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1. Context and Background 
The West Yorkshire Chapter 
The ten Clinical Commissioning Groups (10cc) of West Yorkshire and Harrogate and Rural 
District CCG agreed to plan and commission specific health services collectively, in 
collaboration with other public bodies.  

Strategic aims of the programme: 

1. To identify opportunities for the planning and commissioning of services                   
on a West Yorkshire footprint. Four priority clinical areas  - Stroke, Paediatrics, 
Emergency/Urgent Care and Cancer; 

2. To articulate the future commissioning intentions for strategic service                 
design for these opportunities and their expected impact on quality,              
outcomes and sustainability, for inclusion in 10cc five year strategic plans                             
- “A West Yorkshire Chapter”; and 

3. To design and implement a strategic programme of work that delivers against            
the agreed intentions and ensures that the expected benefits are realised for          
the population of West Yorkshire – known as the Healthy Futures Programme 
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Context and Background 
The Stroke Programme 

“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.” 

The West Yorkshire Chapter includes the following shared vision for stroke: 
 

Through the development of the West Yorkshire Chapter commissioners and 
clinicians proposed the following project two priority areas of focus: 
 

1. Hyper-acute Stroke Service Review 
2. Atrial Fibrillation 
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• 2013/14: 3575 recorded strokes across WY costing £19.2m; 

• AF patients have fivefold increase in stroke risk;  

• AF accounts for approximately 20% of all strokes; 

• 80% of people suffering an AF stroke end up in care or needing a carer; 

• The current registered General Practice AF population is approximately 
37,500; 

• 40% of AF patients are not being appropriately treated (no treatment or 
aspirin); 

• AF is predicted to double by 2050. 

• West Yorkshire has an aggregate treatment gap of 40% 
(approximately 15,000 patients) 

Context and Background 
The West Yorkshire Picture for AF 

5 



• To ensure that all patients with atrial fibrillation are appropriately managed;  

• To increase the prescribing of  appropriate anticoagulants for known patients with 
atrial fibrillation; 

• To address unwarranted variation in the appropriate treatment and anti-
coagulation of the known atrial fibrillation patient population; 

• To support, encourage and facilitate the practice of medicines optimisation to 
ensure the right patients get the right choice of medicine, at the right time; 

• Deliver an effective and sustainable model of support for patients on anti-
coagulants (flexible to future changes in medication) that adopts a principle of 
delivering care closer to home, when safe and cost effective to do so; 

• To develop and implement a West Yorkshire atrial fibrillation anti-coagulation 
strategy which describes the approach to the service delivery and management of 
the known patient population. 

 

 

 

2. Aims and Deliverables 
Aims of the Project 
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• Quarterly anticoagulation performance dashboard quantifying patient  cohort, treatment 
gap & medication; 

 

 

Atrial Fibrillation Dashboard 

AC Clinic Baseline 
• Identify and baseline the existing CCG anti-coagulation clinics. Extended to include the 

scoping of Point of Care testing; 

AF Anticoagulation Strategy 
• The AF anticoagulation strategy sets a target level ambition for West Yorkshire’s 

approach to the management of AF; 

 

Menu of Options (Primary Care) 
• A menu of local support options offered to GPs to drive improvements in performance; 

2. Aims and Deliverables 
What has been Delivered 
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AF Anti-Coagulation Strategy 
Aims of the Strategy 

 • Ensure that all patients with AF are appropriately managed;  

• Increase the prescribing of  appropriate anticoagulation medication for 
known patients with AF; 

• Address unwarranted variation in the appropriate treatment and 
anticoagulation of the known AF patient population; 

• Support, encourage and facilitate the practice of medicines optimisation to 
ensure the right patients get the right choice of medicine, at the right time; 

• Deliver an effective and sustainable model of anticoagulation support 
adopting the principle of delivering care closer to home. 
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1: Assessing Stroke Risk 

2: Informed Decision Making  

3: Minimising Bleeding Risks 

4: Patient Choice 

5: Warfarin Review 

6: NOAC Review 

7: Ongoing Patient Support 

8: Communication of Clinical Decisions 

AF Anti-Coagulation Strategy 
Key Principles 
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• There is an increased risk of bleeding associated with anticoagulation; 

• Not anticoagulating appropriate patients increases the risk of avoidable 
strokes (and consequential fatality and disability); 

• The clinical benefit  is 1,882 strokes avoided over the next 5 years. 

 

• Transitioning patients onto appropriate treatments will increase demand 
anticoagulation medicines and services; 

• Longer term the reduction in cost of stroke care will deliver a net financial 
saving; 

• The financial benefit will be approximately £4.7m over the next 5 years.  

Financial Benefit 

Clinical Benefit 

AF Anti-Coagulation Strategy 
Clinical and Financial Benefit 
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Quarterly 
Reporting  

Process 

• Quantifying patient  cohort, 
treatment gap & medication 

• AF related stroke incidents 

• Visibility and reporting of  
local CCG AF initiatives; 

• Contrasting performance will 
inform local choices 

• Summary of achievement 

AF Anti-Coagulation Strategy 
Benefits Tracking and Reporting 
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The atrial fibrillation dashboard has been developed to monitor the number of 
registered patients with atrial fibrillation across West Yorkshire and the treatment 
that they are receiving.  

The dashboard is shared with the Healthy Futures programme board/10cc as a 
tool to measure the benefits of the AF project to compare performance across 
CCGs. 

 
 
 

AF Dashboard 
The Purpose of the Dashboard 
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The dashboard provides users with the following information: 
• The volume of patients on the Atrial Fibrillation (AF) register by their CHADS-VASC 

score; 
• The volume of patients with a CHADS-VASC score of greater or equal to one, 

broken down by patients who are  exception reported and those eligible for 
treatment; 

• The volume of patients eligible for treatment, broken down by treatment type 
(untreated, aspirin, warfarin, NOAC); 

 
The information is presented to the user at three levels; West Yorkshire, Clinical 
Commissioning Group and General Practice. Further comparison charts are presented at 
the CCG and General  Practice level. These are: 

• The percentage of  patients on the AF Register with a CHADS-VASC score of greater 
or equal to one; 

• The percentage of  patients who are exception reported within the cohort CHADS-
VASC score of greater or equal to one; 

• The treatment gap broken down by treatment type (untreated / aspirin); 
• The anticoagulation split by medication type (Warfarin / NOAC). 

 

 

 
 
 
 

AF Dashboard 
Contents of the Dashboard 
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3. Learns from Collaborative Working 
• Identify a case for change – turn information into insight and identify both the 

qualitative and financial benefits of investment; 

• Ensure that there is sufficient dedicated resource to drive the work forward; 

• Engage with both providers and commissioners (clinical and non-clinical) to get buy-in 
and commitment – both in the case for change and in solutions development; 

• Adopt a flexible approach to engagement – collaborative and local engagement 

• Leverage what is already being done locally; 

• Pull in the experts e.g. the AF AC Strategy; 

• Adopt a phased approach with key milestones to ensure commitment and buy-in is 
ongoing e.g. Point of Care testing. 
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4. Next Steps for the Programme 

• Ongoing monitoring of benefits through the production of the dashboard 
on a quarterly basis; 

• Further enhancements to the dashboard including scaling it up to become 
a regional tool; 

• Emulating the dashboard for Hypertension; 

• Monitoring of local initiatives; 

• 6 monthly AF learning events. 
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Northumbria Specialist Emergency Care 
Hospital 
Dr Stuart Huntley – Head of Service - Stroke 



+ Formed in 1997; became a FT in 2006 
+ Serves a population of 500,000 
+ Covers the largest geographical area in England 
+ 3 district general hospitals and 7 community hospitals 
+ Launched a 10 year programme of modernising and 

transforming hospital care across Northumberland and 
North Tyneside in 2009: Building a Caring Future  

 

Background to Northumbria 



  

Northumbria catchment area 



 
Access to specialists as soon as possible 
Reduced reliance on junior doctors 
More efficient use of resources 

Objectives of building a new 
emergency care hospital 



Where it is and why 



NSECH 



NSECH 



NSECH model 

• A&E – speciality ward – discharge home, or transfer to base 
site or transfer to community hospital 

• A&E consultants working 24 /7 – providing senior cover and 
support 

• Consultant working 7 days, 12h a day for all specialty wards / 
ward areas – 7 in total 

• Acute medical unit consultant presence till midnight 
• Pharmacy and other support services - 7 day working 
• Diagnostic services 7 days a week, 12 hrs a day 
• Ambulatory care and surgical assessment unit 
• Critical care 
• Some elective, high risk surgery 
• Birthing Centre 
• Combine rotas from WGH, NTGH and HGH into NSECH 
 

 
 
 



10-bedded unit 
Geographically distinct 
Monitored beds 
24-48 hour stay 
Base site stroke units maintained 
ESDT enlarged 

HASU 



Stroke consultant on site 08:00-20:00, then on 
call from home (using previous model) 
Stroke nurse practitioner on site 08:00-20:00 
Nationally recommended staffing levels for 
nurses and therapists (7 days a week) 
 

HASU 



A bit full-on at times… 
But no routine work competing 
Diagnostics are excellent 
Clear potential benefits for patients 

What’s it like? 



Median DTN 28 mins (was 61-73 mins) 
81% thrombolysed within 1 hour (was 50%) 
86% to SU within 4h (was 70-80%) 
81% swallow screen within 4h (was 64-73) 

Some encouraging early signs? 



Recruitment (job plans are currently tight) 
Maintain base site performance 
Ensure it’s a place that still attracts trainees 
Ensure competencies are achieved and 
maintained 

Future challenges 



  

Any Questions? 



 



Stroke early supported discharge team 

 

  



Overview 

 
• What is stroke ESD? 
• Services involved within ESD 
• Stroke pathway 
• Referral criteria 
• Patients journey through ESD 
• What happens after ESD discharge? 

 
 



Stroke ESD 

• Not community stroke team 
• Service offered to people who have had a new stroke 
• Need stroke specific therapy at home  
• Is a service for people after stroke which allows transfer of care 

from an inpatient environment to a primary care setting to 
continue rehabilitation, at the same level of intensity and 
expertise that they would have received in the inpatient setting. 
Up to 6 weeks (RCP guidelines minimum 45 minutes per 
discipline per day) up to 5 times per week 

• Seven day service 

 



Stroke ESD – setting up 
 

• NICE guidelines June 2013 CG162 stroke rehabilitation -  long-
term rehabilitation after stroke 

 
• National stroke strategy 
 
• Both highlight the importance of ESD to assist in reduction of 

length of stay from an in-patient setting  
 
• Estimated 500 patients per year from the South Tees CCG area 

diagnosed with a stroke 
 
• Target 200 per year to be treated by the ESD team (40%) 
 
  

 
  

 
 



History of ESD team and South Tees Stroke Services 

2002  1 20 bed Stroke Rehabilitation unit. Only 50% of 
patients spent any time on unit – median delay from 
admission to arrival on SU 4 days. 
 
2003 Bid for stroke specialist therapists in community 
stroke unit beds and an ESD team. To create capacity within 
acute site to take patients more acutely. 
 
“Fit for the Future” programme – Community PCT 
 
Funding agreed for therapists for community hospital beds 
but not for community team. 
 
2004 Community stroke unit beds opened 

 



2006  Audit : 89% of patients reaching stroke unit with a median 
of 1 day (32% within 4 hrs) 
 
This progressed to current state of 80% of patients reaching 
stroke unit within 4hrs of arrival in Hospital. 
 
2008 ESD one of 3 key priorities for Stroke strategy group 
Suggested a review of post acute stroke care – facilitated by PCT 
Produced a report recommending Community/ESD stroke team, 
Clinical psychology and 6 month reviews. 
 
Partnership board between PCT (who ran community services) 
and Acute Trust 
 
Costs for services established 

 
 
 



2009 Clinical psychology posts funded (1 WTE) 
Sept 2009 : “Funding evaporated”! 
 
Still no ESD service 
 
ARNI (Action for rehabilitation from Neurological Injury) and 
communication support groups 
 
2009-2012 Papers on Stroke ESD continued to be circulated but 
no actual progress made. 
Transitional period. Vertical integration so Acute Trust took on 
Community Health services and emergence of CCG structures. 

 



2012 IMPROVE (Integrated Proactive Management of 
Vulnerable Elderly) 
Stroke ESD managed to get imbedded in the programme 
Part of the process was closure of 2 community hospital units so 
this took time and public consultation. 
 
However The Stroke ESD team was so often mentioned in the 
process and the literature that it was clear it would actually be 
funded. 
 
2015 Team in place and took first patient on 17th march 
Community hospital beds reduced to 12 , consolidated onto one 
site. 
Revised staffing to enable 7 day therapy working in both 
Community hospital and ESD. 
 



• Shown that stroke ESD can reduce long-term mortality 
and institutionalisation rates for up to 50% and lower 
overall costs 

• Home is the most appropriate environment 
• More emphasis on psychological and social issues 
• Involvement and empowerment of patients and carers 
• Less isolation 
• Team started March 2015 after being commissioned by 

Middlesbrough, Redcar and Cleveland CCG 
 



Stroke ESD Team members 

Highly specialised therapists and generic rehabilitation 
assistants in: 
• Occupational therapy 
• Physiotherapy 
• Speech and Language therapy 
• Dietetics 
• Administration support 
• Stroke physician 
 



Other services linking with ESD 

• Stroke association 
• Reablement (Middlesbrough) 
• Recovery and Independence Team (Redcar) 
• Neuro-psychology 
• District nurses 
• GPs 
• Social Workers 
 



Current stroke pathway 

• Patient identified as having had a stroke 
• Admission to acute stroke unit ward 28 JCUH 
• Medical management of stroke, assessment for 

suitability of rehabilitation post stroke 
• Rehabilitation – community hospital at Redcar 

Primary Care Hospital and / or home with stroke 
ESD 
 





Referral criteria for stroke ESD 

• Confirmed diagnosis of new stroke 
• Medically stable 
• Patient consent to ESD input 
• Ability to transfer alone or with assistance of one  
• No severe disability/medical conditions prior to stroke 
• Residual stroke deficits – need rehabilitation 
• Continent for 24 hours (well managed) 
• Established feeding regime 
• Referral made from ward 28 or Zetland ward at RPCH 

 
 

 
 
 



Patient journey through stroke ESD 

• Miss A – Left TACS infarct admitted to ward 28 
 
• Right sided weakness in upper and lower limb 
 
• Dysphasia 
 
• Tonal problems (right side) 
 
• Transferred to ESD after 8 weeks in hospital (acute ward and 

community hospital) 
 
 
 



Miss A 
Seen by OT, PT, SALT  and generic rehabilitation assistants 
for 6 weeks working on: 
• Washing and dressing, meal preparation, accessing the 

community 
• Improving function of upper limb, mobility and balance 

practice, managing altered tone 
• Working on written language (spelling and sentence 

writing) 
• Was also seen by neuro psych due to low mood 
  
 
 

 
 



• On discharge – independent with washing and dressing 
and simple meal preparation 

• Independently mobile with 1 stick indoors  
• Now producing sentences, spelling has improved and 

has been referred to Outpatients speech  
• Referred onto Adult neuro team  
• Referred onto mobile rehab team 
• Referred for Botox to assist with tonal problems 

 



Statistics 
• Since April 2015 190 patients have been discharged 

alive from Ward 28 
 
• 68 patients had the support of ESD (36%) 
 
• Length of stay has decreased (median LOS); 
 2013/14 – 8.2     2015/16  April-August – 5.1 
All patients remain at home on discharge from ESD 
 



Patient Survey Feedback 
• ‘The care and support given was lovely and has really helped 

with recovery’ 
• ‘Very professional team, who explained everything they did’ 
• ‘Their knowledge and support was excellent and greatly 

appreciated’ 
• ‘This service is invaluable and should continue’ 
• ‘They are very caring and no amount of questions were too 

much’ 
• ‘Staff were both helpful and prompt, this gave me a positive 

attitude in my own home and outside’ 
• ‘I felt my sessions were very personalised and it was made 

clear what I had to do and what the benefits were’ 
 



Life after ESD 
• ESD input is for up to 6 weeks 
Onward referral to:  
• Mobile Rehabilitation Team (Middlesbrough and 

Redcar) 
• Adult neuro-rehab team (vocational) 
• Exercise on prescription 
• Stroke association groups 
• Social Care – occupational therapists 
• Smaller outside agencies- Independent age, befriending 

services  
 



Any Questions? 
 
 

Thank you for listening 



Stroke Helpline 0303 3033 100 
stroke.org.uk 

 
 
 
 

Chris Larkin & Sarah Platt 
 



Stroke Helpline 0303 3033 100 
stroke.org.uk 
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Stroke Helpline 0303 3033 100 
stroke.org.uk 

Stroke has a massive and sudden 
impact 

73% of stroke survivors lack confidence[1] 

90% of the time an average stroke survivor 
must manage their recovery alone 
 

48% lack motivation  

74% left hospital feeling isolated 

63% live in fear of another stroke 
 

44% had broken up with their partner or 
considered doing so – therefore impacting 
on care 



Stroke Helpline 0303 3033 100 
stroke.org.uk 

The Cost of Stroke 
The latest study on the economic costs 
in the U.K. from a societal perspective 
totals around £9 billion a year 

Direct NHS costs are approximately £4.38 
billion a year 

Informal care costs are estimated to be 
£2.42 billion a year 

Productivity losses (i.e. income lost) due to 
care, disability and death are estimated to 
be approximately £1.33 billion  

Benefit payments total approximately 
£841m  



Stroke Helpline 0303 3033 100 
stroke.org.uk 

 

90% of the time stroke survivor  will be  
managing their recovery alone 
 



Stroke Helpline 0303 3033 100 
stroke.org.uk 



Stroke Helpline 0303 3033 100 
stroke.org.uk 
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76% of 
Britons go 
online on 
a daily 
basis 

Access to the 
Internet using a 

mobile phone more 
than doubled 

between 2010 and 
2014, from 

24% to 58%. 

In Great Britain, 22 million households 
(84%) had internet access in 2014, up 
from 57% in 2006 



Stroke Helpline 0303 3033 100 
stroke.org.uk 

…More than 
40% of 

pensioners 
are now 
online at 

home 

The over 65’s 
are the fastest 
growing age 
group to get 

online… 

For adults aged 55 to 64 the 
use of social networking 
rose from 29% in 2013 to 
37% in 2014 



Stroke Helpline 0303 3033 100 
stroke.org.uk 



Stroke Helpline 0303 3033 100 
stroke.org.uk 

Accessing the Guide 
• Research has shown that a human 

element is vital for the most effective self-
management 

• The Guide is introduced by a coordinator 
• Encourage to use 
• Set-up user through CRM and in person 
• Give assistance 
• Enable effective goal-setting 
• Monitor progress remotely 
• Coordinator can add/remove connections 

between users e.g carers, family members 
and stroke survivors 

• Ensure feedback is given through survey; 
Day 1, 3 months, 6 months, annually 



Stroke Helpline 0303 3033 100 
stroke.org.uk 

We have put in a number of steps which will help people 
use the Guide:  
1) Video Tutorials 
2) Everyone given a Quick Start Guide and a longer ‘How 

to Use the Guide’ manual 
3) FAQ’s  

 

• If people contact you with a technical query you can 
forward them to the My Stroke Guide team  

• We will give a separate helpline phone number for My 
Stroke Guide  queries 

Help Using the Guide 



Stroke Helpline 0303 3033 100 
stroke.org.uk 

http://mystrokeguide.com/


Stroke Helpline 0303 3033 100 
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Thrombectomy 



Results summary 

 NNT varies between 4 and 8 
 Median time overall stroke to groin puncture 

about 4 hours 
 No impact on mortality 
 Insufficient data for subgroup analysis e.g. 

impact of time on effectiveness (await ,meta-
analysis 



Trial Recruitment Rates 
TRIAL  RECRUITMENT 

(NUMBER/CENTRE/
YEAR) 

MR CLEAN 9.6 

EXTEND 3.5 

ESCAPE 17 

SWIFT-PRIME 2.5 

RAVSCAT 25 

 All centres clearly highly 
selective 



Endovascular Treatment for Stroke: 
Unanswered questions 

 How many suitable in real life? St Georges in London offering 
service to SW London and Surrey treat on average 2/month 

 If try to calculate those that might benefit 
 Suitable for IV thrombolysis – 12.6% according to RCP 

criteria 
 Prior Rankin 2 or less – 81% 
 Arrive within 0-3 hours of onset symptoms 80% of 

thrombolysed 
 Don’t respond to IV thrombolysis - 86%  
 Have proximal vessel occlusion – approx. 25% 

unresponsive to IV tPA 
 

Reduces the percentage of potentially eligible to about 2% 
if the total or 1600 in England/yr. Between 2-400 patients 

would benefit if made available to everyone 
 





Options for delivery of thrombectomy 
Core principles 

 Treatment should be by a team with the necessary skills – 
diagnosis and decision to treat, interventionist, 
anaesthetist, theatre technicians, theatre nurse, post op 
care 

 Patients should only be treated routinely if fit the criteria 
used in the trials. Anyone else not treat or enter into trials 

 All patients treated should have data entered into register 
for quality monitoring 

 The stroke service should have well established and 
effective basic stroke services 

 Equity of services across the week and across the country 



What do we need to deliver IA 
treatment in England? 

 Interventionists avaialble 24/7 
 Vascular technicians available 24/7 
 Anaesthetist available immediately 
 Vascular suite 
 Additional costs of on call rotas for 

interventionists, nurses, technicians, 
anaesthetists. Plus additional treatment costs 
£14,000 per patient 

 We should be aiming to deliver but how? 



Models of care 

 All acute stroke patients taken to a centre capable 
of delivering thrombectomy 
 Currently about 150 hospitals in England provide 

acute stroke care including IV tPA 
 If continued with all these would require about 900 

interventionists and support staff 
 If reduced the acute centres to a manageable number 

– approx. 50 then each centre would be treating 
average of 1600 patients a year 
 Long travel times for some might negate positive 

benefits thrombectomy 



Models of care 

 Drip and ship 
 50 hubs being fed by 2-3 HASUs 
 Start IV tPA, CTA on site with scans interpreted 

locally 
 Decision to send to centre – ambulance critical 

transfer accompanied by suitable qualified staff to 
deal with stroke complications during transfer 
 Image transfer arrangements 
 Delaying stroke to groin puncture time likely to 

reduce benefit of treatment 



Staffing the Hub 

 6 interventionists per centre 
 Neuro-radiologists. Only 100 consultants at present. 

Would need minimum of 300. What would they do 
during the day? 
 Interventional radiologists? But not many services 

24/7 but being developed 
 Cardiologists, but why would they want to take it on 

with additional training requirements 
 Stroke physicians – lots of additional training time and 

costs. Is a physician who wants to do thrombectomy 
going to be the physician you would want who 
actively manages the rest of the pathway? 



Models of care 

 Just treat those patients who happen to arrive 
a the right place at the right time 



Models of Care 

 The London proposal 
 Currently 6 centres with some interventional 

neuroradiology. Total of about 25 consultants 
 2-3 hubs providing 7 day 8am -10pm service 

taking it in turns to take the out of normal working 
hours patients 
 Patients taken to one of 8 HASUs. IV treatment 

started and transferred to thrombectomy centre 



How do we get a service established? 

 NICE approval of the evidence including cost 
effectiveness information 

 Tariff agreed with Monitor/specialist 
commissioning 

 Agree core competencies and training 
programmes 

 Agree standards for maintaining skills – minimum 
number of procedures/year 
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