally agreed protocols for 
blood pressure lowering if indicated. 

  

Most patients (including self / GP referrals) with suspected stroke will be admitted to a hospital with 

a hyper acute service.  Patients will be seen immediately by the stroke team and receive immediate 

structured assessment by the appropriately trained staff in a consultant led team to determine likely 

diagnosis and suitability for thrombolysis, thrombectomy and ongoing care needs. 
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4. Admission 
 

Requirements 
SERVICE OUTCOMES 
Patients with confirmed acute stroke or where 
acute stroke cannot be excluded after initial 
assessment should be admitted directly to the 
hyper acute stroke unit from the CT scanner. 
 
Strokes: 
Patients who have been admitted to the HASU 
who have had a stroke, will be: 
 Managed in line with local protocols for the 

assessment and management of all causes of 
stroke: cerebral infarction; intracerebral 
haemorrhage, acute arterial dissection, 
cerebral venous thrombosis  

 Receive early multidisciplinary assessment 
including assessment for eligibility for 
thrombolysis / thrombectomy 

 Receive thrombolysis if clinically indicated as 
per Royal College of Physician Guidelines – 
with a door to needle time of ideally 30 
minutes from time of arrival at the HASU 
hospital and certainly within 60 minutes 

 Some patients will have had thrombectomy 
performed at a neuroscience centre and be 
transferred to the HASU for ongoing 
monitoring and care. 

 All hyper acute patients will have 
neurological and physiological monitoring 
according to a protocol post stroke for 24 
hours by stroke trained staff and then 
according to patient’s needs. 

o Any thrombolysed patient should be closely 
monitored by stroke-trained staff according 
to a protocol for the first 24 - 72 hours post-
thrombolysis in a monitored bed. 

o Patients who have had a  thrombectomy 
should be monitored in line with 
local/national protocols 

 Receive the first 72 hour care bundle as 
detailed in the Sentinel Stroke National Audit 

Programme including: 
o Assessments by a stroke nurse 
o Swallow screening (within 4 hours of 

admission) with ongoing management plan 
for provision of adequate nutrition.  

o Patients who fail swallow screen to be 
assessed by Speech and Language Therapist 
within 24 hours  

o Assessment for malnutrition and need for 
nasogastric tube or gastrostomy within 24 
hours of admission  

o Therapy assessments (including as clinically 
appropriate occupational therapy, 
physiotherapy, speech and language 
therapy) as clinically indicated 

o Patients will be assessed and managed by 
stroke nursing staff and at least one 
member of the stroke therapy team within 
24 hours of admission to hospital. 

o Patients are assessed by all relevant 
members of the MDT within 72 hours. 

o Ensure assessments and possible 
treatments are discussed with patients and 
carers.   

 After initial therapy assessments, patients 
will commence rehabilitation as clinically 
indicated while on the HASU. Frequency and 
intensity of therapy should be in line with 
NICE/RCP guidelines. 

 Mobilisation - All admitted patients who 
have difficulty moving should be assessed 
and mobilised in line with the latest 
evidence base.  

 All patients should have an assessment of 
veno embolic risk using a validated 
assessment tool and where appropriate IPC 
(intermittent pneumatic compression) 
prescribed within 3 days and used for 30 
days or until time of discharge in accordance 
with NICE and Royal College of Physicians 
recommendations 

  

Onset of 
symptoms 

Assessment Admission Treatment Transfer of 
Care 
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Requirements 
 Patients who have had a minimally disabling 

stroke who are potential candidates for 
carotid interventions will have carotid 
imaging performed (Doppler +/- CT/MR 
angiography) and where the imaging suggests 
possible need for surgery a vascular surgical 
opinion will be sought. The timing of the 
above investigations and surgical review will 
depend on the clinical status of the patient. It 
is noted that some patients may not have 
recovered sufficiently while an inpatient to be 
referred for surgery but may recover a high 
enough functional level post discharge. The 
option of vascular surgery should thus be 
revisited at the patients follow up 
appointment for patients who have had a 
minor stroke. 

 Staff will offer psychological support to all 
patients regardless of whether they exhibit 
specific mental health or cognitive difficulties. 
In most cases this will be provided by ward 
based staff but the unit should have access to 
a clinical psychologist for the few patients 
that require more specialist 
assessment/support. A stepped care model 
should be adopted. 

 
Stroke mimics: 
 Patients who on further observation / 

investigation are thought not to have had a 
stroke or TIA (stroke mimics including 
subarachnoid haemorrhage) should be 
transferred without delay into a care 
pathway appropriate to their diagnosis. 
Depending on need the patient may be: 

o Discharged home +/- referral for follow up 
by another speciality 

o Transferred to the care of a more 
appropriate speciality at the HASU Trust 

o Repatriated – the HASU doctor should refer 
the patient directly to the appropriate 
speciality at the receiving hospital and the 
patient should be directly admitted to the 
medical assessment unit or relevant ward of 
the speciality referred and not go through 
A&E at the receiving site. 

 
 

Transient Ischaemic Attacks (TIAs): 
 Patients who have been admitted to the 

HASU but whose symptoms resolve within 24 
hours who are felt to have had a TIA will be: 

o Be given an antiplatelet immediately  
o Should be assessed by a specialist 

physician and receive appropriate 
investigations (e.g. carotid dopplers) and 
commencement of secondary prevention 
measures (see details in treatment section) 
within 24 hours while on the ward  

o Where investigations cannot be arranged 
without it resulting in an otherwise 
unnecessary overnight stay, the patients 
should be commenced on anti-platelets 
and return the following morning to their 
local neurovascular clinic for investigation 
and further management. Prior to 
discharge from the HASU site, the patients 
appointment should be fixed and the 
time/date given to the patient. While a 
system is being set up to facilitate 24/7 
remote booking of clinic appointments as a 
temporary measure the HASU will arrange 
for the local clinic to contact the patient 
the following morning with an appointment 
time. The HASU Trust will need a 
mechanism to confirm that the local clinic 
has picked up the referral and offered the 
patient an appointment. The following day 
for patients who have not had full initial 
investigation.  

o Where the patient has been fully 
investigated and appropriate treatment put 
in place, the HASU will arrange follow up 
for one month time with the patients local 
TIA clinic 

o Where carotid imaging suggests the patient 
requires carotid surgical intervention, an 
urgent referral should be made the same 
day (within 24 hours) to a vascular surgeon 
for assessment. 
 
In summary: The diagnosis will be 
discussed with patient and carer and plan 
of care clearly written in patient notes. 
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5. Treatment 
Requirements 

SERVICE OUTCOMES 
Place of care 
 Hyper acute stroke care will be delivered in a 

specialist Hyper Acute Stroke Unit (HASU) or 
as a dedicated area on an acute stroke unit.  

 The hyper acute service will have sufficient 
capacity for all suspected stroke admissions, 
in line with anticipated by patient flows. 

 People with stroke should be treated on a 
specialist stroke unit throughout their 
hospital stay unless their stroke is not their 
predominant clinical problem.  

 On average patients will require hyper acute 
care for up to 72 hours (length of stay 0 – 3 
nights) but the duration of hyper acute care 
needs to be tailored to the individual clinical 
needs of the patients. Some patients will be 
stable enough and have had all of their 
assessments undertaken before 72 hours and 
be able to be discharged or transferred to an 
acute stroke unit in under 72 hours. Others 
will require a longer period of acute care. 

 Patients should not be repatriated to non 
HASU hospital acute stroke units / rehab units 
until they are clinically deemed to be no 
longer in the hyper acute phase and all of the 
first 72 hour SSNAP care bundle has been 
undertaken including assessment by all 
relevant therapy disciplines. 

 Care will be delivered in line with national 
clinical guidelines and quality standards. 

 Patients who have a stroke while already an 
inpatient for another reason (either at the 
HASU hospital or at a hospital without an 
HASU)  will be individually assessed and 
discussed with the HASU team as to whether 
the patient should be transferred to the 
HASU or cared for in current setting / local 
acute stroke unit. 

 
 

Thrombolysis: 
Intravenous thrombolysis should be provided 
24/7 to confirmed stroke patients who are 
suitable for thrombolysis with an appropriate 
protocol in place to screen patients against the 
medical criteria for thrombolysis: 
 

 Ensure all patients with ischaemic stroke are 
given an antiplatelet (e.g. aspirin 300mg) 
immediately after scanning unless 
contraindicated 

 Hyper-acute-trained stroke physician available 
24/7 to make decision as to whether to 
thrombolyse, either in person or via 
telemedicine, with a sustainable on-call rota 

 Appropriate stroke patients, identified as 
potentially eligible for thrombolysis treatment, 
to be scanned immediately and at the next 
available CT slot 

 

Monitoring: 
 Protocols or pathways in place that ensure 

appropriate monitoring of stroke patients by 
stroke-trained staff in the hyper-acute phase 
of care: 

 All hyper-acute patients should be monitored 
according to a protocol post stroke for 24 
hours (i.e. continuous cardiac rhythm and 
rate monitoring, oxygen saturation, blood 
glucose and blood pressure monitoring) and 
then according to patient’s needs 

 Any thrombolysed patient should be closely 
monitored by stroke-trained staff according 
to a specific post thrombolysis protocol for 
the first 24 hours post-thrombolysis in a 
monitored bed. 

 Patients with ischaemic stroke or TIA found to 
be in atrial fibrillation should be 
anticoagulated (once intracranial bleeding 
excluded by imaging) at the discretion of the 
prescriber, but no later than 24 hours for 
Transient Ischaemic Attack and 14 days from 
the onset of stroke 
 

Onset of 
symptoms 

Assessment Admission Treatment Transfer of 
Care 
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Requirements 
Mobilisation: 
 All admitted patients who have difficulty 

moving should be assessed as soon as 
possible within 24 hours by appropriately 
trained professional 

 All admitted patients who have difficulty 
moving should be mobilized 24-48 hours after 
stroke onset and offered frequent daily 
mobilisation 

 Mobilisation within 24 hours should only be 
for patients who require little or no assistance 
to mobilise 

 Mixed gender wards may be used for critical 
or highly specialised care in-line with 
Department of Health guidelines for mixed 
sex accommodation. 
 

Secondary prevention 
 People with stroke or TIA should receive a 

comprehensive and personalised strategy for 
vascular prevention including medication and 
lifestyle factors, which should be 
implemented as soon as possible and should 
continue long-term. 

 People with stroke or TIA should receive 
information and advice about the steps to 
decrease vascular risk factors which is 
reinforced by all health professionals involved 
in their care and provided in an appropriate 
format.  

 Provision of brief interventions and advice 
regarding healthy living e.g. stopping 
smoking, alcohol intake, increasing physical 
activity, diet, weight management and how to 
access local services to support behaviour 
change. 

 All patients who smoke are offered NRT 
while an inpatient, a referral to their local 
stop smoking service and given details of on 
line and telephone stop smoking support. 

 Lipid and hypertension management as per 
NICE guidelines and local protocols  

 People with stroke or TIA who are receiving 
medication for secondary prevention should: 

o Receive verbal and written information in 

the medication, how and when to take it 
and common side effects 

o Be offered compliance aids such as large-
print labels, non-childproof tops and 
dosette boxes according to their level of 
manual dexterity, cognitive impairment, 
personal preference and compatibility with 
safety in the home 

o Be aware of how to obtain further supplies 
of medication 

o Know they need to have their medication 
regularly reviewed 

o Have their capacity to take full 
responsibility for self-medication assessed 
(including cognition, vision, manual 
dexterity and ability to swallow) by the 
multidisciplinary team as part of their 
rehabilitation prior to the transfer of their 
care out of hospital. 

 
End of life care 
 High quality end of life care will be provided 

for those who are approaching end of life. 
This should be delivered in line with the NICE 
clinical guidelines for the Dying Adult Patient 
and ‘One Chance to Get it Right’.1 

 The provider will ensure that for patients 
being discharged directly home from the 
HASU that the full SSNAP bundle of care that 
is relevant for that patient has been 
delivered / arranged prior to the patients 
discharge 

 Decisions to withhold or withdraw life-
prolonging treatments after stroke including 
artificial nutrition and hydration should be 
taken in the best interests of the person and 
whenever possible should take their prior 
expressed wishes into account. Decision 
making must take account of the patients 
mental capacity to be involved in the 
decision making process. 

 
 
 
 
 

                                                           
1  One chance to get it right: Improving people’s experience of care in the last few days and hours of life.  June 2014 by the 
Leadership Alliance for the Care of Dying People  
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Requirements 
 End-of-life (palliative) care for people with 

stroke should include an explicit decision not 
to impose burdensome restrictions that may 
exacerbate suffering. In particular, this may 
involve a decision, taken together with the 
person with stroke, those close to them 
and/or a palliative care specialist, to allow 
oral food and/or fluids despite a risk of 
aspiration. 

 Planning, and where appropriate referral to 
community palliative care services. 
People dying of stroke should have timely 
transfer of care to hospitals close to home, 
their own home or to a hospice or care home 
according to what is clinically appropriate 
and practically possible and the wishes of 
the person and their family/carers. This 
should also include timely communication 
and involvement of the primary care team. 
 

Patient/carer involvement and provision of 
information 
 The views of the person with stroke should be 

sought, to establish the extent to which they 
wish carers and others to be involved in the 
planning and delivery of their care. 

 If the person with stroke agrees, family/carers 
should be actively involved in day to day 
care, rehabilitation and decisions about the 
planning and delivery of their care (box 
three). 

 Patients and their carers will be informed and 
are active participants in discussions 
throughout the care pathway on a regular 
and timely basis (box three). 

 Patients and carers will be encouraged and 
supported to start to develop their 
knowledge, confidence and the skills needed 
to manage life after stroke and enable a 
proactive approach to self-management.  
o Carers should be informed of their right to 

have a carers assessment and how they can 
access this and be signposted to sources of 
information about support for carers in 
their local area. 

 

o On admission to the HASU all patients and 
their families/carers will be told on 
admission about the role of the HASU and 
that their care will be transferred after the 
hyper acute period to local units if 
necessary.  

o A leaflet explaining the role of the HASU, 
repatriation and follow up arrangements 
should be given to all patients / carers on 
admission. This should also include 
information about: 

o How relatives can keep in touch during a 
patients admission 

o Signpost to sources of information about 
transport to the hospital and how people 
with low incomes can claim support for 
travel to the hospital. 

o Patients and their carers will be informed 
of and involved in decision making 
regarding: 

o Their condition, their prognosis and 
situation  

o What is likely to happen to them next e.g. 
how soon they will be seen, frequency of 
contact, contact information for the new 
team, how goals will be carried over  

o Who is taking care of them and who is 
responsible for their care 

o What they need to be doing to facilitate 
their care and recovery (e.g. advice and 
information about exercises or other 
activities that they can practice 
independently) and to decrease their risk of 
further strokes 

o What are their views and concerns about 
their current and future care. 

o Information provided to patients and 
families/carers and Joint Care Plans should 
be an accessible format for them i.e. 
provided in an appropriate format/ 
medium, and in relevant community 
languages other than English; and that is 
specific to the phase of recovery and their 
needs at that time.  

o Range of leaflets should be available for 
patients and carers explaining about stroke 
and local services 
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Requirements 
EDUCATION AND TRAINING 
 Hyper acute stroke service staff will have 

comprehensive knowledge of the stroke 
pathway 

 In-house multidisciplinary team stroke 
training programmes will be provided and 
external stroke training available. Providers 
will give consideration to having clinical 
educators within the MDT. 

 Specific education and training will be 
developed and provided in accordance with 
the Stroke Specific Education Framework 
and agreed regional competencies 

 The HASU will actively contribute to the 
development of the Managed Clinical 
Network’s educational programme for all 
staff providing stroke care (including 
ambulance services and other prehospital 
clinicians, emergency departments, 
community stroke services, primary care) and 
will as part of the Managed Clinical Network 
provide training for healthcare professionals 
working across the care pathway in the 
specialty of stroke. 

 
Training and CPD for Stroke Staff 
 Clinical staff assessing stroke admissions are 

trained in thrombolysis and interpretation of 
brain imaging. 

 Stroke physicians and non-medical specialist/ 
expert practitioners attend BASP or 
appropriate thrombolysis training  

 Communication training provided to help 
manage patients with aphasia. 
 

 Principles and practice of end of life care, 
including the recognition of people who are 
approaching the end of life. 

 Have an awareness of the Mental Capacity 
Act and its implications 

 Have equality training 

 Have an awareness of psychological 
problems following stroke and the skills to 
manage them 

 Undertake training and are competent in the 
delivery of brief interventions, for example, 
for stopping smoking, moderating alcohol 
intake, increasing physical activity, weight 
management, diet 

 Have knowledge of the referral pathways 
for: 

o Local lifestyle support services, in particular 
local stop smoking services 

o Carer support services 
o Local voluntary sector support services 
o Peer support services 

 

Service providers are encouraged: 

 To develop roles for volunteers and peer 
mentors, ensuring that all volunteers are 
provided with appropriate training, support 
and supervision. 

 To develop links with local stroke voluntary 
sector organisations 

 To develop in reach links with local early 
supported discharge / community 
rehabilitation providers. 

 To raise awareness of the importance of the 
carer role to the patient and the needs of the 
carers. 

Requirements 
WORKFORCE 
Medical workforce access and review  
 Will be in line with the National Clinical 

Director for Stroke’s recommendations for 
implementing the NHSE standards for Seven 
Day Urgent Care for stroke units and the 
NHSE guidelines for STPs on acute stroke 
care. 

 It is anticipated that Trusts will develop rotas 
where a stroke consultant is dedicated to  

hyper acute care (+/- urgent assessment of 
TIA patients at weekends). To aid continuity 
of care, the rota should timetable the 
consultants to be on HASU in blocks of days. 

 Trusts should aim for sustainable on-call 
consultant rotas (no more frequent than a 
one in five). 

 Sufficient junior doctor cover should be in 
place to assess, manage and review new and 
existing stroke patients 24/7. 
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Requirements 
 Arrangements should be in place for on site 

consultant cover by the general medical or 
neurology consultant on call (in centres 
where neurologists are available and has 
been agreed) for any bedside patient reviews 
required at consultant level during the 
periods when the stroke consultant is only 
available by telemedicine. This is an interim 
measure until the stroke consultant 
complement is sufficient to facilitate rotas 
with the requirement of returning to hospital 
to undertake bed side assessments of sick 
patients (where the consultant assesses 
telemedicine is not sufficient) during on call 
periods. 

 
Consultant access and review criteria of NHSE 
Standards for Seven day Urgent Care 
The HASUs will: 

 Have continuous access 24/7 to stroke 
accredited consultant specialist decision 
making for all hyper-acute stroke related 
issues, including but not limited to 
thrombolysis and thrombectomy 

 Immediate consultant review of possible 
thrombolysis and thrombectomy patients (by 
bed side or via telemedicine) 

 Face to face consultant review of all new 
admissions within 14 hours - bedside or 
during on call periods bedside or via 
telemedicine  

 All new admissions to have consultant bed 
side review within 24 hours of admissions. 

 Consultant involvement within 1 hour for 
patients considered ‘high risk’ or where a 
patient is unstable and not responding to 
treatment as expected.  

 Twice daily consultant ward rounds  
o All patients on HASU seen bed side at least 

daily by stroke specialist consultant 7 days 
per week 

o Late afternoon ward round – Board review 
of all patients and consultant bedside 
review of patients that have been newly 
admitted that day and any unstable  

patients not responding to treatment. 
Weekend evening board rounds could be 
done via phone with telemedicine face to 
face reviews of new patients. 

 During the periods when the stroke 
consultants are not on site, the on call stroke 
consultant’s  availability will include (but not 
be limited to): 
o Immediate consultant review of possible 

thrombolysis and thrombectomy patients 
(via telemedicine  or return to hospital for 
bedside review) 

o Consultant involvement within an hour for 
patients considered high risk (one e.g. being 
if a patient is to be palliated on arrival and a 
decision is necessary from the consultant 
that this is the correct step) or where a 
patient is unstable and not responding to 
treatment.  Patients may become ill or 
deteriorate for generic, not speciality 
related reasons. 

o These patients will generally be picked up 
by the early warning scores within each 
Trust. It is anticipated that the individual 
Trusts escalation procedures for an acutely 
unwell patient be followed which may not 
necessarily involve the speciality 
consultant. However the stroke consultant 
should be available for advice and bedside 
review where indicated while on call. 

o Return to site or use tele-medicine to 
review of newly admitted patients who 
otherwise would not be seen on a 
consultant ward round within 14 hours 

o Provision of advice on the management of 
patients on the hyper acute stroke unit who 
are clinically unstable: 
 In the majority of cases this advice will 

be able to be given by phone or via 
telemedicine. 

  However, consultants should return to 
the hospital to undertake bed side 
assessment of patients where this is 
clinically indicted. 

 Trusts will develop clinical guidelines to 
assist resident doctors to manage 
common stroke complications and advice 
on when consultant input is required.  
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Requirements 
It is anticipated that Trusts will wish to develop 
protocols so that calls to consultants for advice 
(other than thrombolysis and thrombectomy 
decision) are made by the on call 
medical/stroke/neurology registrars or 
equivalent and that stroke nurse practitioner 
advice has also been sought. 

 

Multidisciplinary team 
The provider will ensure that staff have the 
knowledge, skills and attitudes to provide safe, 
compassionate and effective care. 
 
Hyper-acute services have a sufficient 
multidisciplinary team on rota to meet patient 
needs, with staff appropriately trained:  

 in the hyper acute and acute management of 
people with stroke, including the diagnostic 
and administrative procedures needed for the 
safe and timely delivery of emergency stroke 
treatments 

 in the hyper acute and acute management of 
people with stroke (including the monitoring 
of all hyper-acute service patients), covering 
neurological, general medical and 
rehabilitation aspects of care. 

 to deliver therapy care. 
  

 Appropriate administrative and support staff 
(e.g. patient flow coordinators, SSNAP 
auditors) 

 Meet at least once per week to exchange 
information about individual patients. 

 
Service providers should be mindful of the Royal 
College of Physician recommended staffing levels 
for hyper acute stroke units (appendix 3). 
However, providers are encouraged to be 
innovative and consider the development of new 
roles and skill mixes within the team in order to 
meet patients / service’s needs.  
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6. Transfer of Care 
Requirements 

SERVICE OUTCOMES 
Transfer of care and follow up 
 Patients and their family/carers should be 

involved in decisions about the transfer of 
their care out of hospital, and the care that 
will be provided. 

 The HASU Trust is responsible for ensuring: 
o Arrangement of the appropriate transfer of 

care of patients out of the unit 
o Where the patient is being discharged 

home for ensuring that arrangements have 
been made for: 
 Appropriate services / equipment to be in 

place 
 Follow up of the patient is in place (this 

may be with a Trust closer to home than 
the HASU and therefore require onward 
referral and confirmation of receipt) 

 That the patient/carer is aware of the 
arrangements. 
 

Patients who have had a stroke: 
 Who have mild to moderate disability should 

be offered early supported discharge where 
clinically and socially practically appropriate. 

 Prior to discharge home, the person and their 
family/carers should be given advice about 
living post stroke and follow up 
arrangements. 

 Patients will be offered copies of written 
communication between organisations and 
teams involved in their care. 

 
Information and advice to be given to the 
patient / carer prior to discharge 
 Information and offered contact with relevant 

statutory and voluntary agencies. 

 Information about services available to 
support people who have had a stroke and 
how to access them, including practical or 
emotional support, peer support groups  

 That carers can have an assessment of their 
own needs, separate to those 

 Written information about their diagnosis and 
management plan. 

 Guidance regarding any prescriptions – 
verbally and supported by written 
information  

 Advice about driving 

 A named contact person for information and 
advice. 

 Guidance on how to seek help if problems 
develop. 

 Details of follow up plans 
 

Repatriation 
 Patients should not be repatriated to non 

HASU hospital acute stroke units / rehab units 
until they are clinically deemed to be no 
longer in the hyper acute phase and all of 
the first 72 hour SSNAP care bundle has been 
undertaken including assessment by all 
relevant therapy disciplines.  

 Please note that there may be some patients 
who are clinically deemed to no longer be in 
the hyper acute phase and the 72 hour SSNAP 
bundle has been completed within the 72 
hours therefore if appropriate could be 
repatriated in less than 72 hours. 
 

The exception to this is if following 
assessment a predominantly palliative 
approach has been agreed. As noted above 
people dying of stroke should have timely 
transfer of care to hospitals close to home, 
their own home, care home or hospice 
according to what is clinically appropriate and 
practically possible and the wishes of the 
person and their family/carers. This should 
also include timely communication and 
involvement of their primary care team. 

 Patients awaiting repatriation or discharge 
directly home, who are deemed to be now 
clinically outside of the hyper acute window 
and who have had all of the initial nursing and 
therapy assessments may be moved from the 
hyper acute unit to an acute stroke unit 
within the same hospital pending 
transfer/discharge. 

Onset of 
symptoms 

Assessment Admission Treatment 
Transfer of 

Care 
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Requirements 
 It is expected that clinicians will utilise their 

clinical judgement as to when it is clinically 
appropriate to repatriate patients that have a 
stroke mimic condition from either A&E or 
HASU.  It is, however, anticipated that it is 
very unlikely to be clinically appropriate (or 
to offer a good patient experience) to 
repatriate patients with stroke mimic 
conditions for very short periods of time. 
Thus it is anticipated that patients identified 
in A&E or once admitted to HASU with a very 
short predicted length of stay will be cared 
for at the hospital of initial assessment until 
time of discharge.  If a longer stay is 
anticipated then the patients should be 
repatriated at the earliest clinically 
appropriate opportunity. Patients will not be 
repatriated via A&E but a provisional 
diagnosis must be made by the HASU Trust 
and the patient referred directly to the 
appropriate speciality of the receiving 
hospital. 

 The HASU team will provide outreach 
consultations on other wards of the HASU 
Trust as requested by other specialities and 
provide a telephone / telemedicine advice 
consultation service to their ‘referring’ 
hospitals in relation to hyper acute stroke 
care (e.g. to discuss possible transfers). 

 
Standard management, referral and 
repatriation protocols 
The HASUs will develop common WY&H: 

 Management protocols for key areas of care 
(appendix 4) 
Protocols for the monitoring, referral and 
transfer of patients to regional neurosurgical 
centres for: 
o Decompressive hemicraniectomy 
o Surgical management of intracranial 

haemorrhage 
o Management of symptomatic 

hydrocephalus including external 
ventricular drain insertion.  
(refer to the Yorkshire and Humber Clinical 
Networks Referral Guidelines to 
Neurosurgery for patients with stroke) 
 

 

o Mechanical thrombectomy (refer to the 
Leeds Centre for Neurosciences, Ischaemic 
Stroke Endovascular Intervention Patient 
Selection and Inter-Trust Transfer 
Guidance) 

 

 Protocols for referral for vascular surgery 

 Patient flow / repatriation policy (appendix 
X) including procedures for booking urgent 
TIA appointments and follow up 
appointments at the local stroke units. Also 
procedures for accessing urgent outpatient 
and ambulatory care clinics at non HASU 
Trusts. 

 

Access to other services 
 The HASU will have access (onsite or via clear 

pathway) to tertiary care services to provide: 
o Thrombectomy 
o Neuro surgery 
o Vascular surgery 

 

 The HASU will develop links with local 
cardiology services and have access to 
appropriate cardiac investigations including 
rhythm monitoring and echocardiography. 
Protocols should be established for referral to 
cardiology services / investigations for 
patients who require local outpatient 
investigation post discharge from HASUs. 

 The HASU will have access to: 
o Social work and discharge planning teams / 

services 
o Interpreters 
o Pharmacy 
o Orthoptics 
o Orthotics, specialist seating, 

communication aids 
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Requirements 
Therapy provision 
 The unit will have a full stroke specialist 

multidisciplinary team including 
physiotherapy, occupational therapy, 
dietetics, speech and language therapy and 
rehabilitation assistants as core members of 
the team, with access to psychologists and 
social workers 

 Physiotherapy, occupational therapy and 
speech and language therapy (assessment 
and therapy) will be available 7 days per 
week for new and existing patients 

 Dietetic input will be available a minimum of 
5 days per week 

 The HASUs will take a stepped care approach 
to psychological support, including access to a 
clinical psychologist/neuropsychologist as 
required for the occasional patients who 
require specialist assessment support during 
the hyper acute phase (It is noted that 
psychology input is more likely to be required 
during the acute / rehabilitation phases 
rather than hyper acute phase and 
psychology staffing levels may be lower than 
that recommended by the RCP). 
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7.1. HASU Standardised Care Pathway 
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7.2. Appendix 2 - Imaging 
Hyper acute services have onsite access to the following specialist imaging services and clinical 
interpretation: 

 

Investigation Access Speed investigation 
Brain imaging (MRI and 
CT)  
 

Continuous access 24/7 to 
imaging and skilled 
radiological interpretation 

Next scan slot within usual working 
hours, and within a maximum of 60 
minutes of request out-of-hours.  
STP Guidance expects all patients to be 
scanned within 12 hours and patients 
eligible for thrombolysis and urgent scans 
within a maximum of an hour. 

CT Angiography Continuous access 24/7 to 
imaging and reporting 
NB:- While the 
thrombectomy service is 
developing, CTA hours of 
availability should be in line 
with the hours of operation 
of the thrombectomy service, 
(starting one hour before the 
time that referrals are taken) 

Immediate access for patients possibly 
eligible for thrombectomy and for other 
relevant clinical indications  

Carotid imaging (e.g. 
ultrasound, MRA, CTA) 
 

7 day Same day / within 24 hours for 
appropriate patients with stroke and TIA  

 

 CT angiography requirements are given in box below; 
 

CTA technique 
 Perform at same time as plain CT if no haemorrhage and meet thrombectomy SOP criteria. 

 Arch upwards to include whole head (to assess access and collaterals) 

 Angiographic technique as CT Carotids local policy (time density curve, bolus tracking from arch) 
* guidance available from regional Neuroscience centre. 

Reporting arrangements 
 Primary review of imaging by DGH radiologist or stroke physician, if LVO or uncertainty – PACS 

link to Neuroscience centre stroke physician. 

 Formal report of DGH CTA to be done by referring hospital. 
Image transfer 
 Images of patients likely to be offered Mechanical Thrombectomy  should be sent to 

thrombectomy centre by PACS transfer and the receiving centre notified 
 

 Radiology departments at the neuroscience centres will: 

 Support other HASU Trusts to develop skills in the taking and reporting of CTAs  
Or; 

 For HASU Trusts unable to develop in house capacity 24/7 to report CTAs, agree with the 
HASU Trusts that images will be transferred immediately to the neuroscience centre for 
reporting. 

 Trusts will ensure that they have the appropriate facilities in place to enable 24/7 transfer of 
images between: 
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 Non HASU acute Trusts and HASUs 

 Neuroscience centres and HASUs 

 All HASUs will have regular MDT / CPD meetings with the neuro-radiologists at the neuroscience 
centers. 

 

7.3. Appendix 3 – Royal College of Physicians Recommended Staffing Levels 
for Stroke Units 

 
Evidence for the appropriate amount of the different resources needed is limited. Trials have not 
been undertaken comparing different levels or distributions of resources, and many services (e.g. 
radiology, psychology) will be shared with other inpatient provision. Minimum staffing levels on 
stroke units have been defined in hyper acute stroke service reconfigurations such as that in London, 
and observational evidence is accumulating from national registries about acute care processes that 
are associated with substantial benefits, including outside office hours and at weekends (Ramsay et 
al, 2015, Turner et al, 2016). In view of this observational evidence, the Working Party endorses the 
recommended staffing levels expressed as whole-time equivalents (WTE) in table 2.1, although the 
therapy levels in the table are based on weekday working and will need adjustment for therapy 
delivered across seven days, whilst also considering skill-mix and the use of therapy assistants 
delivering rehabilitation under the supervision of a qualified therapist. 
 
Table 2.1 Recommended staffing levels for stroke units 
 

 
 

7.4. Appendix 4 – Examples of key areas of care that should have 
management protocols (as recommended by the RCP Stroke Clinical 
Guidelines) 

 

 Admission pathway including links with the ambulance service and management within A&E 

 Acute imaging 

 Emergency stroke treatments; thrombolysis; mechanical thrombectomy 

 Neurological and physiological monitoring by stroke-trained staff patients in the hyper-acute 
phase of care 

 Swallowing assessment, hydration and nutrition 

 Vascular surgical referrals;  

 Therapy assessment and commencement of rehabilitation;   

 End-of-life (palliative) care;   

 Secondary prevention;  

 The prevention and management of complications;  

 Communication with people with stroke and their family/carers and discharge planning 
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7.5. Appendix 5 - Key HASU Success Measures 
 
It is acknowledged that securing the skilled workforce will be necessary to enable delivery of the full 
specification and the workforce planning (recruitment and retention plans) will therefore need to 
form a key component of the annual development plans. 
 

Area Milestone 
Education and training for 
ambulance staff 

 Ambulance staff trained in the new pathways and on stroke and stroke mimic 
recognition and prehospital management 

Safe staffing levels and 
availability of beds 

 Providers must ensure that they have safe staffing levels and appropriate numbers of 
beds for their anticipated number of patients from the date of the commencement of 
the contract 

Telemedicine  Appropriate equipment in place and staff trained in how to use 

Imaging  24/7 access to brain imaging  

 Access( in line with the hours that neuroscience centres are accepting patient for 
mechanical thrombectomy) to taking CTA imaging, and either in-house reporting or 
arrangement made with neuroscience centre to report  

 7 day access to carotid imaging 

 With all imaging undertaken within recommended time – see section 3.2 Service 
requirements 

 As above plus all HASUs to be able to clinically interpret CTA images 

Common policies, SOPs and 
referral documentation 

 Common flow policy (including referral and repatriation) in place with supporting 
SOPs 

 Directory of stroke services in place  

 Common referral forms and documentation used 

 Common clinical management protocols/SOPs in place for all key areas  

Education and training  HASU Training needs analysis undertaken and education programme in place 

Initial assessment  Patients will be seen and assessed by a member of the specialist stroke team 
without delay and within 30 minutes of arrival/referral from ED 

 Swallow screening performed on all relevant patients within 4 hours of admission 

Thombolysis  Pts receive thrombolysis if clinically indicated as per Royal College of Physician 
Guidelines – with a door to needle time of within 60 minutes 

 Ability to immediately thrombolyse more than one patient at a time 24/7 

  As above but with a door to needle time of ideally 30 minutes from time of arrival at 
the HASU hospital and certainly within 60 minutes 

Neurological and 
physiological monitoring 

 All hyper acute patients will have neurological and physiological monitoring 
according to a protocol post stroke for 24 hours by stroke trained staff and then 
according to patient’s needs. 

Veno-embolic risk  Veno embolic risk assessment undertaken and where appropriate intermittent 
pneumatic compression  

Secondary prevention  Risk factor assessment undertaken and appropriate secondary prevention measures 
initiated 

Therapy provision  Patients are assessed by all relevant members of the MDT within 72 hours.  
 6 day availability of OT, Physio and SLT for new and existing patients 

 5 day availability of dietitians 

 As above plus: 

 7th day availability of OT, physio and SLT for assessment of new patients and urgent 
reassessments 

 Patients are assessed by all relevant members of the MDT within 72 hours.  
 Full OT, Physio and SLT service 7 days per week 

 5 day availability of dietitians 

 Access to psychologist during working hour as needed 

Stroke consultant presence: 
 

 Individual milestones will be agreed with each HASU taking  account of consultant 
recruitment  
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Incorporated views from the WYH 
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Linda 

Driver 
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V0.3 Development of the repatriation policy 

is in line with views from the 
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and March 2018. 

Updated to include feedback from 

clinical lead Dr Prabal Datta – reference 
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Reformatted to simplify and align to 

other key stroke documentation. 

Rebecca 

Royle-Evatt 

23 July 2018 

V0.4 Circulated for review and comment; 

 WYH Stroke Task and Finish Group
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(26/07/18)
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 WYAAT Medical Directors
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 York Hospital Foundation Trust
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1. Aim
• To support effective patient flow and the efficient use of hyper-acute stroke bed capacity,

particularly where hospital bypass policies are in place;
• To provide equitable access to comprehensive stroke care in a timely manner, delivered as

close to home as possible;
• To facilitate the equitable delivery of tertiary treatments for acute stroke;
• To provide guidance on timely and appropriate repatriation of all patients including those

who are “stroke mimics”.
• Facilitate the equitable delivery of mechanical thrombectomy (MT) for acute stroke.
• Support effective patient flows and the efficient use of hyper-acute stroke bed capacity

when patients are referred for mechanical thrombectomy / thrombolysis.
• Provide guidance on timely and appropriate repatriation of all patients transferred for but

not suitable for mechanical thrombectomy / thrombolysis.
• All planned repatriations require a process at the point of arrival to book a planned return.

2. Scope
• Patients with stroke who require transfer to a hospital closer to their home having received

hyper-acute stroke unit (HASU) or tertiary level stroke care or, if having been assessed, are
found to have a non-stroke diagnosis following admission onto a HASU.

• Patients with stroke who are transferred to a thrombectomy centre for a decision about
thrombectomy who then require transfer or return to a hospital closer to their home for
ongoing care after thrombectomy.

• Patients with stroke who are transferred to a thrombectomy centre for a decision about
thrombectomy who then require transfer or return to a hospital closer to their home for
ongoing care having improved and who will not require thrombectomy.

3. Monitoring
The following will be monitored on a regular basis: 

• HASU length of stay (LoS) for patients who are to be repatriated to their closest Trust;
• Any delays in transfer and LoS in dedicated stroke units for stroke patients who are to be

repatriated to their closest Trust;
• The number of stroke mimics, LoS, transfer destinations and issues around repatriation.
• The number of patients being transferred for MT assessment.
• Any delays in transfer of stroke patients who are to be repatriated to their referring Trust

without undergoing MT.
• Any delays in transfer and of stroke patients who are to be repatriated to their referring

Trust who undergo MT/ thrombolysis.
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4. Underpinning Principles of the Protocol  
 

• Patients who require repatriation are identified by a stroke / tertiary care consultant and the 
decision communicated to the patient, carers and receiving unit as soon as possible; 

• Once the decision has been made it must be supported by the appropriate documentation 
and communicated to the staff who will organise the safe transfer for the patient, in 
accordance with the relevant transfer guidelines; 

• Transfer of a patient to another Trust, closer to their home, to continue specialist care or re-
enablement following specialist hyper-acute or tertiary care should occur within 24hrs hours 
of the decision to transfer; 

• Prompt escalation of issues by both the referrers and receiving Trusts is to be made in line 
with the protocol, 7 days per week, 365 days a year; 

• When escalation is due to there being no available bed for the transfer, the checklist of 
activities should be completed and verified to confirm the internal escalation process has 
been exhausted; 

• If the two respective directors agree a plan which is outside of the 2 calendar day standard, 
then the safe transfer must be organised (ambulance transfer booked, etc.) shortly after the 
agreement is made.  It is then the responsibility of the Clinical Service Unit to ensure that 
the plan is carried out and to escalate to the senior manager responsible, if for any reason 
the plan cannot be carried out. 

• Patients referred for MT should not be discharged from the HASU of the referring Trust until 
a decision to treat is made in the thrombectomy centre.  This will facilitate the immediate 
repatriation of patients who do not undergo MT. 

• Patients who require repatriation will be identified by the MT centre consultant and the 
decision communicated to the patient, carers and receiving unit as soon as possible. 

• Once the decision has been made it must be supported by the appropriate documentation 
and communicated to MT centre staff who will organise the safe transfer for the patient, in 
accordance with the relevant transfer guidelines. 
 

5. Operating Protocol 
 

5.1. Stroke admissions to HASU and tertiary care beds (TCB) 
 

A patient is to be repatriated as soon as their treatment on the HASU or in a TCB is completed and a 
medical decision has been made that it is safe to transfer them.  The 3 stage process below should 
be followed for the transfer: 
 

1. Pre-notification:  When a patient is admitted to HASU or a TCB, the stroke / tertiary care 
team should ascertain whether they are potentially eligible for transfer to their closest 
acute/rehabilitation stroke service (‘the service’) following treatment on the HASU / TCB.  
The stroke nurse in charge should contact the service immediately to inform them.  This 
should include communication of the patient details and an expected discharge date (EDD). 
The patient and patient’s relatives/carers should also be informed of the intention to 
transfer the patient to the acute/rehabilitation stroke unit following completion of 
treatment on the HASU / TCB. 

2. Regular updates:  The HASU / tertiary care ward should update the receiving service every 
day (including weekends) or as appropriate on the progress of ‘their’ patients (including 
MRSA status and special requirements (e.g. mattresses), along with the expected date and 
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time of repatriation. An electronic file of patients could be shared between HASU services on 
a daily basis if information governance arrangements for sharing such information have 
been agreed. 

3. Discharge:  Once the HASU or tertiary phase of care is over, the HASU / tertiary care medical
team will decide if the patient is medically stable for transfer. The HASU / tertiary care
medical team should contact the stroke team at the receiving service to discuss any issues
and ongoing care needs. This should be pre-empted and acted on quickly.

The receiving service should have arrangements in place to ensure that the relevant medical team is 
informed; during the out of hours period this may be the on-call medical team covering the wards. 
Reasons for this include: 

• Repatriated patients will need an immediate medical assessment when they arrive at the
receiving service since they may still be in an early stage after their stroke at the time of
repatriation, and therefore this differs from most inter-hospital transfers;

• The receiving Trust would have accepted the patient in the first place had they not been
diverted to the HASU for hyper-acute care, or would have transferred the patient for tertiary
treatment, so this arrangement does not impose any additional workload on the on-call
team;

• Transport delays could cause a patient referred during normal working hours to arrive out of
hours. Handover of medical care to the on-call medical team will ensure their review by a
senior physician on arrival, something that the local stroke team may not be able to
guarantee out of hours. The medical information should include any complications during
their stay at the HASU / TCB.

The transfer should be organised in the same way that inter-facility transfers are usually handled.  It 
is good practice for the transfer of patients to take place between 9 am and 4 pm, 7 days a week. It 
is the responsibility of one of the HASU/tertiary care nurses to ensure that copies of all relevant 
patient notes (medical, nursing and therapies) accompany patients repatriated to the receiving 
dedicated stroke unit. Radiological images should be made available on PACS.  The MRSA status of 
patients should not delay transfer.  It remains the responsibility of HASU / tertiary care staff to 
forward any outstanding results regarding the MRSA status.  

5.2. Patients referred to a MT centre 

Immediate pre procedure repatriation 
• Patients referred for assessment for MT should not be discharged from the referring HASU

until a decision is made to treat.
• If a patient is found to be unsuitable for MT on arrival at the MT Centre the referring team

should be notified immediately. Repatriation, provided it is medically safe to do so, should
be arranged immediately and undertaken within 4 hours.

• The patient and patient’s relatives/carers should be informed of the intention to transfer the
patient back to the referring HASU and the reasons why treatment has not been
undertaken.
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Post treatment repatriation 
• If suitable for MT they will be admitted to the MT Centre and the referring HASU team

advised of their potential repatriation time and date.
• Patients will normally be repatriated between 6 and 24 hours following treatment and the

time for repatriation should be agreed with YAS / PTS at the earliest possible time.
• Repatriation should take place within 4 hours of the agreed time.
• The patient and patient’s relatives/carers should also be informed of the intention to

transfer the patient to the back to the referring HASU following completion of treatment.

Delayed post treatment repatriation. 
• For treated patients the MT centre should update the locality based service every day

(including weekends) on the progress of ‘their’ patients (including MRSA status and special
requirements (e.g. mattresses), along with the expected date and time of repatriation. An
electronic file of patients could be shared between HASU services on a daily basis if
information governance arrangements for sharing such information have been agreed.

5.3. Non-Stroke HASU Admissions 

The experience of centres providing hyper acute stroke care is that approximately 30% of patients 
attending for assessment have not had an acute stroke.  These patients fall into 2 broad categories: 

• TIA’s:  Patient’s symptoms are consistent with an ischaemic cerebrovascular event, but have
resolved by the time of assessment. Patients enter the TIA pathway and are currently
triaged according to their ABCD2 score into high-risk and low-risk categories. At present
high-risk patients should be assessed within 24 hours whilst low-risk patients should be
assessed within 7 days. HASU with bypass arrangements need to have an SOP for the timely
management of these patients.

• “Stroke mimics”:   Many patients with conditions that simulate acute stroke (e.g. migraine,
seizures) do not require admission, in which case once a clinical decision is made, they may
be discharged directly home, with advice to their GP to arrange local outpatient follow-up
(e.g. neurology) if appropriate.

• Patients admitted but subsequently found not to have had a stroke: These patients should
either be discharged home directly or should be transferred from HASU to their closest Trust
within 24 hours of a non-stroke diagnosis being made, once they are stable enough to be
transferred. The bed manager should arrange with their counterparts at their closest trust to
alert them that a non-stroke patient requires repatriation to a non-stroke bed.

6. HASU / TCB Discharge Policy
On admission to HASU / TCB: 

• Admitting clinician to stipulate EDD;
• HASU / TCB consultant to decide whether patient is fit for transfer to dedicated stroke unit

of Trust closer to home;
• Receiving stroke unit to be contacted immediately (within 12 hours) to inform them of EDD

(including weekend and Bank Holiday);
• Stroke mimics to be identified, and appropriate destination specialty decided upon and

contacted via bed manager.
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Daily Update: 
• HASU / TCB team to update receiving stroke unit of EDD, MRSA status (or other hospital 

acquired infection) and special requirements for patients; 
• Potential discharges (home, transfer to receiving stroke unit, transfer to other team) to be 

identified and fitness for transfer confirmed. 
 
Discharge Home: 

• Inform the receiving stroke unit that patient will not be transferred; 
• Produce a comprehensive discharge summary; 
• Arrange the follow-up under receiving Stroke Consultant Physician. 

 
Transfer to receiving Stroke Unit: 

• HASU / TCB team to contact receiving stroke unit to inform the patient is safe to transfer; 
• HASU / TCB nurse in charge to arrange transfer; 
• HASU / TCB nurse responsible for copies of all patients notes accompanying patient. 

 
Transfer to Other Teams: 

• Stroke / TCB team to contact appropriate on-call team to accept transfer; 
• HASU / TCB nurse in charge to confirm and arrange impending transfer; 
• HASU / TCB nurse responsible for copies of all patient’s notes accompanying the patient. 

 
Discharge arrangements for MT patients 

• The MT centre medical team will decide when the patient is medically stable for transfer. 
They should contact the stroke team at the receiving service (HASU service) to discuss any 
issues and ongoing care needs.   

• The receiving service should have arrangements in place to ensure that the relevant on call 
medical team is informed if transfer is to take place out of normal working hours.  

• Repatriated patients will need an immediate medical assessment when they arrive at the 
receiving service since they may still be in an early stage after their stroke at the time of 
repatriation.   

• Transport delays could cause a patient referred during normal working hours to arrive out of 
hours. Handover of medical care to the on-call medical team will ensure their review by a 
senior clinical decision maker on arrival, something that the local stroke team may not be 
able to guarantee out of hours.  

• Transfer should be organised by the MT centre nurse in the same way that inter-facility 
transfers are usually handled, (and are planned not emergency transfers)  

• Transfer of treated patients should normally take place between 08:00 and 22:00 hrs 7 days 
a week.  

• It is the responsibility of one of the MT centre nurses to ensure that copies of all relevant 
patient notes (medical, nursing and therapies) accompany patients repatriated to the 
receiving dedicated stroke unit. Radiological images should be made available to the 
receiving dedicated stroke unit. The MRSA status of patients should not delay transfer. It 
remains the responsibility of MT centre staff to forward any outstanding results regarding 
the MRSA status.   

 
Discharge Home 

• Inform the receiving stroke unit that patient will not be transferred. 
• Produce a comprehensive discharge summary. 
• Arrange follow-up with the locality based Consultant Stroke Physician.  
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Documentation for MT treated patients 

Medical 
• Date
• MT decision, outcome and adverse events
• History and examination findings
• NIHSS score
• Tests and results including scans
• Medication
• Advice regarding suggested further investigation and management.

Nursing and Therapy 
• MRSA status/whether side room required
• NEWS score
• Communication issues (e.g. language, hearing aids)
• Continence status (e.g. reason for urinary catheter)
• Pressure areas and wounds (incl. Waterlow score)
• Nutrition status (incl. weight, BMI, NG tube)
• Swallowing issues
• Mobility and other nursing needs

7. Escalation Policy
It is imperative that stroke patients are transferred from HASU / TCB to a designated stroke unit, 
within a stroke service.  In the event that the patient is transferred to a bed that is not on a 
dedicated stroke unit this should be reported as a ‘Never Event’.  

The admitting HASU / TCB should notify the receiving dedicated stroke unit of the planned transfer 
of the patient. Ideally, this request should take place before 11am on the day of the proposed 
transfer (after the HASU / TCB ward round).  Escalation of non-transfer should involve the following 
4 levels: 

Level 1 - In the unlikely event that the receiving stroke unit does not accept the patient for a medical 
reason, the HASU / TCB consultant will discuss the case with the receiving stroke team consultant 
immediately or within 2 hours of notification of transfer.  If the receiving stroke unit does not accept 
the patient for a non-medical reason, the HASU / TCB ward manager should contact the receiving 
stroke unit ward manager immediately or within 2 hours of notification. 

Level 2 - If repatriation is still delayed 6 hours beyond the notification time, this should be raised to 
the matron and bed manager on call for both sites. 

Level 3 - If this has still not been resolved 8 hours after the notification, the case should be escalated 
to the next level to the general manager or the managers on-call for both sites by the HASU / TCB. 

Level 4 - If this has not been resolved 12 hours after the initial notification of transfer, the trusts’ 
Director On-Call should be informed. 
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A record should be kept of the number of times the escalation policy is used and the level (levels 1 
to 4 above) to which it was invoked.  Responsibility for record-keeping should be clearly defined. 
Where level 4 of the escalation policy has been reached this should be reported as a ‘Never Event’. 

 

8. Stability for Repatriation 
 

The patient’s GCS should not be per se the criterion for delaying transfer, so long as it has not 
deteriorated significantly within the previous 24 hours. For other physiological variables the 
following scoring system is agreed:  
Patients discharged home from HASU will normally have a NEWS score of 0 and have a GCS of 15 
(unless aphasic).  
 
Contraindications for transfer to a receiving stroke unit include:  
 
Any single NEWS score of 3 or total NEWS score of ≥3. 
 
An increase in NEWS score of ≥2 in the preceding 24 hours. 
 
A decrease in GCS of ≥2 in the preceding 24 hours.  
Patients should not be transferred with;  

• Feed running in their NG tubes 
• IV attached to an infusion pump.  
• Intermittent Pneumatic Compression sleeve pumps. 
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9. Guidance on Transport for Transfers
All below are equipped to defibrillate and can monitor and recognise and initially manage a patient in arrest YAS clinical skill set 2015. 

Paramedic 
(PARA) 
Urgent Care 
Practitioner 
(UCP) 

Emergency 
Medical 
Technician 1 
(EMT1) 

Emergency Medical 
Technician 2 
(EMT2) 

Advanced 
Emergency 
Medical 
Technician 
(AEMT) 

Emergency Care 
Assistant 
(ECA) 

Assistant 
Practitioner 
(AP) 

Can respond to 
emergency incidents 

All YES YES YES YES YES 

Primary & secondary 
assessment: LOC, BP, BM, 
P, R, Temp, 
ABCDE,NEWS,GCS 

All YES YES YES YES YES 

3 and 12 lead ECG 
placement  

All YES 
verification of 
trace 

YES  
Interpretation 

YES 
Interpretation 

YES 
Verification of 
trace 

3 lead verification 

Intubation  
Use suction, BVM, AED 
Airway Management 

All All in bold All in bold All in bold All in bold All in bold 

Maternity All Recognition of 
Normal Birth 

Management Management Recognition of 
Normal Birth 

Recognition of 
Normal Birth 

Drugs: JRCALC drugs Oxygen and 
Entonox 

Anaphylaxis; 
Glucagon; Ventolin; 
O2; Aspirin; Entonox; 
GTN 

Anaphylaxis; 
Glucagon; 
Ventolin; O2; 
Aspirin; Entonox; 
GTN 

Oxygen and 
Entonox 

Oxygen and Entonox 

Transportation after 
immediate drug therapy 

YES NO YES YES NO NO 
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10. Transfer Documentation
For safe and high quality transfers, comprehensive discharge documentation is crucial. Details of the 
requirements for this are set out below for HASU patients: 

For Stroke HASU Patients – Discharge Documentation 
 Medical Team Nursing and Therapy 

 Date of stroke; 
 History and examination findings; 
 NIHSS score; 
 Bamford classification; 
 Tests and results including scans; 
 Thrombolysis decision, outcome and adverse 
events; 
 Medication; 
 Follow-up arrangements. 

 MRSA status; 
 Communication issues (e.g. language, hearing 
aids); 
 Continence status (e.g. reason for urinary 
catheter);  
 Pressure areas and wounds (incl. Waterlow 
score); 
 Nutrition status (incl. weight, BMI, NG tube);  
 Swallowing issues;      
 Mobility and other nursing needs; 
 Social circumstances; 
 Details of referrals (e.g. district nurse). 

For Stroke HASU Patients – Transfer Documentation 

 Medical Team Nursing and Therapy 

Date of stroke; 
History and examination findings; 
NIHSS score;       
Bamford classification; 
Tests and results including scans; 
Thrombolysis decision, outcome and adverse 
events; Medication; 
Follow-up arrangements. 

Advice regarding suggested further investigation 
and management. 

MRSA status/whether side room required; 
NEWS score; 
Communication issues (e.g. language, hearing 
aids); 
Continence status (e.g. reason for urinary 
catheter); Pressure areas and wounds (incl. 
Waterlow score); Nutrition status (incl. weight, 
BMI, NG tube); 
Swallowing issues; 
Mobility and other nursing needs; 
Social circumstances; 
Details of referrals.

For Non-Stroke HASU Patients 

 Diagnosis; 
 History and examination findings;  
 Tests and results;  
 Medication chart; 
 Advice regarding further follow up. 
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1 The NEWS (National Early Warning System) tool is a scoring system based on physiological variables, similar to that used in ‘early warning scores’ to flag up potentially sick patients on medical or 

surgical wards. NEWS provides guidance only and the consultant should use their discretion when assessing whether a patient is medically stable for transfer.  

For Stroke TCB Patients following thrombectomy – Transfer Documentation 
 Medical Team Nursing and Therapy if patients are admitted 

overnight 
NIHSS score 
GCS: 
Any pre & post thrombectomy scans undertaken; 
Thrombectomy decision, outcome and adverse 
events if any; 
Medication: If any specific requirements about 
antiplatelet agents 
Advice on groin puncture 

 MRSA status (if kept back at TCB after the 
procedure) 
 Communication issues (e.g. language, hearing 
aids); 
 Continence status (e.g. reason for urinary 
catheter);   
 Pressure areas and wounds (incl. Waterlow 
score); 
 Nutrition status (incl. weight, BMI, NG tube);  
 Swallowing issues;      
 Mobility and other nursing needs; 

For Stroke TCB Patients following surgery – Transfer Documentation 
 Medical Team Nursing and Therapy if patients are admitted 

overnight 
GCS: 
Specific nature of the surgery 
Any follow ups and the named consultant 
Any specific actions to be carried out such as 
removal of stich etc. 
Any specific medications and the duration of 
treatment 
Any complications to be expected and to be 
looked for  

MRSA status (if kept back at TCB after the 
procedure) 
 Communication issues (e.g. language, hearing 
aids); 
 Continence status (e.g. reason for urinary 
catheter);   
 Pressure areas and wounds (incl. Waterlow 
score); 
 Nutrition status (incl. weight, BMI, NG tube);  
 Swallowing issues;      
 Mobility and other nursing needs; 
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1. Introduction 
 

1.1. Purpose 
The following service specification document 

sets out the criteria, as recommended by the 

West Yorkshire & Harrogate Task and Finish 

Group, of the stroke pathway that needs to be 

met to deliver high-quality care to patients in 

order to achieve the outcomes in line with the 

agreed vision for West Yorkshire and 

Harrogate. These are the expected standards 

commissioners should utilise when 

commissioning stroke care services. 

 

This service specification is based on the 

national stroke toolkit guidance specification 

released in 2015 and aims to build on clinical 

best practice and provide clarity on the 

system requirements for stroke services 

without prescribing the clinical service model 

to be adopted locally. 

 

Interdependence with other 
services/providers 
This service specification includes detail for all 
elements of the stroke care pathway, 
however for more detailed service standards 
expected to be met for hyper acute stroke 
care and the mechanical thrombectomy 
service please refer to the West Yorkshire and 
Harrogate Hyper Acute Stroke Service 
Specification and the Leeds Teaching Hospital 
Ischaemic Stroke Endovascular Intervention 
Patient Selection and Inter-Trust Referral 
Guidance documents.  
 
Links between the whole stroke pathway and 
chronic diseases and comorbidities should be 
identified and managed accordingly. 
 
Population Covered 
The service will provide assessment, care and 
treatment primarily for those patients 
registered with a West Yorkshire and 
Harrogate General Practitioner. However, it is 
recognised that patients from outside the 

geographical boundary will access the services 
either via ambulance or walk-in presentations, 
in which case the service shall assess, care and 
treat as per the service specification and 
pathway in place and charge the appropriate 
Clinical Commissioning Group as per the ‘Who 
Pays’ National Guidance. 
 
The service covers the total West Yorkshire 
and Harrogate adult registered population, 
specifically: 

 All persons currently registered, whether 
permanently or temporarily with GP 
Practices located within the West 
Yorkshire and Harrogate boundary 
Practice (Airedale, Wharfedale and 
Craven, Bradford City, Bradford Districts, 
Calderdale, Greater Huddersfield, 
Harrogate and Rural District, North 
Kirklees, Leeds  and Wakefield CCGs) 

 Patients who are either permanent or 
transient residents within the area and 
who are unregistered with a GP Practice 

 Patients residing at care homes (nursing 
and residential), or mental health / 
learning disability residential units or 
other facilities that are registered with 
any GP practice in the area 

 
Equality 
The Providers must ensure that the Service 
delivers consistent access and outcomes for 
Patients regardless of; age; sex; race; 
pregnancy and maternity; marriage and civil 
partnership; gender reassignment; disability 
(including access and regress); sexual 
orientation religion or belief in order to be 
compliant with relevant disability 
discrimination and equality legislation. 
The service will be required to be dementia 
friendly and special consideration may also 
need to be paid to the provision to 
accommodate the needs of those who have 
mental health conditions or learning 
disabilities. 
 
Language services should be available in order 
to assist with translation and interpretation 
requirements where patients do not speak 
English or are deaf. 
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Information and educational materials should 
be available in a range of formats. 
 

1.2. Overview 
The National Stroke Strategy (2007) provides 
the foundation for defining stroke services 
and outlines what is needed to create the 
most effective stroke services in England. The 
strategy identifies major stages in the stroke 
patient’s pathway and stresses a need to 
reorganise the way in which stroke services 
are delivered, from prevention through to 
longer term support for those who have 
experienced a stroke. 
 
A whole pathway approach to the provision of 
stroke services is crucial in order to maximise 
the Clinical outcome for patients, their quality 
of life and experience of stroke services. The 
first 72 hours of care are vital to ensure the 
optimum clinical outcome for stroke 
survivors. This needs to be underpinned by an 
effective whole system pathway from hyper-
acute stroke unit admission to subsequent 
rehabilitation and longer term support if 
applicable. 
Improving the outcomes from stroke services 

is core to NHS England’s ambition to provide 

access to the highest quality services.  

Although there have been significant 

improvements in stroke services across West 

Yorkshire & Harrogate over the last three 

years, there remains scope for further 

improvement; demonstrated by the variation 

in performance as measured against the 

Sentinel Stroke National Audit Programme 

(SSNAP). 

1.3. West Yorkshire & Harrogate 
Vision for Stroke 

The West Yorkshire and Harrogate Service 

Specification aims to achieve a step change in 

the quality of stroke and transient ischaemic 

attack (TIA) services and outcomes for 

patients by reducing the incidence of stroke 
and avoidable deaths due to stroke, across 
the West Yorkshire health economy.  
 
Minimising the long term effects and 
improving the quality of life for survivors. This 
will be achieved by providing consistently high 
quality care that is responsive to individual 
needs and through encouraging healthier 
lifestyles and reducing inequalities in risk 
factors of stroke. 
 

1.4. Scope 
This service specification is applicable to all 
service providers who are delivering stroke 
care. 
 
Objectives and Expected Outcomes 
The objectives are to: 

 Provide a fully integrated, end-to-end 
stroke service for the West Yorkshire & 
Harrogate 

 Implement the recommendations of the 
National Stroke Strategy 

 Meet the service standards and 
specifications set by the Royal College of 
Physicians, NICE and the locally agreed 
WY&H CN Stroke Service Standards 

 Ensure that stroke services deliver: 
o Improved clinical outcomes e.g. 

reduced mortality 
o Improved quality of life outcomes e.g. 

return to usual place of residence 
o An excellent patient and carer 

experience. 
 Provide equity of service outcomes and 

experience, particularly where variance of 
service provision has been highlighted. 

 
In meeting the above objectives, the expected 
outcomes will be that any patient presenting 
with acute stroke / TIA symptoms will receive 
the most appropriate care for their condition. 
Placing patients on the correct pathway (TIA, 
hyper-acute or acute) will increase the 
likelihood of best possible outcomes and 
allow providers to use resources effectively 
across the region.  The specific performance 
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standards are listed in each section, but the 
general expected outcomes are: 
 

 Improved clinical outcomes of stroke 

patients, by reducing the levels of death and 

disability following a stroke 

 Reduced length of stay of stroke patients in 

bed based services 

 Improved patient experience and enhanced 

recovery following a stroke through long-

term support and follow-up 

 A service that is sustainable and provides 

good value for money through effective use 

of resources  

 Access to the services and the quality of 
care provided is equitable across the region 

 Provide high-quality stroke specialist 
professional development. 
 

1.5. Outcomes 
 

1.5.1. NHS Outcomes Framework 
Domains & Indicators 

 

 Description 
1 Preventing people from dying prematurely 

1.1 Under 75 mortality rate from 
cardiovascular disease 

2 Enhancing quality of life for people with 
long-term conditions 
2.1 Proportion of people supported to 
manage their condition 

3 Helping people to recover from episodes of 
ill-health or following injury 
3.4 Proportion of stroke patients reporting 
an improvement in activity/lifestyle on the 
Modified Rankin Scale at 6 months 

4 Ensuring people have a positive experience 
of care 
4b Patient experience of hospital care 
4.2 Responsiveness to inpatients’ personal 
needs 

5 Treating and caring for people in safe 
environment and protecting them from 
avoidable harm 

 
 

1.5.2. Local defined outcomes 
 

Improvements in health outcomes 
 Reduction in in-hospital and overall mortality 

from stroke 

 Reduction in disability from stroke and 

improved quality of life for people who have 

had a stroke 

 A higher proportion of people who have had 

a stroke are able to return home to live 

independently and return to work 

 Reduction in the number of patients newly 

discharged to care homes / requiring 

continuing health care 

 
Reduction in inequalities of health care 

 All patients have access to higher quality 

stroke care that meets national best practice 

standards 

 

Improved sustainability and resilience of stroke 
services 

 A stroke managed clinical network 

supporting greater collaborative working 

between providers across the whole stroke 

pathway leading to a more resilient network 

provision of care 

 Greater job satisfaction and job security for 

stroke specialist staff 

  Improved patient flow between different 

elements of the stroke pathway 

 Development and rapid adoption of best 

practice / evidence based clinical guidelines 

with consistent implementation across 

providers 

 Increased innovation and sharing of 

knowledge across organisations 

 More rigorous and consistent monitoring of 

process and outcome indicators facilitated 

by improvements in data collection and 

reporting of SSNAP data 
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Ensuring cost effective delivery of stroke care 
 Reduction in overall length of hospital stay 

 Effective use of the consultant and therapy 

work force to provide 7 day cover 
 

1.6. Evidence Base 
Stroke is the third biggest killer in England and 
the main cause of adult disability - stroke was 
the cause of death for more than 33,000 
people in 2012 in England and over 2,400 in 
the West Yorkshire & Harrogate 
Mortality rates attributable to stroke fell by 
28 per cent between 1999 and 2008, owing in 
part to improved acute care and better 
control of risk factors. Around two thirds of 
people will survive their stroke, but half of 
stroke survivors are left with long-term 
disability and dependent on others for 
everyday activities. However, it is projected 
that there will be an extra 22,000 stroke-
related deaths per year by 2020 because of 
expected increases in population size, lifespan 
and the prevalence of lifestyle choices that 
increase the risk of a stroke. 
 
The most recent academic and National Audit 
Office analyses estimate that the direct care 
cost of stroke to the UK is £3-4.4 billion; this 
rises to £8-8.9 billion if informal care costs 
(costs of nursing home care and care borne by 
the patients’ families) and those to the wider 
economy are included (income lost to 

mortality and morbidity and benefit 
payments). 
 
Applicable Service Standards 
This service specification is based upon a 
comprehensive and current evidence base 
and agreed best practice, including: 
 

 NHS Stroke Services: Configuration 
Decision Support Guide (2015) 

 Atrial fibrillation: the management of 
atrial fibrillation NICE guidelines [CG180] 
June 2014 

 National Stroke Strategy (2007) 
Department of Health 

 National Clinical Guideline for Stroke 
(2016) Royal College of Physicians 

 Quality Standards Programme: Stroke 
(2010) National Institute for Clinical 
Excellence 

 Stroke Service Standards (2014) British 
Association of Stroke Physicians 

 Quality and Outcomes Framework for 
2015/16 NHS Employers 

 The NHS Outcomes Framework 2015 to 
2016 Department of Health 

 A Public Health Outcomes Framework for 
England 2013-2016 (2012) Department of 
Health 

 The Adult Social Care Outcomes 
Framework 2014/15 Department of 
Health. 
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1.6. Service description/ whole stroke care pathway 
 

The service specification is divided into phases of the care pathway for stroke patients: 

 
 
This document is structured according to the 
stroke pathway phases below. In addition, 
expectations that apply across the whole 
pathway are described at the outset. 
 

 Primary prevention 
 Pre-hospital 
 Acute phase 

o Hyper-acute stroke care 
o Acute stroke care (including in-hospital 

rehabilitation services) 
o Transient Ischaemic Attack (TIA) 

services 
o  iTertiary care services (e.g. neuro and 

vascular surgery referrals) 
 Rehabilitation 

o Early Supported Discharge (ESD) 
o Stroke specialist rehabilitation (both 

inpatient and community) 
 Long-term care and support 
 Secondary prevention 
 End-of-life. 
 
The performance standards specified for each 
pathway stage are defined according to the 
definitions of the national audits (e.g. SSNAP, 
QOF etc.) 
 
The diagram overleaf summaries the pathway 
according to the patient movement across the 
phases since they are not necessarily linear 
and not all phases or services are applicable 
to all patients. 
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Across the entire pathway, stroke care must 
be underpinned by several universally 
applicable components to improve the quality 
of care e.g. appropriate communication; 
improved patient experience; data collection 
and continuous audit; and service 
improvement. These elements that apply 
across the whole pathway are described in 
this section. 
 

1.7. Patient Experience 
 Patients and their carers are informed 

throughout the care pathway and on a 
regular and timely basis of: 
o Diagnosis, progress and prognosis 

(where appropriate) 
o What is likely to happen to them next 

e.g. how soon they will be seen, 
frequency of contact, contact 
information for any new team, how 
goals will be carried over 

o Who is taking care of them and who is 
responsible for their care 

o What they need to be doing to facilitate 
their care and recovery e.g. advice and 
information about exercises or other 
activities that they can practise 
independently. 

 Patients and carers are able to access 
information provided to them i.e. 
provided in an appropriate 
format/medium, and in relevant 
languages other than English; and that is 
specific to the phase of recovery and their 
needs at that time 

 Patients and carers receive instruction 
and guidance regarding any prescriptions 
– verbally and supported by written 
information 

 Families and carers are actively involved 
in day-today care, rehabilitation and 
decisions about the planning and delivery 
of their care 

 Patients are directed to relevant voluntary 
service organisations 

 The service has in place a process for 
incorporating patient/carer feedback into 
quality improvement service 
developments. 

1.8. Engagement and 
Communications 

 Awareness raising activities are proactive 
and ongoing e.g. FAST awareness across 
primary care, care homes and providers 
and the general public 

 Providers of stroke services are actively 
engaged with their local stroke network/s 
e.g. to ensure that each stroke unit is 
linked to a regional neurosciences centre 
for emergency review of local brain 
imaging 

 Clinical teams proactively communicate 
between themselves and with anyone 
who takes over responsibility for a 
patient’s care, while the processes used 
to manage care involve all relevant people 
and support seamless transitions between 
services along the pathway 

 Clinical team members communicate 
regularly with patients and carers in 
appropriate ways for their condition and 
needs  

 Formal links exist with patient and carer 
organisations e.g. local users’ forum, 
Stroke Association groups, community 
stroke clubs. 

 

1.9. Data Transfer and Information 
Sharing 

Accurate and explicit records of patients are 
recorded and shared using agreed protocols 
between all hospital, community and social 
care practitioners and individuals in a timely 
way. 
 

1.10. Data Collection and 
Monitoring 

 Clinically accurate submission to SSNAP 
(Sentinel Stroke National Audit Project) 
and coded data held in HES, by all 
providers of stroke services 

 All clinical services take responsibility for 
all aspects of data collection and 
participating in national stroke audit 
(SSNAP), either directly or via upload of 
equivalent local data that enables 
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comparison with regional and national 
peers 

 A sustainable system of coding for stroke 
patients is in place. Local guidance should 
be in place to support the collection of 
data between community and across 
service providers 

 All organisations will need to develop a 
robust system for collection and 
validation of reliable and accurate stroke 
data with a lead responsible individual to 
approve and sign off the data. This may 
involve investment in data systems and 
personnel to avoid the burden of data 
collection responsibility on clinical staff 

 An assessment of patient and carer 
experience across the stroke pathway is 
required at regular intervals. This 
information should be used to inform the 
improvement of local services and results 
submitted to inform commissioners on 
the progress in improving patient 
experience. 
 

1.11. Innovation and Research 
Development 

 To be part of a research network, have an 
identified stroke research lead and 
actively participate in research 

 Work with West Yorkshire & Harrogate 
Clinical Network 

 Be open to performing and participating 
in national and international locally 
adopted clinical trials through the stroke 
research network. 

 
 
 
 
 
 
 
 
 

1.12. West Yorkshire & Harrogate 
Hyper-Acute Stroke and TIA 
Service and Quality Standards 

The West Yorkshire and Harrogate Stroke Task 
and Finish Group and WYATT Clinical Working 
Group has developed and agreed service and 
quality standards for a hyper-acute stroke and 
work is taking place to agree TIA service based 
on current national guidance. These standards 
were revised in 2016 after the release of the 
revised RCP stroke guidelines so are based on 
the current evidence base and agreed best 
practice. These will ensure the delivery of a 
high-quality stroke service and are 
recommended as the expected standards 
commissioners should utilise when 
commissioning stroke services. 
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2. Primary Prevention 
Lack of awareness of stroke and TIA – lifestyle causes, risk factors, prevention and symptoms – can 
be a significant challenge to the realisation of a successful outcome for someone who goes on to 
experience a stroke or TIA. A proactive approach by all healthcare professionals to recognise 
patients at risk of stroke or TIA and subsequent mitigation against those risks will support the 
prevention of stroke and TIAs. Delivering a step change in primary prevention is an important 
component of the stroke pathway and thus included at high-level for completeness to ensure it is 
recognised as part of a pathway-wide approach to managing stroke. 
 

Requirements 
 

SERVICE OUTCOMES  
 
Identification, diagnosis and evidence based 
management of atrial fibrillation (AF) and 
hypertension. 
 
Identifying AF (whether paroxysmal or 
persistent) and reducing the risk of stroke 
through anticoagulation where appropriate. For 
example, GRASP-AF is a tool used in primary care 
to help GPs identify patients who may have AF 
and promote the assessment of the risk of AF-
related stroke, facilitating effective management 
of AF in these patients. It was developed as part 
of the NHS Improvement AF in primary care 
national priority projects. 

 
Primary care and other healthcare  Professionals 
(e.g. opticians, ophthalmologists and community 
pharmacists) are effective in: 
 

 Identifying patients at risk of stroke or TIA 

 Making every contact count; carrying out 
manual pulse, weight and BP checks at every 
opportunity. This will include contact within 
other healthcare settings, e.g. secondary 
care, as an inpatient or outpatient. Any cases 
of new AF or raised blood pressure should be 
communicated to the individual’s primary 
care provider urgently and within seven days 

 Promoting the “Know your Pulse” campaign 
and other national/regional campaigns 

 Advising at risk patients of lifestyle choices 
and treatments to minimise risk of stroke 
and TIA. 
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Requirements 
 

Social care staff in domiciliary care, care homes 
and day centres, together with personal 
assistants are: 
 
 Effectively trained in the symptoms and signs 

of stroke and TIA and aware of the 
consequences of delay 

 Conduct routine pulse checks 
 Able to recognise when a referral to 

emergency care is needed, and able to 
contact such services quickly 

 Able to reassure service users while the 
emergency services are on the way. 

Patient/public awareness, education and 
training 
 
Members of the public are able to recognise and 
identify the main symptoms of stroke and TIA 
and know it needs to be treated as an 
emergency2. Local health economy, including 
voluntary organisations, communicates basic 
information to patients on the symptoms, 
emergency treatment, risk factors, lifestyle 
factors and treatments. 
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3. Pre-hospital phase 
A fast response to stroke reduces the risk of mortality and disability – “Time is Brain”. The 
identification of potential stroke and TIA patients and their timely assessment at an appropriate 
stroke centre is a critical stage of the care pathway. Promotion among healthcare professionals, the 
public and carers of stroke symptom awareness (e.g. FAST) that prompt emergency treatment can 
improve health outcomes through timely access to stroke care and specialist treatments such as 
thrombolysis and mechanical thrombectomy, which must be administered within a few hours of the 
onset of symptoms. 
 

Requirements 
SERVICE OUTCOMES 
Clinical assessment by ambulance staff: 
 Patients with a suspected acute neurological 

event (sudden onset of neurological 
symptoms of probable vascular aetiology) are 
screened using FAST assessment  tool to 
recognise the symptoms of a stroke 

 All patients with suspected acute stroke are 
immediately transferred by ambulance to a 
hospital with facilities to manage hyper-acute 
stroke (to include FAST positive patients 
including those with unilateral leg weakness 
or unilateral, non-traumatic  vision loss)  

 Higher risk TIA (on anticoagulation or with 
crescendo TIA) is treated as an emergency,  
being at greater and imminent risk of stroke, 
undergoes specialist assessment within 24 
hours 

 All suspected stroke patients are assessed and 
managed in accordance with best clinical 
practice and monitored for AF and other 
dysrhythmias 

 
Ambulance transfer to hospital: 
 The aim of Yorkshire Ambulance service (YAS) 

transfer to the appropriate stroke centre is to 
minimise time from call to needle to a 
recommended standard of within 120 minutes. 

 All patients with suspected acute stroke are 
immediately transferred by ambulance to a 
stroke centre offering hyper-acute stroke 
services 

 Call to door time to scan as soon as possible  

 If within 5 hours of onset, suspected stroke 
cases are assigned “Category 2” 999 response 
(and meet Category 2 ambulance response 
programme of an average response time of 
18 minutes for a transportable resource. If 
symptoms exceed 5  hours this may change 
the response time) 

 The ambulance paramedic links with the 
receiving hospital when they have a 
suspected stroke patient, providing a system 
of pre-alert to enable potential stroke 
patients (FAST positive) to be met on arrival 
by a member of the stroke team and taken 
directly to the CT scanner. 

 Action plans are in place to improve 
ambulance response and reduce on-scene 
times. 
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Requirements 
EDUCATION AND TRAINING 
Ambulance and clinicians are trained in, and 
follow UK Ambulance Service Clinical Practice 
Guidelines published by the Joint Royal Colleges 
Ambulance Liaison Committee 

 All ambulance crews are trained in stroke 
recognition using validated tools (e.g. FAST) 

 Stroke assessment training is included in all 
paramedic training (University based 
education) and for all grades of emergency 
frontline clinician. 

 There is a region-wide stroke pathway in 
place. 

 Support from the stroke network for CPD in 
assessment of MIMCS and use of new and 
evolving assessment tools 

 Communication training provided to help 
manage patients with aphasia. 
 

 Ongoing stroke specific training is included 
as part of Continuous Professional 
Development (CPD) 

 Ambulance service participates in local 
Stroke Research Network trials and studies. 

 Pathways and guidelines are update in line 
with service changes and best practice 
guidelines. 

WORKFORCE 
There is sufficient and appropriate stroke skilled 
capacity in the ambulance service to provide the 
service to the required population to the defined 
performance standards. 
 

 There is an identified clinical lead for stroke 
within the ambulance service 

 All operational staff have the facility to reach 
back via EOC (Emergency Operations Centre) 
to senior clinicians for advice and guidance as 
required. 

 Working with universities to support new 
paramedic training and to provide a clear 
career pathway supports the growth and 
retention of the workforce. 
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4. Hyper-acute stroke care 
Hyper-acute services provide expert specialist clinical assessment, rapid imaging and the ability to 
deliver intravenous thrombolysis 24/7, typically for no longer than 72 hours after admission. These 
services must be provided in a specialist hyper -acute stroke unit. A minimum of 600 confirmed 
stroke patient admissions per year are required to provide sufficient patient volumes to make a 
hyper-acute stroke service clinically sustainable, to maintain expertise and to ensure good clinical 
outcomes. People with acute stroke will receive an early multidisciplinary assessment, including 
swallow screening and, for those that continue to need it, have prompt access to high-quality stroke 
care. 
 

Requirements 
SERVICE OUTCOMES 
 
Clinical assessment: 
All patients (including self/ GP / YAS referrals) 
with suspected stroke are admitted to a hospital 
with hyper-acute services and seen immediately 
by a stroke team to receive immediate 
structured assessment by appropriately trained 
staff in a consultant-led team to determine 
diagnosis and suitability for thrombolysis and 
ongoing care needs: 
 

 Hyper-acute service alerted prior to patient 
arrival (where appropriate) 

 Hyper-acute service has sufficient capacity 
for all stroke admissions 

 Patients are seen and assessed by a member 
of the specialist stroke team without delay 
and within 30 minutes of arrival. 

 Patients diagnosed with stroke receive early 
multidisciplinary assessment: 

 Receive CT scan urgently and within at least 
one hour of arrival at hospital 

 Interpretation of acute stroke imaging by 
appropriately trained healthcare 
professionals 

 

 Patients eligible for endovascular treatment 
should have immediate access to CTA from 
aortic arch to skull vortex at the time of initial 
CT. Patients should be assessed and 
transferred in accordance with locally agreed 
referral pathways within agreed timescales 

 Eligibility for thrombolysis/thrombectomy 

 Swallow screening (within four hours of 
admission) with ongoing management plan for 
provision of adequate nutrition. Patients who 
fail swallow screen to be assessed by Speech 
and Language Therapist within 24 hours 

 Assessment for malnutrition and need for 
nasogastric tube or gastrostomy within 24 
hours of admission 

 Protocols for assessment and management of 
other causes of stroke: intracerebral 
haemorrhage, subarachnoid haemorrhage, 
acute arterial dissection, cerebral venous 
thrombosis. 
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REQUIREMENTS 
 

 Agreed protocol for treating patients arriving 
at a hyper-acute stroke unit with non-stroke 
diagnosis. 

 Patients with ischaemic stroke found to be in 
atrial fibrillation should be anticoagulated 
(once intracranial bleeding excluded by 
imaging) at the discretion of the prescriber, 
but no later than 14 days from the onset 

 Patients with TIA and AF should be 
anticoagulated immediately 

 Appropriate reversal or treatment of 
patients on prior anticoagulation 

 Patients with stroke are assessed and 
managed by stroke nursing staff and at least  
one member of the specialist rehabilitation 
team within 24 hours of admission to 
hospital 

 Ensure all patients with stroke are given an 
antiplatelet immediately after scanning 
unless contraindicated 

 Diagnosis discussed with patient and carer 
and plan of care clearly written in patient 
notes 

 Adherence to locally agreed protocols for 
blood pressure lowering if indicated. 

 
Thrombolysis: 
Intravenous thrombolysis should be provided 
24/7 to confirmed stroke patients who are 
suitable for thrombolysis with an appropriate 
protocol in place to screen patients against the 
medical criteria for thrombolysis: 
 

 Hyper-acute-trained stroke physician 
available 24/7 to make decision as to 
whether to thrombolyse, either in person or 
via telemedicine, with a sustainable on-call 
rota 

 Appropriate stroke patients, identified as 
potentially eligible for thrombolysis 
treatment, to be scanned immediately and 
at the next available CT slot 

 

 Appropriate stroke patients to be scanned 
and receive thrombolysis, ideally within 30 
mins and certainly within 60 mins of 
admission (door to needle time) 

 Thrombolysis should be conducted within 
the criteria specified within the RCP National 
clinical guideline for stroke 2016. 

 

Monitoring: 
 Protocols or pathways in place that ensure 

appropriate monitoring of stroke patients by 
stroke-trained staff in the hyper-acute phase 
of care: 

 All hyper-acute patients should be 
monitored according to a protocol post 
stroke for 24 hours (ie continuous cardiac 
rhythm and rate monitoring, oxygen 
saturation, blood glucose and blood pressure 
monitoring) and then according to patient’s 
needs 

 Any thrombolysed patient should be closely 
monitored by stroke-trained staff according 
to a specific post thrombolysis protocol for 
the first 24 hours post-thrombolysis in a 
monitored bed. 
 

Mobilisation: 
 All admitted patients who have difficulty 

moving should be assessed as soon as 
possible within 24 hours by appropriately 
trained professional 

 All admitted patients who have difficulty 
moving should be mobilized 24-48 hours 
after stroke onset and offered frequent daily 
mobilisation 

 Mobilisation within 24 hours should only be 
for patients who require little or no 
assistance to mobilise 

 Mixed gender wards may be used for critical 
or highly specialised care in-line with 
Department of Health guidelines for mixed 
sex accommodation. 
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REQUIREMENTS 
 All patients should have an assessment of 

veno embolic risk determined and where 
appropriate IPC prescribed from 3-30 days in 
accordance with NICE recommendations 
2015 and current RCP guideline 2016. 

 

Access to support services: 
Hyper-acute services have onsite access to the 
following support services and clinical 
interpretation: 
 

 Brain imaging (MRI and CT) – patients are 
scanned in the next scan slot within usual 
working hours, and within a maximum of 60 
minutes of request if out-of-hours with 
skilled radiological and clinical interpretation 
being available 24/7 

 Carotid imaging (e.g. ultrasound, MRA, 
immediate CTA access), within 24 hours 
where appropriate. 

Immediate access (onsite or via clear pathway) is 
also available to tertiary care services with clear 
protocols to provide: 
 

 Intra-arterial clot extraction (thrombectomy) 
 Neurosurgery e.g. MCA infarction who meet 

criteria for decompressive hemicraniectomy, 
treatment of hydrocephalus, haematoma 
evacuation, treatment of SAH 

 Vascular surgery. 
 

Repatriation/patient transfer: 
 If patient transfer is required from hyper-

acute to acute care services, appropriate 
pathway protocols are in place and followed 

 Protocols will cover situations where 
patients may need to travel across 
organisational boundaries for repatriation 

 A system is in place to reduce delays in 
patient transfers. 

 

EDUCATION AND TRAINING 
 

Hyper-acute service staff have comprehensive 
knowledge of the stroke pathway: 
 

 Clinical staff assessing stroke admissions are 
trained in the care of hyper-acute stroke 
patients, thrombolysis and interpretation of 
brain imaging 

 In-house multidisciplinary team stroke 
training programmes provided 

 External stroke training available 
 Stroke physicians and non-medical 

specialist/expert practitioners attend BASP 
thrombolysis training 

 Communication training provided to help 
manage patients with aphasia 

 

All staff aware of the Mental Capacity Act and 
its implications 
 
 Specific education and training is developed 

and provided. 
 
Consultant stroke specialist-led: 
Access to consultant stroke specialist decision 
making for all hyper-acute stroke related issues, 
including thrombolysis 24/7: 
 

 In person or via telemedicine 
 Sustainable on-call consultant with stroke 

training rota 
 At least daily consultant stroke specialist 

rounds, seven days a week. 
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REQUIREMENTS 
WORKFORCE 
 
Multidisciplinary team 
The provider will ensure that staff have the 
knowledge, skills and attitudes to provide safe, 
compassionate and effective care. 

 
Hyper-acute services have a sufficient 
multidisciplinary team on rota to meet patient 
needs, with staff appropriately trained:  

 
 in the hyper acute and acute management of 

people with stroke, including the diagnostic 
and administrative procedures needed for 
the safe and timely delivery of emergency 
stroke treatments 

 in the hyper acute and acute management of 
people with stroke (including the monitoring 
of all hyper-acute service patients), covering 
neurological, general medical and 
rehabilitation aspects of care. 

 to deliver therapy care. 
 

 
 Appropriate administrative and support staff 

(e.g. patient flow coordinators, SSNAP 
auditors) 

 Meet at least once per week to exchange 
information about individual patients. 

 
Service providers should be mindful of the Royal 
College of Physician recommended staffing 
levels for hyper acute stroke units (appendix 3). 
However, providers are encouraged to be 
innovative and consider the development of new 
roles and skill mixes within the team in order to 
meet patients / service’s needs.  
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5. Acute stroke care 
 

REQUIREMENTS 
SERVICE OUTCOMES  
 
Acute stroke care: 
All stroke patients should have access to high-
quality stroke care and spend the majority of 
their time in hospital under specialist stroke 
care: 
 
 Patients have access to a stroke trained 

nurse at all times 
 Protocol in place for the promotion of 

bladder and bowel continence including a 
policy to avoid urinary catheters and 
prevention of pressure sores 

 Daily consultant or specialist registrar ward 
rounds at least five days a week 

 Protocols are in place for receiving and 
discharging patients seven days a week in a 
timely manner 

 All patients with stroke to be assessed for 
mobilisation as soon as possible after 
admission and mobilized to current RCP 
guideline 

 
All patients to be mobilised out of bed on day of 
admission unless contra-indicated and offered 
frequent opportunity to practice functional 
activities with a trained healthcare professional 
 
 Rehabilitation commences as soon as 

possible following admission into the acute 
stroke pathway 

 Social work assessment as soon as possible 
and within a maximum of three days from 
referral, if appropriate 

 Stroke trained MDT available seven days a 
week 

 All patients should have a veno embolism 
risk assessment with appropriate 
prescription of IPCs where justified in 
accordance with NICE recommendations. 
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REQUIREMENTS 

Access to support services: 
Acute stroke services have access (not 
necessarily 
onsite) to the following support services and 
clinical interpretation: 
 
 Brain imaging (MRI and CT (must be onsite) 
 Carotid imaging (including  ultrasound/MRA/ 

CTA) 
 Based on carotid imaging/stenosis, CEA 

should be undertaken as soon as possible 
and within seven days of symptoms. 

 
Access is also available to tertiary care services 
(onsite or offsite with clear protocols) to provide: 
 
 Neuro surgery 
 Vascular surgery. 
 
Rehabilitation planning in hospital: 
Rehabilitation programmes are built around the 
individual needs with patient agreed goals: 
 
 Patients assessed by specialist rehab team 

within 72 hours, with documented 
multidisciplinary goals agreed within five 
days 

 Personal care plan which is patient-centred, 
goal-led and implemented from admission. 
The expected date of discharge will be 
planned and worked towards and shared 
with patient and carers  

 Multidisciplinary meetings at least once a 
week to plan patient care. 

 
Rehabilitation services available: 
Rehabilitation services that provide specialist 
stroke care seven days a week: 
 

 Assessment by specialist therapists 
(physiotherapist, occupational therapist, 
speech and language therapist) within 72 
hours of admission 

 Stroke survivors offered active therapy at a 
level appropriate for obtaining rehabilitation 
goals for as long as they are continuing to 
benefit from the therapy and are able to 
tolerate it (target for 45 mins per discipline, 
five days a week) 

 Access to a service capable of appropriately 
managing mood, behaviour or cognitive 
disturbance following a stroke 

 Rehabilitation services that provide specialist 
stroke care seven days a week 

 Identification of cognitive and perceptual 
problems within seven days via a cognitive 
and psychological assessment using a 
validated screening tool for all patients by 
appropriate therapist 

 Screening of all patients to identify mood  
disturbance and cognitive impairment prior 
to discharge or within six weeks 

 Specialised neuro-rehabilitation services e.g. 
spasticity, orthotics, continence, driving, 
vocational etc. prior to discharge 

 Stroke survivors with continued loss of 
bladder control two weeks after diagnosis 
are reassessed and agree an ongoing 
treatment plan involving both patients and 
carers 

 Comprehensive secondary prevention advice 
and treatment is provided 

 A dysphagia management service is available 
including Percutaneous Endoscopic 
Gastrostomy (PEG). 
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REQUIREMENTS 
Preparation for discharge: 
 Planning for care after discharge undertaken 

with stroke patients and their carer/s as 
soon as possible to enable domiciliary care 
support and adaptations to be arranged in 
good time and in context of readmission 
status and family/ carer support available 

 Protocols are in place to ensure patients and 
families are fully informed and anticipate in 
the process of transfer of care 

 Discharge planning protocols ensures 
information handover with clear direction 
for community rehabilitation requirements, 
discharge destination (e.g. home, care 
home) with full participation of the ESD/ 
community rehabilitation team 

 Stroke survivors receive advice and support 
to enable a return to previous level of 
activities 

 A formal discharge summary report should 
be shared with the referrer, GP and stroke 
survivor (if requested) within seven days of 
discharge. 

 

EDUCATION AND TRAINING 
All staff of the MDT are knowledgeable of the 
care standards and protocols of the stroke 
pathway: 
 

 In-house and external training provided, with 
staff released for training as required, 
including a stroke specific in-house induction 
training programme 

 Staff skill mix supports supervision of junior 
and trainee personnel 

 All registered nursing staff in stroke units 
trained in urinary and bowel continence 

 Specific education and training is developed 
and provided in accordance with a 
recognised competency framework 

 Health and social care professionals should 
ensure that they are up to date with the 
current guidance from the DVLA 

 Staff are aware of the Mental Capacity Act 
and its Implications 

 Communication training provided to help 
manage patients with aphasia 

 The practice development team incorporates 
stroke in education and training plans. 
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REQUIREMENTS 
WORKFORCE 
Acute stroke services: 
Sufficient capacity to provide the service to the 
performance standards set: 
 

 Consultant specialist stroke physician 
available seven days a week 

 Consultant to see all new patients on the 
next working day following admission and 
provide five day a week consultant or 
specialist registrar review 

 Provide a means for a consultant review of a 
deteriorating patient out-of-hours 

 24/7 provision of stroke trained nurses 

 Identified clinical leads (i.e. one A&E Clinical 
Stroke Lead and one Radiology Stroke Lead) 

 Seven day provision of stroke trained 
multidisciplinary therapists 

 Regular stroke physician to input into the 
review and medical management of 
patients. 

 
Service providers should be mindful of the Royal 
College of Physician recommended staffing 
levels for acute stroke services (appendix 3). 
However, providers are encouraged to be 
innovative and consider the development of new 
roles and skill mixes within the team in order to 
meet patients / service’s needs.  
 

 
Note: where combined stroke units are used, it is 
expected that beds are designated as hyper-
acute and acute, then staffed according to the 
hyper-acute service and acute service standards 
outlined 

OTHER 
Equipment and aids: 
 All equipment and aids (e.g. wheelchairs, 

continence equipment etc.) should be 
reviewed and ordered before discharge 

 Open referral system in social services for 
assessments of home adaptations and 
equipment needs. 
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6. TIA services 
The risk of a stroke is high in following a TIA. Approximately 4-10 per cent of patients who have a TIA 

will go on to have a stroke within seven days.  

TIA services should provide a full and rapid diagnostic assessment urgently without further risk 

stratification and have access to specialist care for high-risk patients thereby lowering the risk of a 

subsequent stroke.  

REQUIREMENTS 
 

SERVICE OUTCOMES 
TIA identification: 
 Referrers should discontinue the practice of 

triaging patients according to risk 
stratification tools and ensure that all 
patients with suspected TIA are assessed and 
diagnosed urgently. 

TIA service 
Specific TIA service provided for those identified 
with TIA: 

 Access seven days a week, 365 days a year 
 The TIA service has both the facilities to 

diagnose and treat people with confirmed 
TIA, plus the facilities to identify and 
appropriately manage (which may include 
onward referral) people with conditions 
mimicking TIA 

 All TIA referrals must receive specialist 
assessment and investigation within 24 
hours of presenting to a healthcare 
professional and be started on an 
antiplatelet (e.g. aspirin), a statin 
immediately and anticoagulation if 
appropriate (i.e. if in AF) 

 Patients with suspected TIA that occurred 
more than a week previously should be 
assessed by a specialist physician as soon as 
possible within seven days. 

 Patients who had a stroke over one week 
ago will be seen within one week 

 Patients with acute neurological symptoms 
that resolve completely within 24 hours (i.e. 
suspected TIA) should be given the most 
appropriate antiplatelet immediately and 
assessed within 24 hours by a specialist 
physician in a neurovascular clinic or acute 
stroke service 

 Patients with suspected TIA should be 
assessed by a specialist physician before a 
decision on brain imaging is made, except 
when haemorrhage requires exclusion; i.e. in 
patients taking an anticoagulant or with a 
bleeding disorder when unenhanced CT 
should be performed urgently 

 For patients with suspected TIA in whom 
brain imaging cannot be undertaken within 
seven days of symptoms, T2 MRI imaging 
should be the preferred means of excluding 
haemorrhage. 
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REQUIREMENTS 
 TIA service has access to:  

o Blood tests 
o ECG 
o Brain scan (if vascular territory or 

pathology uncertain) – MRI is preferred 
mode of imaging 

o Provision of an antiplatelet, statin and 
anticoagulation as appropriate 

o Control of blood pressure 
o Written information and advice provided 

regarding stroke and secondary prevention 
o Carotid imaging performed within 24 hours 

where indicated. 
 

Referral for carotid surgery where indicated, which 
should be undertaken within seven days of onset of 
TIA 

 

SECONDARY PREVENTION 
Patients with non-disabling stroke or TIA should 
receive treatment for secondary prevention 
introduced as soon as the diagnosis is confirmed, 
including 

 Discussion of individual lifestyle factors 
(smoking, alcohol excess, diet, exercise) 

 Aspirin 300mg daily for two weeks followed 
by Clopidogrel 75 mg daily 

 If patient is allergic or sensitive to aspirin 
then Clopidogrel 300mg loading dose 
followed by 75 mg daily 

 High intensity statin therapy with 
atorvastatin 20-80 mg daily 

 Blood pressure-lowering therapy with a 
thiazide-like diuretic, long-acting calcium 
channel blocker or angiotensin-converting 
enzyme inhibitor. 

 
Patients with non-disabling stroke or TIA in AF 
should be anticoagulated as soon as intracranial 
bleeding has been excluded and with an 
anticoagulant (preferably a NOAC) that has rapid 
onset, provided there are no other 
contraindications. 

EDUCATION AND TRAINING 
 Specialist stroke practitioner assessing TIA 

patients have training, skills and competence 
in the diagnosis and management of TIA. 
This should be consistent with the UK Stroke 
Forum for Stroke Training. 

 Education and training for primary care staff 
in recognition and management of TIA 
patients 

 Specific education and training is developed 
and provided in accordance with the Stroke-
Specific Education Framework or recognised 
competency framework. 

WORKFORCE 
 The service should be led by a specialist 

stroke consultant and provided by a 
specialist in vascular services with access to 
the stroke consultant lead (where 
appropriate). 
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7. Tertiary care 
Specialist neurosurgical and vascular procedures are sometimes necessary to prevent further 

damage following a stroke, or prevent stroke altogether. Effective and timely referrals are necessary 

to ensure that patients suffering a stroke receive the most appropriate care as quickly as possible to 

improve their long-term outcome.  

REQUIREMENTS 
 

SERVICE OUTCOMES 
 
Access to tertiary services: 
Surgical services are provided as early as possible 
through early recognition of the need for surgical 
intervention. All patients with a suspected non-
disabling stroke or TIA have urgent access to 
comprehensive neurovascular services. 
Neurovascular services include: 
 

 Neurological services 

 Vascular surgical services 

 Access to tertiary services may be on-site or 
off-site. For off-site services, clear protocols 
must be in place for a commissioned 
pathway of care. 

 
Neuro surgical services:  
There are relatively few indications for 
neurosurgical intervention in patients with 
stroke. However, specific cases of stroke may 
require urgent management. For example: 
 

 Cases of middle cerebral infarction at risk of 
developing malignant MCA syndrome should 
be referred within 24 hours and treated (e.g. 
decompressive hemicraniotomy) within 48 
hours. 

 

 Treatment for aneurysm (endovascular 
embolization or surgical clipping) should be 
available within 48 hours. 

 
Vascular surgical services: 
 Carotid intervention (e.g. carotid 

endarterectomy) for recently symptomatic 
severe carotid stenosis should be regarded 
as an emergency procedure in patients who 
are neurologically stable, and be performed 
within seven days of a TIA or minor stroke 
symptom onset 

 High-risk TIA that require carotid 
endarterectomy should be admitted for 
urgent investigation and surgery within 48 
hours of diagnosis. 
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REQUIREMENTS 
 

EDUCATION AND TRAINING 
 
 Staff trained to recognise when specialist referral is required. 
 

WORKFORCE 
 Stroke physicians input to the multidisciplinary management of appropriate cases. 
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8. Early supported discharge (ESD) 
Early supported discharge (ESD) enables appropriate stroke survivors to leave hospital ‘early’ 
through the provision of intense rehabilitation in the community at a similar level to the care 
provided in hospital. An ESD team of nurses, therapists, doctors and social care staff work 
collaboratively as a team and with patient and families, providing intensive rehabilitation at home or 
place of residence, such as integrated care centre or residential home, for up to six weeks as 
required, thereby reducing the risk of re-admission into hospital for stroke related problems and 
increasing independence and quality of life with support from the carer and family. 
 

REQUIREMENTS 
 

SERVICE OUTCOMES 
ESD service:  
All identified patients to be screened/assessed 
for appropriateness and discharged to the ESD 
service within 24 hours of referral: 

 Appropriate rehabilitation programme to be 
started within 24 hours of discharge to ESD. 

 Rapid response, same day ESD service 
provided seven days a week for stroke 
survivors place of residence to facilitate 
timely discharge from hospital for a period of 
up to six weeks 

 Stroke survivors offered required active 
therapy, to an intensity equivalent to 
hospital rehabilitation, but reflective of 
ability to meet individual patient needs and 
goals 

 Single point of contact provided to patients, 
carer and families (into rehab). 

 Carers are appropriately educated and 
trained to recognise common causes of 
illness that result in avoidable admissions 
e.g. constipation, urinary tract infection 

 Collaboration with health and social services, 
the independent and third sectors to enable 
a stroke survivor to develop a greater quality 
of life and independence. 

 Access is provided to community 
rehabilitation services / long-term care 
provision following ESD if required 

 Seven day a week ESD service is available but 
provided in accordance with patient wishes 

 Full contribution to SSNAP. 
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REQUIREMENTS 
 

EDUCATION AND TRAINING 
 Specific education and training is developed 

and provided in accordance with the Stroke-
Specific Education Framework (SSEF) 

 To include the wider rehab team, nurses and 
carers in integrated rehabilitation facilities 
and residential homes. 

 

WORKFORCE 
The provider will ensure that staff have the 
knowledge, skills and attitudes to provide safe, 
compassionate and effective care. 

 

 A stroke ESD multidisciplinary team 
composition should include appropriately 
trained staff to deliver occupational therapy, 
physiotherapy, speech and language therapy 
and clinical psychology / clinical 
neuropsychology.  

 The stroke ESD team should have access to 
support from: 
o Stroke physician  
o Stroke specialist nurse 
o Nurse 

 

o Social worker 
o Rehabilitation assistants 
o Dieticians 
o Orthotics 
o Orthoptics 
o Continence team 

 There are coordinated stroke skilled ESD 
teams working in partnership with local 
authorities and other health and third sector 
providers 

 ESD team meets weekly as a minimum to 
plan and manage patient care. 

 
Service providers should be mindful of the Royal 
College of Physician recommended staffing 
levels (appendix 3). However, providers are 
encouraged to be innovative and consider the 
development of new roles and skill mixes within 
the team in order to meet patients / service’s 
needs.  
 

OTHER  
Equipment and aids: 
 All equipment and aids (e.g. wheelchairs, 

continence equipment) should be reviewed 
and ordered during ESD service 

 Open referral system in social services for 
assessments of home adaptations and 
equipment needs. 
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9. Rehabilitation: specialist stroke inpatient or community 
Stroke survivors’ rehabilitation starts within acute stroke units and continues either through ESD 
(see above), within further specialist stroke inpatient rehabilitation wards (for those patients who 
require higher levels of nursing care than can be delivered through ESD), or within the community 
(after initial ESD period) with the support of specialist stroke rehabilitation community teams. These 
services enable stroke survivors to develop a greater quality of life and independence following 
stroke. Community stroke rehabilitation services include the transfer of care from hospital to home 
and time at home provided through collaboration with health and social services, the independent 
and third sectors. 
 

REQUIREMENTS 
 

SERVICE OUTCOMES 

Requirements for specialist stroke inpatient 
rehabilitation wards: 
 
A facility that provides treatment for inpatients 
with stroke should include: 

 An inpatient stroke unit capable of providing 
stroke rehab for all people with stroke 
admitted to hospital 

 A geographically-defined unit 

 A coordinated multidisciplinary team that 
meets at least once a week for the exchange 
of information about inpatients with stroke 

 Information, advice and support for people 
with stroke and their family/carers 

 Management protocols for common 
problems, based upon the best available 
evidence 

 Close links and protocols for the transfer of 
care with other inpatient stroke services 

 Early supported discharge teams and 
community services 

 

 Training for healthcare professionals in the 
speciality of stroke 

 The GP and other relevant community 
services are informed that a stroke survivor 
has been discharged home or to another. 

 
Requirements for specialist stroke community 
rehabilitation team: 
 Single point of contact provided when 

patients leave hospital 

 Age appropriate provision made for the 
social care requirements of stroke survivor 
prior discharge, e.g. domestic tasks (such as 
shopping and laundry) 

 All stroke survivors discharged from hospital 
who have residual stroke-related problems 
are followed up within 72 hours by specialist 
stroke rehabilitation services for assessment 
and ongoing management 

 Community leisure and exercise classes are 
available and promoted to stroke survivors, 
who are then supported to attend. 
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REQUIREMENTS 
 Stroke survivors are aware of and offered 

options to promote wellbeing, including 
peer-led support groups, engagement in 
community activities and professional 
psychological therapies including IAPT and 
community mental health services 

 Telephone counselling support available for 
three months 

 
Requirements for both inpatient and 
community rehab: 
 Comprehensive social care is provided to all 

patients and their carers that need it 

 Transfers of care for people with stroke 
between different teams or organisations 
should be seamless and occur without delay 
at the appropriate time with relevant 
information transferred 

 Any stroke survivors referred to a social 
worker will receive an assessment within 72 
hours of receipt of referral 

 Goals incorporated into a personalised care 
plan that allows the patient to take 
ownership of their rehabilitation and 
reviewed regularly (every four to six weeks) 
with the patient throughout the treatment 
period 

 People with stroke should accumulate at 
least 45 minutes of each appropriate therapy 
every day, at a frequency that enables them 
to meet their rehabilitation goals, and for as 
long as they are willing and capable of 
participating and showing measurable 
benefit from treatment 

 In the first two weeks after stroke, therapy 
targeted at the recovery or mobility should 
consist of frequent short interventions every 
day, typically beginning between 24 and 48 
hours after stroke onset 

 Multidisciplinary stroke teams should 
incorporate the practising of functional skills 
gained in therapy into the person’s daily 
routine in a consistent manner, 

And the care environment should support 
people with stroke to practise their 
activities as much as possible 

 Healthcare staff who support people with 
stroke to practise their activities should do 
so under the guidance of a qualified 
therapist 

 Initial assessment of the stroke patient is 
carried out by a qualified professional (some 
of the care may be delivered by 
rehabilitation assistants under the 
supervision of a qualified therapist) 

 Training in self-management, goal setting 
and problem solving skills is available 

 Screening for mood and cognitive 
disturbance should occur within six weeks 
of stroke and at six and 12 months using 
validated measures – adapted for aphasia 
and cognitive impairment 

 Adult social services provide advice on aids 
and adaptations to daily living 

 Review of home environment, usually by a 
home visit by an occupational therapist, to 
adapt to patient needs where patient 
remains dependent in some activities 

 A carer assessment should be completed for 
each carer with links to carer support 
groups made and family support 
organisations and followed up 

 Where appropriate, carers should be 
included in any intervention by offering 
advice, information and support (either face 
to face, written or other appropriate 
format) 

 Appropriate safeguarding must be in place. 

Appendix E



 

Page 33 of 44 
Ref: South East Stroke Clinical Advisory Group 

 

REQUIREMENTS 
The following should be assessed and treated 
either in specialist stroke inpatient 
rehabilitation service or community 
rehabilitation service (depending on patient 
need): 
 Mobility and movement (including 

assessment weakness and ataxia, balance, 
falls and fear of falling; walking treatment to 
include exercise programmes, gait retraining, 
mobility aids, psychological interventions 
and orthotics) 

 Upper limb rehabilitation (arm function) 

 Management of spasticity and contractures 

 Sensory impairment screening and sensory 
discrimination training 

 Falls prevention (including assessment of 
bone health, progressive balance training 
and aids) 

 Cognitive rehabilitation (including assessing 
and addressing impairment in attention and 
concentration, memory, spatial awareness, 
perception, praxis and executive function) 

 Communication (including aphasia support 
during the first four months, techniques or 
aids for dysarthria and apraxia, training for 
carers in communication, information about 
local groups) 

 Everyday activities, including provision of 
daily living aids and equipment (e.g. 
dressing, washing, meal preparation) – 
training of family/carers in how to help the 
person with stroke 

 Mood and wellbeing (e.g. including specialist 
biopsychosocial assessment of anxiety, 
depression, psychological distress, 
adjustment difficulties, changes in self-
esteem or self-efficacy, identity. Treatment 
offered as part of matched care model for 
psychological interventions and/or 
medication as appropriate 

  Emotionalism (assessed by specialist 
member of team and offered anti-
depressants treatment monitored over four 
months) 

 Mouth care 

 Swallowing (including swallowing rehab, 
maintenance of oral and dental hygiene, 
nasogastric tub feeding, gastronomy) 

 Skin integrity (i.e. pressure care and 
positioning) 

 Nutrition and hydration (including specialist 
nutritional assessment, nutritional support) 

 Visual disturbance (including – visual acuity, 
hemianopia, eye movement) 

 Continence (bladder and bowel) – 
urinary/bowel incontinence should be 
reassessed if continued after two weeks, 
and behavioural interventions such as timed 
toileting should be offered 

 Social interaction, relationships and sexual 
functioning (including psychosocial 
management or medications). Patients and 
partners asked soon after discharge and at 
their six month and annual reviews if any 
concerns 

 Pain (e.g. neuropathic pain, musculoskeletal 
pain, shoulder pain and subluxation) 
assessed regularly using validated score, 
referred to specialist where indicated 

 Home assessment (including need for larger 
scale equipment or adaptation) 

 Return to work (including referral to 
specialist in employment or vocational 
rehabilitation) 

 Fatigue 

 Driving 

 Financial management and accessing 
benefits 

 Mental capacity (whole specialist MDT 
should be involved in making decisions 
about mental capacity, and should provide 
information and advice to person with 
stroke and family/carers when appropriate). 
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REQUIREMENTS 
EDUCATION AND TRAINING 
 Specific education and training is developed 

and provided in accordance with a 
recognised competency framework  

 Staff are aware of the Mental Capacity Act 

 Carers receive training in care, for example 
moving, handling and dressing; receive 
written information on management plan 
and point of contact for stroke information 

 Services for people with stroke should 
provide training to ensure that clinical staff 
have awareness of psychological problems 
following stroke and the skills to manage 
them. 

WORKFORCE 
For the inpatient rehabilitation team: 
An inpatient stroke rehabilitation unit should 
have a single MDT including specialists in: 

 Medicine 

 Nursing 

 Physiotherapy 

 Occupational therapy 

 SALT 

 Dietetics 

 Clinical neuropsychology / clinical 
psychology 

 Social work 

 Orthoptics 
 
With easy access to pharmacy, orthotics, 
specialist seating, assistive technology and 
information, advice and support for people 
with stroke and their family/carers. 

For the community rehabilitation team: 
There are established stroke skilled, 
multidisciplinary community rehabilitation 
teams. Composition of the team should include 
as a minimum: 

 Physiotherapist 

 Occupational therapist 

 Speech and language therapist 

 Clinical psychologist 

 Community nursing 

 Social care 

 Rehabilitation assistants. 
 
The community rehabilitation team has access to 
support from: 

 GP 

 Dieticians 

 Orthotics 

 Orthoptics 

 Vocational rehabilitation 
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OTHER 
Equipment and aids: 
 All equipment and aids (e.g. wheelchairs, 

continence equipment etc.) necessary to 
ensure a safe environment should be 
available at discharge and appropriate 
training provided to stroke survivors and 
carers 

 Open referral system in social services for 
assessments of home adaptations and 
equipment needs 

 

 Service governance and quality 
improvement – clinicians should participate 
in national stroke audit and local audit which 
involves people with stroke and their 
carers/family 

 Assessment measures used in stroke rehab 
should be relevant, reliable and sensitive and 
transferable. 
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10. Long-term care 
Stroke survivors and their carers should be enabled to live a full life in the community over the 

medium and long-term (>3months). Support is required from local services to ensure appropriate, 

tailored support is provided to assist re-integration into the community and maximise the quality of 

life experienced by stroke survivors, their carer/s and families.  

REQUIREMENTS 
SERVICE OUTCOMES 
Provision of information and support for stroke 
survivors, carers and families: 
 Introduction of the 2014 Care Act – Carers 

assessment 

 The primary carer(s) of a person with stroke 
should be offered an educational 
programme with includes the following; 
o Teaches them how to provide care and 

support. 
o Gives them opportunities to practise 

giving care. 
o Provides advice on secondary prevention, 

including lifestyle changes. 

 The carer should have their need for 
information and support reassessed 
whenever there is a significant change in 
circumstances (e.g. if the health of the carer 
or the person with stroke changes) 

 Ongoing physical, speech and language, 
continence and other required therapies are 
provided where clinically appropriate to 
meet patient needs 

 Carers of stroke survivors with stroke are 
provided with a named point of contact for 
stroke information, written information 
about the stroke survivors 

 Diagnosis and personal care plan, and 
sufficient practical training to enable them 
to provide care 

 Carers are provided with clear guidance on 
how to find help if problems develop 

 All eligible users of social care services 
should have access to a personal budget 

 Carers have the opportunity to access long-
term emotional and practical support 
though peer support groups facilitated by 
charitable or voluntary groups. 
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REQUIREMENTS 
SERVICE OUTCOMES 
Regular review and needs assessment: 
 The patient and family will be aware of their 

single named point of contact 

 All stroke survivors receive a review and 
onward referral to appropriate MDT 
members at six weeks, six months, 12 
months and then annually that facilitates a 
clear pathway back to further specialist 
review, risk factor screening, advice, 
information, support and rehabilitation 
where required, is provided 

 Information from reviews should be shared 
across the entire team involved in delivering 
care to the stroke survivor, including with 
the stroke survivor themselves, their GP and 
consultant (if applicable) 
 

 Stroke survivors and their carers are 
enabled to participate in paid, supported 
and voluntary employment 

 People with stroke in care homes should be 
offered assessment and treatment from 
community stroke rehabilitation services to 
improve quality of life 

 People with stroke living in care homes with 
limited life expectancy, and their family 
where appropriate, should be offered 
advance care planning 

 Written handover and therapy guidance for 
patients going to care homes 

EDUCATION AND TRAINING 
 Staff seeing stroke survivors know where to 

go to obtain information on other local 
services, charities in the area and how the 
stroke survivor may access financial, 
emotional, social, and vocational support 

 Staff are aware of the Mental Capacity Act 
and its implications 

 Health and social care professionals should 
ensure that they are up to date with the 
current guidance from the DVLA 

 Staff caring for people with stroke in care 
homes should have training in the physical 
and social effects of stroke 
 

 Staff have the details of the local IAPT 
service so that those that need it can access 
the service 

 Carers involved with the care management 
process from the outset, and encouraged to 
participate in an educational programme 
(on stroke, care and management, 
prevention) 

 Service should include staff with expertise 
and competence in assessing, treating and 
monitoring people with behavioural and 
cognitive disturbance. 

WORKFORCE 
 Staff working in long-term care should have access to support and guidance from skilled stroke 

staff. 
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11. Secondary prevention 
Healthy lifestyles and management of specific risk factors reduce the risk of an initial stroke and the 

risk of a subsequent stroke. For those who have already had a stroke or TIA, prevention advice is 

equally important. This means assessing individuals for their risk factors and giving them information 

about possible strategies to modify their lifestyle to reduce their risk. GPs should actively manage 

these conditions in-line with national guidelines. 

REQUIREMENTS 
SERVICE OUTCOMES 
Assessment (according to current RCP guidance) 
After stroke, stroke survivors and their carers 
need to be offered a review from primary care 
services of their health, social care and 
secondary prevention needs: 

 All stroke survivors will have their risk factors 
assessed as soon as possible and certainly 
within one week of stroke. This will be 
documented and a personal care plan for 
secondary prevention produced as part of 
the stroke team’s assessment which is 
passed onto primary care 

 Monitored regularly in primary care on a 
yearly basis at minimum 

 Protocols in place for education to prevent 
secondary stroke and encouraging better 
compliance with end result of reduced 
recurrent stroke 

 People with evidence of non-symptomatic 
(silent cerebral ischaemia) should have an 
individualised assessment of their vascular 
risk and secondary prevention. 
 

Monitoring: 
This specification does not attempt to define all 
risk factors, though significant risk factors and 
assessment include the following: 

 Managing hypertension so systolic blood 
pressure is below 130 mmHg; treatment 
should be initiated prior to discharge or at 
two weeks 

 Anticoagulation according to NICE CG 180 
(Warfarin/NOAC) for individuals with atrial 
fibrillation and where not contraindicated; 
prescribed before discharge or plans to 
anticoagulate as outpatient whichever aligns 
with guidelines to administer less than two 
weeks following stroke onset 

 All patients with ischaemic stroke, not in 
atrial fibrillation, to have anti-platelets 
medication unless contraindicated 

 All patients who have had an ischaemic 
stroke or TIA should be offered a statin drug 
unless contraindicated 

 Smoking cessation, alcohol, tailored exercise 
programmes and healthy lifestyles advice for 
all stroke/TIA survivors. 
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REQUIREMENTS 
Risk management: 
Risk factors, including hypertension, obesity, 
high cholesterol, atrial fibrillation, diabetes and 
possible structural heart disease, are managed 
according to clinical guidelines, and appropriate 
action is taken to reduce overall vascular risk. 
 

 Participating GPs produce and maintain a 
register of patients who have had a stroke or 
TIA, forming a suite of indicators to provide 
quality of care 

 Measures for secondary prevention 
introduced as soon as the diagnosis is 
confirmed, including discussion of individual 
risk factors 

 Information and advice strategies to ensure 
that clear, consistent, culturally sensitive 
messages are being given to those who have 
had a stroke, their families and those at high 
risk 

 Practices can produce a register of patients 
with stroke or TIA. 
 

Information and advice: 
Those at risk of stroke and stroke survivors are 
assessed for and given information about risk 
factors and lifestyle management issues 
(exercise, smoking, diet, weight and alcohol), 
and are advised and supported in possible 
strategies to modify their lifestyle and risk 
factors. 

 Stroke survivors given named contact to help 
them plan and manage their long term care 

 Meet individual needs, tailoring for a variety 
of ages, ethnicities and lifestyles 

 Access to leaflets in variety of formats (i.e. 
different languages, large print, braille, 
dysphasia friendly). 

EDUCATION AND TRAINING 
 All primary care professionals maintain and update their knowledge of national guidelines and 

implement them in practice, targeting high-risk patient groups. 
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12. End-of-life care 
Stroke is the UK’s third biggest killer. Patients with stroke may enter the end-of-life pathway at many 

stages of the stroke pathway, in different care settings. Clear decisions will indicate when a patient’s 

prognosis means that an end-of-life pathway is appropriate. It is important that this decision is made 

by the appropriate skilled and experienced individual, taking account of the needs and choices of the 

patient, carer and family.  

REQUIREMENTS 
SERVICE OUTCOMES 
End-of-life care: 
 Decision to enter a patient into an end-of-life 

pathway should be taken by and appropriate 
and experienced individual, taking account 
of the needs and wishes of the patient, carer 
and family 

 Patients and carer offered opportunity to be 
discharged home for end-of-life care 

 Palliative and end-of-life care will be 
provided in line with clinical practice 
guidance and the local service specification 
for end-of-life care. This may include referral 
to specialist palliative care services 

 The five priorities of care are embedded in 
the care provided. 

 
‘Five priorities for the care of dying people’ 
 

o The possibility that a person may die 
within the next few days or hours is 
recognised and communicated clearly, 
decisions made and actions taken in 
accordance with the person’s needs 
and wishes, and these are regularly 
reviewed and decisions revised 
accordingly. 

o Sensitive communication takes place 
between staff and the dying person, and 
those identified as important to them 

o The dying person, and those identified 
as important to them, are involved in 
decisions about treatment and care to 
the extent that the dying person wants 

o The needs of families and others 
identified as important to the dying 
person are actively explored, respected 
and met as far as possible 

o An individual plan of care, which 
includes food and drink, symptom 
control and psychological, social and 
spiritual support, is agreed, coordinated 
and delivered with compassion. 

 Patients considered to be in the last 12 
months of life are recommended for 
inclusion on the GP’s GSF register. 
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REQUIREMENTS 
EDUCATION AND TRAINING 
o Preferred Priorities for Care (PPC) document 

shared with all health and social care staff 
involved in their care along with where to 
access the locally agreed version 

o Application of the five priorities of care 
 

 Communication training provided to 
support practitioners to initiate and engage 
in conversations about end-of-life care. 

WORKFORCE 
 Patients receiving end-of-life care do so from a workforce with appropriate skills and experience 

in all care settings. 
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13. Appendices 
 

13.1. Appendix 3 – Royal College of Physicians Recommended Staffing Levels 
for Stroke Units 

Evidence for the appropriate amount of the different resources needed is limited. Trials have not 

been undertaken comparing different levels or distributions of resources, and many services (e.g. 

radiology, psychology) will be shared with other inpatient provision. Minimum staffing levels on 

stroke units have been defined in hyper acute stroke service reconfigurations such as that in London, 

and observational evidence is accumulating from national registries about acute care processes that 

are associated with substantial benefits, including outside office hours and at weekends (Ramsay et 

al, 2015, Turner et al, 2016). In view of this observational evidence, the Working Party endorses the 

recommended staffing levels expressed as whole-time equivalents (WTE) in table 1, although the 

therapy levels in the table are based on weekday working and will need adjustment for therapy 

delivered across seven days, whilst also considering skill-mix and the use of therapy assistants 

delivering rehabilitation under the supervision of a qualified therapist. 

Table 1 Recommended staffing levels for stroke units 

 

 

 A stroke ESD multidisciplinary team 
composition should include as a minimum 
(WTE per 100 cases per year): 
o Occupational therapist (1) 
o Physiotherapist (1) 
o Speech and language therapist (0.4) 
o Clinical psychologist/clinical 

neuropsychologist (1) 

 The stroke ESD team has access to support 
from: 
o Stroke physician (0.1) 
o Stroke specialist nurse 
o Nurse (0-1.2) 

 

o Social worker (0-0.5) 
o Rehabilitation assistants (0.25) 
o Dieticians 
o Orthotics 
o Orthoptics 
o Continence team 

 There are coordinated stroke skilled ESD 
teams working in partnership with local 
authorities and other health and third sector 
providers 

 ESD team meets weekly as a minimum to 
plan and manage patient care. 
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OFFICIAL 

Appendix F 
NHS ENGLAND SERVICE CHANGE ASSURANCE PROCESS LETTERS 

 
 
 
 
 
 
 
 
 
 
 
 
Jo Webster 
SRO Stroke Programme 
West Yorkshire & Harrogate  
Health & Care Partnership 

 
Sent via email 

 
Dear Jo 

 
NHS England Stage 2 Assurance Check point of proposals for the future design of 
Stroke Services in West Yorkshire & Harrogate Health & Care Partnership 
 
Thank you to you and the West Yorkshire & Harrogate Programme /project managers for 
sharing with us a copy of the briefing paper which was shared with JHOSC on Monday 
8th October, and also for the latest reconfiguration grid update. 

 
We commend you on the work you have done and note that over 2000 people have been 
engaged as part of your public engagement work, which has included the views of people 
who have had a stroke, and their carers. 

 
We acknowledge that despite the work you have done to improve quality and safety of 
hyper acute stroke services across the patch, that differences remain and based on your 
scenario modelling and option appraisal you are recommending that the service delivery 
model across West Yorkshire and Harrogate has four hyper acute stroke units namely: 

 
 Bradford Teaching Hospitals NHS Foundation Trust – Bradford Royal Infirmary 

 Calderdale and Huddersfield NHS Foundation Trust – Calderdale Royal Hospital 
 Leeds Teaching Hospitals NHS Trust – Leeds General Infirmary; and 
 Mid Yorkshire Hospitals NHS Trusts – Pinderfields Hospital 

 
We note that conversations have taken place with Leeds Teaching Hospitals Trust and 
with York Hospitals NHS Foundation Trust around the number of people living in Harrogate 
who will in the future receive care in Leeds or York and in line with your governance 
arrangements this is being worked through locally, including ongoing conversations with 
North Yorkshire County Council. 

 
NHS England North (Yorkshire & the 

Humber) 
3 Leeds City Office Park 

Meadow Lane 
LEEDS 

LS11 5BD 
 

moiradumma@nhs.net  
 

Date: 25.10.2018 

mailto:moiradumma@nhs.net
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Health and high quality care for all, now and for future generations 

 
We understand that the JHOSC has supported this recommendation and there is no 
further requirement for further engagement or consultation with the public across West 
Yorkshire. 

 
On the basis of the above information we can confirm there is no longer a requirement 
for you to await NHS England assurance in order to proceed with your proposals. We 
can also confirm that we have contacted Harrogate CCG and will work with them as 
necessary to both support and assure their work on local arrangements. 

 
Please do not hesitate to contact Gillian Laurence, Head of Clinical Strategy, or Anthony 
Kealey, Locality Director, if you wish to discuss the contents of this letter or require further 
clarification or support going forward. 

 
Yours sincerely 

 

Moira Dumma 
Director of Commissioning Operations 
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Our Ref: 
Your Ref: 

                           NHS  England  – North (Yorkshire and the  Humber) 
                                                                                    Oak House 

Moorhead  Way 
Bramley 

Rotherham 
S66 1YY 

Via email to: 
Linda Driver 
Head of Service Development and Transformation NHS Wakefield 
CCG and West Yorkshire and Harrogate Stroke Programme 
Manager 

 
6th September 2018 

Dear Linda 
 

Thank you for the very helpful telephone call on 29th August with you and your 
colleagues to discuss the West Yorkshire and Harrogate stroke services proposals. It 
was a positive and constructive conversation where we discussed your progress, 
timelines and next steps.  As Chair of the Yorkshire and the Humber Clinical Senate I 
am very pleased to receive confirmation from your team on the significant progress that 
you have made and that you will be in a position to finalise decisions on the Harrogate 
service and the wider model across West Yorkshire and Harrogate in early November.  
It was noted that the long term delivery of a thrombectomy service at Leeds will be an 
important development in the service and any changes to the patient flows will need to 
be considered in this context. 

 
We discussed whether the Clinical Senate could be of any further assistance to you at 
this point in time and you have now kindly shared with us your draft Whole Pathway 
Stroke Service Specification for our clinical advice which I will share with our clinical 
panel and our Council.  We will respond to you shortly and the Senate Manager, 
Joanne Poole, will be in touch with you directly on this. 

 
Yours sincerely 

 

Chris Welsh Chair 
Yorkshire & the Humber Clinical Senate 

High Quality Care for All, Now and for Future Generations 
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Jo Webster 
WY&H Stroke Programme SRO 

Programme Director 
West Yorkshire Association of Acute Trusts 

Trust HQ 
St James’ University Hospital 

Beckett Street 
Leeds 

LS9 7TF 

By email 30 October 2018 
 

Dear Jo, 
 

WY&H STROKE PROGRAMME 
 

Thank you for updating the WYAAT Programme Executive on the West Yorkshire and Harrogate 
(WY&H) Stroke Programme on 2 October 2018. The Chief Executives were pleased to hear 
about the excellent work that the programme has done across the whole stroke pathway, 
including prevention as well as acute care. The Programme Executive supported the 
recommendations made in the update paper which was presented to the meeting. 

 
Following the meeting the trusts have reviewed the stroke service specification and other 
documents. Since the documents are based on the national guidance for stroke services which 
all trusts are already working towards, the trusts are generally supportive of the specification and 
the related documents. The trusts look forward to working with commissioners in due course to 
agree the financial, operational and commissioning approach to implementing the specification. 

 
As discussed at the Programme Executive, the trusts also request that commissioners develop a 
standard approach to early supported discharge across WY&H. 

 
We are grateful to you and everyone involved in the WY&H Stroke Programme for this excellent 
work which will improve the quality of stroke services in WY&H. 

 
Yours sincerely, 

 

 
Matt Graham 
WYAAT Programme Director 

 
Copy to: 
Andy Withers, WY&H Stroke Programme Clinical 
Lead WYAAT CEOs 
Linda Driver, WY&H Stroke Programme 
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24th October 2018 

Linda Driver 

[By Email] 

Dear Linda 
 
Re West Yorkshire and Harrogate (WY&H) Stroke Programme 
 
Thank you for your briefing paper, received via email on the 5th of October 2018.  This was 
discussed at the YAS Trust Executive meeting on 15th of October and as a result I am pleased 
to confirm that YAS: 
 

 Notes the ‘optimal’ service delivery model for hyper acute stroke care; 
 Understands and supports that there is no requirement or plan to further engage or 

consult across the whole of West Yorkshire; 
 Supports the recommendation to commission a standard hyper acute stroke service 

pathway and service specification across WY&H; 
 Support the recommendation to re-establish a sustainable stroke clinical network 

across WY&Hs;  
 Notes the work underway to further improve quality and outcomes across the whole 

of the stroke pathway for the people of WY&H;  
 Notes that from an assurance perspective commissioners are seeking a formal 

response from Yorkshire Ambulance Service by 22 October 2018; 
 Acknowledges that plans for Harrogate will be led locally and not via the WY&H 

Partnership;  
 
I understand that in the immediate term, actions are ongoing in respect of the proposed 
reconfiguration of hyper acute stroke provision in Harrogate. YAS has been closely involved in 
work to develop the revised clinical model and pathway including a patient repatriation 
protocol.  
 
We are supportive of the developing plans from a clinical and operational perspective and are 
now progressing to urgently model the resource and performance implications for our 
organisation. These will be shared through the relevant contract management board at the 
earliest opportunity and in the interim it is important to confirm that our expectation is that 
modelling will demonstrate additional resource implications and associated costs for YAS We 
are very happy to work with system partners around plans to mitigate impact as far as possible 
once details are shared. 
 
Yours sincerely 
 
Leaf Mobbs: Director of Urgent Care & Integration 
 
www.yas.nhs.uk  

Springhill 2 
 Brindley Way 

Wakefield 41 Business Park 
Wakefield  
WF2 0XQ  

 
Tel: 0845 124 1241 
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Appendix G 

GLOSSARY OF TERMS 
 

Explaining the terminology  

GLOSSARY and abbreviations        
 
Acute Stroke Unit (ASU) – Provides care for patients after they have been transferred from 
the Hyper Acute Stroke Unit (which provides care in the first few hours and days after stroke.) 
 
Airedale NHS Foundation Trust (AHFT) – One of our Hospitals that provides stroke care. 
 
Anticoagulants – A group of drugs used to reduce the risk of clots by thinning the blood. 
 
Atrial Fibrillation (AF) - Irregular, chaotic heart rhythm.  
 
Bradford Teaching Hospitals NHS Foundation Trust (BHFT) – One of our hospitals 
providing stroke care. 
Care Pathway – A tool used by healthcare professionals to define the sequence and timings 
of a set of tasks or interventions that should be performed on a patient who enters a 
healthcare setting (e.g. a hospital) with a specific problem. 
 
Calderdale & Huddersfield NHS Foundation Trust (CHFT) – One of our hospitals providing 
stroke care. 
 
Commissioner (health services) – Person or organisation that decides how to allocate the 
health budget for the service. 
 
Computed tomography (CT) – An X-ray technique used to examine the brain. 
 
Early Supported Discharge (ESD) – A team offering rehabilitation in the community that 
replicates the stroke unit care; this enables earlier home discharge than would be possible if 
the team was not available. 
 
Harrogate and District NHS Foundation Trust (HDFT) - One of our Hospitals that provide 
stroke services. 
 
Hyperacute Stroke Unit (HASU) – A stroke unit that treats patients in the first few days of 
symptom onset. 
 
Hypertension - High blood pressure.  
 
Intra-arterial Thrombectomy (IAT) – Mechanical clot retrieval (a specialist treatment for 
people who have suffered a life-threatening stroke.) 
 
Leeds Teaching Hospitals NHS Trust (LTHT) – One of our Hospitals providing stroke care. 
 
Mid Yorkshire Hospitals Trust (MYHT) – One of our Hospitals that provides stroke services. 
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National Institute for Health and Clinical Excellence (NICE) – A special health authority set 
up within the NHS to develop appropriate and consistent advice on healthcare technologies, 
and to commission evidence based guidelines. 
 
Palliative Care – Care that relieves rather than treats symptoms. 
 
Primary Prevention - Methods to avoid occurrence of disease.  
 
Repatriation Policy - A policy developed to provide guidance on timely and appropriate 
transfer of all patients including those who are “stroke mimics” to either a hyper acute stroke 
unit or a hospital closer to their home. 
 
Secondary Prevention - Methods to diagnose and treat existent disease in early stages 
before it causes significant morbidity.  
 
Service Specification - A document that sets out the standards and criteria, drawing upon 
national guidelines, which are applicable to all hospitals delivering care, for example a service 
specification has been developed for hospitals delivering hyper acute stroke care. 
 
South Yorkshire and Bassetlaw (SY&B) Stroke Programme – Organisations and their key 
stakeholders working together to further improve stroke care across the South Yorkshire and 
Bassetlaw  footprint for their population. 
 
Specialist – A clinician who’s practice is limited to a particular branch of medicine or surgery, 
especially one who is certified by a higher educational organisation. 
 
Stroke - The damaging or killing of brain cells starved of oxygen as a result of the blood 
supply to part of the brain being cut off. Types of stroke include Ischaemic stroke caused by 
blood clots to the brain or haemorrhagic stroke caused by bleeding into/of the brain.  
 
Stroke mimic - A patient who presents to services as a suspected stroke and is later 
diagnosed with a condition other than stroke or Transient Ischaemic Attack (TIA.)  The TIA 
section below provides further information.  
 
Sustainability and Transformation Plan (STP) – Sustainability and Transformation Plans are 
plans built around the needs of local populations. We have worked together to develop a 
shared vision for health and care services across West Yorkshire and Harrogate. All of our 
proposals, both local and at STP level support the delivery of this vision. The STP plan has 
been created with leaders from across West Yorkshire and Harrogate for example health, 
social care and voluntary sectors.   Our aim is to achieve the best possible outcomes for 
people through delivery of the national priorities outlined in the NHS Five Year Forward View 
document. 
 
Telemedicine – The use of telecommunication and information technologies in order to 
provider clinical healthcare at a distance. 
 
Thrombolysis - The breaking up of a blood clot (in strokes via the use of drugs).  An example 
of a thrombolysis drug is alteplase, also sometimes called tPA. 
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Transient ischaemic attack (TIA) – The patient presents with sudden onset of stroke 
symptoms that resolve within 24hrs which may suggest a TIA diagnosis.  
 
West Yorkshire and Harrogate (WY&H) Health and Care Partnership (H&CP) – Leaders 
from across West Yorkshire and Harrogate working together to develop a shared vision for 
health and care services across West Yorkshire and Harrogate and working together to 
implement sustainability and transformation plans (STP) to improve care to meet the needs of 
our population.  Where ever possible work will take place locally in our six places (Bradford, 
including Airedale, Wharfedale, Craven, Calderdale, Harrogate, Kirklees, Leeds and 
Wakefield).  Our aim is to achieve the best possible outcomes for people through delivery of 
the national priorities outlined in the NHS Five Year Forward View document. 
 
Yorkshire Ambulance Service (YAS) – Yorkshire Ambulance Service 
 
York Teaching Hospital Foundation Trust (YTHFT) - A hospital that provides stroke 
services. 
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