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Managed networks supporting stroke care – why every pathway needs one
What is an Operational Delivery Network?
Operational Delivery Networks (ODN) were historically created under the auspices of NHS England, with examples found in major trauma, critical care and paediatrics. In 2020, new Integrated Stroke Delivery Networks (ISDN) will be established across England that will perform a similar role.
ODNs are managed networks that focus on the operational elements of service delivery including:
· Ensuring effective clinical flows and care pathways through the provider system with clinical collaboration and coordination between providers
· Taking a whole system collaborative provision approach to ensuring the delivery of safe and effective services across the patient pathway, adding value for all its stakeholders
· Improving cross-organisational multi-professional clinical engagement and patient/carer engagement to improve pathways of care
· Enabling the development of consistent provider guidance and improved service standards, ensuring a consistent patient and family experience
· Focusing on quality and effectiveness through facilitation of comparative benchmarking and auditing of services, with implementation of required improvements
· Fulfilling a key role in assuring providers and commissioners of all aspects of quality as well as coordinating provider resources to secure the best outcomes for patients across wide geographic areas
· Supporting capacity planning and activity monitoring with collaborative forecasting of demand and matching of demand and supply
The Greater Manchester Stroke Operational Delivery Network (GMSODN) is a non-statutory body, constituted from all NHS stroke provider organisations across the region including the Ambulance Service. It is hosted by Salford Royal Foundation Trust on behalf of the other providers. 
The network brings together other key stakeholders (e.g. voluntary sector, Strategic Clinical Networks, academia, Academic Health Science Networks, industry etc) to facilitate a collaborative approach to improvement of stroke services across the whole care pathway, including prevention. Its vision is to support the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. It does this by:
· Working collaboratively with our stakeholders
· Facilitating transformational change through effective partnership working
· Being patient centred
· Encouraging the early adoption of evidence in stroke services

How does it operate?
The network is governed by a Board that oversees strategy and performance of the network with much of the work carried out through other meetings:
Board – Responsible for delivery of ODN strategy and work plan


Patient and Carer Group – provides advice and support for strategy and activities
Clinical Effectiveness Group – Oversees service improvement work, Subgroups and task and finish groups report to it


Subgroups – Includes rehabilitation, training and education subgroups and Sector Forums



[bookmark: _MON_1630232176][bookmark: _MON_1630232196]  
Task & Finish Groups – Time limited groups for specific work packages/issues: continence; driving advice; secondary prevention; vocational rehabilitation; better discharge; SLT; enabling digital technology in teams; re-ablement; 6 month reviews; spasticity; FND; mood & cognition
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The network also helps facilitate peer support groups for SLT, dietitians and clinical psychology.

How is it staffed?
The GMSODN is managed by a small team who work to empower and activate others. The full time team comprises of a Manager, Co-ordinator, Administrator (shared 50% with the Greater Manchester Neuro Rehabilitation Operational Delivery Network (GMNRODN)) supported by a Hospital Clinical Lead and a Community Clinical Lead on a sessional basis. The team are based at the host organisation and travel across the region.
The network initially had two hospital leads but found that expertise in community services was critical in ensuring the post-acute care pathway was developed appropriately. Senior clinical leadership in community is often invisible, and a barrier to improvement in this setting in terms of providing a role model for local community clinicians, and also in leading improvement with commissioners and providers. 

How much does it cost?
The GMSODN is provider funded, although other ODNs include NHS specialised commissioning or local CCG funding. The budget for 2017/18 was:
	Pay
	WTE
	Grade
	

	ODN Manager
	1
	NHS8b
	

	Co-ordinator
	1
	NHS7
	

	Administrator
	0.5
	NHS4
	

	Clinical Lead: Hospital
	1 PA
	Consultant
	

	Clinical Lead: Community
	0.1
	NHS8b
	

	Total
	 
	 
	£160,000

	 
	 
	 
	 

	Non pay
	 
	 
	 

	Hosting costs
	 
	
	£10,000

	Training & education
	
	
	£15,000

	Communication & engagement
	
	
	£3,000

	Patient & carer involvement
	
	
	£5,000

	IT & phones
	
	
	£500

	Travel
	
	
	£6,000

	Sundries
	
	
	£500

	Total
	
	
	£40,000

	
	
	
	

	Grand total
	
	
	£200,000



What does the network do?
The ODN Board is responsible for ensuring successful delivery of the networks’ strategy and plans of work, with the Groups that feed into the Board helping deliver the outputs. The strategy helps deliver the vision of the network and can be mapped to the patient’s journey, underpinned by some cross cutting themes. 
The main focus of the network in its first year of operation was supporting, sustaining and measuring the performance of the re-designed acute pathway, however, work in year has broadened to include service improvement of the pre-hospital pathway, community services, as well as the prevention of stroke.
Current areas of work are outlined in our strategy and work plan with previous work detailed in our annual reports:




 
1. Prevention
Secondary prevention focuses on:
· Ensuring stroke units discharge patients according to the clinical guideline for stroke
· Ensuring appropriate information for managing risk is passed effectively between clinical teams
· Ensuring stroke patients are seen by a primary care or community clinician by 2 weeks after discharge following a stroke, to review their risks and take action if needed
Work seeks to empower patients to self-manage and take ownership of their own risk and ties in with relevant local and national public health initiatives.

2. Pre-hospital
Stroke can be difficult to diagnose and can result in patients being taken to the wrong hospital if recognition of stroke is poor. Incorrect conveyance can also occur if ambulance crews do not comply with the requirements of the Greater Manchester stroke pathway. The training and education of ambulance staff in the symptoms of stroke and the stroke pathway is key to ensuring the correct conveyance of patients to hospitals in the region, reducing the number of stroke “mimics”. 

3. Hospital stroke care 
The fully centralised acute care pathway in Greater Manchester launched in 2015. The network continues to focus on its development and refinement, including:
· Using SSNAP information and other audits to assess pathway performance and inform service improvements
· Ensuring patient flow is maintained through effective repatriation and reducing delayed discharges
· Improvements in management of ICH
· Improving handover of information between clinical teams
· Improving rehabilitation care 
· Implementing a regional Intra Arterial Thrombectomy service and 7 day TIA services

4. Community rehabilitation
There is significant variation in the support provided by specialist community services in the region. The GMSODN is undertaking transformation by implementing an integrated model of specialist community care in conjunction with the GMNRODN. 


The network has developed and implemented outcome measures that will enable benchmarking and assessment of community services across the region. It will use these data to inform service improvements with providers and commissioners to help drive change as there is limited data available for community at present.


Other work to improve community services supported by the Rehabilitation subgroup includes:
6 month reviews
Digital health & technology
Driving advice
Multi-Disciplinary Team (MDT) working
Sleep and post stroke fatigue
Spasticity management
Visual impairment
Vocational rehabilitation
Voluntary services directory

Other cross cutting work:
1. Engagement and communication
Effective engagement is key to a successful network, helping to facilitate collaboration and a system wide approach. The GMSODN supports meetings and events that bring stakeholders together, communicates via Twitter (@GMStrokeODN), publishes a regular online bulletin and keep its website up to date.

2. Patient and care involvement
The GMSODN Patient and Carer Group was established in 2016, and comprises of members with different experiences of stroke from across the region. It is chaired by the patient Co-Chair of the Board and facilitated by a voluntary sector expert. The group meets 4 times a year and helps support the work of the network in a wide range of areas such advising on implementation of services or on the appropriate format/language of public facing materials such as posters. The group actively also helps direct the strategy and plans of the ODN. The GMSODN also works very closely with Stroke Association and three local voluntary sector organisations supporting stroke survivors and carers. 

3. Training and education
The GMSODN Training and Education subgroup is responsible for ensuring there is an ongoing regional programme of training events for experienced local staff. There is now co-ordination of Trust led introductory training days to share the administrative burden across local organisations whilst maximising opportunities for new starters. The network also maintains a website for training and education that signposts to other resources, events and has information on competency frameworks. 
An online training tool has been developed and is hosted on a Moodle platform with training packages for a range of professionals. 
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Greater Manchester Stroke Operational Delivery Network Board

Terms of Reference



1. Context

Operational Delivery Networks (ODNs)1 cover specialty areas of care delivered at particular points in the patient pathway. They work to ensure there is equity of access to resources offered by providers across wide geographical areas, together with consistency of treatment and improved outcomes for patients and focus on the operational elements of care delivery. ODNs work closely with Strategic Clinical Networks who oversee the strategic development of services, and also with commissioners who fund them.

The Greater Manchester Stroke Operational Delivery Network (GMSODN) was established in July 2015 and is a non-statutory body, constituted from all public sector stroke provider organisations across Greater Manchester and the North West Ambulance Service NHS Trust. Providers, in partnership with the GMSODN Host Organisation Salford Royal NHS Foundation Trust, are collectively responsible for delivery of the functions of the ODN. 



2. Vision

Supporting the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. We will do this by:

· Working collaboratively with our stakeholders

· Facilitating transformational change through effective partnership working

· Being patient centred

· Encouraging the early adoption of evidence in stroke services



3. Values and principles

The GMSODN will work in line with the Principles of Public Life (Nolan Principles):

		Principles 



		ODN Board Members should:



		Selflessness

		Act solely in terms of the public interest. They should not do so in order to gain financial or other benefits for individuals or organisation. 



		Integrity

		Not place themselves under any financial or other obligation to outside individuals or organisations that might seek to influence them in the performance of the relevant service/ODN.



		Objectivity

		Make recommendations based on evidence and merit.



		Accountability

		Submit themselves, their decisions and actions to whatever scrutiny is appropriate to their office



		Openness

		Be as open as possible about all the decisions and actions taken. Members should give reasons for their decisions and restrict information only when the wider public interest clearly demands it. 



		Honesty

		Declare any private interests relating to duties and to take steps to resolve any conflicts arising in a way that protects the public interest. 



		Leadership

		Promote and support these principles by leadership and example.





4. Purpose of the ODN

The GMSODN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke services that is patient centred, evidenced based and focused on delivering transformational change. This will include supporting the delivery of the centralisation of acute stroke services programme.

The focus of the network is the operational aspects of stroke care delivery and key success factors will be:

· Improved access to and egress to/from services at the right time

· Improved operating consistency

· Improved outcomes

· Increased productivity

The GMSODN will oversee and manage a collectively agreed plan of work that will work to:

· Ensure effective clinical flows and care pathways through the provider system with clinical collaboration and coordination between providers

· Take a whole system collaborative provision approach to ensuring the delivery of safe and effective services across the patient pathway, adding value for all its stakeholders

· Improve cross-organisational multi-professional clinical engagement and patient/carer engagement to improve pathways of care

· Enable the development of consistent provider guidance and improved service standards, ensuring a consistent patient and carer experience

· Focus on quality and effectiveness through facilitation of comparative benchmarking and auditing of services, with implementation of required improvements

· Fulfil a key role in assuring providers and commissioners of all aspects of quality as well as coordinating provider resources to secure the best outcomes for patients across wide geographic areas

· Support capacity planning and activity monitoring with collaborative forecasting of demand and matching of demand and supply.



5. Role of the Board

The GMSODN Board will provide strategic oversight for the development and implementation of operational plans by the GMSODN and will ensure that it delivers its objectives and fulfils its purpose. It will work closely with the Greater Manchester, Lancashire & South Cumbria Cardiovascular Disease Strategic Clinical Network who lead the wider strategic policy and direction for stroke services in the region.

The Board will continue the work of the Joint Implementation Board and will be responsible for monitoring the progress of the centralisation of acute stroke services programme including ensuring deliverables are met within agreed timescales and finances.

The ODN Board will achieve its aims by:

· Supporting a culture of collaboration, partnership working and effective communication between the GMSODN, provider organisations and other stakeholders involve with the stroke care pathway in Greater Manchester

· Setting direction and supporting the establishment of the GMSODN in Year 1

· Agreeing an annual work plan for the GMSODN and supporting the GMSODN team in its delivery

· Monitoring progress of the GMSODN by regularly reviewing performance

· Reviewing and mitigating risks to GMSODN business

· Providing clear direction and oversight of each Board subgroup

· Ensuring patient and carer views are embedded into GMSODN business

· Providing a forum to raise and address concerns relating to service quality, delivery, capacity and outcomes

· Holding organisations to account for implementation of Board decisions through the escalation process as specified in the Greater Manchester Stroke ODN Governance Framework2

· Acting in accordance with the values and principles as outlined in the ODN Memorandum of Understanding1



6. Governance arrangements

The GMSODN Board operates within its Governance Framework2. It is accountable to the Host Organisation Chief Executive Officer and the Greater Manchester CCGs, but also reports to the Greater Manchester, Lancashire & South Cumbria Cardiovascular Disease Strategic Clinical Network. 

A number of GMSODN Groups report into the Board including the Clinical Effectiveness Group, other Sub Groups and also time limited Task and Finish Groups.
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ODN Board – Responsible for delivery of ODN strategy and work plan

Clinical Effectiveness Group – Oversees service improvement work

Subgroups – Sector Forums (forum for operational issues) plus others tbc

Task & Finish Groups – Time limited groups for specific work packages/issues



7. Membership 

The Board will elect two Co-Chairs. One will be professional and the other a patient or carer representative and they will work together to chair the Board, sharing duties as they see fit. The tenure of the Co-Chairs will be two years.

The Board consists of representatives able to authorise plans and commit resources on behalf of their organisations. Collectively they provide clear direction and leadership for ODN teams and functions. 

Board members are chosen to represent their particular group of organisations on behalf of the patient pathway. Board members have a responsibility to implement Board decisions within their own organisations and to report progress back to the Board.

Each member must identify a nominated deputy of sufficient seniority who shall attend only if the member is unavailable. Details of substitutions must be provided to the ODN Manager in advance of meetings.



Members (20 in total with voting rights)

Two Co-Chairs (1 professional and 1 lay member)

Host organisation senior representative 

ODN Clinical Leads

ODN Manager

One representative from each Hyper Acute Stroke Unit, at least Clinical Lead or Directorate Manager level

One representative from two nominated District Stroke Centres, at least Clinical Lead or Directorate Manager level, representatives from other DSCs may attend with speaking rights

NWAS representative

Two senior community rehabilitation representatives (ideally at grade 8a or above) 

Senior representative, Strategic Clinical Network 

Clinical Lead for Stroke, Strategic Clinical Network

Two CCG representatives

One patient or carer representative/advocate (in addition to co-chair)

Local Authority representative 



Additional members may be co-opted at times. Quorum will be achieved when at least 40% of Board members or nominees are present at Board meetings (i.e. at least 8 people), which must include a Chair.



8. Meetings

A Co Chair shall preside as chairperson at every Board meeting. No business shall be transacted at any Board meeting unless a quorum of members is present. If quorum is not achieved within fifteen minutes from the time appointed for a Board meeting, the meeting shall stand adjourned.

The frequency of meetings will be quarterly. Extraordinary meetings may be added. 

Administrative support for the meetings will be provided by the ODN. Papers for each meeting will be circulated no less than seven working days prior to the meeting. Formal minutes will be taken and circulated in draft form within 14 working days of each meeting. These minutes will be publicly available upon request, subject to appropriate consideration of any restricted/sensitive items. 

There will be no provision of funding for time or travel for members, except travel expenses for lay members will be reimbursed from the ODN budget.

9. References

1. NHS England Operational Delivery Network Memorandum of Understanding (Partnership Agreement) FINAL 30th January 2014

2. Greater Manchester Stroke ODN Governance Framework 
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Greater Manchester Stroke Operational Delivery Network 

Clinical Effectiveness Group Terms of Reference



1. Context

Operational Delivery Networks (ODNs)1 cover specialty areas of care delivered at particular points in the patient pathway. They work to ensure there is equity of access to resources offered by providers across wide geographical areas, together with consistency of treatment and improved outcomes for patients and focus on the operational elements of care delivery. ODNs work closely with Strategic Clinical Networks who oversee the strategic development of services, and also with commissioners who fund them.

The Greater Manchester Stroke Operational Delivery Network (GMSODN) was established in July 2015 and is a non-statutory body, constituted from all public sector stroke provider organisations across Greater Manchester, including East Cheshire NHS Trust and North West Ambulance Service NHS Trust. Providers, in partnership with the GMSODN Host Organisation Salford Royal NHS Foundation Trust, are collectively responsible for delivery of the functions of the ODN.



2. Vision

Supporting the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. We will do this by:

· Working collaboratively with our stakeholders

· Facilitating transformational change through effective partnership working

· Being patient centred

· Encouraging the early adoption of evidence in stroke services



3. Values and principles

The GMSODN will work in line with the Principles of Public Life (Nolan Principles):

		Principles 



		ODN Board Members should:



		Selflessness

		Act solely in terms of the public interest. They should not do so in order to gain financial or other benefits for individuals or organisation. 



		Integrity

		Not place themselves under any financial or other obligation to outside individuals or organisations that might seek to influence them in the performance of the relevant service/ODN.



		Objectivity

		Make recommendations based on evidence and merit.



		Accountability

		Submit themselves, their decisions and actions to whatever scrutiny is appropriate to their office



		Openness

		Be as open as possible about all the decisions and actions taken. Members should give reasons for their decisions and restrict information only when the wider public interest clearly demands it. 



		Honesty

		Declare any private interests relating to duties and to take steps to resolve any conflicts arising in a way that protects the public interest. 



		Leadership

		Promote and support these principles by leadership and example.





4. Purpose of the ODN

The GMSODN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke services that is patient centred, evidenced based and focused on delivering transformational change. This will include supporting the delivery of the centralisation of acute stroke services programme.

The focus of the GMSODN will be the operational aspects of stroke care delivery and key success factors will be:

· Improved access to and egress to/from services at the right time

· Improved operating consistency

· Improved outcomes

· Increased productivity

The GMSODN will oversee and manage a collectively agreed plan of work that will work to:

· Ensure effective clinical flows and care pathways through the provider system with clinical collaboration and coordination between providers

· Take a whole system collaborative provision approach to ensuring the delivery of safe and effective services across the patient pathway, adding value for all its stakeholders

· Improve cross-organisational multi-professional clinical engagement and patient/carer engagement to improve pathways of care

· Enable the development of consistent provider guidance and improved service standards, ensuring a consistent patient and carer experience

· Focus on quality and effectiveness through facilitation of comparative benchmarking and auditing of services, with implementation of required improvements

· Fulfil a key role in assuring providers and commissioners of all aspects of quality as well as coordinating provider resources to secure the best outcomes for patients across wide geographic areas

· Support capacity planning and activity monitoring with collaborative forecasting of demand and matching of demand and supply.

Specifically, this will include continuing to support and deliver on the aim and objectives of the centralisation of acute stroke services programme implemented in April 2015.



5. Role of the Clinical Effectiveness Group

The GMSODN Clinical Effectiveness Group (CEG) will continue to build on the work of the Joint Implementation Team and District Stroke Centre Forum and help deliver the vision and objectives of the GMSODN. The CEG will be responsible for supporting the continued development of high quality stroke services across the whole patient care pathway and will focus on service improvement, clinical effectiveness and governance, and delivery of the centralisation of acute stroke services programme.

The CEG will:

· Facilitate and promote the sharing of best practice and partnership working between provider organisations and other stakeholders, including patients and carers

· Support the development of a person-centred stroke pathway in Greater Manchester that meets service specifications, adheres to national standards, is evidence based and delivers the highest quality of care in terms of patient outcomes and experience

· Oversee the implementation of nationally set priorities and standards

· Develop and oversee service improvement activities using appropriate information to help inform and prioritise a programme of work

· Encourage compliance and utilisation of audit information and research evidence to enhance service improvement work in individual provider organisations, the three Sectors and across the Greater Manchester stroke pathway

· Support and approve the development of appropriate local standards/protocols/pathways and oversee their implementation

· Lead on the clinical effectiveness and governance of the Greater Manchester stroke pathway including:

· Ensuring robust processes are in place

· Regularly reviewing relevant information such as the SSNAP audit and advising on necessary actions

· Managing risk across the stroke service including responsibility for a Greater Manchester wide risk register

· Review of reported incidents and complaints at a strategic level and identifying and acting upon trends and serious concerns

· Instigate task and finish groups to undertake specific pieces of time limited work

· Involve patients and carers wherever possible and adopt a patient centred approach

With regards to the centralisation programme, the CEG will:

· Advise on the programme and maintain strategic oversight of its delivery

· Facilitate communication and collaboration between providers and other stakeholders

· Oversee delivery milestones and ensure the programme is delivered in accordance with agreed milestones and finances

· Identify and advise on the management of risks associated with the programme

· Review the benefits of the programme and encourage future service developments by supporting the transition into “business as usual” across the region



6. Governance arrangements

The CEG operates within the GMSODN Governance Framework2 and reports directly to the GMSODN Board on a quarterly basis.
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ODN Board – Responsible for delivery of ODN strategy and work plan

Clinical Effectiveness Group – Oversees service improvement work

Subgroups – Sector Forums (forum for operational issues) plus others tbc

Task & Finish Groups – Time limited groups for specific work packages/issues

The CEG will be responsible for establishing and agreeing the Terms of Reference for new Sub Groups. The Sub Groups themselves will be responsible for establishing and delivering a plan of work that will be reported back on a regular basis via the Chair who will attend the CEG.



7. Membership 

The CEG will be chaired by a GMSODN Clinical Lead, with the second Clinical Lead acting as Vice Chair. 

Members are chosen to represent their particular group of organisations on behalf of the patient pathway. Members have a responsibility to implement CEG decisions within their own organisations and to report progress back to the CEG. 

Each member must identify a nominated deputy of sufficient seniority who shall attend only if the member is unavailable. Details of substitutions must be provided to the ODN Manager in advance of meetings.



Members

ODN Clinical Leads

ODN Manager

Hyper Acute Stroke Centre representative (Senior Manager and/or Clinical Lead)

District Stroke Centre representative (Senior Manager and/or Clinical Lead)

Chair of Rehabilitation Subgroup

Chair of Training & Education Subgroup

Voluntary sector organisation representative

2 Rehabilitation representatives

Clinical Lead for Stroke, Strategic Clinical Network

3 CCG representatives

Clinical Research Network: Greater Manchester Stroke Lead



Additional members may be co-opted at times.

Quorum will be achieved when at least 40% of CEG members or nominees are present. 



8. Meetings

The Chair or Vice Chair shall preside as chairperson at every meeting. No business shall be transacted at any CEG meeting unless a quorum of members is present. If quorum is not achieved within fifteen minutes from the time appointed for a CEG meeting, the meeting shall stand adjourned.

The frequency of meetings will be bimonthly, to be reviewed after 6 months. Extraordinary meetings may be added. 

Administrative support for the meetings will be provided by the GMSODN. Papers for each meeting will be circulated no less than seven working days prior to the meeting. Formal minutes will be taken and circulated in draft form within 14 working days of each meeting. These minutes will be publicly available upon request, subject to appropriate consideration of any restricted/sensitive items. 

There will be no provision of funding for time or travel for members, except travel expenses for lay members will be reimbursed from the GMSODN budget.



9. References

1. NHS England Operational Delivery Network Memorandum of Understanding (Partnership Agreement) FINAL 30th January 2014

2. Greater Manchester Stroke ODN Governance Framework 
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Greater Manchester Stroke Operational Delivery Network 

Training & Education Subgroup Terms of Reference



1. Context

The Greater Manchester Stroke Operational Delivery Network (GMSODN) was established in July 2015 and is a non-statutory body, constituted from all public sector stroke provider organisations across Greater Manchester, including East Cheshire NHS Trust and the North West Ambulance Service NHS Trust.

2. Vision

Supporting the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. We will do this by:

· Working collaboratively with our stakeholders

· Facilitating transformational change through effective partnership working

· Being patient centred

· Encouraging the early adoption of evidence in stroke services



3. Values and principles

The GMSODN will work in line with the Principles of Public Life (Nolan Principles):

		Principles 



		ODN Members should:



		Selflessness

		Act solely in terms of the public interest. They should not do so in order to gain financial or other benefits for individuals or organisation. 



		Integrity

		Not place themselves under any financial or other obligation to outside individuals or organisations that might seek to influence them in the performance of the relevant service/ODN.



		Objectivity

		Make recommendations based on evidence and merit.



		Accountability

		Submit themselves, their decisions and actions to whatever scrutiny is appropriate to their office



		Openness

		Be as open as possible about all the decisions and actions taken. Members should give reasons for their decisions and restrict information only when the wider public interest clearly demands it. 



		Honesty

		Declare any private interests relating to duties and to take steps to resolve any conflicts arising in a way that protects the public interest. 



		Leadership

		Promote and support these principles by leadership and example.





4. Purpose of the ODN

The GMSODN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke services that is patient centred, evidenced based and focused on delivering transformational change. This will include supporting the delivery of the centralisation of acute stroke services programme.

The GMSODN will oversee and manage a collectively agreed plan of work that will work to:

· Ensure effective clinical flows and care pathways through the provider system with clinical collaboration and coordination between providers

· Take a whole system collaborative provision approach to ensuring the delivery of safe and effective services across the patient pathway, adding value for all its stakeholders

· Improve cross-organisational multi-professional clinical engagement and patient/carer engagement to improve pathways of care

· Enable the development of consistent provider guidance and improved service standards, ensuring a consistent patient and carer experience

· Focus on quality and effectiveness through facilitation of comparative benchmarking and auditing of services, with implementation of required improvements

· Fulfil a key role in assuring providers and commissioners of all aspects of quality as well as coordinating provider resources to secure the best outcomes for patients across wide geographic areas

· Support capacity planning and activity monitoring with collaborative forecasting of demand and matching of demand and supply.

5. Role of the Training & Education Subgroup

The group is a sub group of the GMSODN Clinical effectiveness Group. It will support the operational development and delivery of high quality, patient centred services for Greater Manchester stroke patients by ensuring the people involved in delivering these services are well supported through training and educational opportunities. The group will:

· Scope and collate current training provision for stroke, identify training needs and gaps in provision

· Develop new and/or co-ordinate existing training opportunities/materials and ensure local staff are made aware

· Develop/promote training competencies for stroke care

· Work with other stakeholders to address NHS staff shortages in stroke

· Encourage sharing of best practice and peer support

The subgroup will support:

· Discussion of cross organisational operational issues and development of appropriate solutions

· Sharing of best practice

· Peer support, networking and relationship building between organisations

· Identification of wider issues that may need referral to the GMSODN Clinical Effectiveness Group (and potentially the Board)

· Recognition of success

Members will be encouraged to be honest, open and respectful of others views, and act professionally whilst representing their organisations on the group. 



6. Membership 

Membership will be flexible and inclusive, but may be limited to one member per team/organisation depending on the size of the group. It will include NHS staff from different professional groups (e.g. medical, nursing, therapy, paramedic, GP), involved with stroke care at different points of the pathway such as pre-hospital, hospital and in the community. Members from other stakeholders such as third sector organisations may also be invited to join the group. Involvement with other relevant bodies such as Health Education England, Public Health England and the Strategic Clinical Networks will be encouraged.

Two co-chairs will be appointed by the group to help facilitate and lead the meetings, working closely with the GMSODN.

Members have a responsibility to implement the subgroups decisions within their own organisations and to report progress back to the subgroup. 

7. Meetings

A Chair shall preside as chairperson at every meeting. The frequency of meetings will be determined by the subgroup but will be no less than quarterly. Administrative support will be mostly provided by the GMSODN (organising the agenda, taking and sending out minutes, communicating meetings) however, members will take it in turns to offer venues and book rooms locally. Brief notes with action points should be taken at each meeting and provided to the GMSODN Clinical Effectiveness Group on a regular basis. There will be no provision of funding by the GMSODN for time or travel for members. 
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Greater Manchester Stroke Operational Delivery Network 

Rehabilitation Subgroup Terms of Reference



1. Context

The Greater Manchester Stroke Operational Delivery Network (GMSODN) was established in July 2015 and is a non-statutory body, constituted from all public sector stroke provider organisations across Greater Manchester, including East Cheshire NHS Trust and the North West Ambulance Service NHS Trust.

2. Vision

Supporting the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. We will do this by:

· Working collaboratively with our stakeholders

· Facilitating transformational change through effective partnership working

· Being patient centred

· Encouraging the early adoption of evidence in stroke services



3. Values and principles

The GMSODN will work in line with the Principles of Public Life (Nolan Principles):

		Principles 



		ODN Members should:



		Selflessness

		Act solely in terms of the public interest. They should not do so in order to gain financial or other benefits for individuals or organisation. 



		Integrity

		Not place themselves under any financial or other obligation to outside individuals or organisations that might seek to influence them in the performance of the relevant service/ODN.



		Objectivity

		Make recommendations based on evidence and merit.



		Accountability

		Submit themselves, their decisions and actions to whatever scrutiny is appropriate to their office



		Openness

		Be as open as possible about all the decisions and actions taken. Members should give reasons for their decisions and restrict information only when the wider public interest clearly demands it. 



		Honesty

		Declare any private interests relating to duties and to take steps to resolve any conflicts arising in a way that protects the public interest. 



		Leadership

		Promote and support these principles by leadership and example.





4. Purpose of the ODN

The GMSODN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke services that is patient centred, evidenced based and focused on delivering transformational change. This will include supporting the delivery of the centralisation of acute stroke services programme.

The GMSODN will oversee and manage a collectively agreed plan of work that will work to:

· Ensure effective clinical flows and care pathways through the provider system with clinical collaboration and coordination between providers

· Take a whole system collaborative provision approach to ensuring the delivery of safe and effective services across the patient pathway, adding value for all its stakeholders

· Improve cross-organisational multi-professional clinical engagement and patient/carer engagement to improve pathways of care

· Enable the development of consistent provider guidance and improved service standards, ensuring a consistent patient and carer experience

· Focus on quality and effectiveness through facilitation of comparative benchmarking and auditing of services, with implementation of required improvements

· Fulfil a key role in assuring providers and commissioners of all aspects of quality as well as coordinating provider resources to secure the best outcomes for patients across wide geographic areas

· Support capacity planning and activity monitoring with collaborative forecasting of demand and matching of demand and supply.

5. Role of the Rehabilitation Subgroup

The group will support the operational development and delivery of high quality, patient centred post stroke rehabilitation services in Greater Manchester. This will include developing effective processes, tools and procedures to support the care pathway, as well as improving communication and sharing of best practice amongst professionals and other stakeholders. The subgroup will support:

· Discussion of cross organisational operational issues and development of appropriate solutions

· Sharing of best practice

· Peer support, networking and relationship building between organisations

· Identification of wider issues that may need escalation to the GMSODN Clinical Effectiveness Group (and potentially the Board)

· Recognition of success

Members will be encouraged to be honest, open and respectful of others views, and act professionally whilst representing their organisations on the group. 

6. Membership 

Membership will be flexible and inclusive, but may be limited to one member per team/organisation depending on the size of the group. Membership may include clinical staff and staff from voluntary sector organisations involved in the rehabilitation of Greater Manchester stroke patients, both in a hospital and in a community setting. This encompasses staff from hospital stroke units, Early Supported Discharge and Community teams, as well as third sector organisations. A representative from the GMSODN will also attend.

Two co-chairs will be appointed by the group to help facilitate and lead the meetings, working closely with the GMSODN.

Members have a responsibility to implement the subgroups decisions within their own organisations and to report progress back to the subgroup. 

7. Meetings

A Chair shall preside as chairperson at every meeting. The frequency of meetings will be determined by the subgroup but will be no less than quarterly. Administrative support will be mostly provided by the GMSODN (organising the agenda, taking and sending out minutes, communicating meetings) however, members will take it in turns to offer venues and book rooms locally. Brief notes with action points should be taken at each meeting and provided to the referral to the GMSODN Clinical Effectiveness Group on a regular basis. There will be no provision of funding by the GMSODN for time or travel for members. 
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Greater Manchester Stroke Operational Delivery Network 

Sector Forum Terms of Reference



1. Context

The Greater Manchester Stroke Operational Delivery Network (GMSODN) was established in July 2015 and is a non-statutory body, constituted from all public sector stroke provider organisations across Greater Manchester, including East Cheshire NHS Trust and the North West Ambulance Service NHS Trust.

Stroke services in Greater Manchester are clustered into three sectors, each with a Hyper Acute Stroke Unit (HASU) (Salford Royal; Fairfield General and Stepping Hill Hospitals) serving local District Stroke Centres (DSC). 

2. Vision

Supporting the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. We will do this by:

· Working collaboratively with our stakeholders

· Facilitating transformational change through effective partnership working

· Being patient centred

· Encouraging the early adoption of evidence in stroke services



3. Values and principles

The GMSODN will work in line with the Principles of Public Life (Nolan Principles):

		Principles 



		ODN Members should:



		Selflessness

		Act solely in terms of the public interest. They should not do so in order to gain financial or other benefits for individuals or organisation. 



		Integrity

		Not place themselves under any financial or other obligation to outside individuals or organisations that might seek to influence them in the performance of the relevant service/ODN.



		Objectivity

		Make recommendations based on evidence and merit.



		Accountability

		Submit themselves, their decisions and actions to whatever scrutiny is appropriate to their office



		Openness

		Be as open as possible about all the decisions and actions taken. Members should give reasons for their decisions and restrict information only when the wider public interest clearly demands it. 



		Honesty

		Declare any private interests relating to duties and to take steps to resolve any conflicts arising in a way that protects the public interest. 



		Leadership

		Promote and support these principles by leadership and example.





4. Purpose of the ODN

The GMSODN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke services that is patient centred, evidenced based and focused on delivering transformational change. This will include supporting the delivery of the centralisation of acute stroke services programme.

The GMSODN will oversee and manage a collectively agreed plan of work that will work to:

· Ensure effective clinical flows and care pathways through the provider system with clinical collaboration and coordination between providers

· Take a whole system collaborative provision approach to ensuring the delivery of safe and effective services across the patient pathway, adding value for all its stakeholders

· Improve cross-organisational multi-professional clinical engagement and patient/carer engagement to improve pathways of care

· Enable the development of consistent provider guidance and improved service standards, ensuring a consistent patient and carer experience

· Focus on quality and effectiveness through facilitation of comparative benchmarking and auditing of services, with implementation of required improvements

· Fulfil a key role in assuring providers and commissioners of all aspects of quality as well as coordinating provider resources to secure the best outcomes for patients across wide geographic areas

· Support capacity planning and activity monitoring with collaborative forecasting of demand and matching of demand and supply.

5. Role of the Sector Forum

The three Sector Forums (NW & Central, Southern and NE) provide a platform for dialogue and relationship management between the HASU and its DSCs. The meetings should be open, honest, constructive and respectful, and focused on solving problems and overcoming operational difficulties in a positive way. The Forums are a sub group of the GMSODN Clinical Effectiveness Group and will support:

· Discussion of cross organisational operational issues, e.g. repatriation of patients

· Development of appropriate solutions

· Peer support

· Sharing of best practice

· Networking and relationship building between organisations

· Identification of wider issues that may need referral to the GMSODN Clinical Effectiveness Group (and potentially the Board)

· Recognition of success

6. Membership 

Each Forum will be chaired by the GMSODN. Membership will be flexible and each provider should ensure adequate representation at every meeting. Membership could include:

· Managers/Leads of stroke services

· Nurses, therapists and medical staff involved with stroke care

· Early Supported Discharge and community staff

Members have a responsibility to implement Forum decisions within their own organisations and to report progress back to the Forum. 

7. Meetings

The Chair or their nominated deputy shall preside as chairperson at every meeting. The frequency of meetings will be bimonthly. Administrative support will be mostly provided by the GMSODN (organising the agenda, taking and sending out minutes, communicating meetings) however, Stroke Units will take it in turns to offer venues and book rooms locally. Brief notes with action points should be taken at each meeting and provided to the ODN Board on a regular basis. There will be no provision of funding by the ODN for time or travel for members. 
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1. The network

The Greater Manchester Stroke Operational Delivery Network (ODN) was established in July 2015 and is a non-statutory body constituted from all public sector stroke provider organisations across Greater Manchester, including East Cheshire NHS Trust and the North West Ambulance Service NHS Trust. Providers, in partnership with the ODN Host Organisation are collectively responsible for delivery of the functions of the ODN. 



2. Our vision

Supporting the development of high quality and equitable stroke services, to achieve the best outcomes and experience for patients. We will do this by:

· Working collaboratively with our stakeholders

· Facilitating transformational change through effective partnership working

· Being patient centred

· Encouraging the early adoption of evidence in stroke services 



3. Our strategy

The ODN Board is responsible for ensuring successful delivery of the networks’ strategy and plans of work, with the Groups that feed into the Board helping deliver the outputs of the strategy. The strategy will help deliver the vision of the network and can be mapped to the patient’s journey, underpinned by some cross cutting themes.

a. Prevention

80% of strokes are preventable, and working to reduce the number of strokes in the region is a priority for the ODN. Primary prevention of stroke involves working with primary care to raise awareness of the risk factors associated with stroke (e.g. Atrial Fibrillation (AF), blood pressure and lifestyle) so that high risk patients can be better identified and managed. The network will work alongside the Greater Manchester Academic Health Science Network to take forward improvements in the management of AF.

Secondary prevention focuses on:

· Ensuring stroke units discharge patients according to the Royal College Physician Clinical Guideline for Stroke[footnoteRef:1] recommendations for secondary prevention [1:  https://www.rcplondon.ac.uk/guidelines-policy/stroke-guidelines] 


· Ensuring appropriate information for managing risk is passed effectively between clinical teams

· Ensuring stroke patients are seen by a primary care or community clinician by 2 weeks after discharge following a stroke, to review their risks and take action if needed

Both areas of prevention will seek to empower patients to self-manage and take ownership of their own risk and will tie in with relevant local and national public health initiatives.



b. Pre-hospital

Most patients are conveyed to a hospital by ambulance with a suspected stroke. Stroke can be difficult to diagnose and can result in patients being taken to the wrong hospital if recognition of stroke is poor. Incorrect conveyance can also occur if ambulance crews do not comply with the requirements of the Greater Manchester stroke pathway. The training and education of ambulance staff in the symptoms of stroke and the stroke pathway is key to ensuring the correct conveyance of patients to hospitals in the region, reducing the number of stroke “mimics”. A variety of teaching and training tools will be rolled out to address these issues during 2017/18 as part of the Connected Health Cities project.



c. Hospital stroke care 

The centralised acute care pathway has been operational since 2015, and the network will continue to focus on its development and refinement. This will include:

· Disseminating Sentinel Stroke National Audit Programme[footnoteRef:2] information to assess pathway performance and inform service improvements [2:  ] 


· Ensuring patient flow is maintained through effective repatriation and reducing delayed discharges

· Reviewing the current flow of patients and number of stroke beds distributed across the system, and looking at ways to reduce the burden at the Comprehensive Stroke Centre at Salford Royal

· Improving handover of information between clinical teams (e.g. discharge documentation)

· Improving rehabilitation care including speech and language therapy and driving advice

· Improving communication and in reach between acute and community stroke teams

The network will support the implementation a new intracerebral haemorrhage pathway across Greater Manchester, and will operationally support the Strategic Clinical Network in collaboratively developing and implementing a regional Intra Arterial Thrombectomy Service as mandated by NHS England. There will also be a review of current Transient Ischaemic Attack provision in light of the updated Clinical Guideline for Stroke to ensure equality of service across the conurbation.

[bookmark: _GoBack]A review of the pathway (including community) will be undertaken, focusing on its future direction and sustainability, including consideration of workforce, estates and models of delivery (e.g. single provider).



d. Community rehabilitation

There is significant variation in the support provided by specialist community services following discharge from a stroke unit. The network appointed a Community Clinical Lead in June 2017. It will prioritise the standardisation and enhancement of post-acute specialist community stroke rehabilitation in the region, seeking to implement its collaboratively developed integrated model in the 13 localities served by the acute care pathway. This work will be carried out in conjunction with the Greater Manchester Neuro Rehabilitation Operational Delivery Network. 

The network has developed and implemented outcome measures that will enable benchmarking and assessment of community services and will start to use these data to inform service improvements with providers and commissioners. Evaluation of the community service transformation will be explored with the Greater Manchester Collaborations for Leadership in Applied Healthcare Research.

Other work to improve community services will include:

· Improving in reach into stroke units and better engagement to facilitate early discharge from hospital

· Improving vocational rehabilitation support through upskilling of clinical teams and engagement with local initiatives via the Greater Manchester Health & Social Care Partnership (H&SCP)

· Improving support for people in care homes, working with the voluntary sector and the H&SCP

· Broadening the evidence based in community through collaboration with academia and recruitment to research studies

· Improving and standardising clinical rehabilitation management pathways across community teams

This work will be supported by the Rehabilitation subgroup.



e. Cross cutting themes

i. Engagement and communication

Effective engagement with stakeholders is at the heart of a successful network, and helps facilitate collaboration and a sustainable system wide approach. The ODN will continue to support meetings and events that bring stakeholders together, and will actively communicate to share information, whilst promoting the work of the region both locally and nationally. The network will engage with the Greater Manchester Health and Social Care Partnership and seek to link more formally in future. Raising the profile of the region by promoting the benefits of centralisation and developments in community services to other conurbations will also be a priority. The network will continue communicate via its Twitter feed, provide a regular online bulletin and keep its website up to date.



ii. Patient and care involvement

The ODN patient and carer group was established in 2016, and comprises of members with different experiences of stroke from across the region. It is chaired by the patient Co-Chair of the ODN Board and facilitated by a voluntary sector expert. The group meets 3-4 times a year and helps support the work of the ODN in a wide range of areas such advising on implementation of services or on the appropriate format/language of public facing materials such as posters. The group also actively contributes and helps direct the strategy and plans of the ODN, and members will be invited to attend the Clinical Effectiveness Group and Board in future. New members will be recruited during 2017/18 to ensure the membership represents people having a stroke more recently. 

The ODN works very closely with one national, and three local voluntary sector organisations who support stroke survivors and carers. It will continue to work with them take to forward initiatives such as improving access to life after stroke services and better support in care homes. The network will also work with commissioners to ensure they consider how they can provide an appropriate range of services to their residents.



iii. Training and education

The ODN training and education subgroup continues to undertake an active programme of work. It is responsible for ensuring there is an ongoing regional programme of training events and opportunities for experienced local staff across all professional groups. The subgroup will continue to develop a regional foundation training programme to share the administrative burden across local organisations whilst maximising opportunities for new starters to attend in a timely manner. Psychology training for ward staff has been commissioned and will be rolled out in 2017.

A training tool for staff working outside of stroke has been developed and will be migrated onto a Greater Manchester Moodle platform in 2017. The tool will be launched in primary care, the ambulance service and in hospital wards/A&E later in 2017. The ODN will oversee the development of the Moodle online learning environment and will upload relevant training resources and promote to local staff. 

The ODN will work to identify solutions related to shortages of professional staff (e.g. doctors, SLTs) and will participate in teaching of professional groups at local universities to ensure they are well ground in stroke care.



iv. Research and innovation

Research evidence underpins improvements in the quality of care. The ODN will continue to work closely with academia and the NIHR Clinical Research Network (CRN) in supporting the development of suitable research studies locally, whilst enhancing recruitment into CRN portfolio studies.

The ODN will continue to work closely with researchers leading the NIHR HS&DR study on centralisation of services, and will disseminate and utilise any research findings when published in late 2017. The network also actively supports the Connected Health Cities project and will ensure any relevant outputs are rapidly translated into service improvements.











Greater Manchester Stroke ODN strategy and workplan 2017-19





2



4. ODN Work plan

		Ref.

		Objective

		Actions

		Lead

		Start date

		Finish date



		Monitoring & reporting



		1.1

		Develop governance and reporting arrangements with SCN and GM H&SC Partnership

		Develop one stroke network model to tie in with Partnership

		Sarah Rickard

		25/10/16

		01/12/17



		1.2

		Report on ODN performance

		Develop Annual Report for stakeholders

		ODN Board

		31/4/16

		Ongoing



		1.3

		Report on pathway performance

		Produce update on performance when SSNAP data published

		Sarah Rickard

		01/11/16

		Ongoing



		1.4

		Enhance and utilise audit data to inform improvement work

		Improve compliance with SSNAP by stroke units and community team and ensure data is captured for all patients throughout stroke care pathway. Involve non-medical staff

		Clinical Effectiveness Group

		01/11/15

		Ongoing



		

		

		Encourage teams to use SSNAP data to inform action plans for improvement

		Chris Ashton

		01/11/15

		Ongoing



		

		

		Use SSNAP and other data to develop unit/sector/GM plans to improve services; feed into service improvement programme

		Chris Ashton

		01/09/15

		Ongoing



		

		

		Educate commissioners in the use of SSNAP

		Chris Ashton

		01/09/15

		Ongoing



		 

		Bench mark GM stroke care 

		Collate GM stroke outcome measure data and report to stakeholders

		Chris Ashton

		25/10/16

		Ongoing



		Engagement & Communication



		2.1

		Develop effective stakeholder engagement & communication

		Hold annual conference

		Sarah Rickard

		01/03/17

		Ongoing



		

		

		Support World Stroke Day each year

		Sarah Rickard

		 

		Ongoing



		2.2

		Publicise work of ODN nationally/internationally

		Identify other arenas to showcase ODN including conferences and events

		Sarah Rickard/Clinical Leads

		03/12/15

		Ongoing



		2.3

		Develop meaningful patient/carer involvement and engagement

		Support accessible information across GM

		Sarah Rickard

		15/10/2016

		Ongoing



		

		

		Work with voluntary sector groups to embed patient/carer involvement in all aspects of the strategic development and delivery of ODN business

		Sarah Rickard/Clinical Leads

		01/10/15

		Ongoing



		

		

		Involve patient & carer group in ODN

		Sarah Rickard

		 

		Ongoing



		

		

		Hold listening events (You said, We Did)

		Sarah Rickard

		 

		31/03/17



		

		

		Patient facing communications and materials

		Paula Beech

		 

		31/03/17



		Service Improvement



		3.1

		Manage a programme of service improvement work

		Improve awareness and commissioning of life after stroke services

		Rehabilitation Subgroup

		01/01/16

		Ongoing



		

		

		Enhance and standardise discharge summaries - HASU to DSC and DSC home. Await implementation of single specification before amending community discharge. Form task & finish group to advise

		Chris Ashton

		01/09/15

		31/12/17



		

		

		Improve repatriation process

		Sarah Rickard

		01/06/16

		Ongoing



		

		

		Improve return to work provision and awareness

		Rehabilitation Subgroup

		01/06/2016

		31/12/17



		

		

		Better understanding of delayed discharges and working with social care

		Rehabilitation Subgroup

		01/06/2016

		31/12/17



		

		

		Improve care for functional neurological disorders

		Sarah Rickard

		28/10/2016

		31/12/17



		

		

		Improve the recruitment and retention of SaLTs. Improving their practice, and networking

		Chris Ashton

		01/08/2016

		31/12/17



		

		

		Work to implement community rehabilitation service specification across GM

		Sarah Rickard & Tracy Walker

		01/01/2016

		Ongoing



		

		

		Review beds in acute pathway

		Sarah Rickard/Steve Dixon

		 

		30/09/17



		

		

		Improve secondary prevention of stroke

		Pippa Tyrell

		18/01/16

		31/12/17



		

		

		Improve primary prevention of stroke

		 

		 

		 



		

		

		Improve care of ICH. Implement revised pathway

		Adrian Parry-Jones

		23/02/16

		31/12/18



		

		

		Better support for stroke survivors in care homes

		Sarah Rickard

		01/10/2016

		31/03/18



		

		

		Upskill ED staff at DSCs

		Chris Ashton

		 

		30/03/18



		

		

		TIA - work to assess and address the impacts of new RCP guidelines

		Sarah Rickard

		25/10/16

		31/03/18



		

		

		Support scoping and implementation of IAT

		Clinical Effectiveness Group

		20/01/16

		31/03/18



		

		

		Develop shared protocols for HASUs

		Jane Molloy

		20/01/17

		30/09/17



		

		

		Improve access to specialist seating, adaptations and wheelchairs

		Rehabilitation Subgroup

		20/07/17

		31/12/17



		

		

		Improve access to spasticity pathways

		Rehabilitation Subgroup

		20/07/17

		31/12/17



		

		

		Improve access to FES lower limb services

		Rehabilitation Subgroup

		20/07/17

		31/12/17



		

		

		Use 6 month review data on GM level

		Rehabilitation Subgroup

		20/07/17

		31/12/17



		

		

		Lack of research evidence in community

		Rehabilitation Subgroup

		20/07/17

		Ongoing



		

		

		Standardise driving advice provided by teams across region

		Rehabilitation Subgroup

		20/07/17

		31/10/17



		

		

		Review length of stay predictors across region

		Rehabilitation Subgroup

		20/07/17

		31/10/17



		

		

		Support Connected Health Cities project and use outputs to drive service improvements in mimics, ICH, secondary prevention and delayed discharge

		Sarah Rickard

		01/07/16

		01/01/19



		Research & innovation



		4.1

		Enhance recruitment into stroke research studies

		Work with stroke units, local R&D and NIHR CRN: Greater Manchester to enhance recruitment into stroke studies

		Sarah Rickard

		 

		Ongoing



		4.2

		Support and develop research to support service improvements

		Support HS&DR project on centralisation programme and other academic studies

		ODN Board

		01/08/15

		01/12/17



		4.3

		Work with companies to develop innovations

		Link companies to providers seeking solutions. Work with AHSN

		Sarah Rickard

		 

		Ongoing



		Training & Education



		5.1

		Develop education and training opportunities for staff - foundation and advanced level

		Develop GM wide programme (incorporating research). Scope existing opportunities, identify gaps, facilitate development of new provision and signpost existing provision - all staff groups; online and face to face events; local and national provision. Develop training with psychologists

		Training & Education Subgroup

		01/11/15

		31/03/17



		5.2

		Develop training materials

		Develop training materials/pack to support the stroke pathway for professionals: NWAS/111/A&E/GPs/clinical teams in hospitals

		Training & Education Subgroup

		01/11/15

		31/03/17



		5.3

		Assess/audit training programme and its impacts

		Evaluate whether training delivered required impacts

		Training & Education Subgroup

		 

		31/03/18



		5.4

		Support workforce planning in stroke

		Work regionally to address shortages of clinical staff in stroke. Upskill existing staff. Promote role of ANPs.

		Training & Education Subgroup

		01/10/15

		31/03/18



		5.5

		Continue to support education to pre hospital clinicians involved in stroke care

		Education at University level across GM based university programmes on degree and masters courses.

		Chris Ashton

		09/10/2015

		ongoing
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Work plan

		Ref.		Objective		Actions		Detail		Lead		Start date		Finish date

		Monitoring & reporting

		1.1		Report on ODN performance		Produce Annual Report for stakeholders		Report annually including summary patient version		Sarah Rickard		31/4/16		Ongoing

		1.2		Bench mark GM acute stroke care 		Collate GM stroke inpatient data and report to stakeholders including Board, CEG, H&SCP, providers and CCGs		Regularly collate, analyse and report SSNAP, Dr Foster and other relevant data (e.g. local audits/scoping)		Chris Ashton		25/10/16		Ongoing

		1.3		Bench mark GM community stroke care 		Collate GM stroke community data and report to stakeholders including Board, CEG, H&SCP, providers and CCGs		Regularly collate, analyse and report SSNAP, and local data (e.g. section 9 custom fields and local audits/scoping)		Chris Ashton		01/04/18		Ongoing

		Engagement & Communication

		2.1		Effective stakeholder engagement & communication		Hold annual & life after stroke conference		Both now held annually		Sarah Rickard		01/03/17		Ongoing

						Support World Stroke Day 		Support and co-ordinate local events each year 		Sarah Rickard		01/10/15		Ongoing

						Regularly engage via Twitter feed, ODN website and e bulletin				Sarah Rickard		01/10/16		Ongoing

		2.2		Promote the work of the network to a wider audience		Share work of ODN locally/nationally/internationally		Present at events, conferences, webinars, teleconferences and/or share information via email/phone calls		ODN team		03/12/15		Ongoing

		2.3		Develop meaningful patient/carer involvement and engagement		Involve patient & carer group in ODN		Group established. Meets x4 year		Ann Bamford		01/06/16		Ongoing

						Support development of patient facing communications and materials		Patient and carer group actively contribute to development of materials		Ann Bamford		01/10/16		Ongoing

						Work with voluntary sector groups to embed patient/carer involvement in all aspects of the strategic development and delivery of ODN business		Ongoing engagement with 4 local groups		Sarah Rickard		01/10/15		Ongoing

		Service Improvement

		3.1		Improve pre-hospital pathway		Improve NWAS staff awareness, understanding and compliance of pre-hospital pathway		 Launched mobile phone app with NWAS in March 2019, will evaluate in October		Chris Ashton		01/10/16		31/03/20

								Promote regular stroke awareness weeks with NWAS crews including feedback opportunities for NWAS crews and HASUs. Piloted awareness and feedback during World Stroke Day (Oct 18)		Chris Ashton		01/10/18		Ongoing

								Train ambulance staff in stroke pathway. Online training package developed and launched. Teach paramedics at Edge Hill university plus ad hoc events for NWAS staff		Chris Ashton		01/01/17		Ongoing

						Support implementation of national ambulance data linkage project		Work with NWAS to use data to improve pre hospital pathway		Chris Ashton		01/05/19		31/03/20

						Support implementation of NWAS EPR project		Work with NWAS to ensure stroke is incorporated into new practice		Chris Ashton		01/07/19		31/03/20

						Review pre-hospital pathway and impacts on HASUs		Use CHC data to understand and refine pre hospital pathway including call times, conveyances and impact of current exclusions		Chris Ashton/CHC team		01/10/18		31/03/20

		3.2		Improve inpatient stroke care		GiRFT issue 1. Support implementation of GM IAT service as per NHSE specification		Re-launch service with PSCs to increase referrals. Roll out RAPID software at 3 HASUs to increases referrals. Support weekend radiographer access at Fairfield. Identify funding for 2nd catheter lab. Review PSC funding and create local tariff if required. Work with other NW centres to share best practice and consider 24/7 service		Khalil Kawafi		4/1/17		10/31/20

						Implement 7 day TIA services and improve information provided to patients		Seek funding from CCGs to implement ODN service specification via sector approach (NE, NW, Southern) plus MFT. Implement Patient and Carer Group leaflet		Sarah Rickard		25/10/16		31/03/20

						Implement online referral system to improve repatriation, referrals from DSC to HASU, discharge to community and TIA		Patient Pass now procurred by Salford Royal and working to develop GM wide system		Chris Ashton		01/10/17		31/03/20

						Monitor breaches of repatriation and escalate where necessary		Continue to monitor and report to providers and CCGs		Sarah Rickard		01/06/16		Ongoing

						GiRFT issue 2. Review sustainability of acute pathway in light of changing flow of patients to CSC and emerging evidence. Reducing the burden of the high volume of admissions at Salford Royal and ensuring viability of PSCs		Meeting to explore options in July 2019 including 24/7 working at PSCs. Continue to reduce pressure at Salford Royal e.g. reduce NWAS breaches		ODN/SCN		9/1/18		12/31/19

						Monitor the impact of the MFT Single Point of Access process and ongoing transformation of services		Review breaches by MFT stroke units and review MFT SPA data at Board. Engage about TIA and stroke service transformation including reduction in number of units		Board/MFT		10/1/18		3/31/20

						Improve ICH care and outcomes		Ensure ICH ABC bundle of care implemented at Fairfield General. Monitor impacts and support national roll out		Adrian Parry Jones				12/31/19

						GiRFT issue 3. Understand causes of lower thrombolysis rates than London/national		Review SSNAP and CHC data to identify potential causes. Review clinical practice. Engage with London. Review Martin James data.		Chris Ashton/HASU Forum		2/1/19		12/31/19

						Review management of pre existing dementia patients on stroke pathway		Work with Dementia United to understand care pathways		Jane Molloy		5/1/19		3/31/20

						GiRFT issue 4. Review direct admissions at DSCs as some remain high (especially WWL, Wythenshawe)		Review 2018/19 SSNAP data and conduct detailed audit of direct admissions to identify issues.  		Chris Ashton		5/3/19		10/1/19

						GiRFT issue. 3 Review coding of stroke pathway patients at Fairfield General		HES vs SSNAP discrepancies. High % of mimics admitted and coded as severe stroke (HRG) compared to other HASUs		Fairfield General		5/3/19		8/1/19

						GiRFT issue 5. Understand the variation in care provided by stroke units (especially HASUs) highlighted at GiRFT visit. Determine whether warranted or unwarranted		Examine stroke unit data for use of PEGs, Transoesophageal Echocardiography, antibiotics in presumed pneumonia, CT/MRI imaging and also readmission rates (emergency, stroke, FNOF, MI). Take action if variation is unwarranted (e.g. standardise practice via implementing shared SOP etc)		CEG		5/3/19		8/1/19

						GiRFT issue 6. Review and reduce long length of stays in stroke units		Review HES and SSNAP data to review LoS at all units, especially Trafford, MRI and Fairfield		Sarah Rickard		5/3/19		8/31/19

						GiRFT issue 7. Improve management of nutrition		Established a stroke Dietcians peer support group and will scope practice and train stroke staff. Nutrional pathway approved by CEG		Peer Support Group		4/1/19		Ongoing

						Support development of GM Funtional Neurological Disorder pathway		Support task and finish group in implementing workplan (see tab)		Lorraine Azam		5/1/19		3/31/20

		3.3		Improve recovery after stroke (inpatient & community care)		GiRFT issue 8. Improve access to speech and language therapy services		Completed time in motion audit demonstrating lack of clinical time. Implement changes to improve efficiency e.g. more assistant posts. SLTs attend Productive Therapy programme		Chris Ashton		7/1/18		31/12/19

						Improve assessment and management of visual impairment		Task and finish group developing GM business case to improve assessment in stroke units and onward referral/treatment		Sarah Rickard		3/1/19		3/31/20

						GiRFT issue 9. Improve mood and cognition screening and subsequent management		Task and finish group developing standards		Sarah Rickard		9/1/18		01/08/19

						Improve access to and robustness of spasticity pathways		Working with NR ODN. Scoped GM pathways and task and finish group developed action plan including developing a pathway and training  		Task and Finish Group		01/10/18		31/03/20

						GiRFT issue 10. Improve management of continence 		Task and Finish Group developing and implement a pathway, assessment tool and training		Jo Stevens/Paula Beech		9/1/18		3/31/20

						GiRFT issue 11. Improve the efficiency of therapy services to maximise current resources		Running a Productive Therapy programme. 4 events held so far to encouarge sharing of best practice		Sarah Rickard/Tracy Walker		4/1/18		Ongoing

						Encourage appropriate use of apps to support recovery and prevention		Task and finish group reviewing existing apps in use. Will engage with ORCHA and run masterclass with teams		Task and Finish Group		4/1/19		9/30/19

						GiRFT issue 12. Improve access to clinical psychology by stroke units and community teams		Implement matched care model across GM. Develop business case		Sarah Rickard		9/1/19		3/31/21

						GiRFT issue 13. Implement community rehabilitation service specification across GM		Working with NR ODN on a CCG by CCG basis to transform services to model, engaging with H&SCP. Work with providers to improve systems and pathways		Sarah Rickard/Tracy Walker		1/1/16		31/12/20

						GiRFT issue 14. Improve 6 month reviews and use data on a team and GM level to identify unmet needs and gap with SSNAP data		Implemented spreadsheet to collect data and will analyse on GM level. Trained teams in March 2019		Chris Ashton/Tracy Walker		20/07/17		31/12/19

						Better support for stroke survivors in care homes		Attend H&SCP care home monthly meeting		Sarah Rickard		10/1/16		Ongoing

		3.4		Primary and secondary prevention of stroke		GiRFT issue 15. Improve secondary prevention by stroke teams		Online training developed with ongoing focus on prevention in GM training programme of events		Sarah Rickard		18/01/16		Ongoing

								Develop and agree GM stroke AF pathway/SOP and associated business case to eradicate postcode lottery of AF monitoring by stroke units  (especially HASUs)		SCN/Jane Molloy		01/02/19		31/03/20

								Engage with CURE anti smoking programme and implement in stroke teams if relevant 		Jane Molloy		01/04/19		31/03/20

						Improve primary prevention of stroke		Tie in with local and national initiatives including SCN CVD programme		Sarah Rickard		18/01/16		Ongoing

		Research & innovation

		4.1		Enhance recruitment into stroke research studies		Work with stroke units, local R&D and NIHR CRN to enhance recruitment into stroke studies		Liaise with NIHR CRN Research Lead and local/other academics to identify and promote studies with stroke teams/NWAS		Sarah Rickard/Chris Ashton		01/10/15		Ongoing

		4.2		Increase the evidence base in stroke care		Work with academics to develop evidence base for stroke		Help to develop studies relevant to current issues in stroke care. ODN patient and Carer Group to support development as well as network team		ODN team		4/1/18		Ongoing

		Training & Education

		5.1		Support the professional development of staff involved in the GM stroke pathway		Co-ordinate Trust led introductory and foundation training and promote to other GM staff		Fairfield, SRFT, WWL, MFT programmes now open to other staff, advertised and supported via ODN. Promote online Moodle training		Training & Education Subgroup		01/11/15		Ongoing

						Co-ordinate a training programme of regular events for more experienced staff		Event a month on average including masterclasses, conferences and 1 or 2 day training		Sarah Rickard		01/11/15		Ongoing

						Annually review training programmes and evaluate impacts		Report of training & education activities produced each year		Training & Education Subgroup		01/02/18		Ongoing

		5.2		Support workforce planning 		Work regionally to address shortages of clinical staff in stroke. Upskill existing staff. 		Develop local workforce development plan in line with national stroke plan and in association with HEE		Training & Education Subgroup		01/10/15		31/03/21
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1 Foreword

The work undertaken by the Patient and Carer Group continues to grow, with
members contributing to a wide range of network activities. This has included Duncan
attending the thrombectomy Implementation Board, Lucy supporting training of Job
Centre staff in helping people with neurological conditions return to work, and | was
fortunate enough to attend GP teaching in Salford earlier in the year.

The group as a whole have worked on a number of information documents including
an aphasia friendly “My Stroke” booklet given to patients and families on discharge.
Leaflets on thrombolysis have been updated and made aphasia friendly and these
are now being rolled out, with plans for something similar to explain thrombectomy.

Ann Bamford
Patient Co-Chair

The passion of our members is undimmed, and their confidence grows to ensure
that the patients’ voice is kept at the heart of the network, and that information used
in stroke care is as accessible as possible.

Our third Annual Report marks a time to celebrate and reflect on the work of the past
year and to look to the year ahead. As the Greater Manchester Integrated Stroke
Service model matures and enters its fourth year of operation we can see that our
pathways are working well, ensuring that all our residents have access to services
that are among the best nationally. We now have a thrombectomy service; there has
been specific work and progress on care pathways for haemorrhagic stroke; and we
have launched a mobile phone app in collaboration with the North West Ambulance
Service (NWAS) designed to improve pathway performance.

Dr Jane Molloy | we continue to work closely with the Strategic Clinical Network and have set our
Hospital Clinical | priorities for the year ahead — working on prevention including Atrial Fibrillation (AF)
Lead detection and protection, and also ensuring the sustainability of our workforce, now

and in the future.

Of course, all of these achievements and works in progress reflect our strong
network approach — we know it is only through listening, collaborative working and
the support of all our teams and groups that we are where we are today. A big “Thank
You” to everyone we work with for your work over recent years — and in counting on
you again for the year ahead.

This year has been a highly successful in continuing to transform our community
neuro-rehabilitation services, with two new fully funded teams commissioned in
Stockport and Eastern Cheshire in line with our model for community services.
There has also been new investment in Salford, Bolton and Heywood, Middleton
and Rochdale community teams to help them achieve the high standards of care

we advocate via our model. Other localities including Trafford, Central and North
Manchester, Tameside and Glossop and Wigan Borough have business cases
- underway, with new investment expected in 2019/20.
Tracy Walker

Our community model is ground breaking, and our transformation programme
unprecedented in terms of its scale and ambition. As a result, there has been great
interest in what we are doing nationally and we have showcased our work at the
UK Stroke Forum, at other events and also via webinars. | would like to thank all
the clinical teams, commissioners and others who have worked incredibly hard with
us to push ahead with this agenda for the benefit of our stroke survivors and their
families.

Community
Clinical Lead
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2 Stroke Care

Stroke remains the fourth biggest killer and the leading cause of disability in the UK, with over 6,000 people
a year having a stroke in our region. As our population’s demographics change, the number of people having
a stroke will increase by half by 2035 unless action is taken now!.

There is good evidence that patients are more likely to survive a stroke and spend less time in hospital if they
are treated at a specialist centre called a Hyper Acute Stroke Unit (HASU). At these centres, patients may
receive clot busting drugs called thrombolysis and will be cared for by a team of stroke healthcare experts?.

Research also clearly shows that a surgical procedure called thrombectomy, which mechanically removes
clots from blood vessels in the brain, significantly improves outcomes for some patients’. Work is underway
to expand access to this treatment as it can only be carried out at certain hospitals nationally, with Salford
Royal Hospital our local specialist centre.

Since successfully re-organising our hospital care pathway in 2015, over 90% of Greater Manchester patients

are now seen at a HASU. At these centres, patients receive specialist stroke care before being transferred
to their local stroke unit for ongoing rehabilitation, or are discharged home, ideally with the support of a

community neuro-rehabilitation team.
H
l Rochdale
r‘
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3 About Us

Established in 2015, the network is a partnership
of the NHS providers of stroke care in the Greater
Manchester region, including Eastern Cheshire. We
are hosted by Salford Royal NHS Foundation Trust
and are a non-statutory body that oversees the whole
stroke pathway and offer expertise to providers and
commissioners of care. We work closely with other
stakeholders including the voluntary sector and
academia, and are fully engaged with the Greater
Manchester Health and Social Care Partnership,
including our local Strategic Clinical Network.

Bolton m

Tameside

H

Our vision is:

To support the development of high quality and
equitable stroke services in Greater Manchester,
to achieve the best outcomes and experience for
patients. We will do this by:

Eastern Cheshire

» Working collaboratively with our stakeholders
* Facilitating transformational change through
effective partnership working
* Being patient centred
» Encouraging the early adoption of evidence in stroke services

We actively engage with stroke survivors and carers to ensure their voices are heard, working closely with
relevant voluntary sector organisations in our area.
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4 Meet the Team

The network is based at Salford Royal Hospital and is a small team comprised of a Manager, Co-ordinator
and Administrator who are supported on a sessional basis by Hospital Clinical Lead Dr Jane Molloy and
Community Clinical Lead Tracy Walker (see Foreword).

Saréh Riékard Chris Ashton Lisa Chadwick
Manager Co-ordinator Administrator

5 Our Work

Our Board, supported by our very active Patient and Carer Group (see section 5.3.1), oversees our strategy
and ensures we deliver our vision and associated programme of work. A range of groups provide a forum for
stakeholders to meet and work collaboratively within a clear governance structure that ensures the stroke
care pathway is effectively managed and continues to develop. Our groups give everyone the chance to get
involved and provide an opportunity for invaluable peer support and networking.

Patient & Carer Group

IAT Implementation Board Clinical Effectiveness Group

Subgroups
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Our Task and Finish groups support specific areas of improvement and in 2018/19 they included:

* Better discharge (including nutritional pathways)
» Speech and language therapy

* Mood and cognition screening

+ Continence

+ Use of outcome measures

» Vocational rehabilitation

» Multi-disciplinary team working

New groups to explore better AF management, digitally enabling teams and improving orthoptic services
have been established to run during 2019/20, with others likely to emerge as the year progresses. Our
programme of work is mapped onto the patient journey, underpinned by some cross cutting themes.

5.1 Preventing stroke

The network collaborates locally with other organisations such as Health Innovation Manchester (HIM) and
NHS RightCare to try and reduce the number of people having strokes - as over 80% are thought to be
preventable. Our work involves increasing the awareness and understanding of prevention in our clinical
teams and the voluntary sector, so that they can better engage with patients to reduce the risk of a stroke.

Our Life After Stroke Conference in September
2018 continued last year’s theme of secondary
prevention and featured keynote speaker Dr
Praveen Kumar (pictured), a Senior Lecturer in
Physiotherapy from Bristol, sharing his work on
exercise programmes. The network also hosted a
Public Health England exercise workshop earlier
in the year attended by 27 local clinicians.

During 2018, stroke teams at Stepping Hill
and Salford Royal Hospitals engaged with GP
Practices and ran training sessions focusing on
the management of stroke (including prevention) in Dr Praveen Kumar presents at our Life After Stroke Conference
conjunction with their local Clinical Commissioning
Groups. This helped raise awareness of how primary care can work with their hospital and community stroke
colleagues to better identify and support those at risk of having a stroke.

TIAs can be a warning sign for a full stroke and
being provided with the right information following an
attendance at hospital is critical in making sure patients
are aware of their risks. Our Patient and Carer Group
helped completely re-design the existing Greater
Manchester leaflet to be in plain English, with an
aphasia version also commissioned. The new leaflets
have now been shared across the region for use by
hospitals and primary care.

In late 2018, we launched a number of online training
packages for different health professionals including
stroke, ward/A&E staff, primary care, pharmacists and
ambulance staffs. The modules are tailored for each
professional group and focus on the basics of stroke,
our local care pathway, with a final session extensively
covering stroke prevention.
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In 2019/20, we will be revisiting AF management as current clinical practice and referral pathways vary, with
not every stroke patient receiving the monitoring they may need or being treated quickly if AF is confirmed.

Our Network Manager is also part of the National Stroke Plan’s workforce development group which is
examining how we can better prevent stroke through the training and development of professionals.

5.2 Pre-hospital stroke care

The vast majority of suspected stroke patients arrive at our hospitals by ambulance. Stroke can be difficult to
diagnose and so it is vital that ambulance clinicians recognise stroke symptoms correctly and take patients
quickly to the right hospital first time. Ambulance crews have to make a series of choices in deciding where
to take a patient with a suspected stroke, including:

» FAST status i.e. positive or negative

» Whether there are any clinical exclusions such as low/high respiration
rate that mean they should be taken to the nearest A&E immediately

» The time of onset of symptoms

These decisions inform whether the patient needs to go the nearest A&E
at their local hospital, or one of our three HASUs which also have different
opening hours.

Our data shows that a proportion of patients are not always taken to the right
hospital first time. As part of the Connected Health Cities (CHC) project?,
we have worked with a local digital software company to develop an award
winning mobile phone app to help ambulance crews follow our pre-hospital
care protocol correctly. NWAS launched the app in April 2019 and we will

. . The innovation award for
help monitor its impact throughout the year. the mobile phone app

To help reinforce our pathway to hospital and
to broaden knowledge of stroke by ambulance
crews, our HASUs piloted a feedback initiative
for crews in October 2018 with an online training
package for staff now also available3.

We are currently reviewing the CHC data to
examine the time taken from the initial 999 call
to arrival at first hospital by ambulance, as we
want to ensure that time on scene is kept to a
minimum. We also want to better understand
whether the exclusions in our current pathway
help ensure that patients are taken to the right
hospital for their needs.

Our Co-ordinator (and Paramedic) Chris
Ashton leads much of this work and is involved
nationally in improving pre-hospital care
including devising and completing an online
stroke e-learning platform on behalf of the College of Paramedics and assisting the national audit team with
the new ambulance data linkage project. He is also a member of National Stroke Plan Programme for Pre-
Hospital Assessment & Triage.
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5.3 Hospital stroke care

Our inpatient stroke care pathway continues to be one of the best in the country with all of our HASUs rated
‘A’ according to the national stroke audit®. Our District Stroke Centres (DSC) were graded between ‘A’ and
‘C’ during 2018/19, with full year results due later in 2019. When analysed by locality, all residents in the
region have enjoyed ‘A’ rated stroke acute care since August 2016, with only a slight drop in 2017/18 in
Wigan Borough due to missing data entry targets rather than a decrease in the quality of care.

SSNAP overall score
2015 2016 2017

Clinical Apr-|Jul-[Oct-|Jan-|Apr-|[Aug-|Dec- Aug-|Dec-

Commission Jun|{Sep|Dec|{Mar{Jul|Nov(Mar|(J ul|[Nov|(Mar

Group 2015|2015|2015|2016|2016| 2016|2017 2017|2017 (2018
B B

Bolton ] B

Bury

Eastern Cheshire

Heywood,
Middleton &
Rochdale

Manchester (North)

Manchester
(Central)

Manchester (South)

Oldham
Salford

Stockport

Tameside &
Glossop

Trafford

Wigan Borough

Red denotes re-organisation of acute pathway

We were delighted that a recent paper in the British Medical Journal confirmed the success of our re-
organisation of inpatient services in 2015, demonstrating that at least 69 lives a year were saved following
the changes, with patients spending on average 1.5 fewer days in hospital after their stroke?.

In January 2019, we conducted a repeat of the benchmarking exercise we carried out in 2017 to assess
compliance of all our stroke teams against Royal College of Physicians National Clinical Guideline for Stroke
20166. The audit helps us assess how well stroke units and community teams meet relevant recommendations
and to monitor changes since the last benchmarking.

The results showed:

» Overall there was little change in levels of compliance since the last audit in 2017

* HASUs were audited against 350 recommendations with overall compliance of 91%

+ DSCs were audited against 335 recommendations with overall compliance of 92%

» Generally, similar recommendations were poorly complied with now as in 2017, with stroke unit
staffing levels worse than previously

» Recommendations relating to psychological services continue to be poorly complied with by DSCs
due to lack of commissioning of posts, and they continue to be unable to provide 7 day access to TIA
clinics

» There were improvements in vocational rehabilitation and continence support; both areas of focus
for the ODN since 2017
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Work led by Dr Adrian Parry-Jones, under the auspices of CHC, has led to
improved outcomes for patients who have an intracerebral haemorrhage (ICH) in
the region. The team used quality improvement methodology to roll out a bundle
of care called ABC ICH:

» Fast reversal of Anticoagulants

* Intensive Blood pressure lowering

» Care pathway — ensuring all appropriate patients are transferred to their local
B B ﬂ G HASU and those meeting referral criteria are referred to neurosurgery

~ule BHH(//CJ

C

A

The care package is embedded at Salford Royal and Stepping Hill HASUs, with Fairfield General also
implementing changes. NWAS now use a pre alert to help identify patients who may be eligible more quickly.

The network has also been facilitating the roll out of an expanded thrombectomy service to all residents.
Thrombectomy is a surgical procedure that removes clots from the brain using a small mesh like device
and is proven to be highly effective. Only specialist radiologists at Salford Royal Hospital can carry out the
procedure, so we have been developing ways for suitable patients seen initially at other HASUs to be quickly
transferred within 6 hours from time of onset of symptoms. We hope that the service will be operating 7 days
a week by the end of 2019, providing even greater access for patients.

In September 2018, our Board approved the

implementation of Single Point of Access for patients

cared for by Manchester University Hospitals NHS

. . Foundation Trust (MFT). The now merged organisation

ManChESter UnlverSIty has three stroke units at Manchester Royal Infirmary,

NHS Foundation Trust Trafford General and Wythenshawe Hospitals and the new

pathway was introduced to help maximise use of available

stroke beds. Patients discharged from HASUs are now

offered a bed in an MFT stroke unit other than their local one if it is full, ensuring that they are transferred
quickly for rehabilitation.

In the last year, we have focused on improving timely discharge of patients so they can go home when ready
and ensure our stroke beds are not occupied with patients who no longer need specialist care. Lorraine
Azam, Co-Chair of our Rehabilitation Subgroup and Advanced Practitioner at Salford Royal Hospital, led
work to review and update the region’s community referral form. The standardised document ensures that all
the necessary information is handed on from inpatient to community teams to help facilitate a safe discharge
from hospital.

Stroke Ward E

The network also approved a new operating procedure
for effective discharge from stroke units, with specific
guidance on discharging patients with nutritional needs
due to be added in mid-2019. In December 2018, an
audit of how well these standards had been adopted
revealed:

» Overall, most stroke units are fully complying with
almost all of the 14 key elements in the new procedure

» Compliance by HASUs is poorer than at DSCs, largely due to the complexities of managing higher
volumes of patients, who may be out of area

In 2019/20, we will review the future sustainability of our inpatient pathway in light of emerging evidence and
continue to look at ways we can reduce the pressures associated with the high volume of patients at Salford
Royal Hospital.
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5.4 Community rehabilitation

In 2016, we concluded that our local community stroke neuro-
rehabilitation services were in urgent need of reform. We
identified huge variation across the different boroughs of Greater
Manchester and Eastern Cheshire in the support stroke survivors
received when they went home. Two areas provided little or no
specialist community care, with many others operating inefficient
services that were inequitable in terms of access and failed to
provide support beyond 6 weeks, or had long waits to receive
further specialist care.

Working with the Greater Manchester Neuro-Rehabilitation
Operational Delivery Network (GMNRODN)’, our Community Clinical Lead Tracy Walker has been driving
transformation of the region’s community services to meet the network’s collaboratively agreed model
of rehabilitation care. Progress has felt slow at times, but we have worked closely with our local Clinical
Commissioning Groups and NHS Trusts to successfully secure new funding for:

 Stockport and Eastern Cheshire to establish new teams
* Heywood, Middleton & Rochdale (HMR), Salford and Bolton to improve access and raise standards
in rehabilitation in line with our model

Other areas are drafting or have already submitted business cases for new money to help them deliver
the necessary change during 2019/20. Our push for further funding has also involved ensuring appropriate
commissioning of the Stroke Association
's Recovery Service®, as our model
advocates an holistic package of
community support.

New investment
Working towards

New investment
Working towards

We are confident that by the end of 2020,
all areas in Greater Manchester will be
offering every stroke patient high quality
specialised community care. This may
sound a way off, but compared to the
rest of the country where there is often
no access to specialist rehabilitation, we
feel that we are well ahead in improving
these services. Our model is likely to be
adopted nationally by NHS England and
so we continue to share our experiences to
show that community transformation can
be achieved as there is often a perception
that “it can’t be done”.

Business case in
development

New stroke and
neuro service
funded

New service
funded

Business case in
development

Benchmarking of community teams
for compliance with relevant Royal College of Physicians National Clinical Guideline for Stroke 2016°
recommendations in early 2019 revealed:

* As for stroke units, there was little overall change in compliance since the last audit in 2017, however,
most transformation of services has not yet taken place

+ Community teams were audited against 194 recommendations with overall compliance of 81%
(around 10% less than stroke units)

+ 8 teams showed improvement, with 6 teams performing worse this time

Annual Report 2018/19 n





« As for inpatient teams, deficits had not changed since 2017, especially in accessing psychology and
electromechanical assisted gait training and assessing fracture risk
» There was also improvement in vocational rehabilitation and continence support

In the past few years, we have collaborated with the GMNRODN to improve our support for people returning
to work or other vocational activities after a stroke. A review of our teams found that the help and advice
provided was variable, and many clinicians felt they lacked the knowledge, time and sometimes confidence
to offer people what they needed. In
2017, the networks’ commissioned
Salford University to develop and deliver
training for our hospital and community
staff. We have continued our focus on
this area during 2018/19 and worked in
partnership with the Department of Work
and Pensions to deliver training to their
Disability Employment Advisors who work
in Greater Manchester job centres (see
section 5.3.2).

Returning to driving after a stroke is a
common concern for patients. A group
of local clinicians developed a pathway
Our third Life After Stroke Conference of best practice for teams that included
examples of documents that could be
used to support the process, and a new website page to help staff. The topic was also covered in a training
day for Rehabilitation Assistants in 2018, following upskilling of senior staff in 2017.

In September 2018, we held our third Life After Stroke Conference which centred on recovery in the longer
term, including accessing support provided by the voluntary sector and other agencies. Talks this year
included continence, diet and hydration, psychological support through matched care and exercise after
stroke, with thought provoking workshops led by the Stroke Association and Think Ahead.

In late 2018, a review of access by inpatient and community teams to spasticity services such as botulism
toxin, splinting, orthotics and Functional Electrical Stimulation revealed significant variation across the region,
with many ad hoc arrangements and a lack of formal, multi-disciplinary team approaches to management. In
2019/20, we will be doing more to address these issues (in conjunction with the GMNRODN), with our stroke
teams now adopting a standardised hypertonia assessment form developed by our sister network.

In terms of the future, work led by our Rehabilitation Subgroup currently underway includes: developing
assessments and a pathway for continence; guidance on mood and cognition assessments; review of the
use of digital technology including mobile phone apps to support recovery and aid prevention of strokes and
also improving our 6 month reviews of patients.

5.3 Crosscutting

5.3.1 Patient and carer involvement

We are proud of the involvement of patients
and carers, and also the voluntary sector in the
work we do to improve our stroke services. Our
Patient and Carer Group has been instrumental
in ensuring we plan and develop truly patient
centred stroke care and we continue to work
closely with organisations such as the Stroke Our Patient and Carer Group
Association, Speakeasy, BASIC and Think
Ahead.

—_—
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Our Patient and Carer Group has been running since mid-2016 and continues to be chaired by Ann Bamford,
a stroke survivor who also co-chairs our Board, with facilitation via Gill Pearl at Speakeasy. The group has
around 12 members at any one time and is run to take into account members’ differing needs. The quarterly
meetings remain well attended, often have a packed agenda and discussion is usually very lively!

Chair of the group, Ann comments:

I received excellent care following my stroke and wanted to
“give something back”. This group felt like a way of doing that as

it was set up in a way which supported people who were still on a
recovery journey to be able to have a voice. 5y

The group has been actively involved in helping the network consider its strategic direction and priority of
activities, as well as providing input into specific pieces of work. Professionals including therapists, doctors
and researchers regularly to share their work and ask for advice or involvement from members. In 2018/19,
this included:

* What matters most ‘a review and refresh’ - Speech & Language Therapists, Salford Royal Hospital
» Rethinking arm rehabilitation after stroke - Researcher, The University of Manchester

Other work by the group this year has included:

» Development of driving advice documentation

» Working with clinicians to formulate an aphasia
friendly leaflet for stroke units to give to patients
and families about thrombolysis or when treated
for ICH

» Working with clinical psychology in North
Manchester to develop a leaflet explaining the
service

* Representing patients at our Greater Manchester
IAT Implementation Board The group often have lively discussions

Members of the group often support other initiatives and Vice Chair Lucy Allard delivered a barn storming
speech at the network’s annual conference in March 2018. Other members continue to benefit personally
from their attendance and feel they are helping to shape our stroke services locally, with Tony saying:

(1

Everyone’s experience is very different and it has been an
education hearing how people cope. My views are hopefully
helping in finding solutions to problem others are facing. The

views put forward are those of the ordinary person and not those
of the medical fraternity who are usually heard on the subject. yy
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5.3.2 Training and education

The professional development of local staff who provide care and support to stroke survivors is a priority for
the network. The new NHS England Long Term Plan' states: “One of the top reasons for people leaving is
that they do not receive the development and career progression that they need. CPD — or more specifically
workforce development - has the potential to deliver a high return on investment. It offers staff career
progression that motivates them to stay within the NHS and, just as importantly, equips them with the skills
to operate at advanced levels of professional practice and to meet patients’ needs of the future.”

Our Training and Education Subgroup continues to be instrumental in helping us deliver this agenda. In
2019/20 we will be collaborating with others to ensure our workforce is fit for purpose in the future as
shortages of clinicians is an ongoing issue for our hospital and community teams.

This year, the network has helped facilitate:

Co-ordinated regional training programme for new staff at a foundation level with 5 introductory
training events held across the year by 4 different stroke units

Salford Royal hosted a 12 week foundation programme made accessible to Greater Manchester
stroke staff

20 training events for experienced staff were attended by 818 people - 7 more events than the
previous year and 171 more attendees

The programme included: 5 x 1 day conferences; 7 x 3 hour masterclasses; 2 x GP Practice workshops
and 2 x events for Greater Manchester job centre staff

The events were rated as good or excellent by almost all delegates

Tailored online training packages for stroke, ambulance staff, A&E/ward staff and pharmacists and
a separate package for job centre staff were finalised and made available on a Greater Manchester
learning platform

Local stroke professionals and our Network Co-ordinator continue teach on courses taught at local
universities

The network’s website has pages that signpost local and national training events and provides
details of relevant courses as well as other online resources related to stroke care. The main training
page was accessed for a total of 566 sessions during 2018, with other training pages accessed many
hundreds of times by users.

Stroke survivor and Vice-Chair
of our Patient and Carer Group
Lucy Allard (pictured) shared
her experience with job centre
staff of going back to work
with a neurological condition.
Occupational Therapists from
local stroke teams explained
how these conditions can
impact daily life and outlined
the help the NHS offers.

The training was held across
two dates in June 2018,
attended by over 40 job centre
staff in all. Lucy was also filmed
telling her story and the video

Lucy Allard delivering return to work training

has been embedded in an online training package that has been shared with job centres.
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5.3.3 Research and innovation

Our involvement in the CHC project investigating how data can drive
improvements in stroke care is now yielding results. The project joined
up datasets from ambulance records of attendances for suspected stroke
at Salford Royal Hospital with the hospital record to allow more detailed
analysis of the hyper acute care pathway. The data is still being reviewed
but has already helped refine the care pathway for ICH and informed the
design of our mobile phone app to ensure patients are taken to the right
hospital first time by ambulances. The data is also likely to help better
inform how we manage patients who present with a condition that mimics
a stroke, as currently a significant proportion of suspected strokes taken to

CONNECTED HASUs do not result in a stroke diagnosis.

HEALTH CITIES Our engagement with academics continues to be strong and researchers
regularly attend our Patient and Carer and Clinical Effectiveness Groups,
as well as our Rehabilitation Subgroup to seek advice and involvement in
current or planned studies.

In 2018, we worked closely with Dr David Clarke from the University of Leeds who was one of the authors
on a project How to achieve 45 minutes of therapy: Findings from the ReAcT study® which we used as the
basis of a programme of service improvements events
for therapists. We continue to engage with Professor
Craig Smith from The University of Manchester in his
oral health research, and our Manager sits on the
trial steering group for the WISE study investigating
the key components of Early Supported Discharge in
community rehabilitation. We are involved with two PhD
projects from The University of Manchester and another
at Salford looking at goal setting and development of a
daily activity questionnaire respectively.

Over the last few vyears, the region has been
participating in an NIHR study comparing the re-
organisation of services to centralised models of acute
care in Greater Manchester and London with the
rest of the country. The final results have now been
published and have shown significant savings in terms
of lives and bed days for our region, with other papers Our re-organisation of acute services event
now published on system change™0.

5.3.4 Communication and engagement

As a national leader in stroke care service improvement, we regularly present the region’s work at local and
national events to showcase our achievements and help others learn from our experiences. We continue
to facilitate visits and answer queries from a large number of UK areas considering re-design, and do so
willingly so that others may benefit.

In April 2018, we held an event focusing on centralising hospital services that was attended by over 50 people
from across the UK. Our Community Lead, Manager and Co-ordinator presented at the 2018 UK Stroke
Forum and our Manager also spoke at the Scottish Stroke Care Audit Annual Meeting 2018 and National
Healthcare Expo 2018. Our Co-ordinator also presented work from the CHC project at the European stroke
conference ESOC 2018, NHS Expo 2018 and the NHS Health Innovation Expo 2018. The network team
have also participated in webinars at NHS Expo 2018 and for the Stroke Associations New Era for Stroke
learning network™.
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Our online bulletin now reaches over 900 people, and our website presence keeps growing with on average
over 1000 sessions each month. We have over a thousand followers on Twitter and use the social media
platform to share news and promote the wider world of stroke.

6 What’s Next ?

Since our inception in 2015, we have matured as a network and our focus has broadened to include all
aspects of the care pathway including stroke prevention, pre-hospital, hospital and community pathways, as
well as areas that enable improvements such as training and research.

In late 2018, we met with the Greater Manchester and Eastern Cheshire Strategic Clinical Network and
agreed to work collaboratively on three key themes:

» Review of the sustainability of the acute care pathway —to ensure itis able to meet demand and provide
high quality care in light of changes to the evidence base for stroke care and a predicted increase in
strokes in future

» Workforce development — to ensure our stroke staffing can meet existing and growing demand given
current gaps and likely worsening of staff shortages, particularly in medicine and nursing. This will tie
in with national work being undertaken as part of the Long Term Plan/National Stroke Plan’

» Preventing stroke — to improve secondary prevention for those who have already had a stroke and
working with other organisations such as HIM to reduce primary incidence

Other work will continue to be driven through our range of groups and activities, including:

* Improvements to the ambulance pathway to ensure patients are taken to the right hospital first time
and as quickly as possible

» Expansion of the region’s thrombectomy service to 7 days a week with more referrals from patients
outside the Salford Royal catchment

» Completion of the community service transformation programme, especially Manchester, Oldham,
Trafford and Wigan Borough

» Better access to funded spasticity management, psychology and orthoptic services for all patients

» Improved mood and cognition screening and support

» Enhanced support for continence including an assessment tool and management pathway

» Continued expansion of our training programmes for new and experienced staff

» More use of digital technology including mobile phone apps to enhance rehabilitation, improve life
after stroke and help prevent stroke
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1 Foreword
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Ann Bamford
Patient Co-Chair

Dr Jane Molloy
Hospital Clinical
Lead

Tracy Walker
Community
Clinical Lead

The last year has been very rewarding as we have seen our services for the
hospital phase of stroke care consistently providing high quality care for the
whole of the Greater Manchester area.

The network’s Patient and Carer Group have enjoyed their engagement with
the network’s managers and clinicians, working together to develop stroke
services that meets the needs of patients.The challenge for the forthcoming
year is for us to work collaboratively to ensure that the support for stroke in
the community is as good as our hospital care. We also need to focus on the
preventative measures that minimise the risk of further strokes.

The Annual Report is a reminder to pause and reflect on the progress made
in stroke care for Greater Manchester over the 2 years since full centralisation
of stroke services. Every patient with stroke across GM now has access to ‘A
rated care —in part due to system and process change, but also due to the hard
work and diligence of our stroke multi-disciplinary teams. Of course we need
to maintain that momentum and energy to maintain that performance over the
years ahead.

The work of the Operational Delivery Network (ODN) must also be acknowledged
— supporting, facilitating and co-ordinating meetings across our wide geography
and even wider breadth of work. As we look forward to 2018 we acknowledge
the challenges to come — delivering thrombectomy services for the region,
improving links with primary care, considering prevention work and of course
maintaining quality and consistency for our patients beyond physically leaving
hospital. A specific ‘thank you’ to our patients and carers - reviewing our work
and reminding us why we all do what we do.”

This is an exciting time for stroke community rehabilitation, which builds on the
success of the hospital pathway. We are now looking forward to more focus
on the post-acute care to ensure transformation across the region of current
services to deliver robust, equitable and effective support for all stroke patients
when they are discharged home.

The coming year should see improvements in local community care gather
pace, with most areas reviewing their current services and moving towards our
evidence based model that ensures all stroke patients leaving hospital have
access to the right support at the right time. These changes may also begin to
spread nationally, as others begin to take note of our work in this area.
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2 Stroke

Strokes are the fourth biggest killer in the UK, and one of the main causes of disability’. Time is brain, as 1.9
million neurons die every minute a stroke is untreated - over 6,000 people a year have a stroke in our region.

Research shows that people do better if taken rapidly - usually by ambulance - to a specialist stroke unit
called a Hyper Acute Stroke Unit (HASU) where they may receive clot busting drugs (called thrombolysis)
and will be cared for by a team of stroke healthcare experts?.

We re-organised our hospital stroke services in 2015 to ensure even more stroke patients received urgent
treatment at a specialist centre. We now have three HASUs - Salford Royal, Stepping Hill and Fairfield
General Hospitals - that between them provide specialist stroke care 24/7, seven days a week to people in
Greater Manchester and Eastern Cheshire.

The changes have now been in place for two years with significant improvements in the care provided - we
now have the best rated hospital stroke care pathway in the country.

The acute stroke pathway in Greater Manchester

Pre hospital phase Acute hospital phase

People who People taken to a HASU
have had a are reviewed by a specialist

- A

- TR
recent stroke stroke team who assess L .
- less than whether they have had a —

48 hours [ ] o o- stroke and order tests such ) — ;

ago - are

as a brain scan to confirm ® ® “
taken by # a diagnosis. Patients

ambulance to a HASU. Those who have had a diagnosed with a stroke less than 4 hours ago may

stroke over 48 hours ago are treated at in their local be suitable to receive a clot busting treatment called
hospital’s stroke unit as they would not benefit from thrombolysis which will be given in A&E by the stroke
HASU care. team. Patients are then admitted into the HASU stroke

ward where most will spend up to 3 days receiving
specialist stroke care.

Transfer to local hospital Discharge & rehabilitation

Patients admitted at Many stroke patients are
a HASU are normally -y able to be discharged home
transferred by from the HASU after a short

stay or will be sent home
from their local stroke unit.
Rehabilitation usually starts
when the patient is in hospital
and for many continues at
home (or in a care home), provided by a specialist
community rehabilitation team. Community teams work
closely with stroke units and also voluntary sector
organisations who can offer extra services and support.
Across our region, boroughs currently provide different
community rehabilitation services and so care at home
following a stroke varies.

ambulance to their local
stroke unit within 3 days
unless they are too
unwell to be moved.
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3 About us

The network was established in July 2015 and is a partnership of NHS providers of stroke care in the
Greater Manchester region, including Eastern Cheshire. We are a non-statutory body that provides advice
and expertise to both providers and commissioners of NHS care to ensure the region develops and delivers
equitable and high quality services for stroke patients. We also work closely with other stakeholders including
the voluntary sector and academia.

We are hosted by Salford Royal NHS Foundation Trust and work to support service improvements in
ambulance, hospital and community settings, as well as primary care.

Our vision is:

To support the development of high quality and equitable stroke services in Greater Manchester, to achieve
the best outcomes and experience for patients. We will do this by:

» Working collaboratively with our stakeholders

* Facilitating transformational change through effective partnership working
* Being patient centred

» Encouraging the early adoption of evidence in stroke services

We actively engage with stroke survivors and carers to ensure their voices are heard, working closely with
relevant voluntary sector organisations in our area.

4 Meet the team

The network is managed by a small team who work to empower and activate others locally to help us deliver
our aims and objectives. The full time team comprises of a Manager, Co-ordinator, Administrator supported
by a Hospital Clinical Leads Dr Jane Molloy and a Community Clinical Lead Tracy Walker (see Foreword)
on a sessional basis.

i

-\
Sarah Rickard Chris Ashton Lisa Chadwick
Manager Co-ordinator Administrator

5 Our Work

We are governed by a Board that oversees our strategy and ensures we deliver our vision, with much of
our work carried out by a range of groups such as the Clinical Effectiveness Group and Sector Forums. Our
aims are mapped to the stroke patient’s journey, underpinned by some cross cutting themes.
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5.1 Preventing stroke

80% of strokes are preventable, and so working to reduce the number of avoidable strokes in the region
is a priority. Prevention involves better identification and management of the risk factors associated with
stroke (e.g. Atrial Fibrillation (AF), high blood pressure and poor lifestyle). We are working closely with the
Greater Manchester Academic Health Science Network to improve the management of AF. During 2017, our
Secondary Prevention Group started to address areas that need improvement, including:

+ Developing an online training package for primary care that includes stroke prevention

* Creating a check list for community and primary care teams for use in the 2 weeks after a stroke
patient is discharged home, to encourage better management of the risks associated with having
another stroke

Training for hospital stroke teams including pharmacists
is in development, with work to improve the information
provided on discharge from stroke units to primary care and
community teams also underway. A patient friendly booklet
given to patients and carers on discharge from stroke units
is also due for launch in late 2017 and will provide tailored
information on the risks of another stroke and how people
can help themselves and health professionals to reduce
them.

We will be collaborating with our regional cardiology
colleagues to create a pathway for referring AF patients as
currently there are many delays in the system that mean
people are not being treated quickly enough.

5.2 Pre-hospital stroke care

85% of suspected stroke patients arrive at hospital by ambulance. Ensuring ambulance clinicians recognise
stroke symptoms and take patients to the correct hospital for their needs has been our a focus, with our Co-
ordinator Chris Ashton (a Paramedic) leading our efforts.

Improved education and training helps clinicians make the right decisions more rapidly, however, the
professional development of ambulance staff can be challenging due to the constant pressures on the
service, with staff turnover another barrier.

In the last year, Chris has worked to improve the understanding of ambulance clinicians by:

* Lecturing at local universities to student Paramedics and Technicians in their final year to ensure they
leave their courses with a good grounding in stroke care

+ Collaborating with the Scottish Ambulance Service to produce a local version of their FAST assessment
training video

» Working with the College of Paramedics to host our first “Pre-Hospital Stroke CPD event” in August
2017 attended by over 50 clinicians

* Working with Salford Royal Foundation Trust to release a mobile phone application that supports
ambulance clinicians compliance with the Greater Manchester acute care pathway

* Facilitating an improved line of reporting and improved relationships between NWAS and HASU staff
so crews can learn from their experiences of caring for stroke patients

Work is underway to roll out online training for ambulance staff, with more face to face teaching also planned.
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An initiative to ensure ambulance clinicians receive detailed
feedback on the stroke patients they have brought to hospital is
also in the pipeline, as currently little information is fed back to

staff preventing learning from experience. Hos pital

5.2 Hospital stroke care

The initial focus of the network during its first two years of
operation has been to ensure the re-designed acute care
pathway is working effectively and efficiently i.e. delivering
better stroke care and outcomes for patients.

We have conducted two comprehensive reviews, the latest in May 2017 found:

» A drop in stroke deaths as well as a reduction in the time spent in hospital recovering from a stroke

« All our residents now receive ‘A’ rated care with our three HASUs graded ‘A’ and in the top 10 stroke
units in the country (out of 228), see table 13

» More people are being taken to a HASU within 4 hours of the start of their stroke symptoms— more
people may get clot busting drugs which save lives

* 94% are admitted to a stroke unit ward where research shows they will do better — those not on a non-
stroke ward are there mostly for medical reasons

« Patients directly admitted to a local stroke unit are increasingly likely to not be placed on a stroke ward
— bed pressures in some of our hospitals remains a challenge

Table 1. Overall hospital rating for stroke care by area (SSNAP)

CCG

Eastern Cheshire

Bolton

Bury

Central
Manchester

Heywood,
Middleton &
Rochdale

North Manchester
Oldham
Salford
South Manchester

Stockport

Tameside &
Glossop

Trafford
Wigan Borough
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+ Our healthcare teams are getting better at diverting people who haven’t had a stroke to more appropriate
hospital services, freeing up stroke wards for stroke patients

* All our stroke units meet around 92% of the national recommendations for stroke care in the latest
clinical guideline*

+ Delays in repatriating patients from HASUSs to local stroke units remains an ongoing issue

Stroke Ward E

The network acts as a forum for discussion and agreement
of protocols and maintains a pack of documents that support
the operational aspects of the pathway. We also escalate
issues to try and resolve problems, with organisations held
to account through our Board.

In the past year, we have supported improvements in the
hospital pathway by:

« Facilitating implementation of an improved care bundle for Intracerebral Haemorrhage patients across
the region

* Implementing a revised funding process to incentivise repatriation of patients whilst ensuring HASUs
are reimbursed for additional costs

* Presenting national stroke audit data to teams to help them drive their own service improvements

* Improving discharge summaries to support better handover of clinical information

* Implementing a regional pathway for pregnant women out of hours with a stroke

* Reviewing direct admissions at local stroke units to ensure these patients do not receive poorer care

« Auditing Transient Ischaemic Attack clinics with ongoing work to provide 7 day services

We are leading work to improve therapy and have formed a Speech and Language Therapy Group to
provide peer support and advise on changes to services and practice. We will be working with the Neuro
Rehabilitation Operational Delivery Network (GMNRODN) to implement the findings of the ReAcT study?®
which examined why stroke units were unable meet the national guidelines for intensity and frequency of
therapy.

In April 2018, a new surgical procedure to mechanical removal clots from blood vessels — called Intra Arterial
Thrombectomy (IAT) - will be introduced across England following its recommendation by the National
Institute for Health and Care excellence®. The network is supporting
the implementation of a regional pathway to deliver the new treatment,
working with the Strategic Clinical Networks (SCN) on a Greater
Manchester and wider North West footprint.

Many other regions are now actively engaging with us to learn from
our experience of service re-organisation. We presented at the
Northern Ireland Stroke Conference in June 2017, hosted a “Pop up
University” at the NHS Expo in September and facilitated the filming of
a promotional video by NHS England on centralising stroke care’. The
team will also be part of the opening session at the UK Stroke Forum
later in the year and plan to host a learning event in Spring 2018

5.4 Community rehabilitation

In June 2017, we appointed Tracy Walker as our new Community Clinical Lead to ensure we are able to
effectively lead change in post-acute care. Her role is to provide expert advice, whilst acting as a figure head
for community services, where typically clinical leadership is less visible.

For many stroke survivors, only a few days are spent in hospital after a stroke before being discharged home,
with the ongoing support provided by specialist community teams who typically comprise of therapists and
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nursing staff with specialist skills in neuro rehabilitation.

We have been working with the GMNRODN for the past 18
months to review and improve our community services. We
have built on previous work by the SCN and collaboratively
developed an evidence based model for community services,
where teams offer support to all stroke patients discharged
from hospital, including those going to care homes. Our service
specification outlines the specialist care that should be provided
and stipulates who should be part of the core community team.
It also requires an integrated approach with the voluntary
sector, as well as outlining which other NHS support services
such as orthoptics should be available.

In December 2016, the networks conducted an assessment of community services currently available in
our region. We found many examples of inefficient models of care, understaffing in core teams and poor
access to NHS support services. There were noticeable gaps in
the availability of emotional and cognition support and many areas
had either reduced or did not fund life after stroke support from the
voluntary sector, often vital for long term recovery.

We have been working with NHS commissioners to implement our
model across our region to reduce the inequity and improve the
quality of care. The GMNRODN are part of a pathway transformation
programme which may yield additional investment for some teams,
and we continue to engage with the Greater Manchester Health and
Social Care Partnership to embed change.

Our Rehabilitation Group has been very active, with developments in community including:

» Development of a vocational rehabilitation pathway and commissioning of specialist training for a cohort
of clinicians who will cascade to their teams in June 2017
« Life after stroke events to support greater understanding of supporting longer term recovery

We also are developing an agreed pathway for providing driving advice in both the hospital and community

setting, as well as reviewing how teams use assessments to ensure consistency when we measure patient
outcomes. Work is also planned to improve the experience of stroke survivors in care homes.

5.5 Crosscutting Work

5.5.1 Patient and carer involvement

Truly hearing the patient and carer voice is central in developing and providing patient centred stroke care.
We are committed to involving stroke survivors and carers and continue to work closely with voluntary sector
organisations such as the Stroke Association, Speakeasy, BASIC and Think Ahead, with our Patient Co-
Chair involved with the Royal National Institute for the Blind.

Thﬁ}nk Ahead speékeasy Sl'fOkf?

Stroke - Support. Advice. Information supporting communication association
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Our Patient and Carer group was
launched in May 2016 and is chaired
by Ann Bamford, a stroke survivor. The
group has either experienced a stroke
or is a carer for someone who has
suffered a stroke, and recruitment has
attempted to select as diverse as group
of people as possible.

Membership of the group has remained
stable with good attendance by all,
indicating a high degree of commitment.
Meetings are facilitated by the Chief
Our Patient and Carer Group Executive of Speakeasy, an aphasia
charity who we have contracted to
support our patient engagement work.

All sessions are aphasia friendly and take account of the individual needs of the group with regard to
communication, mobility, tiredness levels, sensory impairment and any other individual needs. The timings
of meetings have been set to allow the best possible engagement in the day and all members received an
induction at their first meeting.

The group has been actively involved in helping the network team consider the strategic direction and priority
of our activities, as well as providing input into specific pieces of work. These have included:

* Advising on My Stroke booklet to ensure it included information that matters to patient in an appropriate
language and format

* Commenting on an alternative model of community care proposed by the network

* Reviewing the Stroke Association’s My Stroke Guide and similar alternatives

* Advising on a poster for stroke units explaining the care pathway to patients and families

« Attending the Greater Manchester IAT Implementation Board

* Advising on what training should be provided to community teams and key aspects of secondary
prevention

« Engaging with the Connected Health Cities project patient and public involvement work stream?®

« Contributing in the consultation the merging of University of South Manchester Hospital (UHSM) and
Central Manchester Hospital Trusts

We are also delighted that members have greatly benefitted from being involved in our group, with many
reporting the positive impacts on their own wellbeing. Additionally, three members now sit on our IAT Board,
three have joined The University of Manchester’s Cardiovascular patient /public research group and two
attended an NIHR themed lunch representing the group.

5.5.2 Training and education

Upskilling and enabling the professional development and peer support of stroke staff and others who are
involved in our care pathway (e.g. A&E, primary care) is critical in ensuring high quality care continues to
be delivered, and that valuable staff are retained in the service. Our Training and Education Group have
been extremely active this year, with some significant achievements:

» Competency framework guidance to support the development of stroke staff using existing tools and
best practice

 Greater Manchester training programme for experienced staff — monthly events including
masterclasses in topics such as psychological support for stroke and study days hosted by HASUs
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and usually attended by 40-100 people
* Training packages for staff outside stroke — ambulance staff, primary care and A&E

All events are free and supported by the network’s Administrator to minimise the burden on local teams.

Several local clinicians also
contribute to university teaching
programmes for stroke. A regional
induction programme for new

starters will be launched in late 2017

to ensure consistency and reduce
the burden for each stroke unit.

The network hosts a training page
on its website with information on
local and national training events,
university courses and online
resources. We have also been
working with the Wythenshawe
learning and development team to
upload our training packages onto
an online learning management
system called Moodle.

Ambulance Training Day August 2017

5.3.3 Research and innovation

Evidence based stroke care is essential in improving patient outcomes
and we continue to actively engage with academia to support the
development and successful management of research that is important
to our local population.

We are working with our Clinical Research Network (CRN) to improve
recruitment into stroke studies, especially in the community where
research is less well developed. We have continued to contribute to the
NIHR HS&DR research study8 investigating the centralisation of stroke
services. The project is due to report in late 2017 and any relevant

findings will be fed into our service improvement plans for 2018.

We remain involved in the Connected Health Cities project that seeks to join up stroke data to help drive
service improvement. We also are working with a mobile application design company to implement our
innovation to support improved decision making in the pre hospital pathway.

5.3.4 Communication and engagement

We continue to actively engage and collaborate with stakeholders and partners including NHS providers
and commissioners of care, as well as other organisations such as the AHSN, GMH&SCP, SCN, Clinical
Research Network and Public Health England.

Our regular online bulletin goes out to nearly 600 people, with a website that averages 700 hits a month. We
use Twitter to share news and follow others, extending our reach in social media and our inaugural annual
conference was attended by over 100 delegates in March 2017.
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6 What’s next?

As the network enters its third year of operation, it is crucial that we remain focused on the whole stroke
care pathway, not just the time spent in hospital, and continue to make improvements in preventing as well
as treating stroke.

With this in mind, our main priorities will be:

* Improving the commissioning and delivery of community rehabilitation to ensure equity and high quality
across all areas of the region

* Ensuring stroke units discharge patients according to the recommendations of the clinical guideline for
secondary prevention of stroke and that appropriate support to manage risk is provided by primary and
community care teams

* Training ambulance clinicians to ensure they can rapidly comply with the stroke pathway

* Ensuring effective patient flow through the hospital and community pathway, seeking ways to reduce
the burden at the Comprehensive Stroke Centre at Salford Royal

* Supporting the successful implementation of IAT

* Improving rehabilitation care as well as in reach into stroke units by community teams

* Developing 7 day TIA services across the region
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A. Service Specifications

Service Specification No.

Service Community Stroke Team

Provider Lead

Period

Date of Review

Commissioner Lead ‘

1. Population Needs

1.1 National/local context and evidence base

Stroke has a devastating and lasting impact on people’s lives and on the nation’s health and economy. Over 152,000
people have a stroke in the UK every year and there are 1.2 million stroke survivors. Stroke is one of the top four
causes of death and one of the largest causes of adult disability. By the age of 75, 1 in 5 women and 1 in 6 men will
have a stroke, and people from some ethnic backgrounds carry a higher risk. 1 in 8 strokes are fatal within the first 30
days, with 1 in 4 strokes fatal within a year and over a third of stroke survivors in the UK are dependent on others®.

Strokes are a blood clot or bleed in the brain which can leave lasting damage, affecting mobility, cognition, vision,
psychological well-being or communication. The effects can include aphasia, physical disability, loss of cognitive and
communication skills, depression and other mental health problems and a third of patients will be left with some form
of long term disability. Recovery can continue for many years after an individual has had a stroke, so it is important
that consideration is given to how to provide a seamless transfer of care and access to services over the long term.

The National Stroke Strategy (2007)2 provides the foundation for defining stroke services and outlines what is needed
to create the most effective stroke services in England. The strategy identifies major stages in the stroke patient’s
pathway and stresses a need to reorganise the way in which stroke services are delivered, from prevention through to
support for those who have experienced a stroke.

There are now over 6,000 strokes in Greater Manchester each year. The region centralised its acute stroke care
pathway in March 2015 so that FAST positive patients less than 48 hours of onset are taken by ambulance directly to
one of three Hyper Acute Stroke Units in the city. From there, patients are either discharged home or transferred to
their local stroke unit for onward rehabilitation before discharges.

Current stroke guidelines *® outline the importance and need for the commissioning of community stroke rehabilitation
services to provide specialist stroke rehabilitation following transfer home from hospital, including access for those
going into residential or nursing homes. We now have evidence for the effectiveness of Early Supported Discharge
(ESD) for those who have mild to moderate disability and the impact, with trials demonstrating that ESD can reduce
long term dependency and admission to institutional care and reduce the length of hospital stay’.

ESD is only suitable for around 40% of patients, so there needs to be access to community stroke rehabilitation within
72 hours of discharge for non-ESD patients (usually more complex disabilities), and also those going into residential
or nursing homes. Nationally, there are five models ESD provision, with the most effective models in terms of cost
and patient experience are where ESD and non-ESD rehabilitation is provided by a single integrated community
stroke or neuro rehabilitation team. These models provide equity in delivery for all stroke patients and avoid delays in
transfer of patients between services or long delays for non-ESD patients accessing rehabilitation®.

In Greater Manchester, work has been underway for several years to develop and implement an integrated model of
community rehabilitation (Appendix 1). Historically, local areas have commissioned different specialised services
including integrated teams, ESD, Community Neuro Rehabilitation Teams, with some offering no specialist services at
all. This has led to considerable variation in the care received by stroke patients when discharged from hospitalg.

The integrated community stroke team model builds on the principles and practice of ESD as well as the available
evidence and guidelines®®'°%'*, to ensure that all stroke patients discharged are seen in a timely way by a single
multi-disciplinary team, regardless of their disability.

2. NHS Outcomes

2.1 NHS Outcomes Framework Domains & Indicators
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Domain 2 Enhancing quality of life for people with long-term conditions
Domain 3 Helping people to recover from episodes of ill-health or following injury
Domain 4 Ensuring people have a positive experience of care

2.1.1 Adult Social Care Outcomes Framework

Domain 1 Enhancing quality of life for people with care and support needs
Domain 2 Delaying and reducing the need for care and support
Domain 3 Ensuring that people have a positive experience of care and support

2.1.2 Public Health Outcomes Framework

Domain 1

Improving the wider determinants of health

Domain 4

Healthcare public health and preventing premature mortality

2.2 Local defined outcomes

The Greater Manchester Stroke Operational Delivery Network has collaboratively developed a set of outcome
measures for the stroke care pathway based on NICE Standards'? and current Sentinel Stroke National Audit

Programme (SSNAP) indicators and data collection™®.

Data Data collection
Measure description Threshold collection imeli Comment
tool timeline
Percentage of adults having stroke rehabilitation SSNAP During admission
in hospital or in the community offered at least to stroke unit and NICE
) 85% (custom .
45 minutes of each relevant therapy for a . to community Standard 2
i fields)
minimum of 5 days a week for up to 6 weeks team
Discharge from
Percentage of patients reporting positive Friends and hospital and from
experience on friends and family test or patient 90% family test. community team
experience survey (which must include F&F test) Questionnaire and 6 months
post index stroke
Percentage of adults who have had a stroke SSNAP During adml_ssmn
. o ; to stroke unit and NICE
have their rehabilitation goals reviewed at 100% (custom
. ! referral to Standard 6
regular intervals (weekly) fields) .
community team
Admission to and
Percentage of patients who demonstrate positive SSNAP discharge from
. . ) Benchmark "
improvement following Community Stroke Team locall (custom community team
intervention y fields) & 6/12 months
post index stroke
Percentage of adults who have had a stroke who
can b(_e re_ferred toa chmp_al psycholo_glst with SSNAP Discharge from NICE
expertise in stroke rehabilitation who is part of 85% (custom hospital Standard 3
the core multidisciplinary stroke rehabilitation fields) P
team
Percentage of adults who have had a stroke are SSNAP During admission NICE
offered active management to return to work and 80% (custom to hospital and to | Standard 5
advice on driving if they wish to do so fields) community team | (RTW only)
Percentage of patients who were screened on SSNAP During admission Previous
admission to the Community Stroke Team for 90% (custom to community NICE
mood disturbance and cognitive impairment fields) team Standard
Percentage of patients referred seen within 72 SSNAP Within 3 days of Previous
hours for an assessment by Community Stroke 95% (custom referral to NICE
Team fields community team Standard
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3.1 Aims and objectives of service

e Evidence based rehabilitation care pathways with access for patients being discharged from hospital or living in
the community, using clinical consensus when no evidence exists

e To establish a recommended model of integrated community stroke rehabilitation services across Greater
Manchester that supports all stroke patients on discharge from acute care to their place of residence. The model
will fulfil identified achievable measureable and agreed rehabilitation goals, and will offer support and guidance
to their carers and families. In most instances this will occur in a time limited framework.

e To provide equality of patient experience across the conurbation of Greater Manchester through access to
appropriate, timely care using an agreed model of post-acute community stroke rehabilitation

e To provide a consistent, flexible and needs-led approach with integration between inpatient and community
rehabilitation teams, as well as other NHS, social care and other providers (e.g. voluntary sector) with active
signposting and referral to appropriate services for ongoing life after stroke support

e  To support timely discharge from hospital via in-reach to support people returning home more quickly and
prevention of unnecessary readmission to hospital or attendance at GP

e To promote involvement and integration with other providers such as the voluntary sector to develop a more
blended, asset based approach to rehabilitation care and life after stroke with early involvement and smooth
transfer to voluntary or well-being services, that addresses the wider needs of the patients and carers.

e To ensure timely discharge from the service using community assets effectively to continue longer term goals
and ensuring there is capacity to provide responsive assessment and treatment times following referral to the
service

e To provide a standardised geographical inclusion criteria for all CCGs in Greater Manchester to promote efficient
referrals from acute to community.

e  To use the collaboratively developed outcome measures and KPIs that are a mixture of process indicators and
measures that include patient reported experience and outcomes to demonstrate the quality and experience of
the service.

e To ensure longer term support for the patients via self-referral back into the service if needed

e To ensure that people who have had a stroke achieve maximum independence

3.2 Service description/care pathway

(See Appendix 1 for a summary of the model and pathways).

3.2.1 The Integrated Community Stroke Team

People with disability after stroke shall receive rehabilitation in a dedicated stroke inpatient unit and subsequently
following discharge from hospital from a specialist stroke team within the community. Stroke specialist care is defined
as that provided by health care professionals with necessary knowledge, skills, and experience of management of
stroke, evidenced by a suitable qualification and traininge.

The Integrated Community Stroke Team (ICST) should be sufficiently staffed to be able to commence treatment as
described in the pathways below. The team is multidisciplinary and works in partnership with local authorities and
other service providers including the voluntary sector. Its minimum core team as recommended by evidence which is
based on 5 days a week service® 10 &1

e  Occupational Therapy (1 WTE per 100 referrals/year)

e  Physiotherapy (1 WTE per 100 referrals/year)

e  Speech and Language Therapy (0.4 WTE per 100 referrals/year)

e  Nurse (0- 1.2 WTE per 100 referrals/year range; recommended locally at least 1 full time nurse per team)
e  Social worker (0-0.5 WTE per 100 referrals/year; recommended locally at least 0.5 per team)

e Rehabilitation assistants/Assistant practitioner (0.25 WTE per 100 referrals/year following consultation
recommended increase to 1 per 100 referrals/year)

e  Physician (0.1 WTE per 100 referrals/year)

e Clinical psychologist with expertise in stroke rehabilitation2 (refer to embedded document with approximately 0.2
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WTE per 100 referrals/year)

Royal College of Physicians Guidance® recommends access to dietetics, but not as part of the core community team.
Local clinical consensus (GMSODN meeting 15 August 2016) recommended a Dietician be commissioned as part of
the core team and is suggested at 0.067 WTE per 100 referrals/year.

Local consensus also agreed that appropriate administration and management support were essential in ensuring the
ICST core team was effective and these should be commissioned as part of the service.

These staffing levels serve as guidance and actual staffing required will depend on local context and resources
already in place.

The ICST shall have timely access to appropriate support from:

e Re-ablement service or equivalent

e  Orthotics

e  Orthoptics

e  Spasticity clinic/consultant review for botox, splinting for management of spasticity
e FES foot drop service

e  Consultant review

o Primary care including GPs

e  Specialist inpatient neuro rehabilitation centre

e Long term conditions services with self-management/expert programme
o Return to work services and vocational rehabilitation

o Befriending/peer support/respite

e  Voluntary services/carer support

The ICST shall provide early effective community rehabilitation to all stroke patients leaving hospital (i.e. those
meeting Early Support Discharge (ESD) and also non ESD criteria). The team works with acute stroke unit staff, the
patient and their family and other support services including the voluntary sector to ensure the earliest possible
discharge of the patient.

Adults who have had a stroke will be offered ESD if the core multidisciplinary stroke team assess that it is suitable for
them. ESD is an intervention for adults after a stroke that allows their care to be transferred from an inpatient
environment to a community setting. It enables people to continue their rehabilitation therapy at home, with the same
intensity and expertise that they would receive in hospital. This may not be suitable for all adults with stroke or in all
circumstances.

The decision to offer ESD is made by the inpatient core multidisciplinary stroke team after discussion with the patient
and their family or carer if applicable; in collaboration with the ICST.

All patients shall be effectively discharged into the community at the earliest opportunity once the acute stroke unit
team are satisfied that the patient is medically stable and does not require stroke inpatient care. The appropriate
pathway within the model of rehabilitation will be identified by the ICST and provided without delay.

The ICST will follow all applicable guidelines and standards of care but will be empowered to use their clinical
reasoning to deliver the most appropriate care for patients, and in accordance with their needs and wishes.

The ICST shall attend home visits as needed to support coordination of pathways and discharge planning.

The decision to refer on to other generic community rehabilitation teams should only be made by the ICST when it is
deemed specialist ICST management and treatment is no longer needed and patient needs can be met by a generic
rehabilitation service or life after stroke exercise pathways.

The staffing levels of the team shall enable the fulfilment of the stipulated hours of service.

Recommended minimal levels at weekend are one qualified and one unqualified member of staff to carry out new
assessments and high priority rehabilitation (based on consultation across Greater Manchester, Lancashire and
South Cumbria) which is additional to the staffing levels below.

3.2.1.1 Education & training

Specific education and training shall be developed and provided in accordance with the Stroke-Specific Education
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Framework or similar tool recommended by the Greater Manchester Stroke Operational Delivery Network Training &
Education Subgroups.

Staff shall be aware of and understand the implications for patients of relevant legislation including the Mental
Capacity Act (2005)** and the Care Act (2014)"

Carers shall receive training in care such as: moving, handling and dressing; receive written information on
management plan and point of contact for stroke information.

3.2.2 Response and treatment timescales
Pathway 1: Home with ICST input (the majority of patients)

Discharged home with ICST input over 6 days a week; daily visits by therapists and rehabilitation support workers as
per clinical reasoning (see 3.2.4).

Patient presentation: Able to manage at home following risk assessment, usually mobile with one or able to transfer
with carer, able to manage activities of daily living independently, with carer or care package, no cognitive issues
which may cause risk at home, good family support and able to toilet independently or with carer support, no night
time issues able to access toilet independently or with carer. Able to manage activities of daily living independently or
with carer with the ICST providing therapy visits daily as per need and patient wishes.

Where appropriate, patients shall be contacted by telephone by a member of the ICST within 24 hours of discharge to
offer support.

All non-ESD patients discharged from hospital who have residual stroke related problems will be followed up at home
for asseelsis&nlwzent and ongoing management within 72 hours based on clinical reasoning by the ICST and patient
choice™ .

Patients with stroke who have mild to moderate disability should be offered ESD provided the ICST are able to deliver
assessement/treatment at home within 24 hours of discharge if required, based on clinical reasoning and patient
choice”.

ESD patients: Treatment begins no later than 24 hours from assessment date or as per clinical judgement and
patient choice®®.

Non-ESD patients: Treatment begins no later than 7 days from assessment date or earlier if needed based on clinical
judgement and patient choice™.

Pathway 2 - Home with ICST and re-ablement service
Support up to four times a day for six weeks to enable safe management and rehabilitation at home.

Response times for assessment and treatment for these patients should be as per guidelines above on pathway 1 for
all ESD and non ESD patients.

Patient presentation: Require daily re-ablement support in activities of daily living to remain at home following
programmes set by the ICST. Meets the needs of lower functioning patients who may live alone with reduced family
support but who are able to manage and toilet in between visits and overnight. May have some cognitive impairment
which is supported in rehabilitation in activities of daily living by re-ablement support workers to reduce any risk of
safety issues with re-ablement staff following ICST individualised programmes. Patients must be able to manage to
toilet independently or with carers in between visits and have no overnight issues that cannot be managed
conservatively or with family carer support. Daily visits reduce as patient becomes more independent and continued
rehabilitation post six weeks re-ablement support will be as per pathway 1 delivered by ICST team and support
workers on ICST team once independence increased. The patient must be cognitively and physically able to manage
with no safety risks independently with re-ablement support daily, with carer or independently. This flexible working
with specialist ICST input into re-ablement pathway enables earlier discharge of the more complex patients whilst
maintaining specialist stroke rehabilitation. Can be ESD level but usually more complex and lower level of functional
ability and requiring assistance over 7 days with activities of daily living to be able to stay be able to remain at home
to receive rehabilitation.

All disciplines in the ICST shall carry out the assessments needed OT/PT/SLT/Nurse within the first week of
admission onto the pathways and put treatment plans in placele.

A joint rehabilitation management plan with re-ablement shall be put in place following the initial assessment at home.

The ICST shall have responsibility for supporting the staff in re-ablement service to carry out the practice of the
rehabilitation treatment plans.
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The ICST shall attend the MDT meetings or re-ablement planning meetings to coordinate, review and plan care.

The ICST will have local protocols and procedures for the pathway into re-ablement and subsequent stroke patient
management which have been jointly agreed with health and social care staff involved on the pathway.

Pathway 3: Discharged to residential/nursing home

All people with stroke in a care home should receive an assessment and treatment from stroke rehabilitation services
in the same way as patients living in their own home®.

Patients discharged to a nursing or residential home will be called by the ICST within 24 hours of discharge if
appropriate, with an assessment carried out within 72 hours of discharge based on clinical reasoning and patient
need/choice by the ICST.

The assessment shall include a review of swallow, spasticity, seating, pain, upper limb management, mobility/transfer
methods, continence, diet and pressure management.

Care home staff should have training on the physical, psychological and social effects of stroke and optimum
management of common impairments”.

Treatment shall begin for those patients who require therapy no later than 7 days from assessment or earlier based
on clinical reasoning and patient choice by the ICST™®.

Other care facilities

There may be a small number of patients who are transferred to other care facilities (such as intermediate or
transitional care) with support from the ICST. These patients will be identified and managed on a case by case basis
by the acute stroke unit team and ICST, and in accordance with clinical reasoning and patient choice.

If choosing another care facilities then the ICST should:

e Inreach to the unit to provide assessment and treatment for the patient with full responsibility for
management plans

o Attend weekly multidisciplinary team meetings to discuss and manage patients with the other care unit staff,
GP, family and the patient

e Carry out home visits. These patients usually step down to pathway 1 or 2 following discharge home to
support with re integration in the home environment until goals have been achieved and they are able to go
home with re-ablement support or family support and continued ICST rehabilitation at home

3.2.3 Community referrals

Any patient living in the community who has been identified as having a stroke related problem within the scope of the
ICST skill set shall be triaged by the ICST and contact made with the patient within 48 hours of referral to determine
their needs and identify a management pathway.

The ICST will decide if the patient is to be treated by themselves or referred onto generic pathways for management.

Treatment shall begin within 7 days of assessment and any intervention shall be provided for up to six months with
the option of re-referral back into the service at the end of this time.

3.2.4 Medical support

The ICST shall have pathways in place to access consultant support if needed during the rehabilitation process in the
community.

The team shall seek clinical support from the ICST nurse, GP and an appropriate hospital stroke consultant as
necessary to ensure medical issues are reviewed and managed appropriately, including support for radiological
unconfirmed strokes.

3.2.4 Intensity of treatment

Adults having stroke rehabilitation in hosPitaI or in the community must be offered at least 45 minutes of each relevant
therapy for a minimum of 5 days a week™.

Professionals within the ICST should be empowered to exercise their clinical judgement and provide therapy as per
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clinical need and in accordance with patient choice, whilst taking the relevant guidelines into account.

The ICST shall meet weekly as a minimum to plan and manage patient care working closely with the family and carer
support service or equivalent to assist in the management of emotional, financial and life after stroke issues™.

Therapy shall be offered by the ICST for a maximum of 6 months from discharge from hospital for new stroke patients
and 6 months from referral for community based referrals with extensions for patients based on clinical reasoning and
the option of re-referral back into the service at the end of this period.

The planning process for any service development should include active involvement of stroke patients and carers,
with particular consideration of the views of patients who are unable to participate in the planning process directly.

3.2.5 Stroke rehabilitation management

Specialist stroke rehabilitation, support and any appropriate management plans shall address the following issues
either directly or by seamless onward referral where required”.

Services and support may be delivered by the NHS or by providers such as the voluntary sector and members of the
ICST should have sufficient knowledge to ensure appropriate access of services and support by their patients

A range of life after stroke services must be in place and easily accessible to support the long term needs of patients
and their carers/families that encourage self-management where appropriateg. These will be
signposted/accessed/coordinated by the ICST as needed to ensure holistic coordinated care planning with other
services.

These issues include:

e  Mobility and movement (including exercise programmes, gait retraining, mobility aids and orthotics)
o Upper limb rehabilitation

o Management of spasticity and tone

o Blood pressure management and secondary prevention with joint management planning by relevant acute,
community and primary care teams

e  Sensory impairment screening and sensory discrimination training
) Falls prevention (including assessment of bone health, progressive balance training and aids)

e  Cognitive rehabilitation (including addressing impairment in attention, memory, spatial awareness, perception,
praxis and executive function)

e Communication (including aphasia support twice weekly during the first 20 weeks, techniques or aids for
dysarthria and apraxia, information about local groups)

) Everyday activities including provision of daily living aids and equipment (e.g. dressing, washing, meal
preparation)

) Emotional and psychosocial issues (e.g. depression, adjustment difficulties, changes in self-esteem or efficacy,
emotionalism)

e  Swallowing (including swallowing rehab, maintenance of oral and dental hygiene, nasogastric tube feeding,
gastrostomy)

e  Skin integrity (i.e. pressure care and positioning)

e  Nutrition (including specialist nutritional assessment, nutritional support)

e  Visual disturbance

e  Continence (bladder and bowel)

e Social interaction, relationships and sexual functioning (including psychosocial management or medications)
e Pain (assessed regularly using validated score, referred to specialist where indicated)

¢ Home assessment (including need for larger scale equipment or adaptation)

e  Carer support and training

e  Driving

e Financial management and accessing benefits
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e Return to work including referral to specialist in employment or vocational rehabilitation (see below)
e Review of rehabilitation goals (see below)

e  Community integration and participation (see below)

3.2.5.1 Return to work
Adults who have had a stroke should be offered active management to return to work if they wish to do so'?.

Return to work issues should be identified as soon as possible after the person's stroke, reviewed regularly and
managed actively by the ICST whilst within their service.

Identifying the physical, cognitive, communication and psychological demands of the job (for example, multi-tasking
by answering emails and telephone calls in a busy office).

Identifying any impairments on work performance (for example, physical limitations, anxiety, fatigue preventing
attendance for a full day at work, cognitive impairments preventing multi-tasking, and communication deficits).

Tailoring an intervention (for example, teaching strategies to support multi-tasking or memory difficulties, teaching the
use of voice-activated software for people with difficulty typing, and delivery of work simulations).

Educating about the Equality Act 2010"" and support available (for example, an access to work scheme).

Work place visits and liaison with employers to establish reasonable accommodations, such as provision of
equipment and graded return to work.

3.2.5.2 Review of rehabilitation goals
All patients will have their rehabilitation goals reviewed at regular intervals with evidence of local written protocolss.

Goals shall be incorporated into a personalised plan that allows the patient to take ownership of their rehabilitation
and shall be reviewed regularly (every 4-6 weeks) with the patient throughout the treatment period which will promote
and support the well-being principle. ICST should use a ‘stepped care’ approach to delivering psychological care®.

3.2.6 Community integration and participation

There should be joint working with stakeholders to develop pathways from ICST into community leisure and exercise
classes for patient, who are then supported to attend by the ICST as part of the rehabilitation process.

There should be joint working with voluntary sector providers to develop pathways from ICST into funded stroke
information and support services as well as communication support groups to ensure effective provision of support
and information as part of the rehabilitation processg.

Patients should be made aware of and offered options to promote their wellbeing, including peer-led support groups,
engagement in community activities and professional psychological therapies12 including IAPT and community mental
health services.

The ICST will:

e  Work with the patient and their family or carer, identify their information needs and how to deliver them, taking
into account specific impairments such as aphasia and cognitive impairments and pacing the information to the
person's emotional adjustment®

e  Provide information about local resources (e.g. leisure, housing, social services and the voluntary sector) that
can help to support the needs and priorities of the person with stroke and their family or carer

e  Support and educate people after stroke and their families and carers, in relation to emotional adjustment to
stroke, recognising that psychological needs may change over time and in different settings®

e  Offer carers an assessment tailored to their individual needs to support well-being during the rehabilitation
process

e  Appropriately educate and train carers to recognise and report causes of illness that could result in avoidable
admission e.g. constipation, urinary tract infection, swallowing problems

e Refer to IAPT services if required with advice and input from the ICST psychologist

e Refer to Functional Electrical Stimulation for foot drop services where appropriate

o Promote the practice of skills gained in therapy in the patient’s daily routine in a consistent manner and patients

Page 8 of 13



https://www.nice.org.uk/guidance/cg162/chapter/terms-used-in-this-guideline#terms-used-in-this-guideline



Greater Manchester Community Stroke Model and Service Specification Version 1 Oct 16

shall be enabled and encouraged to practice that activity as much as possible

3.2.7 Discharge from ICST

Maximum service provision is 6 months post discharge or referral for new stroke patients and 6 months post referral
for community referrals with extensions for patients who require further rehabilitation who are still achieving goals
based on clinical reasoning.

There is an option for patients to be re-referred back in at any time after discharge if appropriate.
Discharge is defined as when patient’s goals are met or patient declines service.

Patients can re-refer themselves back to the ICST at any point post discharge for assessment of need and the ICST
will help determine the most appropriate pathway or referral to generic services.

Self-management and access to relevant community assets to support the patients on discharge from the service
should be coordinated by the ICST including on-going support from the family and carer support service,
communication support service and exercise pathways to ensure longer term support and re integration is successful
and needs led®.

A discharge summary should be sent to the GP within a week of discharge from the ICST.

3.2.8 6 & 12 month review

Adults who have had a stroke have a structured health and social care review at 6 months and 1 year after the stroke,
and then annually™.

The ICST must be aware of local arrangements and written protocols for the structured health and social care review
at 6 months and 1 year after the stroke, and then annually with pathways of access back to the team if needed

It is recommended that the 6 month review is carried out using the GM-SAT tool'®.

3.2.9 End of Life Care

If the inpatient MDT recognises patient is dying then effective, fast and where necessary, rapid systems for discharge
processes shall be in place to meet individual's preferences, including to their preferred place of care and death (e.g.

Rapid Discharge Pathway). The ICST will liaise with the in-patient MDT to ensure support is provided by the ICST on
discharge if necessary.

Advance Care Planning shall be Initiated and/or reviewed and the North West End of Life Care Model™ shall be
adopted and applied to ensure:

e Holistic needs assessment

e Advance Decisions To Refuse Treatment

) Benefits review of patient and carer including Grants/prescription exemption
) Provision of information on Blue Badge (disabled parking) scheme

e  On-going monitoring and support agreed to avert crisis

e Referral to other services e.g. Specialist Palliative Care

e  Sensitive communication skills training for end of life care shall be provided to relevant staff in the ICST

3.2.10 Hours of service

The hours of service shall be during locally agreed hours (normally office hours such as 8.30am-4.30pm) 6 days a
week, Monday to Saturday.

Discharges at weekends should be planned by the inpatient team in collaboration with the ICST to ensure that the
ICST can visit and assess the patient within 24 hours if required (i.e. ESD patients).

Priorities for weekend working are to support hospital discharges or transfers to re-ablement and the continuation of
existing high priority rehabilitation patients or newly discharged patients on a Thursday or Friday for continuity of
treatment.
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3.2.11 Audit

Standard sets of data should be determined and collected/recorded routinely including the data required for the
SSNAP national audit®,

There should be an agreed protocol with the hospital team on the transfer of patient records to the ICST on the
SSNAP system to ensure compliance with the audit.

The ICST should contribute relevant data for the Greater Manchester Stroke Outcome Measures (which includes
SSNAP data).

An annual report should be collated that presents the outcomes of the service in terms of service delivery, patient’s
outcomes and satisfaction with action plans for service improvement.

3.3 Population covered

People who have problems relating to a primary diagnosis of stroke that are newly diagnosed or old stroke requiring
specialist community stroke rehabilitation.

Resident within the clinical commissioning boundaries, or registered with a GP within the commissioning CCGs
boundaries. Cross boundary issues should be resolved locally and be in the best interests of the patient.

Living in the community setting either in their own home, intermediate care unit or residential or nursing home which
can be a temporary placement.

Stroke patients who are admitted to Inpatient Neuro Rehabilitation Units may be treated under the Greater
Manchester Neuro Rehabilitation Community model or Greater Manchester Stroke Rehabilitation Community model.
This should be decided on a case by case basis following discussion by relevant senior clinicians.

3.4 Any acceptance and exclusion criteria and thresholds
Referrals will be accepted if the person is:

e  Over 18 years old, however, exceptions where the patient who is 16 years or older whose needs have been
identified as being best met with the skills of the ICST

) Primary diagnosis of stroke, functional strokes (those who are awaiting diagnosis may be eligible)
e  The patient must be medically stable with appropriate medical investigations completed.

e  Category of patient disability accepted: ESD patients and non- ESD patients

) Rehabilitation goals must be identifiable

) Re-referrals of people with a stroke are accepted if there are specific rehabilitation goals which require specialist
community stroke rehabilitation.

e Patient consents to intervention by the team

) Patients cannot be discharged to the ICST until necessary care, equipment and transportation are in
place which should be organised by the acute stroke unit

e  For patients discharged alone to a private address they must be able to maintain their own
safety independently

Exclusion criteria

e If any patients are deemed not appropriate for intervention by the ICST, the team will provide advice and support
to sign post to the most appropriate service

3.5 Interdependence with other services/providers

The service should work in partnership with hospital teams, GPs, local integrated services and other primary and
secondary care services to provide a holistic approach to patient care.

Forge relationships with other relevant statutory and non-statutory providers within the health economy especially
those offering support for life after stroke e.g. voluntary sector.

The service should actively engage with and contribute to the work of the Greater Manchester Stroke Operational
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Delivery Network®.

4. Applicable Service Standards

4.1 Applicable national standards (e.g. NICE)
NICE (CG 68)*
NICE (CG 162)°

4.2 Applicable standards set out in Guidance and/or issued by a competent body
RCP (2016) National Clinical Guideline for stroke®
NHS England (2016) Commissioning Guidance for Rehabilitation®

4.3 Applicable local standards

5. Applicable quality requirements and CQUIN goals

5.1 Applicable Quality Requirements
NICE Quality Standard 2"

Location of Provider Premises
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Appendix 1: Integrated community stroke team model

/

Stroke survivors in community needing ICST assessment (re- IAPT
referral or had stroke out of area)
Crisis
intervention/rapid
assessment service

o Contact patient/carer by phone within 48 hours of referral
and assess within 7 days

o If ICST intervention needed, apply appropriate pathway and Access to medical

K support

enable life after stroke support as early as possible

Family & carer\

Integrated Community Stroke Team support service

(ICST) - Core MDT
OT, PT, SaLT Nurse, Clinical
Psychologist/Neuro psychology, Physician,
Rehabilitation Support Worker/Assistant
Practitioner & Social Worker

Communication
support service

Access to suitable

exercise services/

r

e In reach/triage by ICST to support pathway decision

\

Stroke survivors discharged from hospital

e Determine and apply appropriate pathway of care
following full holistic assessment with family and patient

e Enable appropriate life after stroke support as early as

\ possible )

I I

y

Support services Pathway 1

@ Return to work/vocational Therapy at home with ICST support

support within 24hrs if appropriate

® Assess at home within 24 - 72 hours
depending on clinical reasoning and
patient need

e Treatment begins within 24 hours of

® | ong term conditions services

® Orthotics, orthoptics,
wheelchair services

e Telephone call to patient/carer for support

Pathway 2
Therapy at home with joint ICST & re-ablement
rehabilitation support package

® Joint assessment at home by ICST and re-
ablement team within 24 hours of discharge
(or prior to discharge if local practice) to
develop joint management plan

® |CST provide treatment and management plans

® Spasticity clinics
® Consultant review

® Specialist inpatient neuro

assessment for ESD patients and within 7
days for non ESD patients

e Therapy intensity provided daily across 6
days a week as per guidelines with clinical

with therapy practice via re-ablement workers
e Therapy provided within 7 days with up to 3

therapy/care visits a day provided by re-

ablement service/ICST daily across 6 days a

rehabilitation centre reasoning/patient choice

months

o Intervention provided by ICST for up to 6

week as per guidelines with clinical
reasoning/patient choice

© |CST review goals/visits weekly with max 6
weeks re-ablement support available

o Step down to pathway 1 if needed

\ 4

—

Pathway 3

Discharged to residential/nursing home

o Telephone call to care home within 24hours
for triage and management planning

e Assess within 72 hours of discharge
depending on clinical reasoning and patient
need.

e Treatment begins within 7 days of
assessment

e Therapy intensity provided daily across 6
days week as per guidelines with clinical
reasoning/patient choice

e Management plan/reintegration if needed
to include seating, mobility, swallow &
spasticity

e Prevention of contractures and shoulder
pain

N

y
( Discharge

e When goals met, maximum 6 months

e When generic pathways or other life after
stroke services are deemed appropriate by

® Family & carer support (liaise closely with ICST, may attend MDT)

® Communication & information support

Life after stroke services encouraging self-management and use of community assets

® Exercise, health & fitness

® Social groups, peer support, befriending & respite care

the ICST

v

o Self-referral back to ICST if needed in future
\ J

»
»

6, 12 month and annual review thereafter using GMSAT. Referral back to ICST if needed in future
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Information

		Greater Manchester Stroke Pathway Outcome Measures 

		Implemented from April 1st 2017

		Context

		This spreadsheet outlines the outcome measures that have been selected and agreed by the ODN Clinical Effectiveness Group to better understand the quality of stroke care across the whole pathway in Greater Manchester (i.e. hyper acute, acute and community rehabilitation). Measures for each team type are on seperate tabs. Most data required outside existing SSNAP fields will be collected via new additional SSNAP custom fields and teams should continue to report existing SSNAP data as normal. The remaining additional locally measured data must be submitted to the ODN 3 weeks after the SSNAP deadline for that period and a submission template will be provided separately from this document.



		For questions and support contact christopher.ashton@srft.nhs.uk

		Submission Deadlines

		Reporting period		SSNAP data submission deadline		ODN submission deadline		 SSNAP data release date		ODN data release date

		Apr-July 2017		Early Sep		+3 weeks from SSNAP deadline		Oct-17		Nov-17

		Aug-Nov 2017		Early Jan		+3 weeks from SSNAP deadline		Feb-18		Mar-18

		Dec-Mar 17/18		Early May		+3 weeks from SSNAP deadline		Jun-18		Jul-18

		Apr-July 2018		Early Sep		+3 weeks from SSNAP deadline		Oct-18		Nov-18

		This table will be updated for future dates

		Please check the SSNAP website for submission deadlines as not yet published







A) All measures

		#		Measure description		Threshold		Data collection tool		Data submission to		Indicator type		Phase of care		Data collection timeline		National standard or SSNAP indicator (if relevant)

		1		Destination of patients discharged from stroke units		Benchmark locally/nationally		SSNAP		SSNAP		Process		Acute		Discharge from hospital		Transfer tree data SSNAP

		2		Percentage of patients who spent at least 90% of their stay on stroke unit		80%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 2.3

		3		Percentage of patients assessed by a stroke specialist consultant physician within 24h of clock start		95%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 4.1

		4		Percentage of applicable patients who were given a swallow screen within 4h of clock start		85%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 4.5

		5		Percentage of adults having stroke rehabilitation in hospital or in the community offered at least 45 minutes of each relevant therapy for a minimum of 5 days a week for up to 6 weeks		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 5.4, 6.4 & 7.4 in acute setting

		6		Percentage of applicable patients screened for nutrition and seen by a dietitian by discharge		95%		SSNAP		SSNAP		Process		Acute		Discharge from hospital		SSNAP indicator 9.1

		7		Percentage of adults who have had a stroke and have a structured health and social care review at 6 months and 1 year after the stroke, and then annually		60% (for 6 month review)		SSNAP		SSNAP		Process		Acute		6 and 12 months post index stroke		Contributes to NICE Standard 7. SSNAP indicator 10.1 or B13.3 in case ascertainment measures 6 month review

		8		Percentage of adults who have had a stroke who are offered stroke community rehabilitation if the core multidisciplinary stroke team assess that it is suitable for them		95%		SSNAP		SSNAP		Structural		Acute		Discharge from hospital		NICE Standard 4. SSNAP indicator - Team centred post 72 h K24.3

		9		Percentage of applicable patients who are assessed by a nurse within 24h AND at least one therapist within 24h AND all the relevant therapists within 72h AND have rehabilitation goals agreed within 5 days		70%		SSNAP		SSNAP		Process		Acute		During admission to hospital and to community team		Ties into NICE Standard 6. SSNAP indicator 8.8

		10		Percentage of patients readmitted within 28 days for any reason		Benchmark locally/nationally		Hospital data		N/A		Process		Acute		Up to 28 days following discharge		Recorded at hospital and CCG level

		11		Percentage of applicable patients who have a continence plan drawn up within 3 weeks of clock start 		95%		SSNAP		SSNAP		Process		Acute		During admission to hospital 		SSNAP indicator 9.2. 

		12		Percentage of patients reporting positive experience on friends and family test or patient experience survey (which must include F&F test)		90%		Friends and family test or questionnaire		ODN		Patient Reported Experience Measure		Acute/post acute		Discharge from hospital and from community team and 6 months post index stroke		Local questionnaire can be used in conjunction with Friends and Family test. 

		13		Percentage of adults who have had a stroke have their rehabilitation goals reviewed at regular intervals (weekly)		100%		Local data		ODN		Process		Acute/post acute		During admission to stroke unit and referral to community team		NICE Standard 6

		14		Mortality rate of stroke patients		Benchmark locally/nationally		Hospital data/SSNAP		N/A		Outcome measure		Hyper acute/Acute		Annually		Use both SSNAP annual case mixed data and crude data from SUS. Compare GM vs national and hospital/CCG level

		15		Percentage of patients that were scanned within 1 hour of clock start		75%		SSNAP		SSNAP		Process		Hyper acute		During admission to hospital		SSNAP indicator 1.1

		16		Percentage of all stroke patients given thrombolysis		10%		SSNAP		SSNAP		Process		Hyper acute		During admission to hospital		SSNAP indicator 3.1

		17		Percentage of thrombolysed patients given it within 1 hour of clock start		60%		SSNAP		SSNAP		Process		Hyper acute		During admission to hospital		SSNAP indicator 3.3

		18		Percentage of applicable patients who were given a formal swallow assessment within 72h of clock		85%		SSNAP		SSNAP		Process		Hyper acute/acute		During admission to hospital		SSNAP indicator 4.6

		19		Length of stay in hospital and stroke community rehabilitation services		Benchmark locally		Hospital data / SSNAP		SSNAP & ODN		Process		Hyper acute/acute/postacute		Admission and discharge		Date of admission and date of discharge from hospital or community team. Report at hospital and CCG level for both hospital and community teams. HASUs to record in area and out of area LoS. Community teams at local level.



		20		Percentage of patients directly admitted to a stroke unit within 4 hours of clock start 		80%		SSNAP		SSNAP		Process		Hyperacute/acute		During admission to hospital		NICE Standard 1. SSNAP indicator 2.1

		21		Overall team centred SSNAP score		Benchmark locally/nationally. A-E score		SSNAP		N/A		Process		Hyperacute/Acute		N/A		Reported every 4 months

		22		Percentage of patients where IPC sleeve has been used if appropriate		85%		SSNAP		SSNAP		Process		Hyperacute/Acute		During admission to hospital

		23		Percentage of patients discharged from hospital with an appropriate discharge summary sent to their GP within a week of discharge		100%		Local data		ODN		Process		Hyperacute/Acute		Discharge from hospital

		24		Percentage of patients who demonstrate positive improvement following Community Stroke Team intervention 		Benchmark locally		SSNAP		SSNAP		Patient Reported  Outcome Measure		Post acute		Admission to and discharge from community team & 6/12 months post index stroke		ODN to review data submitted to SSNAP

		25		Percentage of adults who have had a stroke who can be referred to a clinical psychologist with expertise in stroke rehabilitation who is part of the core multidisciplinary stroke rehabilitation team		85%		SSNAP		SSNAP		Structural		Post acute		Discharge from hospital		NICE Standard 3

		26		Percentage of adults who have had a stroke are offered active management to return to work and advice on driving  if they wish to do so		80%		SSNAP		SSNAP		Process		Acute (optional)/Post acute		During admission to hospital and to community team		NICE Standard 5 (RTW only)

		27		Percentage of patients referred seen within 72 hours for an assessment by Community Stroke Team		95%		SSNAP		SSNAP		Process		Post acute		Within 3 days of referral to community team		Previous NICE Standard

		28		Percentage of patients who were screened on admission to the Community Stroke Team for mood disturbance and cognitive impairment  		90%		SSNAP		SSNAP		Process		Post acute		During admission to community team		Previous NICE Standard

		29		Percentage of discharged stroke patients who have another stroke within 6 months of index case		Benchmark locally/nationally		Hospital data		N/A		Outcome measure		Post acute		6 months post index stroke



&"-,Bold"GM Stroke outcome measures	




B) HASU

		#		Measure description		Threshold		Data collection tool		Data submission to		Indicator type		Phase of care		Data collection timeline		National standard or SSNAP indicator (if relevant)		New additional SSNAP question		SSNAP answer options

		1		Destination of patients discharged from stroke units		Benchmark locally/nationally		SSNAP		SSNAP		Process		Acute		Discharge from hospital		Transfer tree data SSNAP		N/A		N/A

		2		Percentage of patients who spent at least 90% of their stay on stroke unit		80%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 2.3		N/A		N/A

		3		Percentage of patients assessed by a stroke specialist consultant physician within 24h of clock start		95%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 4.1		N/A		N/A

		4		Percentage of applicable patients who were given a swallow screen within 4h of clock start		85%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 4.5		N/A		N/A

		5		Percentage of adults having stroke rehabilitation in hospital or in the community offered at least 45 minutes of each relevant therapy for a minimum of 5 days a week for up to 6 weeks		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 5.4, 6.4 & 7.4. 		N/A		N/A

		5A		O/T		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 5.4 		N/A		N/A

		5B		P/T		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 6.4		N/A		N/A

		5C		SALT		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 7.4. 		N/A		N/A

		6		Percentage of applicable patients screened for nutrition and seen by a dietitian by discharge		95%		SSNAP		SSNAP		Process		Acute		Discharge from hospital		SSNAP indicator 9.1		N/A		N/A

		7		Percentage of adults who have had a stroke and have a structured health and social care review at 6 months and 1 year after the stroke, and then annually		60% (for 6 month review)		SSNAP		SSNAP		Process		Acute		6 and 12 months post index stroke		Contributes to NICE Standard 7. SSNAP indicator 10.1 or B13.3 in case ascertainment measures 6 month review		N/A		N/A

		8		Percentage of adults who have had a stroke who are offered stroke community rehabilitation if the core multidisciplinary stroke team assess that it is suitable for them		95%		SSNAP		SSNAP		Structural		Acute		Discharge from hospital		NICE Standard 4. SSNAP indicator - Team centred post 72 h K24.3		N/A		N/A

		9		Percentage of applicable patients who are assessed by a nurse within 24h AND at least one therapist within 24h AND all the relevant therapists within 72h AND have rehabilitation goals agreed within 5 days		70%		SSNAP		SSNAP		Process		Acute		During admission to hospital and to community team		Ties into NICE Standard 6. SSNAP indicator 8.8		N/A		N/A

		10		Percentage of patients readmitted within 28 days for any reason		Benchmark locally/nationally		Hospital data		N/A		Process		Acute		Up to 28 days following discharge		Recorded at hospital and CCG level		N/A		N/A

		11		Percentage of applicable patients who have a continence plan drawn up within 3 weeks of clock start 		95%		SSNAP		SSNAP		Process		Acute		During admission to hospital 		SSNAP indicator 9.2. 		N/A		N/A

		12		 Percentage of patients reporting positive experience on friends and family test or patient experience survey (which must include F&F test)		90%		Friends and family test or questionnaire		ODN		Patient Reported Experience Measure		Acute/post acute		Discharge from hospital and from community team and 6 months post index stroke		Local questionnaire can be used in conjunction with Friends and Family test. 		N/A		N/A

		13		Percentage of adults who have had a stroke have their rehabilitation goals reviewed at regular intervals (weekly)		100%		Local data		ODN		Process		Acute/post acute		During admission to stroke unit and referral to community team		NICE Standard 6		N/A		N/A

		14		Mortality rate of stroke patients		Benchmark locally/nationally		Hospital data/SSNAP		N/A		Outcome measure		Hyper acute/Acute		Annually		Use both SSNAP annual case mixed data and crude data from SUS. Compare GM vs national and hospital/CCG level		N/A		N/A

		15		Percentage of patients that were scanned within 1 hour of clock start		75%		SSNAP		SSNAP		Process		Hyper acute		During admission to hospital		SSNAP indicator 1.1		N/A		N/A

		16		Percentage of all stroke patients given thrombolysis		10%		SSNAP		SSNAP		Process		Hyper acute		During admission to hospital		SSNAP indicator 3.1		N/A		N/A

		17		Percentage of thrombolysed patients given it within 1 hour of clock start		60%		SSNAP		SSNAP		Process		Hyper acute		During admission to hospital		SSNAP indicator 3.3		N/A		N/A

		18		Percentage of applicable patients who were given a formal swallow assessment within 72h of clock		85%		SSNAP		SSNAP		Process		Hyper acute/acute		During admission to hospital		SSNAP indicator 4.6		N/A		N/A

		19		Length of stay in hospital and stroke community rehabilitation services		Benchmark locally		Hospital data / SSNAP		SSNAP & ODN		Process		Hyper acute/acute/postacute		Admission and discharge		Date of admission and date of discharge from hospital or community team. Report at hospital and CCG level for both hospital and community teams. HASUs to record in area and out of area LoS. Community teams at local level.

		N/A		N/A

		20		Percentage of patients directly admitted to a stroke unit within 4 hours of clock start 		80%		SSNAP		SSNAP		Process		Hyperacute/acute		During admission to hospital		NICE Standard 1. SSNAP indicator 2.1		N/A		N/A

		21		Overall team centred SSNAP score		Benchmark locally/nationally. A-E score		SSNAP		N/A		Process		Hyperacute/Acute		N/A		Reported every 4 months		N/A		N/A

		22		Percentage of patients where IPC sleeve has been used if appropriate		85%		SSNAP		SSNAP		Process		Hyperacute/Acute		During admission to hospital				Q3. Was the patient appropriate for IPC and used?		1. Clinically Appropriate & Yes     
2. Clinically Appropriate & No 
3. Not Clinically Appropriate

		23		Percentage of patients discharged from hospital with an appropriate discharge summary sent to their GP within a week of discharge		100%		Local data		ODN		Process		Hyperacute/Acute		Discharge from hospital				N/A		N/A

		25		Percentage of adults who have had a stroke are offered active management to return to work and advice on driving  if they wish to do so		80%		SSNAP		SSNAP		Process		Acute (optional)		During admission to hospital and to community team		NICE Standard 5 (RTW only)		Q1a. Did the patient require active management to return to work?		1. Yes
2. No

																				Q1b. If yes to Q1a? Was the patient offered active management to return to work?		1. Yes
2. No
3. Declined
4. No access to vocational rehab services

																				Q2. Was patient offered driving advice?		1. Yes
2. No 
3. N/A





C) DSC

		#		Measure description		Threshold		Data collection tool		Data submission to		Indicator type		Phase of care		Data collection timeline		National standard or SSNAP indicator (if relevant)		New additional SSNAP question		SSNAP answer options

		1		Destination of patients discharged from stroke units		Benchmark locally/nationally		SSNAP		SSNAP		Process		Acute		Discharge from hospital		Transfer tree data SSNAP		N/A		N/A

		2		Percentage of patients who spent at least 90% of their stay on stroke unit		80%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 2.3		N/A		N/A

		3		Percentage of patients assessed by a stroke specialist consultant physician within 24h of clock start		95%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 4.1		N/A		N/A

		4		Percentage of applicable patients who were given a swallow screen within 4h of clock start		85%		SSNAP		SSNAP		Process		Acute		During admission to hospital		SSNAP indicator 4.5		N/A		N/A

		5		Percentage of adults having stroke rehabilitation in hospital or in the community offered at least 45 minutes of each relevant therapy for a minimum of 5 days a week for up to 6 weeks		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 5.4, 6.4 & 7.4. 		N/A		N/A

		5A		O/T		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 5.4 		N/A		N/A

		5B		P/T		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 6.4		N/A		N/A

		5C		SALT		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		NICE Standard 2. SSNAP indicator 7.4. 		N/A		N/A

		6		Percentage of applicable patients screened for nutrition and seen by a dietitian by discharge		95%		SSNAP		SSNAP		Process		Acute		Discharge from hospital		SSNAP indicator 9.1		N/A		N/A

		7		Percentage of adults who have had a stroke and have a structured health and social care review at 6 months and 1 year after the stroke, and then annually		60% (for 6 month review)		SSNAP		SSNAP		Process		Acute		6 and 12 months post index stroke		Contributes to NICE Standard 7. SSNAP indicator 10.1 or B13.3 in case ascertainment measures 6 month review		N/A		N/A

		8		Percentage of adults who have had a stroke who are offered stroke community rehabilitation if the core multidisciplinary stroke team assess that it is suitable for them		95%		SSNAP		SSNAP		Structural		Acute		Discharge from hospital		NICE Standard 4. SSNAP indicator - Team centred post 72 h K24.3		N/A		N/A

		9		Percentage of applicable patients who are assessed by a nurse within 24h AND at least one therapist within 24h AND all the relevant therapists within 72h AND have rehabilitation goals agreed within 5 days		70%		SSNAP		SSNAP		Process		Acute		During admission to hospital and to community team		Ties into NICE Standard 6. SSNAP indicator 8.8		N/A		N/A

		10		Percentage of patients readmitted within 28 days for any reason		Benchmark locally/nationally		Hospital data		N/A		Process		Acute		Up to 28 days following discharge		Recorded at hospital and CCG level		N/A		N/A

		11		Percentage of applicable patients who have a continence plan drawn up within 3 weeks of clock start 		95%		SSNAP		SSNAP		Process		Acute		During admission to hospital 		SSNAP indicator 9.2. 		N/A		N/A

		12		Percentage of patients reporting positive experience on friends and family test or patient experience survey (which must include F&F test)		90%		Friends and family test or questionnaire		ODN		Patient Reported Experience Measure		Acute/post acute		Discharge from hospital and from community team and 6 months post index stroke		Local questionnaire can be used in conjunction with Friends and Family test. 		N/A		N/A

		13		Percentage of adults who have had a stroke have their rehabilitation goals reviewed at regular intervals (weekly)		100%		Local data		ODN		Process		Acute/post acute		During admission to stroke unit and referral to community team		NICE Standard 6		N/A		N/A

		14		Mortality rate of stroke patients		Benchmark locally/nationally		Hospital data/SSNAP		N/A		Outcome measure		Hyper acute/Acute		Annually		Use both SSNAP annual case mixed data and crude data from SUS. Compare GM vs national and hospital/CCG level		N/A		N/A

		18		Percentage of applicable patients who were given a formal swallow assessment within 72h of clock		85%		SSNAP		SSNAP		Process		Hyper acute/acute		During admission to hospital		SSNAP indicator 4.6		N/A		N/A

		19		Length of stay in hospital and stroke community rehabilitation services		Benchmark locally		Hospital data / SSNAP		SSNAP		Process		Hyper acute/acute/postacute		Admission and discharge		Date of admission and date of discharge from hospital or community team. Report at hospital and CCG level for both hospital and community teams. HASUs to record in area and out of area LoS. Community teams at local level.

		N/A		N/A

		20		Percentage of patients directly admitted to a stroke unit within 4 hours of clock start 		80%		SSNAP		SSNAP		Process		Hyperacute/acute		During admission to hospital		NICE Standard 1. SSNAP indicator 2.1		N/A		N/A

		21		Overall team centred SSNAP score		Benchmark locally/nationally. A-E score		SSNAP		N/A		Process		Hyperacute/Acute		N/A		Reported every 4 months		N/A		N/A

		22		Percentage of patients where IPC sleeve has been used if appropriate		85%		SSNAP		SSNAP		Process		Hyperacute/Acute		During admission to hospital				Q3. Was the patient appropriate for IPC and used?		1. Clinically Appropriate & Yes     
2. Clinically Appropriate & No 
3. Not Clinically Appropriate

		23		Percentage of patients discharged from hospital with an appropriate discharge summary sent to their GP within a week of discharge		100%		Local data		ODN		Process		Hyperacute/Acute		Discharge from hospital				N/A		N/A

		25		Percentage of adults who have had a stroke are offered active management to return to work and advice on driving  if they wish to do so		80%		SSNAP		SSNAP		Process		Acute (optional)		During admission to hospital and to community team		NICE Standard 5 (RTW only)		Q1a. Did the patient require active management to return to work?		1. Yes
2. No

																				Q1b. If yes to Q1a? Was the patient offered active management to return to work?		1. Yes
2. No
3. Declined
4. No access to vocational rehab services

																				Q2. Was patient offered driving advice?		1. Yes
2. No 
3. N/A





D) Community

		#		Measure description		Threshold		Data collection tool		Data submission to		Indicator type		Phase of care		Data collection timeline		National standard or SSNAP indicator (if relevant)		New additional SSNAP question		SSNAP answer options

		5		Percentage of adults having stroke rehabilitation in hospital or in the community offered at least 45 minutes of each relevant therapy for a minimum of 5 days a week for up to 6 weeks		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		Nice standard 2. Additional SSNAP field added to dataset		N/A		N/A

		5A		O/T		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		Nice standard 2. Additional SSNAP field added to dataset		Q2a. Did the patient need 45 minutes of  O/T therapy for a minimum of 5 days a week for up to 6 weeks		1. Yes
2. No 

																				Q2b. If yes to question (2a) Did the patient get 45 minutes of O/T for a minimum of 5 days a week for up to 6 weeks		1.  Yes
2. No - Declined 
3. No - Due to capacity of team to deliver O/T 
4. No - Capacity of rehab assistants
5. No - Medically unwell


		5B		P/T		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		Nice standard 2. Additional SSNAP field added to dataset		Q2a. Did the patient need 45 minutes of  P/T therapy for a minimum of 5 days a week for up to 6 weeks		1. Yes
2. No 

																				Q2b. If yes to question (2a) Did the patient get 45 minutes of P/T for a minimum of 5 days a week for up to 6 weeks		1.  Yes
2. No - Declined 
3. No - Due to capacity of team to deliver P/T 
4. No - Capacity of rehab assistants
5. No - Medically unwell


		5C		SALT		85%		SSNAP		SSNAP		Process		Acute		During admission to stroke unit and to community team		Nice standard 2. Additional SSNAP field added to dataset		Q2a. Did the patient need 45 minutes of  SALT therapy for a minimum of 5 days a week for up to 6 weeks		1. Yes
2. No 

																				Q2b. If yes to question (2a) Did the patient get 45 minutes of SALT for a minimum of 5 days a week for up to 6 weeks		1.  Yes
2. No - Declined 
3. No - Due to capacity of team to deliver SALT 
4. No - Capacity of rehab assistants
5. No - Medically unwell


		12		 Percentage of patients reporting positive experience on friends and family test or patient experience survey (which must include F&F test)		90%		Friends and family test or questionnaire		ODN		Patient Reported Experience Measure		Acute/post acute		Discharge from hospital and from community team and 6 months post index stroke		Local questionnaire can be used in conjunction with Friends and Family test. 		N/A		N/A

		13		Percentage of adults who have had a stroke have their rehabilitation goals reviewed at regular intervals (weekly)		100%		Local data		ODN		Process		Acute/post acute		During admission to stroke unit and referral to community team		NICE Standard 6		N/A		N/A

		19		Length of stay in hospital and stroke community rehabilitation services		Benchmark locally		Hospital data / SSNAP		ODN		Process		Hyper acute/acute/postacute		Admission and discharge		Date of admission and date of discharge from hospital or community team. Report at hospital and CCG level for both hospital and community teams. HASUs to record in area and out of area LoS. Community teams at local level.

		N/A		N/A

		24		Percentage of patients who demonstrate positive improvement following Community Stroke Team intervention 		Benchmark locally		SSNAP		SSNAP		Patient Reported  Outcome Measure		Post acute		Admission to and discharge from community team & 6/12 months post index stroke		ODN to review data submitted to SSNAP		mRS on admission and discharge,
Barthel on admission and discharge, 
optional Nottingham scoring 

		25		Percentage of adults who have had a stroke who can be referred to a clinical psychologist with expertise in stroke rehabilitation who is part of the core multidisciplinary stroke rehabilitation team		85%		SSNAP		SSNAP		Structural		Post acute		Discharge from hospital		NICE Standard 3		Q. Has the patient been referred to a clinical psychologist. 		1. Yes - Core MDT
2. Declined
3. No - No funded psychologist within team
4. Yes - Psychologist external to this team
5. No  - Referral not appropriate



		26		Percentage of adults who have had a stroke are offered active management to return to work and advice on driving  if they wish to do so		80%		SSNAP		SSNAP		Process		Acute (optional)/Post acute		During admission to hospital and to community team		NICE Standard 5 (RTW only)		Q1a. Did the patient require active management to return to work?		1. Yes
2. No

																				Q1b. If yes to Q1a? Was the patient offered active management to return to work?		1. Yes
2. No
3. Declined
4. No access to vocational rehab services

																				Q2. Was patient offered driving advice?		1. Yes
2. No 
3. N/A

		27		Percentage of patients referred seen within 72 hours for an assessment by Community Stroke Team		95%		SSNAP		SSNAP		Process		Post acute		Within 3 days of referral to community team		Previous NICE Standard		Q. Was patient seen face to face within 72 hours of referral for an assessment by Community team?		1. Yes
2. No
3. Declined
4. No but (options listed)
4a - Team capacity
4b - Readmitted to hospital
4c - Moved area/team
4d - Patient died
4e -Unable to contact patient
4f - Other

		28		Percentage of patients who were screened on admission to the Community Stroke Team for mood disturbance and cognitive impairment  		90%		SSNAP		SSNAP		Process		Post acute		During admission to community team		Previous NICE Standard		Q1a. was patient screened for mood disturbance on admission ?		1. Yes
2. No
3. No but (options listed)
3a. Declined
3b. Clinically not appropiate
3c. Not routinely asked on arrival
3d. Other


																				Q1b. Was patient screened for cognitive impairment on admission ?		1. Yes
2. No
3. No but (options listed)
3a. Declined
3b. Clinically not appropiate
3c. Not routinely asked on arrival
3d. Other


		29		Percentage of discharged stroke patients who have another stroke within 6 months of index case		Benchmark locally/nationally		Hospital data		N/A		Outcome measure		Post acute		6 months post index stroke				N/A		N/A





E) Guidance

				Measure		Guidance



		1		Destination of patients discharged from stroke units		The transfer tree provides the name of the name of every team you transferred at least one patient to (and the total number you transferred to each). In addition it highlights the number of patients discharged home, to a care home, and to somewhere else is given.

		2		Percentage of patients who spent at least 90% of their stay on stroke unit		SSNAP indicator 2.3

		3		Percentage of patients assessed by a stroke specialist consultant physician within 24h of clock start		SSNAP indicator 4.1

		4		Percentage of applicable patients who were given a swallow screen within 4h of clock start		SSNAP indicator 4.5

		5		Percentage of adults having stroke rehabilitation in hospital or in the community offered at least 45 minutes of each relevant therapy for a minimum of 5 days a week for up to 6 weeks		SSNAP indicator 5.4, 6.4 & 7.4 in acute setting. Community data to be calculated by ODN.

		6		Percentage of applicable patients screened for nutrition and seen by a dietitian by discharge		SSNAP indicator 9.1

		7		Percentage of adults who have had a stroke and have a structured health and social care review at 6 months and 1 year after the stroke, and then annually		SSNAP indicator 10.1 or B13.3 in case ascertainment measures 6 month review %. Reported in line with SSNAP.

		8		Percentage of adults who have had a stroke who are offered stroke community rehabilitation if the core multidisciplinary stroke team assess that it is suitable for them		SSNAP indicator 10.2 only measures discharge to ESD. Transfer to all community rehabilitation  teams captured in SSNAP results portfolio - Team centred post 72 h K24.3

		9		Percentage of applicable patients who are assessed by a nurse within 24h AND at least one therapist within 24h AND all the relevant therapists within 72h AND have rehabilitation goals agreed within 5 days		SSNAP indicator 8.8

		10		Percentage of patients readmitted within 28 days for any reason		Recorded at hospital and CCG level

		11		Percentage of applicable patients who have a continence plan drawn up within 3 weeks of clock start 		SSNAP indicator 9.2. 

		12		 Percentage of patients reporting positive experience on friends and family test or patient experience survey (which must include F&F test)		Local questionnaire can be used in conjunction with Friends and Family test. 

		13		Percentage of adults who have had a stroke have their rehabilitation goals reviewed at regular intervals (weekly)		Collected locally by teams and data submitted to ODN.

		14		Mortality rate of stroke patients		Use both SSNAP annual case mixed data and crude data from HES. Compare GM vs national and hospital/CCG level

		15		Percentage of patients that were scanned within 1 hour of clock start		SSNAP indicator 1.1

		16		Percentage of all stroke patients given thrombolysis		SSNAP indicator 3.1

		17		Percentage of thrombolysed patients given it within 1 hour of clock start		SSNAP indicator 3.3

		18		Percentage of applicable patients who were given a formal swallow assessment within 72h of clock		SSNAP indicator 4.6

		19		Length of stay in hospital and stroke community rehabilitation services		HASUs to differentiate between in area and out of area LoS. Collated by ODN for DSC teams. Collected locally by Community teams and forwarded to ODN. Date of admission and date of discharge from hospital or community team. Report at hospital and CCG level for both hospital and community teams. 

		20		Percentage of patients directly admitted to a stroke unit within 4 hours of clock start 		SSNAP indicator 2.1

		21		Overall team centred SSNAP score		Reported every 4 months in line with SSNAP reporting

		22		Percentage of patients where IPC sleeve has been used if appropriate		ODN to collate data after submission from teams to SSNAP (Section 9 data entry)

		23		Percentage of patients discharged from hospital with an appropriate discharge summary sent to their GP within a week of discharge		Collected locally by teams and data submitted to ODN.

		24		Percentage of patients who demonstrate positive improvement following Community Stroke Team intervention 		ODN to review data submitted to SSNAP by teams (Section 9 data entry)

		25		Percentage of adults who have had a stroke who can be referred to a clinical psychologist with expertise in stroke rehabilitation who is part of the core multidisciplinary stroke rehabilitation team		ODN to review data submitted to SSNAP by teams (Section 9 data entry)

		26		Percentage of adults who have had a stroke are offered active management to return to work and advice on driving  if they wish to do so		Patients requiring active management to return to work are classified as - anyone wanting to return to paid or unpaid employment which includes voluntary work. ODN to review data submitted to SSNAP by teams. Compulsory for community teams. Optional entry for acute teams. (Section 9 data entry)

		27		Percentage of patients referred seen within 72 hours for an assessment by Community Stroke Team		ODN to review data submitted to SSNAP by teams (Section 9 data entry)

		28		Percentage of patients who were screened on admission to the Community Stroke Team for mood disturbance and cognitive impairment  		ODN to review data submitted to SSNAP by teams (Section 9 data entry)

		29		Percentage of discharged stroke patients who have another stroke within 6 months of index case		ODN to review data submitted from hospital data (HES)
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