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Oversight Group
Terms of Reference

1. [bookmark: _Hlk78375793][bookmark: _Hlk50463567][bookmark: _Hlk78294682]Context
[bookmark: _Hlk78270531]The Greater Manchester Neurorehabilitation & Integrated Stroke Delivery Network (GMNISDN) was launched in October 2021 following the merger of the region’s neurorehabilitation and stroke networks. It is a partnership of NHS Trusts providing stroke and neurorehabilitation services in Greater Manchester and Eastern Cheshire, as well as the North West Ambulance Service (NWAS). It is a non-statutory body hosted by the Northern Care Alliance NHS Foundation Trust (NCA) that reports to the Greater Manchester Integrated Care Board (ICB).
The network works closely with other stakeholders including the voluntary sector, academia and commercial organisations. It supports the whole care pathway for stroke and focuses on community care for neurorehabilitation. 

2. Vision
The network supports the development of high quality and equitable stroke and community neurorehabilitation services, to achieve the best outcomes and experience for patients. It does this by:
· Being patient centred
· Working collaboratively with our stakeholders
· Facilitating transformational change through effective partnership working
· Encouraging the early adoption of evidence and innovation in our services

3. Purpose of the network
The GMNISDN brings key stakeholders together to facilitate a collaborative approach to improving the region’s stroke and community neurorehabilitation services. Its approach is patient centred, evidenced based and aligns with the ambitions of the NHS 10 Year Health Plan for England.
The achieve this, the network will:
· Provide impartial expert clinical leadership and project support 
· Help develop and implement strategic improvements to local clinical pathways 
· Optimise patient flow and care pathways to enhance outcomes and use NHS resources effectively
· Work with system partners to manage capacity and demand 
· Support the transition to a single provider model for inpatient neurorehabilitation and promote collaboration across the whole care pathway 
· Drive data-led improvement, including engagement with Sentinel Stroke National Audit Programme (SSNAP) and other data collection/audits. 
· Horizon scan to future-proof services and support delivery of the NHS Long Term Plan and its three left shifts

4. Role of the Oversight Group
The Group provides strategic direction, governance, and accountability for the network. It oversees the development and implementation of network strategies, plans and activities to ensure the organisation delivers its objectives and fulfils its purpose. The Group is responsible for service improvement, performance management, clinical effectiveness and governance.
This will include:
· Supporting a culture of collaborative, partnership working and effective communication between Greater Manchester stroke and community neurorehabilitation NHS providers, the wider healthcare system (including the ICB) and other stakeholders e.g. voluntary sector, academia, Health Innovation Manchester
· Ensuring a patient centred approach to improvement of services through meaningful involving people with lived experience (e.g. via network’s Patient and Carer Group) as well as encouraging engagement with the voluntary sector 
· Agreeing an annual work plan and supporting the network team in its delivery
· Monitoring progress of the network by regularly reviewing performance and reporting to the ICB, NHS England Regional Team (or its successor) and other bodies as required
· Supporting the Greater Manchester healthcare system to develop and implement local clinical pathways in line with the national stroke model and other relevant national/local guidelines, policies, best practice or evidence
· Encouraging compliance and utilisation of audit information and research evidence to enhance service improvement work in individual provider organisations
· Supporting and approving the development of appropriate local standards/protocols/pathways and overseeing their implementation
· Leading on the clinical effectiveness and governance of the Greater Manchester stroke and community neurorehabilitation pathways 
· Regularly reviewing relevant information and data (including SSNAP audit) and advising on necessary actions including undertaking audits
· Reviewing reported incidents and complaints at a strategic level and identifying and acting upon trends and serious concerns
· Reviewing and mitigating risks to network business and delivery of local services
· Providing clear direction and oversight of each subgroup that reports to the Oversight Group
· Providing a forum to raise and address concerns relating to service quality, delivery, capacity and outcomes
· Holding Greater Manchester NHS provider organisations to account in implementing Oversight Group decisions
· 
5. Governance arrangements
In October 2025, the network merged its Board and Clinical Effectiveness Group (CEG) into a single Oversight Group. Previously, the CEG reported to the Board, which in turn was directly accountable to the ICB’s Long-Term Conditions/Secondary Prevention Group and considered a programme within the local Greater Manchester & Eastern Cheshire Strategic Clinical Network (like cardiac, diabetes etc).
The network’s governance structure is now as follows:
[image: A screenshot of a computer

AI-generated content may be incorrect.]
The Oversight Group will continue to be accountable to the Long-Term Conditions/Secondary Prevention Group or its successor whilst changes to the ICB role and governance are finalised as part of wider NHS system reconfiguration in 2025/26.
The network is also accountable to its host organisation, the NCA, which hosts the network on behalf of all Greater Manchester stroke and neurorehabilitation NHS providers. 
Following rationalisation of network groups in October 2025, its Patient and Carer Group, Subgroups, Steering/Workstream Groups and Task and Finish Groups now report directly to the Oversight Group. 

6. Host organisation
The network is not a separate legal entity but operates via a formal agreement with its Host, the NCA. The network reports to the NCA Hosted Services Board on a regular basis. The NCA, as host, is a member of the Oversight Group in addition to any other role that may entitle the organisation to attend.
The obligations and responsibilities of the Host and network are set out in a formal service agreement which includes detail on:
· Employment of network core staff 
· Premises for the core team 
· Finance, IT, HR and facilities support
· Insurance and indemnity arrangements
· Dispute resolution
· Access to training facilities
Provision will be made in the network budget to cover an annual hosting fee.

7. Membership 
Oversight Group membership shall be comprised of representative roles coupled with the expertise required to fulfil its objectives. Active consideration will be given to diversity and equality amongst members.
The Oversight Group will elect two Co-Chairs. One will be an NHS professional and the other a patient or carer representative/advocate (e.g. voluntary sector organisation) and they will work together to chair the Group, sharing responsibilities according to their expertise. The tenure of the Co-Chairs will be two years.
The Oversight Group consists of representatives able to authorise plans and commit resources on behalf of their organisations. Collectively they provide clear direction and leadership for network team and functions. 
Members have a responsibility to implement Oversight Group decisions within their own organisations and report progress back.
Each member must identify a nominated deputy of sufficient seniority who shall attend only if they are unavailable. 
All members are required to abide by the network’s code of conduct for meetings (appendix 1). Members must also adhere to the Greater Manchester NHS Conflicts of Interest Policy and will be asked to declare any at the start of each meeting.

Members
Two elected Co-Chairs 
Host organisation senior representative 
[bookmark: _Hlk50463635]GMNISDN Clinical Leadership
GMNISDN Manager
A representative from each Greater Manchester stroke unit (Clinical Lead/Director or Senior Manager)
Senior NCA inpatient neurorehabilitation representative
Senior NWAS representative
Senior representative from each Greater Manchester community stroke/neurorehabilitation service (Team Lead or above)
Greater Manchester & Eastern Cheshire Strategic Clinical Network Director
Senior ICB representative 
Patient & Carer Group Chairs
Four voluntary sector representatives (2 x stroke & 2 x neurorehabilitation)
[bookmark: _Hlk78374320]Additional members may be co-opted, especially following clarification of the role and governance of the ICB and its constituent parts and taking into account wider NHS system changes. Quorum will be achieved when at least 40% of members or nominees are present, which must include a Chair.

8. Meetings
[bookmark: _Hlk50463682]A Co Chair shall preside as chairperson at every meeting. No business shall be transacted at any Oversight Group meeting unless a quorum of members is present. If quorum is not achieved within 15 minutes from the time appointed the meeting may proceed but no formal decisions can be agreed as inquorate.
The frequency of meetings will be quarterly. Extraordinary meetings may be added for urgent business-related matters. 
Administrative support for the meetings will be provided by the network. Papers for each meeting will be circulated no less than 7 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.
The network is committed to being open and transparent in decision making. Recording of discussions will take place to aid the production of minutes using AI.
There will be no provision of funding for members to attend.

Appendix 1. GMNISDN code of conduct for attendance at meetings
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Code of conduct for attendance at network meetings



1. Introduction

Our code of conduct has been agreed by our Board and sets out the expectations for people attending a meeting (virtual or face to face) that is part of the network’s governance framework (appendix 1). Attendees are expected to follow the code and its standards of behaviour so that everyone present at our meetings are able contribute effectively and inclusively. Failure to comply with the code may result in exclusion from network meetings.



2. Valuing diversity

Attendees at network meetings must undertake to treat everyone with respect and act in a way which does not discriminate against or exclude others. They must observe the Seven Principles of People in Public Life (‘the Nolan Principles’) (appendix 2).



3. Meeting etiquette

Attendees should:

· Join the meeting on time

· Be prepared in advance, e.g. read papers or be ready to present if required

· Observe the authority of the chair or facilitator and raise points through them

· Listen quietly and respect the views and experiences of others; not interrupting when others speak

· Challenge ideas, not individuals or their opinions and not use inflammatory language or behaviour

· Contribute relevantly and concisely to ensure discussion is not side-tracked or time taken up unnecessarily

· Keep mobile phones etc switched off/on silent and leave if it is essential to respond to urgent calls

· If a virtual meeting, then keep on mute, raise a hand when wishing to contribute and review comments made on chat boxes 

· Agree that any decision reached by a majority must be accepted, although a formal request to the chair can be made to record a differing opinion in the minutes



4. Confidentiality

Most meetings will be minuted by the network and sometimes a recording will be made (although deleted after a month). However, some meetings may include discussions on sensitive topics and discretion should be used when sharing details with others outside of the meeting.



5. Procedure for breaches

If the code of conduct is breached during a meeting, the chair/facilitator may take the following steps with the objective of restoring order.

1. Any person making offensive, insulting, threatening, provocative, slanderous or obscene remarks, or who threatens or harasses will cause the meeting to be suspended for the shortest period needed to allow order to be restored. The person who has breached the code of conduct will be asked to leave the meeting immediately by the chair/facilitator if deemed serious enough or reminded of their obligations under the code if a minor breach

2. Where the chair/facilitator judges that the meeting has become unmanageable, unnecessarily interrupted, harassed or hindered more than once by the same person or people then they may opt to suspend the meeting and reschedule

The network’s Directors and Manager will review all incidents to determine whether the person/people involved should be temporarily or permanently excluded from network meetings. If it is decided that the person should be allowed to continue to attend, then they will be provided with this code of conduct and will be asked to confirm that they will comply in full.



Appendix 1. GMNISDN Governance framework







Appendix 2. The Seven (Nolan) Principles of Public Life 

Selflessness

Holders of public office should take decisions solely in terms of the public interest. They should not do so in order to gain financial or other material benefits for themselves, their family, or their friends.



Integrity

Holders of public office should not place themselves under any financial or other obligation to outside individuals or organisations that might influence them in the performance of their official duties.



Objectivity

In carrying out public business, including making public appointments, awarding contracts, or recommending individuals for rewards and benefits, holders of public office should make choices on merit.



Accountability

Holders of public office are accountable for their decisions and actions to the public and must submit themselves to whatever scrutiny is appropriate to their office.



Openness

Holders of public office should be as open as possible about all the decisions and actions that they take. They should give reasons for their decisions and restrict information only when the wider public interest clearly demands.



Honesty

Holders of public office have a duty to declare any private interests relating to their public duties and to take steps to resolve any conflicts arising in a way that protects the public interest.



Leadership

Holders of public office should promote and support these principles by leadership and example.
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Greater Manchester Neuro Rehabilitation & Integrated Stroke Delivery Network


Accountability and Governance Arrangements





1. [bookmark: _Hlk50463567][bookmark: _Hlk78290126]Context


[bookmark: _Hlk78270531]Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.


In 2020/21, 20 ISDNs were established by NHS England (NHSE) to lead the implementation of the Long Term Plan commitments for stroke. The networks will ensure effective delivery of high-quality stroke services and will support improvement across the whole patient journey. They are required to be accountable to their Integrated Care System (GM Health & Social Care Partnership) and the North West NHSE Senior Responsible Officer for CVD. On 1st October 2020, the GM Stroke Operational Delivery Network transitioned to the GMISDN in shadow form, before being fully established by the 1 April 2021. 


GMNISDN will remain a non-statutory body hosted by Salford Royal NHS Foundation Trust (SRFT). It is constituted from key stakeholders including all GM and Eastern Cheshire NHS stroke providers as well as NHS organisations in GM providing community NR services. Other stakeholders include commissioners, North West Ambulance Service, the voluntary sector and patient and carer representation.





2. Vision


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


· Being patient centred


· Working collaboratively with our stakeholders


· Facilitating transformational change through effective partnership working


· Encouraging the early adoption of evidence and innovation in our services





3. Purpose of the GMNISDN


The GMNISDN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke and community NR services that is patient centred, evidenced based and focused on delivering transformational change. The network will have the following objectives:  


· Provision of robust clinical and programme leadership and support


· Support the GM Health & Social Care Partnership (GMH&SCP) to develop a strategic approach in improving local clinical pathways for stroke and community NR in line with the national stroke service specification and other relevant guidelines/policies for NR and stroke


· Ensure effective patient flows and care pathways 


· Support the transition to a single provider model for acute NR services and facilitate effective collaborative working between acute and community NR stakeholders to ensure there is a whole pathway approach


· Identify and manage cross-boundary and border issues and patient flows 


· Ensure full engagement with the Sentinel Stroke National Audit Programme and monitor performance of local stroke and community NR services


· Develop and agree with system leaders, a coordinated approach to network resourcing 


· Ensure collaborative working with ICS and provider workforce leads to manage system capacity and demand


· [bookmark: _Hlk50463600]Horizon scanning





4. [bookmark: _Hlk78290199]Governance arrangements


As required by national stroke programme, the GMNISDN must be directly accountable to the H&SCP via the Greater Manchester and Eastern Cheshire Strategic Clinical Network and also the NHSE Regional Team and its Senior Responsible Officer for Cardiovascular Disease. The GMNISDN is also accountable to its Host organisation SRFT (see section below).


A number of GMNISDN Groups report directly to the network’s Board: Stroke Patient and Carer Group; NR Patient & Carer Network; Stroke IAT Implementation Board, NR Inpatient & Community Forum and Clinical Effectiveness Group (CEG). Other Subgroups (Sector Forums, Training and Education and Rehabilitation) and Task and Finish Groups/workstreams report to the CEG. The NR Inpatient & Community Forum is also accountable to the NR Inpatient Governance Committee (led by SRFT).
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The terms of reference for key groups can be found in section 8, with the exception of the Stroke Patient and Carer Group who have self-determined that they do not wish a formal document and instead operate under “House Rules”.





5. Host organisation


The GMNISDN is not a separate legal entity but operates via a formal agreement with its Host, SRFT. The GMNISDN will report to the Host’s Hosted Services Board on a regular basis. The Host is a member of the GMNISDN Board in addition to any other role that may entitle the organisation to attend as a member e.g. as a provider.


The obligations and responsibilities of the Host and GMISDN are set out in a formal service agreement which includes detail on:


· Employment of GMNISDN core staff 


· Premises for the core team 


· Finance, IT, HR and facilities support


· Insurance and indemnity arrangements


· Dispute resolution


· Access to training facilities


Provision will be made in the GMNISDN budget to cover an annual hosting fee if required, with the amount agreed by the GMNISDN Board.





6. Member organisations


Membership of the GMNISDN is mandatory for all public sector providers of stroke services in Greater Manchester and Eastern Cheshire, including the North West Ambulance Service as well as those who also provide community NR services in GM. Members are expected to contribute their fair share of funding for the network (see below) and participate in collaborative ways via the network’s groups and work streams. 





7. Funding


Since 2015, the two GM stroke and NR networks have been funded via similar “fair share” arrangements whereby all providers of contributed dependent on their organisation’s type of teams. NWAS also contribute a proportionate amount for stroke. A revised formula for providers has now been agreed using an adapted model following merger of the two networks on 1st October 2021. Any changes to the arrangement will be agreed by the GMNISDN Board and ratified at the GM provider finance group. 





8. Terms of reference for key groups
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Board



Terms of Reference







1. [bookmark: _Hlk50463567][bookmark: _Hlk78294682]Context



[bookmark: _Hlk78270531]Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.



In 2020/21, 20 ISDNs were established by NHS England (NHSE) to lead the implementation of the Long Term Plan commitments for stroke. The networks will ensure effective delivery of high-quality stroke services and will support improvement across the whole patient journey. They are required to be accountable to their Integrated Care System (GM Health & Social Care Partnership) and the North West NHSE Senior Responsible Officer for CVD. On 1st October 2020, the GM Stroke Operational Delivery Network transitioned to the GMISDN in shadow form, before being fully established by the 1 April 2021. 



GMNISDN will remain a non-statutory body hosted by Salford Royal NHS Foundation Trust (SRFT). It is constituted from key stakeholders including all GM and Eastern Cheshire NHS stroke providers as well as NHS organisations in GM providing community NR services. Other stakeholders include commissioners, North West Ambulance Service, the voluntary sector and patient and carer representation.







2. Vision



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



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Purpose of the GMNISDN



The GMNISDN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke and community NR services that is patient centred, evidenced based and focused on delivering transformational change.



The network will have the following objectives:  



· Provision of robust clinical and programme leadership and support



· Support the GM Health & Social Care Partnership (GMH&SCP) to develop a strategic approach in improving local clinical pathways for stroke and community NR in line with the national stroke service specification and other relevant guidelines/policies (for NR and stroke)



· Ensure effective patient flows and care pathways 



· Support the transition to a single provider model for acute NR services and facilitate effective collaborative working between acute and community NR stakeholders to ensure there is a whole pathway approach



· Identify and manage cross-boundary and border issues and patient flows 



· Ensure full engagement with the Sentinel Stroke National Audit Programme and monitor performance of local stroke and community NR services



· Develop and agree with system leaders, a coordinated approach to network resourcing 



· Ensure collaborative working with ICS and provider workforce leads to manage system capacity and demand



· [bookmark: _Hlk50463600]Horizon scanning







4. Role of the Board



The GMNISDN Board will provide strategic oversight for the development and implementation of operational plans and will ensure that it delivers its objectives and fulfils its purpose. It will work closely with national leaders and also more locally with organisations including the NHSE Regional Team, Greater Manchester and Eastern Cheshire Strategic Clinical Network and GMH&SCP.



The Board will achieve its aims by:



· Supporting a culture of collaboration, partnership working and effective communication between the GMNISDN stroke and community NR provider and commissioning organisations and other stakeholders such as the voluntary sector, academia, Health Innovation Manchester and those involved with the stroke and community NR care pathway in Greater Manchester



· Supporting the patient and carer voice in stroke care via the GMNISDN Patient and Carer Group and NR Patient & Carer Network and encouraging meaningful engagement/involvement with the voluntary sector 



· Agreeing an annual work plan for the GMNISDN and supporting the network management team in its delivery



· Monitoring progress of the GMNISDN by regularly reviewing performance and reporting to the GMH&SCP, NHSE Regional Team and others as required



· Reviewing and mitigating risks to GMNISDN business



· Providing clear direction and oversight of each group that reports to the Board



· 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 GMNISDN Governance Framework1







5. Governance arrangements



The Board operates within its Governance Framework (appendix 1). As required by national stroke programme, the GMNISDN must be directly accountable to the H&SCP via the Greater Manchester and Eastern Cheshire Strategic Clinical Network and also the NHSE Regional Team and its Senior Responsible Officer for Cardiovascular Disease. The GMNISDN is also accountable to its Host organisation Salford Royal NHS Foundation Trust.



A number of GMNISDN Groups report directly to the network’s Board: Stroke Patient and Carer Group; NR Patient & Carer Network; Stroke IAT Implementation Board, NR Inpatient & Community Forum and Clinical Effectiveness Group (CEG). Other Subgroups (Sector Forums, Training and Education and Rehabilitation) and Task and Finish Groups/workstreams report to the CEG. The NR Inpatient & Community Forum is also accountable to the NR Inpatient Governance Committee (led by SRFT).
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6. 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 GMNISDN team 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 GMNISDN Manager in advance of meetings.







Members (34 in total with voting rights)



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



Host organisation senior representative 



[bookmark: _Hlk50463635]GMNISDN Clinical Leadership



GMNISDN Manager



One representative from the Comprehensive Stroke Centre, at least Clinical Lead or Directorate Manager level



One representative Acute Stroke Centre, at least Clinical Lead or Directorate Manager level



One representative from two nominated Stroke Recovery Units (SRU), at least Clinical Lead or Directorate Manager level, representatives from other SRUs may attend with speaking rights



NWAS representative



Senior community rehabilitation representatives from each provider of stroke and/or community NR services (i.e. one rep per provider)



Senior representative, Strategic Clinical Network 



Two commissioning representatives



Four voluntary sector representatives (2 x stroke & 2 x NR)



Local Authority representative



Mental health representative 



Primary care representative



[bookmark: _Hlk78374320]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, which must include a Chair.







7. Meetings



[bookmark: _Hlk50463682]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 the meeting may proceed but no formal decisions can be agreed as inquorate.



The frequency of meetings will be quarterly. Extraordinary meetings may be added for urgent business related matters. 



Administrative support for the meetings will be provided by the GMNISDN. 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 GMNISDN budget.







Appendix 1. GMNISDN governance framework



INSERT GOVERNANCE FRAMEWORK WHEN APPROVED
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Clinical Effectiveness Group



Terms of Reference







1. [bookmark: _Hlk78375793][bookmark: _Hlk50463567][bookmark: _Hlk78294682]Context



[bookmark: _Hlk78270531]Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.







2. Vision



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



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Role of the Clinical Effectiveness Group



The Clinical Effectiveness Group (CEG) will help deliver the vision and objectives of the GMNISDN. The CEG will be responsible for supporting the continued development of high-quality stroke and community NR services and will focus on overseeing aspects relating to service improvement, performance management, clinical effectiveness and governance. 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 high quality, person-centred care pathways that meet the national stroke service specification and other relevant national standards/guidelines for NR and stroke and deliver the highest quality in terms of patient outcomes and experience



· 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



· 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 and community NR pathways including:



· Ensuring robust processes are in place



· Regularly reviewing relevant information and data (including SSNAP audit) and advising on necessary actions including undertaking audits



· 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







4. [bookmark: _Hlk78294730]Governance arrangements



The CEG operates within the GMNISDN Governance Framework (appendix 1) and reports directly to the GMNISDN Board with a number of Subgroups (Sector Forums, Training and Education and Rehabilitation) and Task and Finish Groups reporting to the CEG.







5. Membership 



The CEG will be chaired by a GMNISDN Clinical Co-Director or the GMNISDN Manager if neither are available. 



[bookmark: _Hlk78294838]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. 



[bookmark: _Hlk78294816]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 GMNISDN Manager in advance of meetings.







Members



[bookmark: _Hlk50463972]GMNISDN Clinical Leadership



GMNISDN Manager & Facilitators



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



Stroke Recovery Unit representatives (Senior Manager and/or Clinical Lead)



Inpatient NR representative



Co-Chairs of Rehabilitation Subgroup



Co-Chairs of Training & Education Subgroup



Voluntary sector organisation representatives (2 x stroke and 2 x NR)



Community rehabilitation representatives from each provider of stroke and NR services



2 CCG representatives



Clinical Research Network: Greater Manchester Stroke Lead







Additional members may be co-opted. Quorum will be achieved when at least 40% of CEG members or nominees are present.







6. Meetings



The CEG will meet bi-monthly. No business shall be transacted at any CEG meeting unless a quorum of 40% 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. If quorum is not achieved within fifteen minutes from the time appointed the meeting may proceed but no formal decisions can be agreed as inquorate.



Administrative support for the meetings will be provided by the GMNISDN. 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.
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Neurorehabilitation Inpatient & Community Forum



 Terms of Reference







1. [bookmark: _Hlk78375793][bookmark: _Hlk50463567][bookmark: _Hlk78294682]Context



[bookmark: _Hlk78270531]Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.







2. Vision



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



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Role of the Neuro Rehabilitation Inpatient & Community Forum



Following the transition to a single provider model for inpatient NR services, the pathway is now split in terms of governance, with the community element retained within GMNISDN and the inpatient pathway overseen by the single provider (which will be Salford Royal FT). The Forum will help ensure there is a cohesive approach to development and delivery of the whole NR care pathway in GM. The Forum will be responsible for supporting the continued development of high-quality NR services and will focus on overseeing aspects relating to service improvement, performance management, clinical effectiveness and governance. This will require engagement with providers who deliver NR services in an inpatient and also outpatient setting, as well as in the community. Other stakeholders will include specialties such as neurology, neurosurgery and spinal surgery who also refer their patients into community NR services.



The group will:



· Work to collaboratively develop and maintain a robust patient-centred NR pathway in GM



· Review and address whole-pathway issues to ensure delivery of the highest quality services in terms of patient outcomes and experience



· Agree clinical priorities for the NR pathway, including the setting of bespoke clinical standards/protocols and to oversee their implementation.



· Oversee the implementation of any nationally set priorities and standards



· Monitor the whole-pathway services performance, including the delivery of the whole-pathway service transformation benefits



· Develop and implement service improvement strategies



· Develop plans to achieve consistency of services, quality and best outcomes for patients



· Set an annual audit programme for the GM NR pathway and to review the findings of relevant national clinical audits.



· Input into the development of the GMNISDN NR training and education programme



· Share best practice in GM inpatient and community NR services



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



· Scope and duties below relate to the interface and interaction between inpatient and community neuro-rehabilitation services







4. [bookmark: _Hlk78294730]Governance arrangements



The NR Inpatient and Community Forum reports directly to the GMNISDN Board.
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5. Membership 



[bookmark: _Hlk78294838]The Forum will be co-chaired by the Salford Royal FT Clinical Director for inpatient NR services and GMNISDN Clinical Lead. Members are chosen to represent their particular group of organisations on behalf of the patient pathway. Members have a responsibility to implement Forum decisions within their own organisations and to report progress back to the Forum. 



[bookmark: _Hlk78294816]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 GMNISDN Manager in advance of meetings.







Members



GMNISDN Clinical Leadership



GMNISDN Manager and Facilitator



[bookmark: _Hlk78384898][bookmark: _Hlk78384596]Salford Royal FT Clinical Director for inpatient NR services



NHS England neuro-rehabilitation Case Manager



Clinical and/or managerial representative from each community NR service



Clinical representation from inpatient NR services to include, but not limited to, Lead Nurse and Consultant AHP



Inpatient NR Senior Manager



NR Complex Discharge Team 



Voluntary sector representatives







Additional members may be co-opted. 







6. Meetings



The Forum will meet quarterly. No business shall be transacted at any Forum meeting unless a quorum of 40% of members is present. If quorum is not achieved within fifteen minutes from the time appointed for a meeting, the meeting shall stand adjourned. If quorum is not achieved within fifteen minutes from the time appointed the meeting may proceed but no formal decisions can be agreed as inquorate.



Administrative support for the meetings will be provided by the GMNISDN. 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.
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Intra-arterial Thrombectomy Board



Terms of Reference







1. [bookmark: _Hlk50463567]Context



[bookmark: _Hlk78270531]Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network and the GM Integrated Stroke Delivery Network. The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.



The IAT Board was initially convened in 2017 as part of the stroke network to establish a robust regional service for Intra Arterial Thrombectomy (IAT) in compliance with NHSE commissioning requirements. IAT is now contained as a specific element within the new national service model for stroke (appendix 1, page 19) and its delivery in GM will be monitored through the national stroke programme as well as NHSE regional structures. 



The group has always provided the necessary expertise to help collaborative develop and oversee implementation of the service for Greater Manchester residents, based on the existing centralised acute stroke pathway. It has achieved this through extensive involvement and consultation with a variety of stakeholders including providers (i.e. hospitals, ambulance services, primary care, community services etc), commissioners, the voluntary sector and also stroke survivors and carers. The Board works closely with the other north west IAT centres/stroke pathways to help develop equitable services across the whole of the wider region.



Since 2020, the focus of the Board has been on extending the hours of operation at the Comprehensive Stroke Centre to 24/7 whilst also implementing Assisted Imaging (AI) at all the CSC and two referring Acute Stroke Centres (ASC) to aid rapid decision-making for patient referrals. 







2. Vision



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



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Purpose of the GMNISDN



The GMNISDN will bring key stakeholders together to facilitate a collaborative approach to service improvement of stroke and community NR services that is patient centred, evidenced based and focused on delivering transformational change.



The network will have the following objectives:  



· Provision of robust clinical and programme leadership and support



· Support the GM Health & Social Care Partnership (GMH&SCP) to develop a strategic approach in improving local clinical pathways for stroke and community NR in line with the national stroke service specification and other relevant guidelines/policies (for NR and stroke)



· Ensure effective patient flows and care pathways 



· Support the transition to a single provider model for acute NR services and facilitate effective collaborative working between acute and community NR stakeholders to ensure there is a whole pathway approach



· Identify and manage cross-boundary and border issues and patient flows 



· Ensure full engagement with the Sentinel Stroke National Audit Programme and monitor performance of local stroke and community NR services



· Develop and agree with system leaders, a coordinated approach to network resourcing 



· [bookmark: _Hlk50463600]Ensure collaborative working with ICS and provider workforce leads to manage system capacity and demand



· Horizon scanning







4. Role of the IAT Board



The Board will work collaboratively to oversee the implementation of the IAT requirements of the national service model for stroke (appendix 1). The Board will achieve this by:



· Supporting a culture of collaboration and partnership working between key stakeholders especially the stroke and radiology teams at the CSC and the referring ASCs, NHSE Specialised Commissioning and NWAS



· Learning from other regions and taking advice and direction from the national stroke programme as well as using the best available evidence to inform service development



· Providing clear direction and oversight of the implementation of a IAT service in compliance with the national service model



· Monitoring performance and driving quality improvement through agreed metrics including the raising of key risks at the GMNISDN Board



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



· Holding organisations to account for implementation of the requirements of the service



· Engaging with relevant local, regional and national organisations to report on progress and raise issues that impact the region’s ability to successfully provide an IAT service as required







5. Governance arrangements



The IAT Board operates within the GMNISDN Governance Framework and reports directly to the GMNISDN Board.
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6. Membership 



The Board will chaired by the GMNISDN Hospital Clinical Director Co-Chair. 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 GMNISDN Manager in advance of meetings.







Membership



GMNISDN Hospital Clinical Director (and Chair)



GMNISDN Manager and Facilitators



Each ASC’s Clinical Lead/Director for stroke and their Senior Manager



Representative from interventional neuro-radiology from the Comprehensive Stroke Centre



Representatives from radiology from each referring ASC







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







7. Meetings



[bookmark: _Hlk50463682]The Chair shall preside as chairperson at every Board meeting with GMNISDN Manager deputising as necessary. 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 the meeting may proceed but no formal decisions can be agreed as inquorate.



The frequency of meetings will be quarterly. Extraordinary meetings may be added for urgent business related matters. 



Administrative support for the meetings will be provided by the GMNISDN. 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.
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Programme/Project Name:		  National Stroke Programme 





Senior Responsible Owner (SRO):	 Deb Lowe, Stroke NCD





Programme Lead:	  		  Jodie Powell





Version 1.0				    Date: May 2021





Equality and Health Inequalities Statement:





Promoting equality and addressing health inequalities are at the heart of NHS 
England’s values. Throughout the development of the policies and processes cited in 
this document, we have: 
•	Given due regard to the need to eliminate discrimination, harassment and 





victimisation, to advance equality of opportunity, and to foster good relations 
between people who share a relevant protected characteristic (as cited under the 
Equality Act 2010) and those who do not share it; and 





•	Given regard to the need to reduce inequalities between patients in access to, 
and outcomes from healthcare services and to ensure services are provided in an 
integrated way where this might reduce health inequalities.
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Foreword





Our Long Term Plan for the NHS recognises the importance of tackling the 
growing impact of stroke in England. 





Integrated stroke delivery networks are the key vehicle for transforming 
stroke care across the country. Using a full-pathway approach, they will 
prevent thousands of patients suffering a stroke, through improved 
diagnosis and access to treatment in 24/7 specialist stroke units, and 
increase the availability of high quality rehabilitation and ongoing 
community care to rebuild patients’ lives after a stroke. 





By driving improvements, we will save half a million lives over the next 
decade, and give hundreds of thousands of stroke survivors the chance of 
a better recovery. 





Steve Powis
National Medical Director
NHS England and NHS Improvement





Deborah Lowe
National Clinical Director for Stroke NHS 
England and NHS Improvement





David Hargroves
GIRFT Clinical Lead 
NHS England and NHS Improvement





Juliet Bouverie
Chief Executive Officer
Stroke Association 
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Part 1: ISDN composition and core functions 





Overview





The NHS Long Term Plan (LTP, 2019) set outs the ambitions for the NHS over the next 10 
years, identifying stroke as a clinical priority for the next 10 years. It outlines how we will 
work with partners to improve stroke care along the entire pathway, from prevention to 
rehabilitation. 





A networked approach based on patient flows will be essential to delivering the NHS 
Long Term Plan commitments for stroke: reducing stroke mortality and disability, as 
well as the burden stroke places on families and carers, on the health and social care 
system and on wider society. For this, integrated stroke delivery networks (ISDNs) in all 
areas of England will bring services together to design optimal stroke pathways, from 
pre-hospital to early supported discharge (ESD), community specialist stroke-skilled 
rehabilitation and life after stroke support. They will support the delivery of the NHS’s 
seven-day standards for stroke care;1 and optimise the delivery of safe and effective 
treatments and rehabilitation to those who have a stroke.





There is strong evidence that investigations and interventions for stroke, such as brain 
scanning and thrombolysis, are best delivered as part of a 24/7 networked service that 
includes comprehensive and acute stroke centres (CSC, ASC) of a sufficient size to 
ensure expertise, efficiency and a sustainable workforce.2 Networked configurations with 
hyper-acute stroke units (HASUs) have led to better patient outcomes, including a 5% 
relative reduction in mortality at 90 days and reduced length of stay.3,4 An evaluation in 
Northumbria demonstrates the value of networked provision in rural areas.5 





The average annual benefit of national pathway optimisation is estimated to be around 
£48 million. This takes into account any increased ambulance costs and transition costs, 
but also a reduction in staff costs and future tariff payments.





The current evidence from network optimisation was captured before the national 
commissioning of mechanical thrombectomy. As such, the clinical and cost effectiveness 
of thrombectomy are not included in the published reviews of network effectiveness. 





1	 The Keogh Urgent and Emergency Care Review (2013) 
2	 Access to and delivery of acute ischaemic stroke treatments: A survey of national scientific societies and 





stroke experts in 44 European countries (2018)
3	 Hunter RM (2013) Impact on clinical and cost outcomes of a centralized approach to acute stroke care in 





London: A comparative effectiveness before and after model. 
4	 Morris S, Hunter RM, Ramsay A, Boaden R, McKevitt C, Perry C, Pursani N, et al (2014) Impact of 





centralising acute stroke services in English metropolitan areas on mortality and length of hospital stay: 
difference-in-differences analysis. BMJ 349: 4757.





5	 Elameer M, Price C, Flynnn C, Rodgers H (2018) The impact of acute stroke service centralisation: a time 
series evaluation.  









https://www.longtermplan.nhs.uk




https://www.longtermplan.nhs.uk/online-version/chapter-3-further-progress-on-care-quality-and-outcomes/better-care-for-major-health-conditions/stroke-care/
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Thrombectomy has been demonstrated to significantly reduce disability. Stroke 
networks, with full national coverage, will be essential to enable the delivery of 
thrombectomy to all patients amenable to this intervention. 





ISDN objectives





The overarching aim of an ISDN is to improve the quality of stroke care for better 
clinical outcomes, patient experience and patient safety. The ISDN does this by bringing 
key stakeholders together to facilitate a collaborative approach to improving the 
entire stroke pathway and ensure a patient-centred, evidence-based approach to 
delivering transformational change. 





Key ambitions





•	Best practice personalised stroke pathways configured and managed from pre-hospital 
care onward, including ambulance, thrombectomy, ESD and six-month reviews, and 
then building to cover the entire pathway from prevention through to life after stroke.





•	A flexible, future-proofed competency-based stroke workforce, supported by a skills 
and capabilities framework and toolkit.





•	A comprehensive dataset that meets the needs of clinicians, commissioners and 
patients in capturing care quality and outcomes.





To improve healthcare quality and experience ISDNs should have the following 
objectives:





OBJECTIVES





1: Leadership 
•	Provide robust clinical and stroke programme leadership. This should include 





medical, nursing and therapy senior leadership to ensure the acute and 
community pathways are given equal focus.





•	Develop and agree with system leaders a co-ordinated approach to network 
resourcing, to secure the best outcomes for patients.
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2: Strategic approach 
•	Support integrated care systems (ICSs) to develop a strategic approach to 





improving local stroke pathways, in line with the ISDN pathway specification (see 
Part 2 of this document).





•	Ensure collaborative working with ICS and provider workforce leads to manage 
system capacity and demand. Key actions may be to: 
•	ensure collaborative activity monitoring and demand forecasting
•	support/lead strategic capacity planning and development as appropriate
•	develop robust, creative and sustainable workforce plans for delivery of the 





stroke service specification, based on individual capabilities and development for 
all staff.





•	Horizon scanning – participate in national forums to ensure that as healthcare 
technologies advance and new intelligence is introduced, the local workforce will 
be supported to develop and deliver innovations in patient care. 





3: Optimal configuration and collaboration  
•	Support the implementation of the optimal configuration of stroke services within 





their geography to deliver sustainable models of care, including collaborative 
development of associated capital bids and cases for change.





•	Lead collaboration with all relevant stakeholders and partners.
•	Deliver specialist stroke-skilled integrated community rehabilitation pathways 





against a national standard needs-based service model.
•	Identify and manage cross-boundary issues and patient flows with neighbouring 





ISDNs, ICSs, NHS regions, voluntary care sector, local authorities, Wales and 
Scotland as appropriate.





•	Work collegiately with organisations and programmes that support stroke care.
•	Ensure effective patient flows and care pathways across the ISDN with clinical 





collaboration and co-ordination between all stakeholders including the voluntary 
sector.





4: Data, monitoring and reporting   
•	Ensure full engagement with the Sentinel Stroke National Audit Programme 





(SSNAP), monitoring network performance and recommending or instigating 
appropriate improvement support. This includes supporting the delivery of the 
NHS England and NHS Improvement and GIRFT Stroke Programme regional 
recommendations.





•	Support the monitoring and reporting of consistent, high quality stroke care by 
ICSs through the delivery of the national clinical standards for stroke.  
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ISDN governance





•	The NHS England and NHS Improvement Stroke Programme Delivery Board will 
nationally oversee ISDN performance. The board reports to the overarching 
Cardiovascular Disease (CVD) and Respiratory Programme Board; including by tracking 
the key performance metrics reported by SSNAP.





•	The regional CVD and Respiratory Programme senior responsible owner (SRO) will 
regionally oversee ISDNs. This regional oversight and support should ensure that 
plans for optimal service configuration, which may cross ICS and existing network 
boundaries, address the current variation in pre-hospital, acute and post-acute stroke 
provision. 





 
•	ISDNs will provide assurance on behalf of their ICSs on the quality of stroke services to 





the regional CVD and Respiratory Programme SRO. 
 
•	The ISDN internal governance structure should comprise:





•	A multidisciplinary steering/oversight group or board with an agreed chair and 
nominated representatives from stakeholder organisations, which will oversee the 
governance of the ISDN 





•	The executive SRO and chair will be identified from the ISDN’s ICSs
•	A core group/clinical reference group (or similar name) which reports to the 





steering group/board, made up of management and clinical representatives from 
all stakeholders, including non-NHS bodies alongside patient/carer voice. This 
will develop recommendations and plans to send to the steering group/board for 
approval.





•	A governance framework clarifying accountability and including operating principles, 
clinical governance, hosting arrangements, structure and scope, population covered, 
patient and stakeholder engagement, performance, monitoring and reporting, risk 
management, quality and service improvement, expected outputs and outcomes.





•	ISDNs will accept collective ICS delegated responsibility for stroke care across the 
population they serve.





•	ISDNs will co-ordinate improvement in line with linked programmes reflecting national 
and local priorities, including diagnostic network ‘lean imaging’ pathways.





ISDNs will ensure that all referrers into and providers of stroke services are held jointly 
accountable for the networked delivery of care by the system as a whole, in line with 
population health and personalised outcome needs.
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ISDN structure 





•	While thrombectomy is likely to be delivered in up to 30 centres nationally (based 
on geographical and population modelling, 22 or 23 neurosciences centres and five 
to seven non-neuroscience thrombectomy centres), all stroke receiving centres will 
require effective and well-managed referral and repatriation pathways to ensure all 
patients have access to thrombectomy 24/7. ISDNs should be aware of draft service 
specification timelines to achieve this objective within the specialised commissioning 
specification, and support the thrombectomy centres to deliver against these targets; 
for some this may require cross-regional solutions.





•	Flexible and innovative models of service delivery may be needed in rural areas, and 
should be supported by each ISDN.





•	Each ISDN should be based on between one and four ICSs, to achieve the most 
appropriate patient pathways, flows and operational geographies.





•	ISDN footprints should be co-designed by ICSs and stakeholders, and overseen 
through the regional CVD and Respiratory Programme structure, supported by 
national modelling where appropriate, and consider existing networks, patient flows, 
thrombectomy centres and service configuration proposals.





•	ICSs should adopt a partnership approach to the development of ISDNs, and ensure 
multidisciplinary team (MDT) clinical, primary, secondary, tertiary, community, social 
care and voluntary sector perspectives are involved. 





•	ISDNs should avoid duplication by making use of existing expertise and drawing on 
strategic clinical networks (SCNs), as appropriate, in line with regional planning. We 
anticipate ISDNs will become the single network for stroke in each area, which may 
for instance mean pump-priming them with SCN leadership and then permanently 
shifting stroke-specific SCN staff into an ISDN structure.





•	Where an operational delivery network (ODN) or similar operational network is already 
in existence, shifting to an ISDN structure will present an opportunity for validation 
of ICS strategic governance, footprints and appropriate patient flow, including for 
thrombectomy, and change as appropriate.





•	ISDNs will include all relevant stakeholders, including patients and the public, in pre-
hospital care through to community rehabilitation and life after stroke support.





•	While most ISDNs will include a thrombectomy centre, all ISDNs must identify access 
to one or more.
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Integrated Stroke Delivery Networks
Providing improved stroke outcomes in every ICS





Patient information and engagement is consistent throughout the single system via a patient passport





Data and information are digital, interactive and accessible to all across the whole system





Systems are aligned across the full pathway with strong clinical and network leadership





Modernised and upskilled workforce are recruited in line with system need





Prevention Urgent care Acute care Rehabilitation Long term
support





Primary Care 
with Primary 





Care Networks 
(PCNs)





Community
Pharmacy





999/111





Ambulance Service





Comprehensive
Stroke Centres/ 





Acute Stroke 
Centres





Acute Stroke 
Centres





Inpatient stroke 
rehabilitation





ESD services





Social care





Primary care





Community services





Voluntary sector





Social care





Improved detection, 
primary and 
secondary 
prevention





Improved training 
and technology





Increased 
availability of 





thrombectomy 
and stroke 





thrombolysis





Clear transfer 
pathways





Seven day nursing 
and therapy 





services





Comprehensive ESD 
and needs based 
community stroke 





rehabilitation





Seven day services





Comprehensive 
rehabilitation and 
personalised care 
and support for as 
long the person 





needs it





Over 10 years, thousands of premature deaths will be avoided, tens of thousands of 
disabilities will be prevented or lessened, and hundreds of thousands will benefit 





from better integrated person-centred care





Figure 1: ISDN infographic





Patient and Public Voice in ISDNs 





•	Stroke survivors must be involved in discussions and decisions about stroke care to 
ensure stroke services meet the needs of people affected by stroke. Healthy and at-
risk citizens should also form part of co-production arrangements, ensuring the full 
pathway of care from CVD prevention onward is represented.





•	The National Stroke Programme has been developed with stroke survivors and two 
patient representatives are on its delivery board.
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•	Local systems should ensure that decisions about stroke services involve people 
affected by stroke as per best practice, and service change should be done with, not 
to, those potentially impacted





•	Voluntary and community sector (VCS) partners such as the Stroke Association or 
Different Strokes can work with and support ISDNs to identify and establish suitable 
patient involvement and co-production arrangements. Local Healthwatch teams 
should also be considered. 





•	People affected by, and at risk of, stroke should be represented in the governance 
arrangements of ISDNs from the outset, and there should be partnership with people 
affected by stroke at all levels of the local system.





•	Further support for co-production and public engagement is available from the 
FutureNHS website.





Progress so far: Completed - August 2020 to March 2021





1. Agreement 
Signed off terms of reference (see ISDN structure and governance above) and 
confirmed ISDN boundaries and mitigating actions for identified cross-boundary 
issues.





2. Funding 
Confirmed funding and hosting arrangements for employment of relevant staff.  





3. Mobilising 
Operationalising teams, which includes agreeing hosting arrangements for core 
ISDN staff in line with an agreed network management structure, and  includs at 
least:





•	clinical leadership that encompasses the entire stroke pathway from prevention 
through to life after stroke. We expect that this will be delivered by practising 
clinicians with designated sessions for clinical leadership (this leadership may be 
shared between medical, nursing, therapy leads)





•	an ISDN manager and administration support.





Have access to a support team including data analytics and administration.





ISDN establishment









https://www.stroke.org.uk




https://differentstrokes.co.uk/




https://www.healthwatch.co.uk/




https://future.nhs.uk/connect.ti/NHStransformation/view?objectId=9164176
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4. Governance 
Embedded robust governance at a regional level. With clinical and/or managerial, 
patient and carer representation from key/nominated stakeholders through the 
entire patient pathway from acute care to rehabilitation and ongoing care, and 
prevention.





5. Flow 
Established links with neighbouring ISDNs to manage any cross-boundary flows. 





Agreeing plans to develop clear patient pathways including for pre-hospital 
assessment, thrombectomy, stroke unit care, and early supported discharge into 
community and social care and voluntary sector support; building on current service 
provision.





6. Links 
Established links to all other relevant networks including regional GIRFT 
Implementation hubs, primary care networks, academic health science networks, 
strategic clinical Nnetworks and senates and into voluntary sector links.





In progress: April 2021





7. Priorities 
Agree priorities that focus on delivery of the stroke components of the NHS Long 
Term Plan to improve outcomes for stroke patients across all aspects of care, from 
prevention through to life after stroke and end of life care.





8. Operation 
Have an operational plan to develop clear patient pathways including pre-hospital 
assessment, thrombectomy, stroke unit care, and early supported discharge and 
community stroke/neuro rehabilitation into community and social care and voluntary 
sector support building on current service provisions. 
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Part 2: ISDN Pathway Specification 





Introduction 





This part outlines what we understand to be best practice for the NHS in caring 
for adult (over 16 years of age) stroke patients, reflecting a recently commissioned 
evidence review from King’s College London and examples of excellence witnessed 
by the GIRFT stroke programme. It presents clear ambitions for every area of the 
country to develop and implement as part of its strategic delivery of the NHS Long 
Term Plan.





Many ISDNs will already be achieving much of the network specification below. This 
specification defines the optimal pathway for a new era of joined-up stroke care 
enabled by technology and supporting the delivery of personalised care throughout 
every patient journey. It highlights the importance of pre-hospital, post-acute and 
longer-term care, as well as the need for urgent care pathways to increase access to 
thrombolysis and thrombectomy.





Following extensive consultation with stroke survivors and stroke specialists we 
propose renaming the stroke units to: 





•	comprehensive stroke centre (CSC) – hyper-acute, acute and inpatient 
rehabilitation including thrombectomy and neurosurgery





•	acute stroke centre (ASC) – hyper-acute, acute and inpatient rehabilitation, but 
excluding thrombectomy and neurosurgery





•	stroke recovery unit (SRU) – acute and inpatient rehabilitation only.





1: Prevention





Stroke prevention is achieved primarily in the community: targeting both the high-
risk general population (primary prevention) including those specifically at higher 
risk through social inequalities, and those discharged following a stroke or transient 
ischaemic attack (TIA) (secondary prevention). It is however the responsibility of the 
ISDN and all healthcare practitioners involved in stroke care to ensure that secondary 
prevention is considered, risk factors screened for and patients offered intervention at 
every opportunity and with regular follow-up. 





There should be a focus on communication with patients, their relatives or carers, GPs, 
and others involved in their care, to ensure patient ownership of decisions relating to 
them. Patients’ differing health beliefs and needs should be clearly acknowledged, 
with particular attention paid to seldom heard groups and those with communication 
difficulties. Patient understanding of, and adherence to, prevention should be everyone’s 
responsibility.
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As much as 90% of stroke disease may be preventable through treating and addressing 
key risk factors for stroke, including hypertension, hypercholesterolaemia, atrial 
fibrillation (AF), poor diet, obesity, smoking and lack of physical exercise. The use of 
innovative strategies and technologies should be encouraged to detect and address 
physical and social economic risk factors for stroke, and the impact of health inequalities 
and digital inequalities recognised when managing high risk groups.





What do local stroke systems need to do? 





Working with local primary care networks (PCNs), ISDNs should:





•	support the introduction of the National Primary Care Audit, and respond to SSNAP 
indicator F6 (unmedicated known AF);





•	support the implementation of the community pharmacy contract and involve local 
voluntary sector partners to provide the public with readily accessible screening for 
hypertension, particularly those from deprived and disadvantaged groups;





•	ensure that primary and secondary care teams are adhering to the 140/90 blood 
pressure NICE guidance6;





•	be aware of PCN test-bed programmes to increase diagnosis and detection of high-
risk conditions;





•	work with community pharmacists, GP practices and voluntary sector partners such as 
the British Heart Foundation and the Stroke Association to raise awareness of stroke 
and its symptoms, and risk prevention;





•	support uptake of the NHS Health Check and work on risk factor management, eg 
smoking, weight and alcohol services, and;





•	support delivery of the NHS Long Term Plan and Public Health England CVD ambitions 
around the three high-risk conditions – AF, high blood pressure and high cholesterol.





2: Pre-hospital phase 





Aims and objectives of service





A faster emergency response to stroke reduces mortality and disability – ‘time is 
brain’. The accurate identification of potential stroke and TIA patients and their 
timely assessment and treatment is a critical stage of the care pathway, which can be 
supported by increased professional training and use of communication technologies. 
Refreshing public awareness around common stroke symptoms can drive earlier and 
better-informed 999 calls.





6	 https://www.nice.org.uk/guidance/ng136/chapter/recommendations 









https://www.longtermplan.nhs.uk




https://www.gov.uk/government/publications/health-matters-preventing-cardiovascular-disease/health-matters-preventing-cardiovascular-disease




https://www.nice.org.uk/guidance/ng136/chapter/recommendations
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Service outcomes 





Clinical assessment by pre-hospital staff: 
•	Most patients will receive a category 2 999 response and meet category 2 ambulance 





service standards. National work is ongoing to examine the evidence base for 
recommending any changes to 999 call categorisation.





•	 Patients with suspected acute stroke must be screened using a validated tool, and 
transferred if appropriate (including patients whose ambulance service staff suspected 
to have had a stroke despite a negative screening result) to a CSC or ASC.
•	 Pre-hospital triage supported by telemedicine linked to a senior stroke clinician 





should be considered to allow early identification of patients for possible 
thrombolysis or thrombectomy, with the option to convey them directly to a CSC 
for possible thrombectomy in appropriate circumstances only. 





•	 For a selected cohort of patients with unclear diagnosis, telemedicine may enable 
pre-hospital clinicians to establish a differential diagnosis with senior stroke 
clinicians, offering more specialist triage and either avoiding or better specifying 
onward conveyance.





•	All suspected stroke patients should be assessed and managed in accordance with 
best clinical practice and monitored for AF and other dysrhythmias en route but 
without delay to transport.  





•	Action plans should be agreed to improve ambulance response and reduce on-scene 
times.





Ambulance conveyance to hospital: 
•	All patients with suspected acute stroke should be immediately transferred by 





ambulance to a CSC or ASC. There will be occasions when this is not appropriate, but 
only following detailed discussions with an ASC or CSC.





•	999 call to hospital door time should be as short as possible, to minimise time to 
treatment.





•	For patients with ischaemic stroke, systems should achieve a 90th centile call to needle 
time of 180 minutes. 





•	Pathways must be put in place to select the most appropriate ASC or CSC, supported 
by technology such as ‘apps’ or telemedicine where appropriate, to underpin agreed 
clinical pathways and maintain sustainable admission levels to ASC or CSC. Both low 
cost off-the-shelf technologies and more bespoke products may be used.





•	Clear local arrangements must be in place to enable pre-hospital clinicians to locate
	 the closest available ASC or CSC at any time.





A pre-alert system is needed to communicate patient characteristics and ensure all 
patients are met by the stroke team on arrival at the ASC or CSC.
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Intra-hospital transfers:
•	Intra-hospital transfer for thrombectomy should be treated at least as a category 2 call 





or time-critical transfer where a new ambulance is needed, via standing arrangement 
with ambulance providers.





•	Systems should develop pathways, including pre-notification of arrival, such that 
urgent stroke imaging, interpretation and transfer decisions can be completed in a 
sufficient timescale, ideally within 20 minutes of arrival to make it possible for the 
initial ambulance team to be the one to transfer viable thrombectomy patients onward 
from an ASC to a CSC. 





 





3: Hyper-acute stroke care





Hyper-acute care typically covers the first 72 hours after admission. Every patient with 
acute stroke should gain rapid access to a stroke unit (<4 hours) and receive an early 
multidisciplinary assessment.





Hyper-acute stroke services provide expert specialist clinical assessment and rapid multi-
modal brain imaging, and the ability to deliver intravenous thrombolysis 24/7 transfer 
or treatment for thrombectomy. These services must be delivered in an ASC or CSC that 
provides hyper-acute and acute care 24/7, and each centre must care for a volume of 
patients that makes the service clinically sustainable, maintains workforce expertise and 
ensures good clinical outcomes. 





As part of the National Medical Director’s Clinically-led Review of NHS Access Standards, 
critical time standards are being developed in partnership with expert clinicians and 
patient groups, which will set out a package of tests and interventions expected to 
be delivered within a given time period for patients presenting at EDs with suspected 
stroke, against which services will be measured. Services should also implement 
pathways which seek to meet these standards, if they are different to those set out 
above





Neurovascular imaging
Neurovascular imaging of the brain and vessels supplying it underpins the diagnosis 
and management decisions for the modern treatment of stroke. ISDNs should ensure 
that there is a networked agreement to the pivotal role of rapid imaging using the 
most appropriate modality; and that this aligns with up-to-date evidence and national 
guidance. This will ensure effective use of limited imaging resources while enabling 
stroke teams to deliver cost-efficient, time-dependent interventions to reduce disability 
and/or extended hospital admissions. The use of artificial intelligence (AI) in stroke care 
should be encouraged and deployed in line with its certified and pre-specified use or 
within a research environment. Image sharing between centres within and external to 
each ISDN should be optimised to provide timely patient-centred decisions and to align 
with the ICS imaging networks. 
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A national optimal stroke imaging pathway has been developed based on the best 
evidence and extensive expert consensus, including the NHS National Imaging 
Optimisation Delivery Board and the Intercollegiate Stroke Working Party (Figure 2).National Optimal Stroke 
Imaging Pathway





Do you clinically suspect an acute stroke?





MRI head Inc. T1, T2, 
DWI & Haem sequence





CT head/CTA   CTP all undertaken whilst 
sitting on CT table at same sitting





Suspected stroke in person with persistent acute neurological 
deficit: as determined by senior stroke team decision maker. 





Is there significant diagnostic uncertainty 
or acute very mild stroke symptoms?





If carotid territory 
acute ischaemic 
stroke confirmed: 
carotid Imaging 
<24hrs





<1 hour





Plain CT-head & CT-angiogram**





<20 minutes





Has the criteria for IV thrombolysis been met?





+/- AI





YES NO 





Consider CT-Perfusion**





Is there salvageable Penumbra?





+/- AI





<5 minutes





*





YES 





IV thrombolysis: started 
in CT department





Consider IV thrombolysis: started in CT department





Is there a Large Vessel Occlusion?





+/- AI





Proceed to thrombectomy 
pathway





<5 minutes





*





YES 





**





*





*





Clinical 
interpretation





KEY:





Intervention





Radiological
investigation





Optimal and may not initially 
be available 24/7





+-





Figure 2: National Optimal Stroke Imaging Pathway
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Service outcomes 
All service outcomes detailed in “Section 4: Acute stroke care” also apply to hyper-acute 
care unless stated otherwise below.





Clinical assessment
All patients (including self/GP/ambulance referrals) with suspected stroke are to be 
admitted to a hospital with an ASC or CSC service. There appropriately trained staff in a 
consultant-led stroke team will provide immediate, structured assessment to determine 
diagnosis, suitability for thrombolysis or thrombectomy, rehabilitation and ongoing care 
needs.





•	All patients with suspected acute stroke to receive the most appropriate brain 
imaging and interpretation as soon as possible and within 60 minutes of arrival, 
with immediate networked arrangements for image sharing and review by relevant 
specialists.





On diagnosis of stroke
All patients presenting with acute stroke should be treated as the highest priority of 
medical emergency with emergency protocols in place. To optimise treatment, all 
patients must be admitted directly to a stroke unit and receive early multidisciplinary 
assessment that involves as a minimum stroke specialist nursing input, stroke specialist 
medical input and swallow screening within four hours.
 
•	All patients to be seen by a stroke specialist clinician within 60 minutes of arrival.
•	Assessment by all specialist therapists (physiotherapist, occupational therapist, speech 





and language therapist) within 24 hours of admission. 





Patients presenting with stroke may be under specialist medical care for other significant 
co-morbidities, eg haematological disorders, significant cardiac disease and neurological 
conditions. It is not uncommon for adults and children with a haemoglobinopathy to 
present with stroke, and their stroke treatment plan can be more complex. Management 
will need careful and early collaboration between the hyper-acute stroke team and 
specialist teams to determine the correct treatment plan, eg exchange transfusion, 
thrombolysis or both, and to ensure this can be enacted in a timely fashion. The 
stroke pathway should make it clear that the appropriate haemoglobinopathy co-
ordinating centre or specialist haemoglobinopathy team are contacted if a patient with a 
haemoglobinopathy, such as sickle cell disease, presents with a stroke7. 





7	 https://www.england.nhs.uk/commissioning/spec-services/npc-crg/blood-and-infection-group-f/f05/
specialised-haemoglobinopathy-services/#sickle-cell-disease









https://www.england.nhs.uk/commissioning/spec-services/npc-crg/blood-and-infection-group-f/f05/specialised-haemoglobinopathy-services/#sickle-cell-disease




https://www.england.nhs.uk/commissioning/spec-services/npc-crg/blood-and-infection-group-f/f05/specialised-haemoglobinopathy-services/#sickle-cell-disease
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Thrombolysis
Intravenous thrombolysis should be provided 24/7 to stroke patients deemed suitable for 
this, with an appropriate protocol in place to screen patients against the medical criteria 
for thrombolysis8.





•	Stroke patients to be scanned, assessed by a stroke specialist and, if appropriate, 
receive thrombolysis within 60 minutes and ideally within 20 minutes of admission 
(door to needle time).





•	24/7 access to perfusion brain imaging (CTP or MRP) should be available, with rapid 
interpretation to support decision-making. AI and off-site expertise can support this 
where appropriate. 





•	Thrombolysis should be provided to all appropriate patients. Up to 20% of stroke 
admissions across the ISDN may be amenable to this.  





Thrombectomy
Thrombectomy must be provided as soon as possible to all appropriate patients in 
line with NICE guidance10 to maximise patient benefit. 24/7 emergency intra-hospital 
thrombectomy transfer pathways must be in place for all ACS. Repatriation flows must 
also be established, agreed and supported by the whole system.





•	All potential thrombectomy patients should have a CT angiogram as part of their 
initial brain scan; with image interpretation for thrombectomy referral completed by 
the referring team, supported by AI and off-site expertise as required.





•	Thrombectomy should be provided to all appropriate patients. Up to 10% of stroke 
admissions across the ISDN may be amenable to this. 





Intracerebral Heamorrhage (ICH)
Rapid medical management of ICH must be available 24/7, with evidence-based 
interventions initiated within the first hour of a patient reaching hospital: 





•	reversal of anticoagulation therapy where appropriate
•	lowering of blood pressure in line with current guidance (ISDN annual review)
•	referral to a neurosurgical centre for consideration of intervention, considering 





location and calculation of intracerebral volume. Clear referral protocols in line with 
current guidance (ISDN annual review) should be in place, and routine referral avoided





•	consideration of referral to intensive therapy units to support cardiorespiratory and 
renal systems while the definitive treatment plan is finalised





•	consideration of end-of-life care where appropriate, eg for catastrophic events.





Regular neurological observation is needed with 24/7 access to repeat brain imaging 
within an hour of any further deterioration.





8	 https://journals.sagepub.com/doi/full/10.1177/2396987321989865 
9	 https://www.nice.org.uk/guidance/ng128/chapter/recommendations#pharmacological-treatments-and-





thrombectomy-for-people-with-acute-stroke 









https://journals.sagepub.com/doi/full/10.1177/2396987321989865




https://www.nice.org.uk/guidance/ng128/chapter/recommendations#pharmacological-treatments-and-thrombectomy-for-people-with-acute-stroke




https://www.nice.org.uk/guidance/ng128/chapter/recommendations#pharmacological-treatments-and-thrombectomy-for-people-with-acute-stroke
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Monitoring and mobilisation
Protocols must be in place to ensure appropriate monitoring of all patients by stroke-
trained staff during the entire hyper-acute phase. This includes daily senior stroke 
specialist medical ward rounds.





Early mobilisation must only be offered, if at all, within 24 hours to patients who require 
minimal support to mobilise10. 





Exclusion criteria
While all patients should be offered emergency assessment and scanning, with due 
consideration of recurrent stroke risk and benefit of hyper-acute stroke care, patients 
who are >24 hours post onset of symptoms may benefit less from some elements of 
hyper-acute care.





Access to and interdependence with other services/providers 
Hyper-acute services must have on-site access to the following support services and 
clinical interpretation: 
 
•	Urgent brain imaging, with patients scanned in the next scan slot (ideally within 20 





minutes and a maximum of 60 minutes) and skilled interpretation available 24/7, 
supported where necessary and appropriate by AI.





•	Vessel imaging and assessment of salvageable penumbra, eg CTA/CTP, should 
be considered in line with symptoms and ideally as part of the first brain scan on 
admission (see Figure 2). All other patients should be able where clinically appropriate 
to access extracranial vessel imaging within 24 hours of admission, alternatives being 
ultrasound of the carotids or MRA.





Effective and timely referrals to specialist neurosurgical and vascular procedures are 
sometimes necessary to prevent further damage following a stroke or a second stroke. 
Networks must ensure that images are immediately available to these services.





Where appropriate, neurosurgical services must be provided as early as possible, with 
rapid recognition of the need for surgical intervention. 





Neurovascular surgical services
All patients with a suspected non-disabling stroke or TIA must have urgent access 
to neurovascular surgical services, including carotid intervention (eg carotid 
endarterectomy):





•	For recently symptomatic significant carotid stenosis (according to validated criteria), 
carotid intervention should be regarded as an urgent procedure and performed within 
seven days of symptom onset, where the patient is neurologically stable and it is 
clinically appropriate.





7	 https://www.stroke.org.uk/sites/default/files/tsa_2009-09_langhorne_final_report_summary.pdf 









https://www.stroke.org.uk/sites/default/files/tsa_2009-09_langhorne_final_report_summary.pdf
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3 https://pathways.nice.org.uk/pathways/venous-thromboembolism/reducing-venous-thrombo	
  embolism-risk-medical-patients.pdf; p4 





•	Patients with a non-disabling stroke or TIA who require carotid endarterectomy should 
be admitted for urgent investigation and, if appropriate, carotid surgery should be 
available within 48 hours and at least 7 days of radiological confirmed diagnosis.





•	Access to tertiary services on-site or off-site. For off-site services, clear protocols must 
be in place for a commissioned pathway of care. 





Neurosurgical services
There are relatively few indications for neurosurgical intervention in patients with stroke; 
however, some specific stroke patients may require urgent management. In particular, 
arrangements for the monitoring and transfer of patients with ICH and those at risk 
of malignant middle cerebral artery syndrome should be in place across the ISDN and 
delivered in line with current national guidelines (ISDN annual review). 





4: Acute stroke care 





Acute stroke care immediately follows the hyper-acute phase, usually 72 hours 
after admission. Acute stroke care services provide continuous specialist input, with 
daily multidisciplinary care and continued access to stroke trained consultant care, 
physiological monitoring and urgent imaging as required. These services should be 
provided by a SRU or within an ASC or CSC.





Service outcomes 





All stroke patients should have access to high quality stroke care and for most of their 
time in hospital should be under specialist stroke care, with access to:  





•	early and regular communication with them and their nominated relative or carer 
about diagnosis, interventions, prognosis and transfer of care plans





•	stroke inpatient rehabilitation as per Section 6.1
•	stroke trained nursing at all times 
•	daily senior decision-making capable ward rounds at consultant or equivalent level at 





least five days a week, and within 24 hours of repatriation or admission to a new unit 
or team 





•	protocols for timely receipt and discharge of patients seven days a week 
•	a stroke trained MDT available seven days a week 
•	a venous thromboembolism (VTE) risk assessment with appropriate prescription and 





administration of intermittent pneumatic compression where justified in accordance 
with NICE recommendations11, and regular review of VTE risk and management based 
on changes in mobility and time since the stroke event, using a stroke-specific decision 









https://pathways.nice.org.uk/pathways/venous-thromboembolism/reducing-venous-thromboembolism-risk-medical-patients.pdf




https://pathways.nice.org.uk/pathways/venous-thromboembolism/reducing-venous-thromboembolism-risk-medical-patients.pdf
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support aid 
•	assessment or treatment by all appropriate specialist therapists (physiotherapist, 





occupational therapist, speech and language therapist) within 24 hours of admission, 
and others (eg dietitian, orthoptist) within 72 hours





•	protocols for the promotion of bladder and bowel continence, including a policy to 
avoid use of urinary catheters and a policy for prevention of pressure sores 





•	reassessment if loss of bladder control continues two weeks after diagnosis, and by 
week 3 for an ongoing treatment plan that has involved patients and carers to be 
jointly agreed





•	comprehensive secondary prevention advice and treatment must be provided to all 
with interventions to improve adherence and persistence with medication and lifestyle 
modification





•	a dysphagia management service must be available, including best interest meetings 
where appropriate and access to services to insert a gastrostomy tube where indicated 
within 72 hours of decision





•	a formal discharge summary report must be shared with the referrer, GP and patient, 
with a named contact (if requested) for the day of transfer of care





•	6/52 follow-up; for most patients this need not be from a medically qualified 
individual, but must include the capability to confirm the diagnosis, interventions 
received, prognosis, secondary prevention investigations undertaken and measures 
instituted, and medication adherence, along with an understanding of the condition 
and patient reported outcomes (PROMS).





Access to and interdependence with other services/providers
Acute stroke services must have on-site access to brain imaging (MRI and CT). 
Furthermore, acute stroke services must have agreed access (not necessarily on-site) via 
clear protocols to the following support services and clinical interpretation:  





•	carotid imaging (including ultrasound/MRA/CTA) 
•	thrombectomy
•	neurosurgery
•	vascular surgery for carotid endarterectomy as per Section 3. 





5: TIA services 





TIA services should provide a full and rapid diagnostic assessment urgently, without risk 
stratification and within 24 hours of referral. This applies only to patients who through 
triage are deemed likely to have had a TIA; other patients who require review should 
be seen within one week or signposted to more appropriate clinics. After specialist 
assessment in the TIA clinic, consider MRI (including diffusion-weighted and blood-
sensitive sequences) to determine the territory of ischaemia, or to detect haemorrhage 
or alternative pathologies. If MRI is done, perform it on the same day as the assessment. 
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Do not offer CT brain scanning to people with a suspected TIA unless there is clinical 
suspicion of an alternative diagnosis that CT could detect12.  





Service outcomes 





Referrers should discontinue the use of risk stratification tools, eg ABCD2, to triage 
patients. All patients with suspected TIA must be assessed, diagnosed and treated 
urgently, and within 24 hours of initial contact, via a 365-day service.





•	Patients with non-disabling stroke or TIA should receive treatment for secondary 
prevention in line with best practice (ISDN annual review), as soon as the diagnosis is 
confirmed.





•	Some who have had a TIA may have care and support needs beyond secondary 
prevention; it is the TIA service’s responsibility to help them access any care/support/
information/advice they require.





Acceptance and exclusion criteria and thresholds 





•	Patients whose suspected TIA occurred more than a week ago should be assessed by a 
specialist clinician as soon as possible and at least within seven days.





Access to and interdependence with other services and providers





•	Blood tests and ECG.
•	Brain scan (if vascular territory or pathology uncertain) – MRI and not CT.
•	Prompt provision of evidence-based secondary prevention treatments for all risk 





factors that have an evidence-based intervention.
•	Management of hypertension and AF.
•	Written information and advice regarding stroke risk, secondary prevention with 





driving/flying/activity preclusion advice.
•	Access to carotid imaging on the same day as assessment where indicated, with 





carotid intervention undertaken within 48 hours of diagnosis and within seven days of 
symptom onset. 





What do local stroke systems need to do?





•	Ensure that ISDN development and STP/ICS strategic plans include maximisation of 
patient care and system sustainability via service transformation and establishment of 
optimal stroke pathways; drawing on the evidence base, health outcomes tool, GIRFT 
and, British Association of Stroke Physicians (BASP) joint workforce tool, as well as 
local and national intelligence (2019-20).





3 https://www.nice.org.uk/guidance/ng128/chapter/recommendations#imaging-for-people-who- 
  have-had-a-suspected-tia-or-acute-non-disabling-stroke  









https://basp.ac.uk/




https://www.nice.org.uk/guidance/ng128/chapter/recommendations#imaging-for-people-who-have-had-a-suspected-tia-or-acute-non-disabling-stroke




https://www.nice.org.uk/guidance/ng128/chapter/recommendations#imaging-for-people-who-have-had-a-suspected-tia-or-acute-non-disabling-stroke
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•	Engage closely with ambulance providers to ensure robust transfer pathways are 
developed and prioritised, including category 2 intra-hospital transfers for potential 
thrombectomy patients.





•	Ensure ambulance service training and operational capacity for stroke is prioritised 
with any proposed service transformations.





•	Ensure TIA and stroke ‘mimic’ activity, including neurology patient flow, is considered 
within all service modelling, development and transformation.





•	Consider the potential for ICS capital funds to support service transformations at a 
system level.





•	Ensure that technology and pricing are considered within short and medium-term 
service developments.





•	If system transformation is likely to require large-scale service change, ‘Planning, 
assuring and delivering service change for patients’ offers guidance on navigating a 
clear path from inception to implementation for those considering and involved in 
substantial service change, including effective public engagement. 





•	The FutureNHS site for system transformation features key contacts, learning from 
peers and national experts, tools and case studies, a discussion forum and links to 
further resources. It is also available for co-production and public engagement.





•	Where changes cross multiple local authority areas, as is likely for ISDNs covering 
multiple ICS areas, and early work suggests service delivery will change significantly, 
consider whether it would be helpful to establish joint health overview and scrutiny 
arrangements at an appropriate time during development of the plans.





•	Ensure strategic planning and transformation takes due account of health inequalities 
including via modelling, as appropriate. 





6: Rehabilitation 





People who have had a stroke should have timely access to high quality rehabilitation 
appropriate to their need and desired outcomes. The MDT must work in partnership 
with the stroke survivor and those important to them, so they can maximise their 
recovery, independence and overall quality of life. 





Inpatient rehabilitation services, ESD and community stroke/neuro rehabilitation 
services should work very closely together. They must ensure that their patients 
receive physiotherapy, occupational therapy, speech and language therapy, vocational 
rehabilitation, psychological rehabilitation and life after stroke support (see Section 7). 
They must also ensure that their patients can promptly access other specialist clinical 
services as needed, such as orthoptics and dietetics. 









https://www.england.nhs.uk/publication/planning-assuring-and-delivering-service-change-for-patients/




https://www.england.nhs.uk/publication/planning-assuring-and-delivering-service-change-for-patients/




https://future.nhs.uk/reconfiguration/groupHome




https://future.nhs.uk/connect.ti/NHStransformation/view?objectId=9164176




https://shapeatlas.net/














National Stroke Service Model: Integrated Stroke Delivery Networks  





25





6.1: Inpatient rehabilitation





Inpatient rehabilitation is an essential bridge for many stroke survivors between acute 
stroke care and post-discharge integrated community rehabilitation. Its key outcomes 
overlap with those for acute stroke care, community rehabilitation and life after stroke. 





Inpatient rehabilitation services should be provided by a SRU or within an ASC/CSC, and 
commissioned as part of an integrated whole pathway approach. 





Service outcomes





Rapid multidisciplinary assessment and personalised planning
Patients must have a rapid initial multidisciplinary assessment to begin building a 
personalised rehabilitation plan, which must then be started as soon as clinically 
appropriate.   





High quality rehabilitation seven-day service
High quality therapy should be offered seven days a week to all patients and by all 
required core clinical disciplines, at an appropriate intensity to meet each individual’s 
rehabilitation goals. 





Focus on patient and carer empowerment 
Patients will receive patient-centred care, and be enabled and empowered to 
meaningfully participate in their rehabilitation. 





Seamless transfer of care
Pathways networked with community, social care and voluntary sector services will 
ensure safe, effective and efficient transfers, minimising inpatient length of stay and 
readmission rates.





Acceptance and exclusion criteria and thresholds





All patients with stroke-related rehabilitation goals that can be met with greater 
intensity in an inpatient rehabilitation setting than in a community setting are eligible for 
inpatient rehabilitation. 





This includes patients who are receiving palliative and end-of-life care (including access 
to therapy and specialist services where appropriate). When deciding whether such a 
patient would benefit from being offered inpatient stroke rehabilitation, this should be 
assessed and discussed on an individual basis and recorded in a personalised care and 
support plan. 
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Access to and interdependence with other services/providers 





In addition to the core service provision and cross-sector seamless access outlined in 
section 5, protocols for access must be in place for: orthotics, podiatry and social work 
services.  





6.2: Integrated community stroke service rehabilitation





Early Supported Discharge (ESD) must be available in all areas. ESD facilitates early 
transfer of care to a community setting, where rehabilitation continues at the same 
intensity and with the same expertise as in the inpatient setting.





In each area, community stroke rehabilitation should now be provided by an integrated 
community stroke service (ICSS). This is a multidisciplinary team that offers stroke 
rehabilitation at a range of intensities – from ESD, which tends to be a course of high-
intensity rehabilitation that a patient receives over a relatively short period of time, to 
less-intensive rehabilitation courses that typically span longer periods of time.





We will publish the ICSS model in full in due course. This will give more detail 
about how the model should work and how community stroke services can 
begin to implement it. Until that point, the following should be regarded as the 
foundation principles for each ICSS:





•	All stroke survivors who need community rehabilitation should be offered it by their 
ICSS.





•	Goal-setting: all survivors (and carers where appropriate) should regularly review 
their rehabilitation goals with their ICSS (every four to six weeks). Goals should not 
be dictated to patients without their involvement, and should be incorporated into a 
personalised plan that allows the patient to take ownership of their rehabilitation.  





•	Intensity: national clinical guidelines state that on a day a stroke survivor receives 
therapy, they should accumulate at least 45 minutes. This is a minimum standard: the 
amount each patient actually receives each day, and the number of days on which 
they receive therapy, should be tailored to their rehabilitation goals.





•	Length of treatment: national clinical guidelines state that the course of rehabilitation 
should last as long as the patient is willing and capable of participating, and showing 
measurable benefit from treatment.  For service planning, this equates, on average, to 
six months. However, this is neither a target nor a ceiling – in many cases, the patient 
will require rehabilitation for a longer or shorter period of time.





•	Carers: carers’ needs should be assessed and they should be given appropriate 
training, such as moving, handling and dressing. Carers should also be given written 
information on the management plan and point of contact for stroke information. 
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•	Hours of service: an ICSS should operate seven days a week. Weekend discharges 
from inpatient care should be planned in collaboration with ICSS staff to ensure 
that the ICSS can visit and assess the patient within 24 hours, if that is the most 
appropriate course of action for the patient. An ICSS’s weekend priorities should be to 
support hospital discharges or transfers to reablement, and to preserve continuity of 
rehabilitation for high priority rehabilitation patients and newly-discharged patients.





Patients identified as eligible for ESD should be offered assessment and treatment in the 
community within 24 hours, at the same intensity as would be offered in the stroke unit 
(typically daily sessions) and based on clinical need tailored to personalised goals. For 
other patients, the intensity of provision must be established between stroke specialist, 
patient and carer, based on clinical need and tailored to personalised goals.





6.3: Psychological rehabilitation and support





Psychological and neuropsychological rehabilitation must be routinely available as part of 
the core service provision throughout the patient journey. The entire MDT must address 
the psychological, emotional, cognitive and neuropsychological effects commonly 
experienced by stroke survivors; these can greatly impact a person’s engagement with 
rehabilitation, function, ability to return to work and ultimately quality of life. 
 
Throughout care planning, clinicians and providers on the patient pathway should 
collaborate to address the patient’s psychological needs. When required, specialist 
assessments and appropriate interventions should be sought from psychology services to 
meet needs and personalised goals, supporting the best possible patient experience and 
outcomes.





Service outcomes





Consistent provision and transitions
High quality psychological screening, assessment and personalised interventions will be 
offered and tailored appropriately for all levels of need throughout the entire patient 
pathway. This includes all staff at every patient contact routinely monitoring changes in 
cognition, behaviour and emotional state, mental health and associated mood disorders. 





Specialist psychologists will be part of the stroke team
Establishing clinical psychologists or clinical neuropsychologists with stroke expertise 
as core members of the stroke team will enhance rehabilitation outcomes and 
patient experience. Access to senior decision-maker support and guidance, as well as 
interventions, will empower the MDT to provide seamless psychological support to 
patients throughout their rehabilitation.
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Success of psychological interventions will be measured
When specialist intervention is required, standardised outcome measures should be used 
to assess the impact of interventions and patient experience across the pathway.
 
Access to and interdependence with other services/providers





ESD ICSS rehabilitation is suitable for stroke survivors with mild to moderate disabilities. 





Interdependence with other services/providers





Psychological care and rehabilitation will require:
•	accessible clinical psychology/neuropsychology services with stroke expertise, alongside 





wider, step-down emotional and psychological support pathways for all patients 
•	clinical psychologists/neuropsychologists with stroke expertise to train and clinically 





supervise the relevant wider psychological and emotional support service providers (eg 
IAPT therapists, counsellors and peer support workers in the third sector).





6.4: Vocational rehabilitation





Vocational rehabilitation is ‘whatever helps someone with a health problem to stay at, 
return to and remain in work: it is an idea and an approach as much as an intervention 
or a service’13. Consistent provision is key to both improving patient experience and 
outcomes, and confronting the linked socioeconomic inequalities. All clinicians and 
services across the ISDN should collaborate to ensure best practice provision.





Service description/care pathway





Stroke vocational rehabilitation should be delivered as an ageless service that is 
an integral part of all stages of the pathway from acute to community, promoting 
awareness of the impact of meaningful work for health and wellbeing. This should be 
offered in a tiered model as shown in Figure 3.





13https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/
file/209474/hwwb-vocational-rehabilitation.pdf 









https://assets.publishing.service.ghttps://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/209474/hwwb-vocational-rehabilitation.pdf




https://assets.publishing.service.ghttps://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/209474/hwwb-vocational-rehabilitation.pdf
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Figure 3: Model for stroke vocational rehabilitation. The model pathway is 
dynamic, with the stroke survivor able to move non-linearly between its levels, 
depending on their changing needs and circumstances. Services must be sufficiently 
flexible to be able to respond to increasing/decreasing levels of need in a timely and 
responsive way.
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regional service: 
VR
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Specialist local service: ESD, 





community stroke service, local 
RTW service - RTW and job retention





LEVEL 3
All stroke services: acute, inpatient, rehab 





and third sector - advice, information 
and signposting
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Acceptance and exclusion criteria and thresholds





Level 3 (Advice and sign-posting on return to work)
All stroke survivors, regardless of age, should be offered appropriate, advice, signposting 
and referral for more support to return to work.





Level 2 (Return to work service)
Stroke survivors who have a job to return to and want/need support to do so; or require 
advice on alternative options (ie redeployment, medical retirement, etc). A return to 
work plan should be implemented within six months.





Level 1 (Specialist vocational rehabilitation)
Any stroke survivor with a disability that prevents their return to work and/or for 
whom the return to work plan will take longer than six months to implement (eg they 
are currently unable to fulfil their present position; need additional support/advice on 
looking for suitable alternative employment; were not in work before their stroke and 
need additional support to find work; employer is not supportive of return to work 
plans; work environment cannot be adapted, etc). 
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Access to and interdependence with other services/providers





Vocational stroke rehabilitation may, with the person’s consent, require support from 
services such as:





•	employer
•	occupational health
•	access to work
•	job centre
•	volunteer bureau
•	trade union representative/ACAS.





What do local stroke systems need to do?





•	Ensure that inpatient stroke rehabilitation meets national standards for all eligible 
patients. 





•	Ensure that all stroke survivors are appropriately offered a comprehensive holistic six-
month post stroke review and this is documented on SSNAP.





•	Use data from six-month reviews to inform local needs mapping, workforce and 
service improvement planning.





•	Develop robust systems for transfer of care when appropriate from stroke specialist 
services to generic rehabilitation and care services including voluntary sector support.





•	Ensure that generic services are provided by those trained in stroke care and how to 
access specialist support.





•	Develop information for stroke patients to support their engagement with and 
access to long-term rehabilitation, including self-management, vocational support, 
psychological support, social prescribing – drawing on national tools such as My 
Stroke Guide.





•	Ensure all commissioned rehabilitation services submit data via SSNAP for quality 
improvement.





•	Review services to develop a service model that supports integrated community 
rehabilitation services for all stroke survivors across the geography covered by the ICSS. 





•	Work with local partners across the health, social and voluntary sectors to ensure that 
the right support is available for stroke survivors for as long as they require it.









https://www.stroke.org.uk/finding-support/my-stroke-guide




https://www.stroke.org.uk/finding-support/my-stroke-guide
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7: Life after stroke





Life after stroke (LAS) services provide the ongoing personalised care and support that 
people need to rebuild their lives and minimise risk of future cardiovascular events. 





They provide support for long-term needs through timely access to information and 
community-based support, and ensure people are enabled to manage their condition(s) 
as independently as possible and improve their health and wellbeing. 





Service description/care pathway





LAS services should be accessible to all people affected by stroke from the very acute 
phase onwards. People’s needs, circumstances and what is important to them can 
change significantly over time, so they may need to continue to access these services 
long after their stroke. 





LAS services should be integrated with the local ICSS (see Section 6) to ensure optimal 
multidisciplinary co-ordination of an individual’s care and support. Their key components 
are:





•	stroke key workers
•	personalised care and support planning
•	post-stroke reviews 
•	stroke-specific, community-based support including:





•	communication support
•	carer support
•	peer support
•	health and wellbeing support





•	wider community-based support, including social prescribing.





The discharging inpatient stroke team should refer their patient to a stroke key worker 
to ensure they can access appropriate personalised support. Key workers will support 
people, but more intensive, local face-to-face key worker support should always be 
available for those who need it, such as those with more complex needs or severe 
communication difficulties (Figure 4).
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Personalised care and support planning
People affected by stroke are supported to develop a 
personalised care and support plan based on their 
needs, including related to secondary prevention, and 
what’s important to them. The process is enabled by 
the key worker who facilitates the planning process 
and who may themselves play a key role in delivery of 
activities in the plan (for example through information 
provision, direct support or social prescribing).





Facilitated by
a stroke key





worker





Post stroke reviews
Personalised care and 
support plans are regularly 
reviewed, based on a holistic 
needs assessment, to ensure 
that individual needs and 
concerns are addressed at 
the earliest possible 
opportunity.





Stroke specific community-based support
Stroke focussed, community-based support available 
for people affected by stroke to help them achieve 
their personalised goals and reduce future risk of 
stroke, including, but not limited to:





Enabled by personalised health 
budgets (where applicable)





Wider community-based support, 
including social prescribing
People affected by stroke have access to an array 
of community-based support options which, 
while not stroke-specific, are able to support 
them to achieve their goals and are sensitive to 
their needs and the impact of stroke (including 
the so-called ‘hidden effects’).





For example, benefits and other financial 
support, community transport, housing support, 
social opportunities and hobbies/activities etc.





Health & wellbeing 
support, including 
physical activity





Carer support





Peer
support





Communication
support





Underpinned by personalised perspectives, principles and approaches
• Supported self management
• Digitally enabled
• High quality information provision
• Shared decision making
• Choice and control





• Self-referral where possible
• Patient-reported experience and outcome measurement
• Inclusive
• Coproduction





Figure 4: A guide to personalised life after stroke care-planning
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Acceptance and exclusion criteria and thresholds





All people affected by stroke should have access to a key worker, and the mode and intensity 
of input provided should be proportionate and responsive to their needs. This includes people 
who have not required/opted-out of access to rehabilitation services for any reason, as well as 
carers and family members.





Which LAS service components are required will be defined by a person’s personalised care 
and support plan: the underpinning principle is that these services should be available to 
those who need them, when, where, how and for as long as they need them.





Interdependence with other services/providers





Integration with other providers in the stroke pathway is critical to the success of LAS 
services. Key workers providing support locally should be considered core members of 
the local ICSS, and relationships and care co-ordination should be supported through 
their attendance at MDT meetings.





Key service relationships and partnerships for LaS services may include: 





•	primary care networks, GPs and primary care staff
•	generic social prescribing services and link workers
•	therapy services including physiotherapy and speech and language therapy
•	NHS community services, including memory clinics, pain clinics, falls services, 





continence services, IAPT services, health promotion services
•	social care providers
•	leisure providers
•	care and residential homes
•	independent, voluntary and charitable sector organisations, providing community-





based support
•	equipment (aids and adaptations) providers
•	clinical commissioning groups.





What do local stroke systems need to do?





•	Review local service provision against the key components of a quality life after stroke 
service, and the upcoming ‘life after stroke’ full service specification, identifying gaps 
in provision and making recommendations for service planning and investment across 
the geography.





•	Ensure that all inpatient stroke teams refer stroke survivors (and their carers/family 
members as needed) to LAS services.
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•	Ensure that all stroke survivors are appropriately offered a comprehensive holistic and 
person-centred six-month post-stroke review and that this is documented on SSNAP 
(in line with the 2019/20 Commissioning for Quality and Innovation (CQUIN): Six 
month reviews for stroke survivors).





•	Use data from six-month reviews to inform local needs mapping, workforce and 
service improvement planning.





•	Ensure that generic services, including community-based support options, are trained 
in stroke care and support and how to access specialist input.





•	Develop information for stroke patients to support their engagement with and 
access to long-term rehabilitation, including self-management, vocational support, 
psychological support, social prescribing – drawing on national tools such as My 
Stroke Guide.





8: Workforce





ISDNs will engage in local stroke service workforce planning to support the needs 
of people with stroke, and contribute to regional plans and initiatives, including the 
development of novel, interdisciplinary and non-traditional roles using a capability-based 
model.





Workforce planning should consider the skills and competencies required to provide 
services as outlined and in line with patient need. The allocation of professional roles to 
some aspects of this specification is indicative, based on the skills typically required. A 
local skills analysis should be conducted to assess what skills are currently available to 
providers across the existing workforce. Depending on this, variation of the workforce 
model outlined may be appropriate. Workforce planning and transformation tools, 
such as Health Education England’s (HEE’s) STAR tool, should be used where necessary 
to support this. The GIRFT and British Association of Stroke Physicians (BASP) stroke 
medicine consultant workforce model and the national Stroke Specific Education 
Framework (SSEF) should also be used for staff planning and training. Further 
information relating to workforce modelling nationally will be available on FutureNHS.





As healthcare technologies advance and new technologies are introduced, the 
healthcare workforce will also evolve to support developments in patient care. This may 
mean new roles are introduced to support this specification, or the numbers required 
to deliver this service change. Skills for early diagnosis and management of high risk 
conditions for stroke (primarily AF, high blood pressure and cholesterol) should be 
developed for all healthcare staff.  





All staff will play a role in educating and training patients, carers and family members on 
the nature, implications and management of problems due to stroke, enabling them to 
effectively prepare for discharge from inpatient services.









https://www.stroke.org.uk/finding-support/my-stroke-guide




https://www.stroke.org.uk/finding-support/my-stroke-guide




https://www.hee.nhs.uk/our-work/hee-star




https://stroke-education.org.uk/
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What do local stroke systems need to do?





•	Cross reference the local workforce mapping, making use of the HEE STAR tool.
•	Move to a capability based model of stroke delivered care.
•	Apply the GIRFT and BASP consultant workforce model in conjunction with SSEF 





workforce modelling to optimise provision. Look to develop nursing and therapy 
advanced practitioner and consultant posts in conjunction with SSEF workforce 
modelling to optimise provision. Look to develop nursing and therapy advanced 
practitioner and consultant posts.





•	Use the Leadership Academy14 development offer to embed leadership from bottom 
up across the ISDN footprint to support service transformation.





•	Ensure inpatient and community MDTs include access to psychological, wellbeing and 
vocational rehabilitation/re-enablement support.





•	Consider opportunities for shared or co-located staffing across teams and specialisms 
to support ISDN development.





•	Ensure the local workforce plan equips the health and social care workforce with 
specific stroke skills, both for registered and non-registered staff in specialist teams 
and to upskill the non-specialist workforce.





•	Ensure all commissioned services submit data via SSNAP, including organisational audit 
data, to capture workforce snapshots.





9: Data and evaluation





All ISDNs should:





•	contribute to the monitoring of service quality and performance along the entire 
stroke pathway, including the interpretation and dissemination of data from the 
national stroke audit (SSNAP);





•	support their constituent services, both statutory and voluntary, to improve the 
response to national comparative audit; and





•	report regularly to all stakeholders and the public on the quality and performance 
(both process and outcomes) of their stroke services.  





Each ISDN should work with SSNAP to ensure effective oversight of their footprint. 
Regional and ISDN teams should currently use SSNAP quarterly dashboards to assure 
system performance, with a view to all elements of each service achieving an ‘A’ rating. 
A collegiate move to a faster reporting cycle with SSANP should be encouraged. Process 
scores within SSNAP should not be viewed in isolation but linked to outcomes, including 
recurrence rates, system cost and PROMs and PREMs.





3 https://www.leadershipacademy.nhs.uk









https://www.hee.nhs.uk/heestar




https://www.basp.org/wp-content/uploads/2019/07/BASP-Stroke-Medicine-Workforce-Requirements-Report-FINAL.pdf




https://www.strokeaudit.org/results/Clinical-audit/National-Results.aspx




https://www.leadershipacademy.nhs.uk
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The National Primary Care Audit should be monitored to align focus on reducing 
incidence of stroke.





Each ISDN should increase thrombolysis and thrombectomy for the population it serves. 





Feedback from the latter, including patient outcomes and unmet needs, should then be 
harnessed to inform systems transformation and quality improvement. 
2019/20 SSNAP data should be used to baseline all metrics.





To support the headline metrics, a more detailed blueprint for development of further 
ISDN-level metrics (KPI dashboard) and trajectories will be co-designed with the new 
ISDNs. Local trajectories should be developed from local baselines and anticipate step-
change improvements following network service transformation. ISDN trajectories 
should be developed in line with ICS plans. This will require patient experience data to 
be collected across the whole pathway, with the voluntary sector helping to do so.





10: Delivering the NHS Long Term Plan





Establishment of an ISDN and phased implementation of the pathways and quality 
standards will allow a well-integrated health and care system to demonstrate exemplary 
21st century personalised care and deliver on a wide range of NHS Long Term Plan 
priorities including:





•	people will get more control over their own health and more personalised care when 
they need it (Chapter 3)





•	digitally-enabled care will go mainstream across the NHS (Empowering people, Section 
5.9)





•	carers will benefit from greater recognition and support (Section 1.19)
•	grow investment in mental health services faster than the NHS budget overall for each 





of the next five years (Introduction and Chapter 3)
•	better care for major health conditions (Stroke)
•	Social prescribing (Section 1.40).
•	LTP goal 1.8 in relation to the urgent community response and recovery support goals, 





specifically the element in relation to the delivery of reablement care within two days 
of referral to those patients who are judged to need it.
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NHS Long Term Plan stroke milestones





We will prevent up 
to 150,000 heart 
attacks, stroke and 
dementia cases over 
the next 10 years.





In 2019, we will work with the Royal 
Colleges to pilot a new 
credentialing programme for 
hospital consultants to be trained to 
offer Mechanical Thrombectomy.





By 2020, we will begin improved integrated community 
stroke rehabilitation models, with full roll-out over the 
period of the Long Term Plan. 





By 2022, we will deliver a ten-fold increase in the proportion 
of patients who receive a thrombectomy after stroke so that 
1,600 more people will be independent after their stroke each 
year. 





By 2025, we will have amongst the best performance in 
Europe for delivering thrombolysis to all patients who could 
benefit. 
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Resources 





Available supporting resources





National stroke resources 
•	NHS England website – Stroke 
•	The FutureNHS online stroke community of best practice – request to join via 





strokecommunity-manager@future.nhs.uk. The site includes the ISDN structure and 
governance specification





•	NHS Long Term Plan – Stroke 
•	Getting It Right First Time (GIRFT) – Stroke 
•	NHS RightCare Stroke Pathway (October 2017) to support local commissioners 





responsible for stroke to improve services for patients in their area
•	An overview of mechanical thrombectomy services





Rehabilitation 
•	The 2019-20 Commissioning for Quality and Innovation (CQUIN): Six month reviews 





for stroke survivors. It incentivises increased delivery of six-month post-stroke reviews, 
supporting personalised pathways





•	NICE. Stroke rehabilitation in adults (2013)
•	NHS Improvement. Psychological care after stroke (November 2017) provides 





guidance to support the establishment and development of services for psychological 
care of people following stroke





•	Transforming stroke services across the whole patient pathway (September 2018). 
	 A recording of this webinar is available on request. Please email 
	 england.clinicalpolicy@nhs.net 





Workforce 
•	BASP/GIRFT Consultant workforce guidance (July 2019) 
•	The Stroke Specific Education Framework outlines core competencies for a range of 





professionals working with stroke survivors 
•	The HEE workforce development STAR tool 





Data 
•	King’s College London. Sentinel Stroke National Audit Programme (SSNAP) results 





portal 
•	Royal College of Physicians Sentinel Stroke National Audit Programme (SSNAP). 





Stroke health economics: Cost and cost-effectiveness analysis (2016) 





Guidelines 
•	Royal College of Physicians. National clinical guideline for stroke (October 2016)
•	Royal College of Paediatrics and Child Health (RCPCH) guideline: Stroke in childhood 





– clinical guideline for diagnosis, management and rehabilitation









https://www.england.nhs.uk/ourwork/clinical-policy/stroke/




mailto:strokecommunity-manager%40future.nhs.uk?subject=




https://www.longtermplan.nhs.uk/areas-of-work/stroke/




http://gettingitrightfirsttime.co.uk/medical-specialties/stroke/




https://www.england.nhs.uk/rightcare/products/pathways/stroke-pathway/




https://www.england.nhs.uk/publication/clinical-commissioning-policy-mechanical-thrombectomy-for-acute-ischaemic-stroke-all-ages/




https://www.england.nhs.uk/publication/practical-guidance-supporting-the-2019-20-cquin-six-month-reviews-for-stroke-survivors/




https://www.england.nhs.uk/publication/practical-guidance-supporting-the-2019-20-cquin-six-month-reviews-for-stroke-survivors/




https://www.nice.org.uk/guidance/cg162




https://www.england.nhs.uk/improvement-hub/publication/psychological-care-after-stroke-improving-stroke-services-for-people-with-cognitive-and-mood-disorders/




https://www.england.nhs.uk/improvement-hub/publication/psychological-care-after-stroke-improving-stroke-services-for-people-with-cognitive-and-mood-disorders/




https://www.england.nhs.uk/improvement-hub/publication/psychological-care-after-stroke-improving-stroke-services-for-people-with-cognitive-and-mood-disorders/




mailto:england.clinicalpolicy%40nhs.net?subject=




https://www.basp.org/wp-content/uploads/2019/07/BASP-Stroke-Medicine-Workforce-Requirements-Report-FINAL.pdf




https://www.stroke-education.org.uk/




https://www.hee.nhs.uk/heestar




https://www.strokeaudit.org/results.aspx




https://www.strokeaudit.org/results.aspx




https://www.strokeaudit.org/Health-Economics.aspx




https://www.rcplondon.ac.uk/guidelines-policy/stroke-guidelines




https://www.rcpch.ac.uk/resources/stroke-in-childhood-clinical-guideline




https://www.rcpch.ac.uk/resources/stroke-in-childhood-clinical-guideline
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Case studies 
•	Long Term Plan case studies demonstrating how partnership work with the Stroke 





Association is improving care and support for stroke survivors 
•	7 day rehabilitation service case study from Torbay and Southern Devon Health and 





Care NHS Trust 
•	Achieving successful system change – Lessons from stroke reconfiguration in London 





and Greater Manchester 
•	Greater Manchester Stroke Operational Delivery Network 





The Stroke Association 
•	The Stroke Association. Current, future and avoidable costs of stroke in the UK 
•	The Stroke Association. State of the Nation 2018 (February 2018) 
•	The Stroke Association website supporting the Long Term Plan 





Evidence across the stroke pathway





An evidence review was completed by King’s College London for NHS England and NHS 
Improvement. Its findings are summarised below. 





Stroke prevention in primary care 
•	Up to 90% of stroke cases are preventable through improving key risk factor 





management, including hypertension, poor diet, overweight, smoking, inactivity, 
dyslipidaemia and AF.





•	Primary care is the ideal place to tackle these risk factors in the general population.
•	Key priorities for stroke prevention include better detection and treatment of AF, and 





continuing improvements in control of vascular risk factors.
•	Programmes such as the NHS Health Check Programme have succeeded in reducing 





smoking and increasing statin prescription, but as yet there is no evidence of clinically 
meaningful reductions in other risk factors, eg hypertension, in participants.





Pre-hospital admission management of stroke
•	Acute stroke treatments are time sensitive. Increasing stroke awareness so that people 





are better informed to recognise and respond to stroke symptoms by calling 999 
would likely increase the proportion of ischaemic stroke patients eligible for acute 
stroke treatment.





•	Determining the optimal approach to increasing and sustaining stroke awareness of 
symptoms and appropriate response could decrease post-stroke disability.









https://www.longtermplan.nhs.uk/publication/?filter-keyword=&filter-category=stroke&filter-publication=case-study&filter-date-from=&filter-date-to=




https://www.england.nhs.uk/publication/providing-a-seven-day-stroke-rehabilitation-therapy-service-on-the-stroke-unit/




http://www.learningfromstroke.com/




https://www.gmisdn.org.uk/




https://www.stroke.org.uk/research/research-publications/current-future-and-avoidable-costs-of-stroke-in-the-uk




https://www.stroke.org.uk/resources/state-nation-stroke-statistics




https://www.stroke.org.uk/get-involved/campaigning/new-era-for-stroke
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Acute management of stroke
•	Stroke care has undergone significant changes with the establishment of dedicated 





stroke units across England. Their reorganisation into a smaller number of highly 
specialised hyper-acute stroke units in the densely populated metropolitan areas of 
London and Greater Manchester has proved cost-effective and improved patient 
outcomes.





•	There are workforce shortages. Reorganisation of services in urban areas might 
improve the efficiency of use of scarce resources. The increase in travelling times may 
limit this in rural areas.





•	The seven-day service standard for acute stroke services requires stroke workforce 
to increase. Focus on cross-specialty or cross-profession accreditation of particular 
competencies, as set out in the NHS Long Term Plan, might help to address this.





•	The risk of stroke in the first few months after a TIA is about 10%. Furthermore, 5% 
will die due to a subsequent stroke within the first six months.





•	Assessment and treatment within 24 hours after a TIA is critical. Timely initiation of 
secondary prevention post TIA can reduce the relative risk of recurrence by 80%.





•	Intravenous thrombolysis (IVT) is one of the few approved acute treatments for 
ischaemic stroke. It improves long-term outcomes and is cost-effective.





•	The benefits of IVT are highly time dependent. Although the current treatment 
window is 4.5 hours, treatment is more effective the earlier it is given. 





•	There is overwhelming evidence for the effectiveness of mechanical thrombectomy in 
improving functional outcomes in patients treated within six hours of the onset of a 
proximal large vessel occlusion in the anterior circulation. Disability is reduced in one in 
2.6 patients undergoing mechanical thrombectomy and one in five achieve functional 
independence.





•	Urgent management of ICH by tight blood pressure control and reversal of 
anticoagulation improves outcomes.





Acute care in the stroke unit (after immediate interventions)
•	People who have recently had a stroke are likely to have acute care needs to maintain 





physiological homeostasis in the face of their co-morbidities, the stroke itself, its 
treatments and its complications.





•	Adequate medical and nursing staffing and the ability to monitor physiological and 
neurological parameters are required to optimise patients’ clinical conditions.





•	Allied health professionals have an important role in early determination of levels of 
physical function and to enhance mobilisation, positioning and swallow care.





•	An MDT-based approach is required to determine the correct pathway for onward 
care.
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Rehabilitation in hospital
•	There is strong evidence that a co-ordinated MDT approach including rehabilitation 





reduces death, institutionalisation and dependency.
•	Current UK guidelines recommend that patients should “accumulate at least 





45 minutes of each appropriate therapy every day at a frequency that enables them to 
meet their rehabilitation goals”. National audit data shows improvements towards this 
target, particularly via seven-day working.





•	Despite the advances, stroke survivors and their families still perceive services as falling 
short of their needs. Further work is required to identify the optimal timing, dose and 
content of hospital delivered rehabilitation.





Rehabilitation in the community
•	There is no single optimal rehabilitation pathway for stroke survivors, given the wide 





range of their symptoms, levels of disability and individual circumstances. The National 
Stroke Programme supports the implementation of integrated ESD and community 
stroke neurorehabilitation services to provide appropriate therapies for as long as 
required to meet rehabilitation goals. This will be achieved through integrated working 
between the NHS, social care and the voluntary sector. Resource is also required to 
provide much needed psychological support and vocational rehabilitation. 
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Training and Education Group



Terms of Reference







1. [bookmark: _Hlk50038263]Context



Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.







2. Vision



[bookmark: _Hlk78271283]Supporting the development of high quality and equitable stroke and community NR services, to achieve the best outcomes and experience for patients. We will do this by:



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Role of the Training & Education Subgroup



The group is a Subgroup of the GMNISDN Clinical Effectiveness Group. It will support the operational development and delivery of high quality, patient centred services for GM stroke and NR patients by ensuring the staff involved in delivering these services are appropriately professionally developed and well supported through training and educational opportunities. 



The group will co-ordinate with national initiatives to improve the stroke workforce as part of NHS England’s Long Term Plan. It will also work regionally with other organisations focused on workforce development such as Health Education England. 



The group will provide support for the delivery of introductory and experienced network training programmes and other eLearning packages. It will focus on providing leadership and oversight to support the development and implementation of a local workforce development strategy.



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







4. Membership 



Membership will include representatives from acute and community stroke and NR services in GM. It 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 involved with stroke and NR care at different points of the pathway. Members from other stakeholders such as voluntary sector organisations and academia are also able to join the group. Involvement with other relevant bodies such as Health Education England, Public Health England, the Health & Social Care Partnership and Strategic Clinical Networks will be encouraged.



Two co-chairs (one from stroke, one from NR) will be appointed by the group to help facilitate and lead the meetings, working closely with the GMNISDN. Members have a responsibility to implement the subgroups decisions within their own organisations and to report progress back to the subgroup. 







5. Governance



The Training & Education Subgroup will report directly to the GMNISDN Clinical Effectiveness Group
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6. Meetings



A Co-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 provided by the GMNISDN (organising the agenda, taking and sending out minutes, communicating meetings). Brief notes with action points should be taken at each meeting and a summary delivered at the next GMNISDN Clinical Effectiveness Group. There will be no provision of funding by the GMNISDN for time or travel for members. 
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Rehabilitation Subgroup 



Terms of Reference







1. Context



[bookmark: _Hlk78270531]Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.







2. Vision



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



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Role of the Rehabilitation Subgroup



The group will support the operational development and delivery of high quality, patient centred rehabilitation and longer term recovery services for stroke and NR patients 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 and recognition of success



· Peer support, networking and relationship building between organisations



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



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







4. Governance



The Rehabilitation Subgroup will report directly to the GMNISDN Clinical Effectiveness Group.
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5. 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 and NR patients, both in a hospital and in a community setting. A representative from the GMNISDN will also attend.



Two co-chairs will be appointed by the group (one stroke and one NR) to help facilitate and lead the meetings, working closely with the GMNISDN management team.



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







6. Meetings



A Co-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 GMNISDN (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 GMNISDN Clinical Effectiveness Group on a regular basis. There will be no provision of funding by the GMNISDN for time or travel for members. 
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Stroke Sector Forum 



Terms of Reference







1. [bookmark: _Hlk50038263]Context



Since 2015, there have been two networks in Greater Manchester (GM) overseeing service improvement of the local neuro-rehabilitation (NR) and stroke pathways - the GM Neuro-rehabilitation Network (NRN) and the GM Integrated Stroke Delivery Network (ISDN). The significant overlap of the work programmes of two networks coupled with a funding shortfall in the NRN budget led to a decision at both network Boards in mid 2021 to merge the organisations into a single structure. The merged network will be called the GM Neuro Rehabilitation & Integrated Stroke Delivery Network (GMNISDN) and formally commenced on 1st October 2021.







2. Vision



[bookmark: _Hlk78271283]Supporting the development of high quality and equitable stroke and community NR services, to achieve the best outcomes and experience for patients. We will do this by:



· Being patient centred



· Working collaboratively with our stakeholders



· Facilitating transformational change through effective partnership working



· Encouraging the early adoption of evidence and innovation in our services







3. Role of the Sector Forum



The three Sector Forums (NW & Central, Southern and NE) provide a platform for dialogue and relationship management between the Acute Stroke Centres and its Stroke Recovery Units plus relevant community stroke and voluntary sector services. 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 Subgroup of the GMNISDN Clinical Effectiveness Group and will support:



· Discussion of cross organisational operational issues, e.g. repatriation or discharge of patients including development of appropriate solutions



· Peer support



· Sharing of best practice and success



· Networking and relationship building between organisations



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







4. Governance



The Sector Forums are a network Subgroup and will report directly to the GMNISDN Clinical Effectiveness Group.
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5. Membership 



Each Forum will be chaired by a GMNISDN Facilitator. Membership will be flexible and each team should ensure adequate representation at every meeting. Membership could include:



· Managers/Leads of stroke services



· Nurses, therapists and medical staff involved with stroke care



· Community stroke staff



· Voluntary sector organisation staff



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







6. 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 GMNISDN (organising the agenda, taking and sending out minutes, communicating meetings) however, teams will take it in turns to offer venues and book rooms locally if required. Brief notes with action points should be taken at each meeting and provided to the CEG on a regular basis. There will be no provision of funding by the GMNISDN for time or travel for members. 
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