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1.0  Executive Summary 
ENHCCG data suggests that there will be approximately 600 new stroke spells a year across ENHCCG. 
This paper presents the case for the provision of enhanced specialist stroke services in East and North 
Hertfordshire, to improve clinical outcomes and mitigate the impact of changes in stroke commissioning 
arrangements at Princess Alexandra Hospital, Harlow.  Service developments include: 

 Provision of hyper-acute (HASU) and acute stroke (ASU) services at East and North Herts Hospital 
Trust (ENHT), which meet national recommendations and NHS Midlands and East Stroke Specification 
standards, to include clinical psychology services. 

 Expansion of Early Supported Discharge Service (ESD) to provide a flexible resource to support 
rehabilitation closer to home following the changes at Princess Alexandra Hospital (PAH) including: 

o In-reach  to the Herts and Essex site to support local stroke specialist rehabilitation,  
o Increasing capacity within Early Supported Discharge to manage appropriate discharges. 

 

Outline agreement to proposals were agreed at the ENHCCG Governing Body of 20th August 2015 and ENHT in 
November 2015. 
The NHS in east and north Hertfordshire needs to make changes to improve stroke outcomes particularly in 
the first few days.  Therefore our stroke patients need to be treated in a specialist stroke unit, which meets 
HASU standards, for up to 72 hours after their stroke, followed by specialist stroke care in the setting most 
appropriate to meet their needs. This will improve their chances of surviving and recovering well.  
 

Princess Alexandra Hospital only sees a total of around 400 stroke patients a year (West Essex (WE) CCG and 
East and North Hertfordshire patients).  This means that it cannot provide the full range of expertise that will 
enable it to develop the ‘hyper-acute’ specialist service that both West Essex and ENHCCG require for our 
patients in the immediate days after their stroke. 
 

The proposed changes to stroke services at PAH, will affect approximately 25% (167) Hertfordshire stroke 
patients. From April 2016, patients with a suspected stroke, previously taken to PAH will instead go to the 
nearest hospital with a specialist stroke unit, on a permanent basis.  For the vast majority of Hertfordshire 
patients, this will be the Lister Hospital in Stevenage.  
 

In order to deliver the required HASU/ASU standards at the Lister Hospital and accommodate the increasing 
demand from the PAH divert, system changes need to be made. 

Strategic Fit / Ambitions  
CCG Strategy  

Life to years and years to life  

Long Term Conditions  

End of life  

Frail elderly  

Independent living  

Emotional wellbeing and mental health for children and young people ☐ 

Cancer ☐ 

Dementia ☐ 

Parity of esteem ☐ 

Integrating Care Principles 

Proactive case management  

Crisis/urgent community management  

Co-ordinated & joined up care in all places  

Promoting independence, choice and personalisation  

Promotion of health & wellbeing  

ENHT Strategic Ambitions  

To continuously improve the quality of our services in order to provide the best care and 
optimise health outcomes for each and every individual accessing the trust’s services  

 

To continuously improve the quality of our services in order to provide the best care and 
optimise health outcomes for each and every individual accessing the trust’s services  
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This business case supports national strategy (Five Year Forward (2014), National Stroke Strategy (2007) and 
the Cardiovascular Outcomes Framework (2013), the recommendations of the NHS Midlands and East Strategic 
Stroke Review (2013) and local CCG and Trust strategy and ambitions for improving health outcomes. 

Proposal 

Aims of Stroke Service Pathway Changes  
To provide high quality stroke care which maximises the potential outcomes for patients and  

 reduces the potential for mortality,  

 maximises the patients potential for independence and  

 reduces carer burden 
The proposal is to centralise HASU/ASU care on a single site, primarily ENHT, supported by community based 
stroke specialist rehabilitation as close to home as possible, when required.  The pathway will focus on 
integrated acute and community resources working flexibly across the system to meet the need of the 
individual and their family. This will be supported by an Alliance Contract and a shared outcomes framework. 

A whole pathway approach maximises the clinical outcomes for patients and carers, the resultant quality of life 
and their experience of care.  The first 72 hours are crucial to optimise that potential but  needs to be 
underpinned by an effective whole system 7 day approach to assessment, prevention, rehabilitation and step 
down to long term support. 

Service objectives are to: 

 Provide a fully integrated end to end stroke service. 

 Implement recommendations of the Midlands and East Stroke Strategy review and specification 
(Appendix 1). 

 Meet relevant service standards and performance metrics. 

 Minimise the number of transfers of care, maximise the use of resources and promote integration. 

 Ensure the delivery of: 
o Improved clinical outcomes for all across the pathway, regardless of severity, including reduced 

mortality and admissions to care facilities. 
o Improved quality of life, including reduced levels of disability. 
o An excellent patient, family and carer experience. 
o High levels of staff satisfaction and retention. 

 Maximise the potential for equity across the CCG area, in terms of provision, outcomes and experience. 

 Maximise the potential for financial viability and return on investment. 

 
The Proposed Model for Stroke Care Provision  

 

 

 

 

 

 

 

 

 

 

 

 

 



 Page 5 of 19 www.enhertsccg.nhs.uk  

 
The local stroke service model is predicated on establishing: 

 Services with sufficient critical mass to support expertise and financial viability.1 

 Simple pathways, minimising transfers of care and maximising potential to access stroke specialist 
services.  

 Maximised use of existing resources, through integration and networks of delivery e.g. staff rotations. 

 A ‘Hub and spoke’ model – centralising stroke specialist early hospital interventions (HASU and ASU 
hub) and providing stroke specialist rehabilitation/care closer to home, once medically fit (spoke).  

 Alignment with other health and social care developments. 
 

Stroke stakeholders have identified the key features of an integrated stroke pathway service: 

 A balance between patient volumes, travel times and financial viability.  

 Early identification, rapid response, early and accurate diagnosis. 

 24/7 rapid access to specialist assessment and 7 day consultant ward rounds and therapy services. 

 Staffed and equipped in line with best practice specification, including 24/7 rapid access to urgent 
scanning. 

 Access to seamless specialist services in the community. 

 Local integrated pathways of care and standardized information and management plans. 

Ensuring that any patient presenting with acute stroke symptoms receives the most appropriate care to meet 
their needs.  Services to be supported by prevention, acute, community and longer term care pathways. Placing 
patients on the correct pathway will maximise the likelihood of best possible outcomes.  Not all patients will 
pass through all stages and the pathway may not be linear. 

Stakeholders have committed to continue develop a range of integrated pathways, policies and procedures to 
support implementation both in the short and longer term. 
 

Evidence to support the proposed model of stroke provision 
Rapid access to highly specialist care in the first 72 hours and any required acute stroke care underpins the 
potential for people to survive stroke and live independently.  However, a whole pathway approach is crucial to 
fully exploit clinical outcomes, improve quality of life and patient and carer experience.  
There have been local improvements in stroke services and outcomes, for example reducing mortality and 
readmission rates, and access to intensive rehabilitation at home.  However, there remains scope for further 
improvement, particularly in HASU and ASU care. 

a) The Clinical Case 

The NHS Midlands and East review estimated HASU/ASU required 600 confirmed strokes per year to be 
clinically viable. High-volume centres are associated with better adherence to guidelines, (Svendsen et al., 
2012) and improved stroke outcomes (Abilleira et al., 2012).PAH does not have sufficient patient volumes to 
recover current performance.   
 

Strategic Clinical Network modelling suggests ‘Looking at travel times, 100% of patients across each of the CCGs 
will reach a HASU as a 999 journey within 60 minutes regardless of scenario.’  In removing PAH, travel times 
increase for some patients; this can be off-set by rapid front-door assessment.   
 

Thrombolysis rates in London increased from 5% before their remodelled service to 12% of all stroke patients 
after introduction of the new service. Thrombolysis rates have been one of the major challenges at ENHT over 
recent years. 
 

Moynihan et al., 2013 found patients discharged directly home had higher satisfaction levels than those 
requiring repatriation to their local acute stroke unit.2  
  

                                            
1
 CVD Outcomes Strategy: page 37 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/214895/9387-2900853-CVD-

Outcomes_web1.pdf   
2
 http://stroke.ahajournals.org/content/44/10/2743.full 
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Patients with acute stroke who are seen by a stroke consultant or associate specialist in stroke within 24 hours 
of admission are 12% more likely to be alive at 30 days after their stroke than those that did not see such a 

specialist.
3
   

A recent paper4 investigated stroke mortality and weekend working by Stroke Specialist Physicians and 
Registered Nurses.  It concluded ‘a dose–response relationship between weekend nurse/bed ratios and 
mortality risk, with the highest risk of death observed in stroke services with the lowest nurse/bed ratios.’   
 

The rehabilitation process maximises the participation of the patient in their social setting, supporting people 
to establish roles and occupations, and minimise the distress experienced by the patient and family carers 
(Wade et al., 2000). 

 

A systematic review
5
 examined a wide range of evidence for stroke rehabilitation, identifying interventions that 

were or were likely to be beneficial.  There were three areas where strong evidence existed: 

 Rehabilitation should commence as early as possible after stroke. 

 Repetitive task-oriented training targeted at goals or activities relevant to the needs of patients can 
contribute to functional recovery, especially where training takes place in the patient’s own 
environment. 

 Increased intensity of training is beneficial. 
 

Early Supported Discharge (ESD) was commissioned by ENHCCG for 40% of stroke survivors per annum to 
receive intensive rehabilitation at home. It was estimated the requirement would be for an average 4 week 
package. Provision of 6 month reviews for all stroke patients was commissioned as an integral part of ESD, 
within the scope of the ESD service, to be delivered by HCT and the Stroke Association. Numbers accessing the 
ESD service are higher than expected. This together with the higher levels of complexity and distribution across 
the CCG indicates additional capacity is required. 
 

Community stroke specialist in-patient rehabilitation has been centred on the Danesbury/QVM site.  With 
proposed changes at PAH, it is recognised that there is a potential gap for those patients that would have 
traditionally flowed to PAH, if there are no stroke services centred in the east of the CCG.  A flexible resource is 
required to provide rehabilitation closer to home on the East.  ESD could in-reach into Herts and Essex Hospital 
for stroke specific rehabilitation.   
 

A third of stroke survivors experience post-stroke depression. 6 The Cardiovascular Disease (CVD) outcomes 
framework indicates a stroke service where psychological care is led by a clinical psychologist using a stepped 
approach is effective.  ENHT have no current dedicated service.   
 

b) The Financial Case 

Reducing local mortality and morbidity will reduce long-term spend. 

It is estimated that HASU/ASU require 900 -1300 confirmed strokes to be financially viable. The SCN review 
indicates, ‘This number of strokes is only seen in the single unit scenarios’ across Bedfordshire, Hertfordshire, 
Luton and Milton Keynes, even when PAH is withdrawn from scenario modelling.  This suggests ENHT becomes 
clinically but not financially viable based on national tariff and full best practice tariff, thus supporting additional 
investment to provide the infrastructure and workforce to deliver outcomes.   Introduction of a local tariff 
based on the London Stroke Tariff model provides a financial framework which will ensure financial viability for 
ENHT and has been proven to deliver improved outcomes for individuals who suffer a stroke. 
 
Supporting evidence includes: 

 London: 125 fewer deaths and 93.59 more QALYs during the first 90 days following admission.  The new 
model cost £295 more per patient, with an incremental cost per death averted of £16,779 and a cost 

                                            
3DOH: Cardiovascular Disease Outcome Strategy (2013) 
4 Associations between Stroke Mortality and Weekend Working by Stroke Specialist Physicians and Registered Nurses: Prospective Multicentre 
Cohort Study. Benjamin Bray et al Published: August 19, 2014 DOI: 10.1371/journal.pmed.1001705 
http://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001705 
5 Langhorne P, Bernhardt J, Kwakkel G. Stroke Rehabilitation. Lancet 2011; 377: 1693-1702. 
6
 Stroke Organisation State of the Nation (January 2015) 
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per QALY gained at 90 days of £56,000. 

 Basildon and Brentwood CCG invested £1 million at Basildon Hospital to increase stroke workforce to 
deliver 24/7 services.  It is now one of the best performing units in the region with 9/10 patients 
surviving a stroke.7 

 QALY: A study assessed the long-term cost-effectiveness of Stroke Unit and ESD care, concluding an 
effective and a cost-effective strategy with the main gains in years of life saved.  (Stroke. 2009; 40:24-
29.) 

 Economic modelling suggests a stroke service with psychological care led by a clinical psychologist has 
potential savings to the NHS and adult social care in 2 years based on an investment of £69,000 of 
around £108,300. 
 

Best Practice Models of Stroke Care considered: 

 No change – this will not improve performance or outcomes. 

 Fully equipped and staff small hospitals – not financially or clinically viable. 

 Hub and spoke – providing single site HASU and ASU and rehabilitation through specialist community 
provision- preferred option. 

 ‘Drip and ship’: HASU care and repatriation to local ASU –increases numbers of transfers of care 

The Proposed Stroke Pathway 

a) Pre-hospital 
The key elements of the pre-hospital pathways relate to EEAST and acute providers working collaboratively 
ensuring: 

 Maximising potential for accurate identification of suspected stroke 

 Minimizing the time the ambulance spends on the scene. 

 Travel to the closest specialist stroke centre and pre alert of all suspected stroke patients. 

 Rapid handover at the receiving hospital and the front door processes for all suspected stroke patients. 
The SCN Stroke Review for Bedfordshire, Luton and Hertfordshire stated ‘100% of patients across each of the 
CCGs will reach a HASU as a 999 journey within 60 minutes regardless of scenario.’    

 

b) Hyper-acute/Acute Stroke care 
i) Activity Modelling 

 ENHCCG population 

The proposed stroke pathway is for single site HASU/ASU care.  For ENHCCG residents this will primarily be 
delivered via ENHT and MEHT with a small number diverted to London HASU.  The CCG is working with both 
providers to support the pathway change and capacity planning. 

Table 1: Based on predicted patient flows and 2014-15 activity the impact on East and North Hertfordshire of 
removing PAH, the confirmed spells would be re-allocated to other hospitals as follows;  

Provider Current Adjust PAH  Revised Miscoded Total 

Lister 368 120  488  117 605 
PAH 167  -167  0  0 0 
Broomfield 3  41  44  0 44 
Queens 2  6  8  0 8 
Other 55  0  55  0 55 

  595  0  595  117 712 

 

 ENHT 
Activity modelling indicates approximately 239 additional Essex and Hertfordshire residents per year will be 
conveyed to the Lister when PAH stops admitting suspected stroke patients. This includes patients who present 
with stroke symptoms, but subsequently receive a different diagnosis (stroke mimics). It is generally assumed 
that 40% of suspected strokes will be mimics, which include admitted TIA. These are factored in to activity and 

                                            
7
 http://www.basildonandthurrock.nhs.uk/media-centre/773-basildon-hospital-leads-the-way-on-stroke-care 



 Page 8 of 19 www.enhertsccg.nhs.uk  

bed modelling. 
 
ENHT have based activity modelling on current stroke performance and ambulance services divert modelling. 
This is felt to reflect maximum acute stroke activity.  
Table 2: Predicted Annual ENHT Stroke Activity Summary, includes ENHCCG, WECCG, Bedfordshire CCG and 
other Out of Area Stroke Activity;  
 

 ENHT 
Activity 

Extra PAH 
Activity 

Total 
Activity 

 ENH 
CCG 

Other 
CCGs 

Strokes 612 149 761  605 156 

Mimics 245 60 305  244 61 

Admitted TIA 123 30 152  122 30 

Total 980 239 1,218  971 247 
 

Currently all confirmed stroke patients remain at ENHT for HASU and ASU care. Following changes at PAH 
ENHCCG residents will continue to receive HASU and ASU care at the hospital. However, it is expected that the 
Essex stroke patients will be repatriated to PAH after their initial 72 hour stay at the Lister’s HASU. A 
repatriation policy has been developed with PAH and West Essex CCG that provides the framework to transfer 
patients back to PAH as soon as they are clinically suitable. This does is imperative to maintain bed capacity in 
the system. 
 

ii) HASU/ASU Bed Modelling at ENHT  
Activity and performance data indicates that 44 stroke beds will be required at ENHT to meet current demand, 
the predicted increase in activity from PAH and deliver stroke standards. The assumption is 20% of activity at 
ENHT will be other CCG activity beyond ENHCCG and mimics will have a one day length of stay.  
 
Table 3: HASU/ASU beds configuration at ENHT ( based on 85th centile of current length of stay, to ensure 
capacity) 

ENHT Beds HASU ASU Total 

PAH activity 2 6 8 

ENH activity 7 29 36 

Total Beds 9 35 44 
 

In October 2015 ENHT increased the total number of stroke beds at the Lister to 42 in order to improve the care 
to existing stroke patients, address the impending changes at PAH and mitigate the potential risk of PAH 
ceasing to operate at short notice. These changes were supported by an increase in stroke consultant, registrar 
and junior doctor cover. 
Due to this pre-positioning, the stroke unit is able to absorb the extra activity from PAH by increasing the total 
number of stroke beds by 2, which can be done within the existing infrastructure.  
 
Although ENHT has taken the decision to provide increased stroke bed capacity to improve patient care, it was 
done so at risk to the wider Trust bed capacity, as the stroke beds replaced a cohort of general medical beds. 
Therefore, the Trust as a whole will be short of 8 medical beds based on the predicted increase in activity from 
PAH. 
 
In order to minimize the number of beds needed work will be under taken to improve patient flows and reduce 
length of stay, including 7 day Consultant and therapy cover. As a guide, at the expected activity levels 
reduction of 3 days is equivalent to 1 bed. 

Improving length of stay and throughput by utilising ESD and community bed bases will reduce the overall beds 
required, over time. Transferring 40% of all ENHT patient activity, including Bedfordshire activity, early into ESD 
would require services to be available in all CCG areas. If an extra 6 patients per month are discharged earlier, 
approximately 4 beds would be released.  
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The failure or delay of West Essex to repatriate non stroke patients and the ENHCCG patients presenting with 
stroke mimics, may have an impact on the rest of ENHT’s general medical bed capacity. 

iii) Hyper- acute and Acute Stroke Pathways 

 ENHT will operate 2 stroke wards, providing 7 day services 

 Hyper-acute care (up to 72hours following arrival) 

 Acute-care (projected average length of stay falling to 8-10 days over 3 years). 

ENHT has been working with partner organisations to improve front door pathway and in-hospital pathways  
Pathway 1: Front Door 
 

 
Out of hours thrombolysis will continue to be via telemedicine until sufficient staff have been recruited /trained 
and able to deliver on site.  Once in house this will reduce ENHT external costs and this is an integral part of the 
revised stroke service. The aim will be for a 24 hour in house service not reliant on the external telemedicine 
rota.  

iv) TIA Pathways 

 ENHT will offer a 7 day TIA service for patients in their catchment area. This will require contract notice 
to be issued to Luton and Dunstable Hospital and will be operational once 7 day Consultant cover is 
established. 

 PAH will continue to offer a 5 day TIA clinic to ENHCCG patients in their catchment area. High risk 
patients at will be diverted to Mid-Essex Hospital Trust (MEHT) at weekends. 

 High risk TIA patients requiring admission will be admitted to the HASU on the hospital site.  For 
patients attending PAH this will be Queens, Romford Monday to Friday and MEHT at weekends. 
 
v) Stroke Mimic Pathways 

The identification and management of stroke mimics is not well understood.  It is assumed that: 

 All stroke mimics will have a maximum one day length of stay on the stroke unit whilst stroke diagnosis 
is excluded.  Subsequent management will be based on individual need. 

 West Essex patients will be repatriated from ENHT under repatriation policy arrangements. 

 ENHCCG preferred pathway is to minimise transfers of care, the following options to be considered: 
o Discharge to usual place of residence 
o Immediate transfer to an appropriate medical ward 
o Discharge to community in-patient or community teams 

There is a risk that West Essex patients may be unwell and not repatriate to PAH in a timely manner.  
 

vi) Hyper-acute/acute care discharge pathway 
Following HASU/ASU care: 

 ESD. 

 Community in-patient stroke bed, if needs can be met in the community. 

 Long-term care services (patient back to baseline function – unlikely to benefit from rehabilitation). 

All patients to be offered a 6 week post discharge stroke Consultant led review at the discharging hospital, to be 
provided within 2 weeks of the due date. 
 

vii) Hyper-acute/acute unit workforce (See Appendix 2: Stroke Workforce Modelling) 
The required workforce at ENHT has been modelled based on Midlands and East Specification standards with 
assumption of a 7 day Consultant and allied health professional service, provision of clinical psychology and 
24/7 specialist nurses. This requires an uplift of staff from all disciplines to cover the 44 beds. 
It is proposed that 0.12 whole time equivalent Band 7 SLT establishment has been added as an additional 

SUSPECTED STROKE 
EVENT V3 May 2015.docx
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annual payment to ENHT in-order to provide additional on-site resource to patients with acquired brain injury. 
This will support bridging the gap identified by the East of England trauma network for intensive therapy. The 
intention would be to supplement existing Trust resource with out-reach from the HASU/ASU when patient 
need has been identified. 

viii)    Infrastructure at ENHT 
Delivery of stroke targets is dependent on the radiology department delivering timely scans. All stroke patients 
should receive a CT scan within 60 minutes if urgent and 12 hours of arrival to the hospital for routine, with the 
aim of providing a scan within 1 hour for all, over time. Patients may, also, receive MRI and ultrasound scans. 
The TIA clinic requires access to diagnostics, with a rapid response time for high risk patients who must be seen 
and treated within 24 hours of referral to the clinic. 
 

The optimal way to provide the required ultrasound facilities for a HASU at the Lister site is to have an 
ultrasound room and machine dedicated for use by the stroke unit. This will increase capacity for the extra 
patients, and improve the access for existing patients. This will improve throughput on the stroke unit through 
more timely decision making and will ensure TIA patients are seen and treated more quickly. This will also 
impact on the provision of services for other patients. 
 

The increased activity from PAH will result in more patients attending ED. The overall effect of this is hard to 
quantify, as the average number per day is relatively small (239 extra attendances per year), however these 
patients will require swift decision making to ensure ENHT meet national and local performance and quality 
targets. In order to support ED the stroke unit have requested all suspected strokes are pre-alerted and trialling 
stroke specialist nurses in ED.   
 

c) Community Rehabilitation 
Patients will be transferred to community specialist stroke services as soon as medically fit and with risks that 
can be managed safely in the community. This will include community inpatient rehabilitation, ESD and longer 
term community services.  
An increase in community provision is proposed in-order to  

 Minimise transfers of care  

 Maximize patient flows from ENHT into community rehabilitation services 

 Mitigate against changes at PAH and ensure that care closer to home is maximised 

The preferred pathway will be for patients to be discharged with ESD unless risks cannot be managed in the 
normal place of residence 

Community bed based rehabilitation to be accessible based on clinical need.  Referrals to be directed to: 

 Danesbury Neuro-rehabilitation Unit/QVM site. 

 Herts and Essex Hospital - ESD to in-reach to support generalist clinicians with intensity of therapy and 
stroke specialism.  

ESD to support a maximum of 4 beds (2 beds to be ring fenced for stroke for first 4 months).  The stroke 
consultant from PAH undertakes a weekly ward round at Herts and Essex Hospital and the in-patient service is 
able to take patients with a higher level of sub-acuity such as NG tubes, which has some advantages to the 
stroke patient flows.  

3 options for delivery were presented to the CCG and two, silver and bronze were considered as the gold model 
was unaffordable (refer to Appendix 3: Community Proposals). The options were presented at executive 
committee and the recommendation was that the silver option was most favourable to the whole pathway. It 
will; 

 Provide additional resource into the existing ESD team to support an additional 30 patients per annum 
and in-reach to support 4 Herts and Essex Stroke beds. Projected to reduce beds at ENHT by 2-3 over 12 
months. 

 Increase intensity of intervention and provision of links to MEHT to manage out of area flows. 

 Improve consistency in delivering the required stroke standard of intensity, resulting in a reduction of 
the Length of stay. 

 Flexing the existing criteria therefore enabling a larger cohort of patients to potentially access ESD.  



 Page 11 of 19 www.enhertsccg.nhs.uk  

 
 Flex criteria would allow an increase in the number of patients who could be discharged into ESD from 

community bed bases earlier in the pathway, and reducing LOS. 

 Establish governance structures to support decision making around flexing of criteria. 

 Enable 1 Therapist and 1 Rehab assistant to work at weekends, to carryout assessments and complete 
initial home visits.  However a wider staff consultation would be required with the existing ESD team. 

  
 
Interim Pathway Arrangements 

a) Recruitment  
Interim locum and agency staffing may be required to support delivery of standards during the mobilisation 
period and to meet Midlands and East Specification standards. 

The implementation of the necessary improvements to the pathway is heavily reliant on recruitment of staff, 
from a small pool, across all professions. Whilst pathway developments will encourage applicants, the evidence 
suggests that locum staff will be required as an interim solution. Full substantive recruitment is projected to 
require a minimum of 6 months for medical and nursing staff and 4-6 months for therapy and nursing assistants 
(Appendix 4: ENHT Case for change and Mobilisation Plan). ENHT business case projects agency costs of up to 
£699,000 for the 6 month period to September 2016, to deliver against Midlands and East staffing standards. 
The CCG have agreed to fund stroke related activity from April 2016 in line with London stroke tariff plus ENHT 
MFF.  These HASU rates will be paid even though it is recognised that during the mobilisation period the trust 
will be operating a 24/7 safe workload which will not meet the full staffing standards.  The trust will be 
expected to manage costs (including agency) within these HASU tariffs.  There will be no further financial 
support for agency staffing on top of the £2m planned investment in Lister’s acute stroke services (i.e. London 
tariff) and £0.3m in ESD/community services.       

The changes at ENHT require a significant increase in nursing establishment to deliver HASU/ASU standards. 
Delivery is impacted by current vacancy levels. A minimum of 50% substantive staff on each shift will be 
required before agency staff can be utilised. This means that a significant amount of substantive recruitment is 
required before use of agency will be funded.  
 

b) Interim mobilisation 
In order to support the predicted changes in patient flows from April 2016 a number of mitigations have 
commenced: 

 ENHT increased stroke beds to 42 stroke beds.   

 ENHT are working with HCT and EEAST to facilitate patient flows 

 A repatriation policy has been developed 

 ENHT and HCT have been given agreement to commence recruitment  

 HCT have commenced engagement with Mid Essex Hospital Trust and Herts and Essex Hospital to 
support changes in patient flows 
 

Recommendations for the Commissioning of Stroke Services 
1. Commission Hyper-acute stroke/acute stroke unit services at ENHT based on payment of a local tariff in 

line with the London tariff model plus MFF. 
2. Commission a single site HASU/ASU for patients diverted from PAH as per current pathway, without 

repatriation to PAH for acute stroke unit care, prior to transfer to the community. 
3. Agree uplift of ESD and consider supporting silver model to support system resilience and mitigate 

against capacity risk at ENHT. 
4. Commission clinical psychology into ENHT. 

ESD Flex Criteria 
(3).pptx

Stroke Transfer of 
Care Pathway.docx

Stroke ESD 2.docx
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5. Evaluate real-time impacts of changes at PAH and modify pathways accordingly. 
 

Impact assessment  
Financial – Income/costs 

1. ENHCCG (Refer Appendix 5  and Appendix 3) 
The proposal is to establish a local tariff based on the London Tariff plus MFF for patients with an HRG code of 
AA22 A&B/AA23 A&B with an ICD 10 coding of 61, 63 or 64. All other patients attracting these HRG codes would 
be paid at national tariff. 

Payment of the London tariff to be predicated on achievement of workforce, infrastructure and performance 
targets. This investment requires ENHT to maximise performance and throughout to ensure affordability.  

An annual review of tariff arrangements will be in place to ensure affordability and viability for both the CCG 
and ENHT. 

There is a level of risk associated with the accuracy of ICD coding at the Trust for both parties. A quarterly audit 
will be established to provide assurance regarding accuracy of coding 

 

Table 4: Summary of CCG Investment (Recurrent) 

Service Provider Investment 
per annum 

Framework 

Ambulance conveyance EEAST £63,000 Stroke diverts 

Hyper-acute –acute stroke care Various £1,529,000 London Tariff plus MFF 

ESD and Community in-patient 
rehabilitation 

HCT £ 334,000 Midlands and East  staffing model 

Clinical Psychology into ENHT ENHT £56,000 Economic modelling for Psychology 

Uplift in SLT ENHT £7,000 Trauma Network 

 Total £1,989,000  

 
Non- recurrent costs in 2015-16 for radiology, equipment and recruitment £408,500 
 

2. ENHT 
In order to provide the services required to be a HASU, a significant investment into the stroke service will be 
required. 
Summary of Cost and Income (for further detail see Appendix 4 A ENHT A Case for Change. 
ENHCCG activity accounts for 80% of the stroke income. ENHT has based the income assumptions on the tariffs 
used in London following the implementation of the HASU/ASU network. These tariffs include a daily rate for 
patients who only spend time in a HASU before repatriation to their local ASU, as well as the full tariff for HASU 
and ASU services provided at one hospital. The Trust has then applied its local Market Forces Factor (MFF) to 
these tariffs. 
The following assumptions have been made in providing the costs in this section: 

 Staff costs are at the mid-point increment for the band 

 All costs include unsocial hours for weekend and night working 
 

Quality 
The Stakeholder Group has identified that this proposal meets the key areas for service improvement required 
to deliver the stated aim:  

 Equality of service provision – improving access to high quality stroke care for all patients, including 
those patients currently accessing services at PAH. 

 Quality of Life – Rapid access to specialist clinical interventions will improve chances of surviving a 
stroke and reduce levels of associated disability. 

 Providers working together in an integrated pathway will support seamless transfers of care sharing 
information and paperwork and processes. 
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 Providing Education – Improved skills and knowledge for patients and carers through more patients 
receiving rehabilitation in their own home 

 

The West Essex CCG board took the decision in January 2015 that PAH would not be commissioned as a HASU 
(i.e. they would stop taking direct admissions of suspected stroke patients). The primary reasons being that 
when benchmarked against peers, PAH has lower attainment of stroke performance standards and clinical 
outcomes, including stroke survival rates.  

1. CCG 
The quality impact assessment will be reviewed and updated with intelligence from the early implementation of 
the hyper-acute stroke divert from PAH and presented at the March 2016 Quality Meeting for final sign off. 
 

Stroke Impact 
Assessment.docx

 
 

2. ENHT 
Delivery of enhanced HASU and ASU infra-structure and standards will support  

 ENHT longer term security 

 The Trust’s aims of providing enhanced specialist services, in line with developments in Cardiology and 
Renal.  

 Recruitment and retention. 
 

Table 5: ENHT identified the key gaps in current service provision against desired state model to support the 
delivery of quality care 

Current Provision Future Provision 

5 days consultant led  ward rounds 7 day consultant led ward round 

5 day consultant TIA clinics 7 day consultant TIA clinics 

Telemedicine supported out of hours stroke 
service 

24/7 consultant led service 

Nursing levels to support current bed model Nursing levels numbers meet national guidance 

5 day therapy services 7 day therapy services 

7 day stroke specialist nurses 24/7 stroke specialist nurses 

42 stroke beds 44 stroke beds maximum – projected that with efficiency and 
reduced length of stay bed numbers will reduce. 

 
3. HCT 

Early Supported Discharge- Community Beds at Herts and Essex Uplift 

Table 6: HCT identified demand on ESD service has been above the caseload effort modelling associated with 
the original set up 

Month Effort Modelling Actual 

Jan 2015 16.4 21.6 

Feb 2015 16.4 21.5 

March 2015 16.4 18.5 

April 2015 19.4 19.7 

May 2015 19.4 28.1 

June  2015 19.4 33.7 
 

The effort model was based on an ALOS of 4 weeks; however a significant percentage of patients have 
presented with a moderate level of complexity resulting in a longer than predicted length of stay.  The service is 
commissioned to deliver therapy up to an intensity of 5 x 45 minutes per day depending on patient need.  Over 
performance because of the higher than average monthly number of referrals has impacted on the ability to 
deliver the commissioned model.   
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Activity   
See pages 12 and 15 above 

  
 

Stakeholder Engagement 
The business case has been developed with a range of stakeholders, including patients, providers and 

neighbouring commissioners. 

East and North Hertfordshire CCG conducted a period of engagement on proposed changes to stroke care in the 

area between 26 August and 23 October 2015.  The general public, stakeholder partners, service providers, 

stroke support groups and staff were all targeted by our communications and engagement plan.  During the 

same period, NHS West Essex CCG undertook a period of consultation around proposed changes to stroke 

services at The Princess Alexandra Hospital in Harlow and the wider area. 

Despite there being relatively few numbers at engagement events, there were a number of detailed and well-

informed discussions.  Overall, attendees largely welcomed the proposed changes.  

Engagement 
activities and responses on stroke services changes V1.docx

 

Outcomes 

Benefit Analysis 

Table 7: The Stroke service changes will offer the following benefits: 

Patient & carer outcomes Provider Services Financial Perspective 

Rapid access to specialist services 
Reduced potential for death or disability 
following stroke 
Reduced potential for stroke following a 
stroke or TIA 
Potential to receive early and intensive 
stroke rehabilitation at home 
Better understanding of their symptoms, 
risks and prevention plans, leading to 
better self- management 
Potential to remain in own home, 
preserving autonomy and personal choice  
Family and carers feel better supported 
Improved access to voluntary sector 
services such as stroke association 

Improved patient and carer outcomes and 
experience 
Improved potential to recruit and retain 
staff 
Improved attainment of stroke performance 
metrics 
Reduced hospital mortality 
Improved thrombolysis rates 
Less disabled patients able to be discharged 
more quickly 
Reduced lengths of stay  
Less patients requiring social care packages 
and new admissions to care homes 
Compliance with NICE Guidance and the 
Midlands and East Specification 
Potential for staff rotations 

ENHT – increased 
income 

Reduced long term 
health and social care 
costs 

Improved QALYs 

 

 

 

Outcomes Measures and Evaluation 
 
The CCG are proposing a memorandum of understanding to be embedded in contracts to support an alliance 
arrangement for the delivery of stroke outcomes across the pathway. 
 
Performance and outcomes 

a) National and Regional Metrics 
The Midlands and East Specification (Appendix 1) provides a framework for performance monitoring at each 
stage in the pathway and an 18 month trajectory for improvement, which it is proposed to be adopted. The 
SCN are working across the region to identify key measures which will provide the opportunity for 
benchmarking 
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Providers will be required to report against national indicators for stroke 

a) National Indicators 
Ambulance Service 

Stroke 60: The proportion of stroke patients potentially eligible for thrombolysis who arrive at a HASU within 
60 minutes of the 999 call. 

Stroke Care Bundle: The pre hospital stroke care bundle includes FAST assessment, blood pressure and blood 
glucose measurement 

 
Acute  and community providers 

i) CCG Indicator Set for Stroke 
 

Improving recovery from stroke People who have had a stroke who: 

• are admitted to an acute stroke unit within four hours of arrival to hospital  
• receive thrombolysis following an acute stroke  
• are discharged from hospital with a joint health and social care plan  
• receive a follow-up assessment between 4-8 months after initial admission  
• spend 90% of more of their stay on an acute stroke unit 

 

ii) National Outcomes Framework Summary for Stroke 

Domain 1  
Preventing people dying prematurely 

Reducing premature mortality from the major causes of death:  
1.1 under 75 mortality rate from cardiovascular disease 

Domain 2  
Enhancing quality of life for people with 
long term conditions 

Ensuring people feel supported to manage their condition:  
2.1 proportion of people supported to manage their conditions 

Domain 3  
Helping people to recover from episodes of 
ill health following injury 

Improving recovery from stroke:  
3.4 Proportion of stroke patients reporting an improvement in 
activity /lifestyle on the modified Rankin Scale at 6 months 

 
b) Sentinel Stroke National Audit Programme (SSNAP) 

SSNAP reports quarterly data against both acute and community service delivery by provider and CCG. 
For acute providers this includes 10 Key domains, ranging from scanning to discharge planning 
All providers will be required to enter data on to the SSNAP data base and submit a plan to improve 
performance. 
 
Table 8: ENHT trajectory for change against SSNAP domains 
 

  
Trajectory Time to A 

Trajectory 
Score 
for A 

Apr-
June 
2016 

July-
Sep 
2016 

Oct-
Dec 
2016 

Jan-
Mar 
2017 

Apr-
June 
2016 

July-
Sep 
2016 

Oct-
Dec 
2016 

Jan-
Mar 
2017 

1) Scanning 95 95.0 95.0 95.0 95.0 A A A A 

2) Stroke unit 90 77.5 84.3 91.7 95.0 C B A A 

3) Thrombolysis 80 73.1 83.5 95.2 95.2 B A A A 

4) Specialist 
Assessments 90 84.7 91.7 95.0 95.0 B A A A 

5) Occupational 
therapy 80 82.8 83.0 83.1 83.3 A A A A 

6) Physiotherapy 85 84.0 85.6 87.3 89.0 B A A A 



 Page 16 of 19 www.enhertsccg.nhs.uk  

7) Speech and 
Language therapy 75 50.3 55.0 65.0 75.0 D C B A 

8) MDT working 85 81.0 82.6 84.3 86.0 B B B A 

9) Standards by 
discharge 95 73.5 80.0 90.0 95.0 C B B A 

10) Discharge 
processes 95 95.0 95.0 95.0 95.0 A A A A 

 
Evaluation 

Evaluation of the service will be a combination of qualitative and quantitative measures as follows:  

A full evaluation schedule is being formulated with West Essex as part of project implementation. Real-time 
evaluation will occur at 3, 6, 9 and 12.  

HASU, ASU, ESD and community bed standards summarized in Appendix 1: Midlands and East Service 
Specification. 

Performance and London tariff payment to ENHT to be predicated on:  
1. Delivering and maintaining workforce standards. 
2. Providing required infra-structure e.g. access to scanning and 7 day Consultant Ward rounds. 
3. Attaining performance standards. 

Sliding scale payment is summarized based on achievement is proposed as per London tariff payment schedule 
 

Deliverability 
The provision of HASU/ASU services is dependent on the delivery of appropriate standards. ENHT are the 
preferred provider for the majority of ENHCCG patients based on travel times. 

HCT have successfully introduced and delivered ESD ahead of schedule and are best placed to deliver the 
enhanced service. 

All local providers are committed to the principle of improving stroke care through enhancing acute and 
community provision and centralising resource and will work in an integrated manner for the collective 
delivery.  ENHT are working to deliver service improvements through process management and ESD and 
community stroke specialist bed delivery has proved a successful formula which can be enhanced.  

Deliverability is based on phased delivery: 

1. Enhance front door processes within current workforce 
2. Establish HASU beds with 7 day services, including and 24/7 specialist nurse services and 7 day therapy 

assessments and intervention 
3. Establish ESD/Herts and Essex beds to support patient flows 
4. Establish full ASU 7 day therapy services  
5. Implement repatriation protocols for West Essex patients 
6. Full bed capacity available and staffed to Midlands and East standards 
7. 7 day Consultant rounds and full 7 day TIA services on the Lister site 
8. 24/7 ENHT thrombolysis service 

Workforce, infra-structure and performance are deliverable however the timescales, will be impacted by: 

 Ability to recruit substantively 

 Any changes to the PAH divert timelines 

Principal areas of impact 

a) ENHT Bed capacity 
b) Finance  

HASU/ASU at ENHT provides a financial risk to both the CCG and ENHT based on differentials in activity. 
Contract activity numbers and stroke performance data differ.  Difference may be due to Trust coding issues.   
Payment of London tariff provides a framework to support the level of investment required in work force and 
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infra-structure.  However, until real time evidence is collected the CCG cost and income to ENHT will not be 
fully defined. Robust monitoring of income and expenditure will be implemented. 

c) Recruitment 
The ability to deliver the service is primarily dependent on recruitment.  ENHT are carrying vacancy in stroke.  
Substantive recruitment will mean a full service will not be in operation until April 2016.  The commitment to 
investment in stroke should enhance recruitment potential.  However, full nursing and medical recruitment will 
take 6 months.  For therapists, stroke is a high profile.  Recruitment into ESD was ahead of schedule.  Full 
recruitment to therapy posts is projected as September 2016. 
 
Mitigation: Funding for agency supported for up to 6 months and with a cut off of 1st September 2016 provided 
robust substantive recruitment plans in place and payment only when staff in post above baseline  
 

Risks and mitigation 
Table 9: Risk Table 
 

Risk / Issue Mitigation 

Activity levels at ENHT will increase 
and exceed business case assumptions 
increasing costs to CCG.  

Work is being undertaken on stroke prevention pathways. Paying of 
London tariff will be a local tariff arrangement and subject to annual 
review. Payment to be predicated on the Trust attaining performance 
indicators and infra-structure. 

Impact on diagnostics and overall bed 
capacity in ENHT 

Modelling assumes low occupancy therefore some absorption possible 
Increase in community services 
Increase in use of care home sector by Trust 

Failure to repatriate west Essex 
patients to PAH ASU by day 3 

Tolerance built into capacity modelling  
Robust application of the Repatriation policy 

Impact on existing stroke performance 
of increased stroke activity/activity 
levels higher than assumed 

Modelling assumes low occupancy to absorb risk of increase. 
Robust and timely repatriation 
Improving current pathways of care to future proof  performance 

PAH will stop taking strokes as 
currently planned, regardless of ENHT 
readiness 

CCGs will not expect full HASU/ASU standards until April 16. 
Interim arrangements to use agency staff 

Inability to recruit to locum or 
substantive posts 

Recruitment to locum post agreed ahead of Go live. 
Rolling recruitment programme for whole system. Recruitment campaign 
targeting stroke nurses and advertising HASU status to attract skilled staff 
Use of agency / locum staff 
Potential for networked staffing arrangements 

Insufficient capacity in ESD to support 
increased activity 

Regular caseload review. 
Step down to community services 

Financial cost to ENHT exceeds income 
if internal efficiencies not delivered 

CCG payment of London tariff. 
Work plan to deliver improved pathways and throughput 
Substantive recruitment to limit agency costs 

ENHT do not achieve performance 
indicators that attract locally agreed 
tariff. 

ENHT mobilisation plan to include plans to achieve performance targets. 
CCG providing support in project management and delivery 

Impact of changes in ambulance 
movements 
EEAST financial and stroke 60 
negotiations unresolved 

Funding of 2 rapid response vehicles. 
Exec to exec discussion, real-time evaluation on local service. 
SCN to review potential to off-set stroke 60 target 

Patient and carer travel times will 
increase 

Investigate car schemes to support carers with travel issues. 
Improve stroke specialist in-patient services at Herts and Essex hospital to 
enhance opportunity for early transfer.  
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Timeline/Key Milestones 
2016 Jan Feb Mar Apr May Jun Jul Aug Sep 

Stakeholder discussion and communications 
Agree business case, outcomes and trajectories 
Agree contractual changes 
Substantive and agency recruitment 
Agree finance and stroke 60 with EEAST 
Complete scenario testing exercise 

         

Establish revised operational policies, pathways 
and processes. 
7 day working consultation for ESD 
24/7 specialist nursing at ENHT 
Contractual arrangements in place including 
tariff payment arrangements 
Develop and implement capacity mitigation 
schemes. 
Testing of ESD bed at Herts and Essex 
Continue recruitment 
Continue with stakeholder communications  

         

Staff rolling recruitment continues 
Telemetry equipment in place 
Uplifted ESD service commences 
Herts and Essex beds support on-line 
Test paperwork and processes with MEHT 
PAH divert commences 

         

Therapy and specialist nursing recruitment 
completes, induction programme 
Rolling recruitment for outstanding vacancy 
7 day TIA service at ENHT 

         

Rolling recruitment 
Therapies to HASU/ASU standards 
Evaluation and gateway decision point 
Nursing and Consultant recruitment completes 

         

Full HASU/ASU 
7 day ward rounds 
Weekly impact evaluation 

         

In-house 24/7 thrombolysis and TIA services          

 
 

Exit Strategy 
Quarterly review with full year evaluation 
Contracts to be built predicated on performance and infra-structure.  

Formal Sign off process 
Date of Organisational Performance & Delivery Body Approval:                                         

Date of Executive/Governing Body Approval:                   

 

The following are available but have not been sent as attachments 
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Appendix 1: NHS Midlands and East Service Specification (2013) and East of 
England Strategic Clinical Network HSMR Review of Stroke Provision for CCGs in 
Hertfordshire, Bedfordshire and Milton Keynes 

FINAL-SPEC-19-Sept
-2012 (9).pdf

 
 

 
Appendix 2: Stroke Workforce Modelling 

Appendix 2 Staffing 
Model Joint BC.docx

 
Appendix 3: Community Proposals, Finance and Staffing 
 

Appendix 3 
Community Proposals.xlsx

 
                                                                          
   
Appendix 5: Acute Stroke Finance Schedule 

Appendix 5 CCG 
Finance and Activity.pdf

 
Additional Information: 
 
Appendix 6: Stroke Performance Details 

Appendix 6 Current 
stroke performance detail.docx

 
Appendix 7: Rationale for the Stroke Business Case 

Appendix 7. 
Rationale for stroke business case.docx

 
 
 

HSM Stroke Review - 
FINAL v 12 with signatures (2).pdf

Next Stage Paper 
V1.docx


