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WELCOME & INTRODUCTION 
Dr John Bamford, Yorkshire & the Humber Stroke Clinical Lead 
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 • Early supported discharge 
(ESD) to a comprehensive 
stroke specialist and 
multidisciplinary team 
(which includes social 
care) in the community, 
but with a similar level of 
intensity to stroke unit 
care, can reduce long-
term mortality and 
institutionalisation rates 
for up to 50 per cent of 
patients at lower cost. 



 
Provide early supported discharge to patients who 

are able to transfer independently or with the 
assistance of one person.  

 

• Early supported discharge 
should be considered a 
specialist stroke service 
and consist of the same 
intensity and skillmix as 
available in hospital, 
without delay in delivery 



Who is in the room? 

• Commissioners 

• Consultants 

• Stroke Nurses, Community Matrons 

• Therapists: Physiotherapists, OTs, SALT 

• Business Managers, Service Leads, Team Leaders 

• Stroke Association  

• SCN Team 

• Others? 
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Where from? 

• Airedale Hospital & CCG 
• Barnsley CCG 
• Bradford Hospital 
• Calderdale Support & Independence 

Team 
• Chesterfield Royal Hospital 
• Doncaster Royal Infirmary & Stroke 

CRT 
• East Midlands Academic Health 

Science Network 
• East Riding Community Hospital & 

CCG 
• Harrogate Community Stroke Team 

& Hospital 
• Leeds Community Services & LTHT 

• Locala 
• Mid Yorks Community ESD & Neuro 

Team & MYHT 
• Hull CCG 
• NLAG 
• Rotherham Hospital & CCG 
• Scarborough & Ryedale CSDT 
• Sheffield Community Stroke Service 

& STHT 
• Stroke Association 
• Working Together (Sheffield CCG) 
• York Teaching Hospitals 
• Y&H Strategic Clinical Network 
• Others? 
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Agenda 
13.45 Purpose of the Workshop & Summary of Work to Date 

Julia Jessop, CVD Network Manager , Yorkshire & the Humber SCN 

  

14:10 Update from the National RCP Guidelines Group 

Amanda Jones, Stroke Clinical Lead, STHT 

  

14:30 Reducing the burden of stroke in the community  – East Midlands Perspectives 

Rebecca Fisher, East Midlands Academic Health Science Network 

  

15:00 Coffee Break 

15:15 The Current Position in Yorkshire and the Humber 

Rebecca Campbell, Quality Improvement Manager, Yorkshire & the Humber SCN 

  

15:40 Moving Forward with the ESD Work Stream in Yorkshire & the Humber  

- Discussion 

  

16:20 Summary and Next Steps 

Dr John Bamford, Yorkshire & the Humber SCN Stroke Clinical Lead 

  

16:30 Close & Evaluation 
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SUMMARY OF WORK TO DATE & 
PURPOSE OF THE WORKSHOP 

Julia Jessop, CVD Network Manager, Y&H SCN 
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Summary of Work to Date 

• ESD Network developed in 2014 (meetings held in 
March, May, July, October & December) 

• Best practice shared 
• Survey of current position undertaken (2014) & 

repeated (2015) 
• Discussions regarding – measures, outcomes, 

definitions, patient satisfaction 
 
• Development and implementation of an assurance 

framework to ensure a consistent approach to ESD 
Commissioning and service provision across Y&H. 
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Purpose of the Workshop - Context 

• Hyper-Acute Stroke Service Review – 
Overview of current position: 

– Development of a Blueprint for Y&H 

– West Yorkshire Current State Assessment 

– South Yorkshire Working Together Programme 

– Contingency Planning & Repatriation 

• ESD identified as critical to success of HASS 
review – experiences from Manchester.  
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HASU Reconfiguration 

Repatriation / 
Contingency 

Policies 

Rehabilitation 
/ ESD 

Hyper Acute 
Service 

Configuration 
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Support model  





Purpose of the Workshop - Outputs 

• Minimum “Service” Requirements 

• For 2016-17, what are the key elements to 
achieve this? 

– Definition of ESD 

– Service Specification 

– Case for Change 

– Information & Data 

– Learning & Sharing Best Practice 
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National Stroke 

Update 

 

Dr. Amanda Jones 

 
Clinical Lead for Stroke, Sheffield Teaching Hospitals NHS FT, & 
member of the RCP stroke guideline development group 



National Guidance 

National current guidance relating to ESD: 

 

 National Stroke Strategy 2007  

 NICE Stroke Rehabilitation 2013 

 RCP Stroke Clinical Guidelines 2012, 2016- pending 



What is an Early Supported 

Discharge Team? 

Defined as: A comprehensive stroke specialist and 
multidisciplinary team (which includes social care) in 

the community, but with the same level of  

intensity to hospital stroke unit care. 

 
 A system in which rehabilitation is provided to stroke patients 

at home instead of at hospital 

 A means by which patients can return home quicker than they 
would otherwise to receive their specialist treatment 

 Made up of different specialist healthcare professionals 

 Provide intensive treatment at first which will gradually reduce 
intensity as patient recovers/improves- (SSNAP annual report- 
2015) 



What is early? 

 No specific guidance other than… 

 

 If the individual went home at a 
significantly earlier stage than they 
would have done had ESD not been 
available, this would be considered 
“early” 

 



Benefits of ESD 

 Can result in better outcomes for patients 

 Can reduce the amount of time patients spend in hospital; 

releases hospital beds by reducing length of stay. 

 Reduces long term dependency and admission to institutional 

care. 

 Patients value highly 

 Patient focussed- addresses real individual practical issues in 

the home environment, not easily attained in a hospital 

environment 



ESD team composition 
per 100 patient caseload per year 

 Physiotherapist (1.0) 

 Occupational Therapist (1.0) 

 SLT (0.4) 

 Nurse (0-1.2) 

 Physician (0.1) 

 Social worker (0-0.5) 



However……. 
 An ESD should provide the same skill mix and intensity of 

rehabilitation and care as would be available if the patient 

remained in a stroke unit (New RCP draft) 

Therefore should the levels look more like this-: 

 Consultant physician 

 Nurses- 1.25 WTE/per bed 

 Physiotherapists- 1WTE/per 5 beds 

 OTs- 1WTE/per 5 beds 

 SLTs- 1WTE/per 10 beds 

 Easy access to psychology, social work, dietetics, orthoptists, 

specialist seating, patients and carer information, pharmacy, 

assistive technology 

 



 
Intensity of stroke rehabilitation  

 At least 45 minutes of each relevant stroke rehabilitation therapy 
for a minimum of 5 days per week to people who have the ability 
to participate, and where functional goals can be achieved.  

 

 If more rehabilitation is needed at a later stage, tailor the intensity 
to the person’s needs at that time.  

 

 Consider more than 45 minutes of each relevant stroke 
rehabilitation therapy 5 days per week for people who have the 
ability to participate and continue to make functional gains, and 
where functional goals can be achieved.  

 

 If patient unable to participate in 45 minutes of therapy, ensure 
that therapy is still offered 5 days per week at a timing and 
intensity at which they can actively participate.  



Specialist Stroke Team  

 A group of specialists who work together regularly managing 
people with a particular group of problems (stroke) and who 
between them have the knowledge and skills to assess and 
resolve the majority of problems.  

 
 The team does not have to manage stroke exclusively, but 

should have specific experience of and knowledge about 
people with stroke.  

 
 The spirit of the guidance is that individuals should be 

managed by stroke specific or neurological rehab teams, but 
not generic teams who also manage other non-neurological 
conditions. 



What defines a specialist? 

 A healthcare professional with the necessary 
knowledge and skills in managing people with the 
problem concerned 

 Possessing a relevant further specialist qualification 

 Keeps up to date through continuing professional 
development 

 Requires a good/in-depth knowledge of stroke 
especially in acute care settings 

 Does not require the heath care professional to 
exclusively see people with stroke, BUT does require 
them to have specific knowledge and experience of 
stroke 



ESD teams should….. 

• Be organised by a co-ordinator 

• Have a coordinated MDT meeting at least once a 
week for the interchange of individual patient 
information 

• Each patient be assigned a key-worker 

• Provide training for junior professionals in the 
speciality of stroke 

• Have agreed protocols for the management of 
common problems based on available evidence 

 

 



ESD new recommendations- RCP 2016- draft 

Is cost effective, although only marginally  

cheaper than stroke unit care 

 
 Considered a specialist stroke service, and consist of the same 

intensity and skill mix as hospital stroke unit care, without delay 
in delivery 

 Time-limited- average los 6 weeks 

 Should be offered to stroke patients with mild/moderate disability 

(Bartel 9 and above),  

 Can transfer from bed to chair with 1 or independently 

 Patients are medically stable 

 Should be set up within 24 hours of transfer from hospital 

 Should care nearly exclusively (this may be changed to 

exclusively) for stroke patients 



ESD new recommendations- RCP 2016- draft 

 Educational programmes and information for staff, patients and 
carers 

 Hospital staff and ESD staff should identify patients for ESD- 
in-reach/out-reach 

 Patients and carers should be involved in decisions about the 
timing of ESD and care provided 

 Carers should be trained in moving and handling 

 Should participate in national and local audit, multi-centred 
research and quality improvement programmes 

 



10 year 

strategy 

2007-2017 



 

 

 

Stroke Strategy 

Prevention and Public Awareness 

Post-Hospital Care 

Workforce 

Hospital Care 

TIA and Minor Stroke 

Emergency Care 



Key stroke components of the stroke pathway 

Well informed 

Public- Act FAST 

Direct to Stroke 

unit 

Paramedic 

triage 

999 call 

Shorter intensive acute &  

rehabilitative hospital stay, followed by  

specialist care closer to home 

Better  

outcomes 

Direct to CT scan,  

thrombolysis 

T
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• Prevention and early diagnosis: 

managing risk factors, raising 

awareness of symptoms, and 

tackling TIAs  

• Taking people direct to specialist 

services 

• Improving rehabilitation and 

community based care 

• Longer-term support to regain 

independence  

• A stroke skilled workforce 

• Involving and informing 

individuals and carers 

• Research and audit 

  



ESD provision- national picture 

 Available on only 5 days or less each week in 

majority of services 

 60% of ESD teams deliver a service that is available 

to patients on 5 days or less 

 11% deliver a service to patients 6 days a week 

 29% deliver a service 7 days a week 





NICE STROKE QUALITY STANDARDS 
1 Ambulance staff use a validated tool to diagnose stroke/TIA, and 

transfer them to a specialist stroke unit within an hour 

2  Brain imaging within an hour of arrival in hospital if indicated 

3 Admitted directly to a stroke unit, assessed for thrombolysis  

4 Swallow screen within 4 hours with a written nutrition plan 

5 Assessed and managed by specialist nursing staff and at least 1 

member of the specialist MDT by 24 hrs, and all relevant members 

within 72 hours with written MDT goals within 5 days of admission 

6 Treated in a specialist rehab unit for those who need it. 

7 A minimum of 45 minutes relevant therapies offered over 5 days 

8 Loss of bladder control is reassessed at 2 weeks i/c an ongoing plan  

9 Cognition and mood is screened within 6 weeks 

10 Following discharge, stroke related disability, followed up by a 

specialist team 

11 Carers should have a named contact for info and support 



NICE stroke quality standards 
 
 An ESD team should be available for at least 40% of 

strokes, which should be a specialist service with 
the same intensity and skill mix as in-hospital with 
no delay in delivery.  

 

 All patients should be screened for mood and 
cognition within 6 weeks of diagnosis. 

  

 40% of patients should have received psychological 
support for mood, behaviour and cognitive 
disturbance by 6 months after stroke.  

 

 



NICE stroke quality standards 
 

 There should be a named point of contact for 
information/advice/management plan/training.  

 

 Stroke patients should receive a 6 month review 
after leaving hospital followed by an annual review. 

  

 There should be a clear pathway back to further 
specialist review, advice, information, support and 
specialist rehabilitation when required. 

 



Some good examples of ESD 



Portsmouth service 

 Development of the service was as a result of closure 

of a stroke rehab ward- transfer of resources to ESD 

 Strong nurse component- team leader- band 8a, 1 

band 7, 1 band 6, 4.5 band 5s, 6 band 3 HCA, 1 band 7 

physio and 2 band 6’s, 1 band 7 OT and 2 band 6’s, 0.4 

SLT, 2.6 associate practitioners 

 6-8 weeks on average 

 Bridge the gap between hospital, ESD 

 Bridge the gap for GP and stroke medical consultant 

 Patients discharged much earlier from hospital due to 

the inout of the nurse component 



Significant nursing support to the community stroke 
service- components of Portsmouth service 
 
Stroke secondary prevention/ education and support 
to reduce the risk of further stroke and re-admission 
 
a. Risk factor assessment and monitoring. 
b. Education on medication for secondary prevention. 
c. Integration of healthy lifestyle changes into rehabilitation 
programme.    
d. Liaising with GP on risk factor modifications 
e. Providing information about stroke, cause and recovery. 
f. Liaison with hospital consultants regarding medical concerns 
g. Education of patient/carer/family on surgical interventions 
and investigations for stroke. 



Physiological Monitoring to prevent complications 
and readmission 

a. Prevention / early detection of post stroke complications. 
b. Cardiovascular monitoring. 
c. Blood sugars / diabetic monitoring. 
d. Respiratory function. 
e. Venesection- particularly INR’s for those patients unable to  
    travel easily to hospital. 

Continence assessment and management to 
promote continence and prevent complications of  

incontinence/catheterisation 
a. Stroke specific  assessment and management of bowel and  
bladder problems including TWOC 
b. Bladder scanning. 
c. Screening for urinary infection. 
d. Education and training to the patient/carer/family. 
e. Liaison with Continence Service, GP and District Nurse for  
ongoing care 



Stroke Pain management  particularly Central Post 
Stroke Pain 

a. Assessment and monitoring, in particular those with  
 communication or cognitive problems. 
b. Liaison with therapy team of pain impacting on  
rehabilitation interventions. 
c. Implementation of pharmacological and non 
 pharmacological interventions. 
 

Medication management and concordance 
a. Monitoring effects (therapeutic & side effects) of new 
 medications. 
b. Self medication assessment (including cognitive 
 assessment). 
c. Patient/Carer/Family education. 
d. Liaison with GP and pharmacist 
 

  
 



Nutrition & Hydration 
 a. Dysphagia monitoring/management 

 b.  Education of patients/carers/family for those with modified 

consistency diets or high nutritional risk. 

c. Nutritional & hydration assessment, monitoring intake.   

d. Liaison with Speech and Language Therapy, Dietician and GP. 

 

Teaching  to Improve standards of stroke care in none  

specialist environments 
 a. Support and integration of wider non specialist health and 

social care professionals. 

b. Planning essential nursing care needs, including the 

supervision and education of unregistered nursing 

care/rehabilitation assistants on essential nursing care and the 

integration of rehabilitation interventions 

 



Newcastle community stroke service 
 

2 components- Early Supported Discharge & 

Medium/Long-term specialist service 
 
• The service is dedicated and not within an intermediate care 

service, aligned to the inpatient stroke pathway, joined the 
acute Trust  enables more seamless  care 

 
• Manager of the team manages both the community and hospital 

therapists which enable therapists to rotate through the service. 
 
• Dedicated social worker 

 



Newcastle community stroke service 

• Has 6 weeks home care from re-ablement service- Social 
worker will deal with those patients who need further/more 
complex/long-term home care 
 

• ESD input 6 weeks on average 
 

• Team made up of MDT including specialist nurses 
 
• Work closely with hospital stroke team- in-reach and attend 

MDT meetings 
 
• Patients have input on a daily basis (on call service at 

weekends and BHs) 

 



Newcastle community stroke service 
 
• Patients are reviewed at 3 months post discharge from ESD 

(telephone or in person) 
 

• If any specific stroke rehab need- referred to CST 
 

• CST can provide 6-8 weeks targeted specialist programme 
for those who need it with specific identified goals 
 

• Stroke team carry out 6 month reviews by telephone or in 
person, and can re-refer back to CST for targeted rehab 
with specific goals 
 

• Some patients referred on to long term case management 
 

 



Some new areas being included in the next 

RCP guidelines to address in a community 

stroke service: Self management skills 

 All patients should be offered self management support based 
on self efficacy, aimed at the knowledge and skills required to 
manage life after stroke 

 

 Any patient whose motivation and engagement in rehabilitation 
seems reduced, should be assessed for changes in self 
identity, self esteem, and self efficacy 

 

 Any patient with significant changes in self esteem, self 
efficacy  or identity, should be offered psychological 
interventions 



Some new areas being included in the next 

RCP guidelines to address in a community 

stroke service: Physical fitness/exercise 

 After stroke, patients should participate in exercise for physical 
fitness unless there are contraindications for exercise. 

 

 Exercise prescription should reflect treatment goals 

 

 Dependant on timing post stroke and location, exercise 
programmes may be delivered by therapists, fitness instructors 
and other appropriately trained people, supported by inter-
agency working where possible 

 

 Regular monitoring and exercise progression should occur to 
promote/maintain physical fitness 



Questions to consider 

 Should the ESD be time-limited- evidence is on 

intensive and for 6 weeks duration? 

 Should it be a 7 day service? 

 Should it be just for mild/moderate patients? 

 Should it be a specialist service or part of a more 

generic intermediate care service (Better Care 

Fund)? 

 Are the ‘ESD’ services in Y&H consistent with 

national recommendations? 

 

 



Addressing Inequality: Commissioning for 
improvement in community stroke care 

Stroke Rehabilitation Programme 
 

Dr Rebecca Fisher, Hazel Sayers, Dr Jen Yates 
Professor Marion Walker 



Overview 

• Facilitating evidence based service provision 
• CLAHRC Early Supported Discharge research  
• East Midlands Academic Health Science Network 

• Evidence based service specifications 
• Mapping service provision 
• Commissioner engagement 
• Measuring performance  
• Multidisciplinary team working 

 



 

Explore and evaluate what makes an effective, evidence 
based ESD service and facilitate sustained use of this 
knowledge in practice 
Investigate whether the benefits of ESD (as identified in 
clinical trials) are still evident in practice 
 

Evidence into practice (What we know to what we do) 
Clinical trial data and meta-analyses show ESD is effective 
Yet, wide levels of variation in the accessibility and quality of 
care and support provided to people after they have been 
transferred home 
 
 
 

CLAHRC ESD Research: Aims 

Collaboration for Leadership in Applied Health Research and Care for  

Nottinghamshire, Derbyshire and Lincolnshire 

 

CLAHRC NDL 



 

Knowledge Creation: International ESD 
consensus document that defined core 
components of an evidence based ESD 
service and national consensus 
document on implementation of 
evidence based community stroke 
services 

Knowledge Use: Identified and 
addressed contextual factors associated 
with implementation of ESD based on 
perspectives of patients, carers, service 
providers and commissioners 

  CLAHRC ESD Research: Outputs 

Collaboration for Leadership in Applied Health Research and Care for  

Nottinghamshire, Derbyshire and Lincolnshire 

 

CLAHRC NDL 

Knowledge to Action Model 
Graham et al 2006 

Fisher RJ et al. Stroke 2011; Fisher RJ et al. Clinical Rehabilitation 2013;  
Cobley CS et al. Clinical Rehabilitation 2013; Chouliara N et al. Clinical Rehabilitation 2013 

 



 

Evaluated outcomes: measured the effectiveness of evidence based 
ESD services in practice (beyond the RCT) 

ESD group (n=135) had significantly shorter length of hospital stay 
and accelerated improvement in activities of daily living compared to 
Non ESD group (n=158) (Fisher et al RJ Clinical Rehabilitation 2015) 

 

  Impact 

Collaboration for Leadership in Applied Health Research and Care for  

Nottinghamshire, Derbyshire and Lincolnshire 

 

CLAHRC NDL 

…. has led to the hospital team 
routinely recording accurate data 
and robust information on patient 
discharge destination, rehab 
potential and improved ability to 
analyze patient flow. 
              Stroke database manager 

 

Implementation interventions: 
Designed and delivered interactive 
workshops focused on ‘Eligibility for 
ESD’ and ‘Effective Data handling’ to 
facilitate evidence based practice 



EMAHSN 

• East Midlands Academic Health Science Network stroke 
programme commissioned in 2013 
 

• Continued strong relationship with the East Midlands Strategic 
Clinical Network forged during CLAHRC work 
 

• This relationship has been nurtured and sustained through 
continued engagement 
 

• Alignment of key priorities and collaboration 
 



Evidence base 

• Core components of 
evidence based services 

• Statements by which to 
guide service provision 

• Early Supported Discharge 
• Community stroke 

rehabilitation  



Service Specifications 

• Strong relationships with 
community service providers 
 

• Collaboration to produce 
service specifications 

• Consensus documents 
informed specification 
 

• Adopted across East 
Midlands 



Six month reviews 

• CCG outcome indicator set target 
• Outreach Event in Feb 2014: “Carrot” for commissioners 
• Toolkit to facilitate implementation of six month reviews 

(including electronic version of review tool) 
 



Provision of services 

• Clarity around core components of evidence based services 
 

• Conducted mapping activity to investigate current service 
provision 
 

• Related this to evidence based standards 
 

• Overall East Midlands wide map 
 

• Detailed maps of care pathways operating in each region  
 



Heatmap 

Blue – stroke early supported 

discharge service provided, 

community stroke rehab 

service provided but no six 

month reviews 

 

Purple – stroke early 

supported discharge service 

provided, but no community 

stroke rehab service or six 

month reviews 

 

Yellow – stroke early 

supported discharge service, 

community stroke rehab 

service and six month reviews 

all provided 



Mapping provision 



Impact 

• Heatmap sent to the chief officer and 
identified commissioners in all CCGs in 
the region 
 

• Led to new contacts within CCGs      
and invitation to support   
commissioners with focussed      
pieces of work e.g. Mansfield & 
Ashfield/Newark & Sherwood      
and Leicestershire 



Report 

• All pathway maps, contextual 
information about each CCG and 
our recommendations for 
service improvement were 
included in a report 

• Dissemminated widely 



Measuring performance 

• Workshops with all ESD and community stroke teams across East 
Midlands 

• Facilitated participation in SSNAP 
• Explored uncertainty in data set interpretation 
• Encouraged alignment 
• Common metrics  



Multidisciplinary team 
working 

• Existing education aimed at providing stroke-specialist skills for 
community stroke rehabilitation teams 
 

• However, there is a lack of training to facilitate effective team 
working in multidisciplinary teams 
 

• Delivered a training programme to facilitate 
team effectiveness and identify  
strategies for improvement 
 

• A series of workshops delivered to each team 



How did we do it? 

• Four workshops for each team: 
- The evidence base 
- Theories of team working 
- Using data: performance 
- Focus group sessions 



Effectiveness 

Input Processes Output 

• Location 
 

• Context 
 

• Team Task 
 

• Team 
Composition 

• Clarity of 
objectives 
 

• Decision making/ 
Participation 

 
• Communication 
 
• Reflexivity 

 
 

 

• Clinical outcomes 
 

• Innovation   
 

• Cost 
effectiveness 
 

• Team member 
well-being 

Team Effectiveness 



Measuring impact 

• Completed goals at six months 
• Team effectiveness questionnaire 
• Feedback from participants 

• Pragmatic approach 
- Research questions 



Summary 

• Evidence based service specifications available (ESD, community 
stroke rehabilitation, six month reviews) 
 

• Encourage mapping activities in relation to evidence based standards 
to stimulate improvement 
 

• Care pathway report has detailed information about service provision 
in East Midlands – signposting for guidance 
 

• Helpnotes provide clarity about community SSNAP metrics 
 

• Multidisciplinary team working programme – facilitating team 
effectiveness 



Title 

 
Thank you 

 
Any questions? 

 
Rebecca Fisher 

Rebecca.fisher@nottingham.ac.uk 
 

Hazel Sayers 
Hazel.sayers@nottingham.ac.uk 

 
Dr Jennifer Yates 

Jennifer.yates@nottingham.ac.uk 



THE CURRENT POSITION IN 
YORKSHIRE AND THE HUMBER 

Rebecca Campbell, Quality Improvement Manager, Y&H SCN 
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Access to ESD Services 
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Commissioned ESD Services in Y&H 

73 

Chesterfield 



In 2014 a survey of ESD services was undertaken by Andrew Clarke, 
Quality Improvement Lead for Stroke in the Yorkshire and the Humber 
SCN. 
 
The survey intended to capture a picture of ESD services across the 
Yorkshire and the Humber region including information around services 
commissioned, number of referrals, staffing levels and 7 day working 
etc.  
 
The survey was repeated in 2015 with responses received from 9 of the 
17 areas across the Yorkshire and the Humber region. Summary tables 
have been produced based primarily on the 2014 data provided. 
However, where 2015 data has been supplied this has been 
incorporated and is identified on the tables as highlighted in pale blue. 

Early Supported Discharge (ESD) 
Report  



*However some of these are not actual referrals as we now have a ‘pending’ caseload at HEY and not all referrals result in stroke.  
With thanks to Andrew Clarke for provision of the data 

North Yorkshire and Humber ESD Summary Report 
  East Riding 2015 Harrogate 2015 Hull 2014 

 
NLAG 2015 York 2015 

Service Name Community 
Stroke Co-
ordinating Team 
East Riding 
Yorkshire 

Community 
Stroke Team 
Harrogate and 
Rural 

Hull Integrated 
Community 
Stroke Service 

Community 
Stroke Team 
North 
Lincolnshire 

Community 
Stroke Discharge 
Team 

Part of Acute Trust 
or Community 
Rehab Service 
  

Community 
Team 
 

Community 
Team 
 

Community 
Team 
 

Community 
Team 
 

Acute Trust 
 

Population being 
served 

500000 
 

158600 500000 502000 205000 

Average No. of 
Strokes 

301 321 801 890 589 

No. of ESD referrals 445* 170 370 120 91 

No. of Staff in ESD 
Service (WTE) 

6 9.6 28 5.02 9.5 

7 Day Service 
Y / N 

N N Y N Y 



With thanks to Andrew Clarke for provision of the data 

South Yorkshire ESD Summary Report 
  Barnsley 2014 Chesterfield 2015 Doncaster 2014 

 
Rotherham 2014 Sheffield 2015 

Service Name Hospital at 
Home Team 

Chesterfield Royal 
Hospital Stroke 
Early Supported 
Discharge Team  

Doncaster Early 
Supported 
Discharge Team 

Rotherham 
Stroke Service 

Community 
Stroke Service 

Part of Acute Trust 
or Community 
Rehab Service 
  

Community 
Team 

Acute Trust  Acute Trust 
(Bassetlaw 
service 
provided by 
Community 
Team) 

Acute Trust Community 
Team 
 

Population being 
served 

227,610 400,000 420,000 254,600 551,000 

Average No. of 
Strokes 

464 519 552 426 917 

No. of ESD referrals  No data 201 73 25 555 

No. of Staff in ESD 
Service (WTE) 

38.5 6.7 No data 
 

2.5 51.7 

7 Day Service 
Y / N 

Y N Y Y Y 



With thanks to Andrew Clarke for provision of the data 

West Yorkshire ESD Summary Report 
  Airedale 

 
Bradford 
2015 

Calderdale Huddersfield 
2015 

Leeds 2014 Locala 2014 Mid Yorks 
2015 

Service Name N/A Bradford 
Stroke Early 
Supported 
Discharge 
Team 

N/A Huddersfield 
Stroke Early 
Supported 
Discharge 
Service 

Leeds 
Community 
Stroke Team 

Locala 
Stroke Early 
Supported 
Discharge 
team 

MY Therapy 
neuro team 
– Wakefield 
ESD service 
for stroke 

Part of Acute 
Trust or 
Community 
Rehab Service 
  

N/A Acute Trust N/A Community 
Team 

Community 
Team 

Community 
Team 
 

Community 
Team 
 

Population 
being served 

N/A 500,000 N/A 245,000 751,000 219,764 550,000 

Average No. of 
Strokes 

N/A 408 N/A 482 991 302 805 

No. of ESD 
referrals 

N/A 200 N/A 109 530 
 

285 270 

No. of Staff in 
ESD Service 
(WTE) 

N/A 4.35 N/A 4.5 21.1 8.5 18 

7 Day Service 
Y / N 

N/A N N/A N Y N Y 





www.england.nhs.uk 

  

1. What are the barriers & enablers to implementing ESD? 

2. What are the Service requirements? 

3. What is the scope? 

4. What support is required from the SCN to standardise 
ESD commissioning across Y&H? 

- Service Specification 

- Data and Information 

- Case for change 

- Position Statement 
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Moving Forward with the ESD Work 
Stream in Yorkshire & the Humber - 
Discussion   



Contacts 

Dr John Bamford: drjohnbamford@gmail.com 

Yorkshire & the Humber SCN Clinical Lead for Stroke 

 

Julia Jessop: julia.jessop@nhs.net  

CVD Network Manager,  Yorkshire & the Humber SCN  

 

Judith Bird: Judith.bird3@nhs.net  

Quality, Safety & Patient Experience Manager, Yorkshire & the Humber SCN 

 

Website: 

www.yhscn.nhs.uk/cardiovascular/Stroke 

 

Twitter: 

@YHSCN_CVD 
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