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A. Service Specifications 
 

Service Specification No.  

Service Community Stroke Team 
 

Commissioner Lead  

Provider Lead  

Period  

Date of Review  

 

1. Population Needs 

1.1 National/local context and evidence base 

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

1
. 

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

The National Stroke Strategy (2007)
2
 provides the foundation for defining stroke services and outlines what is needed 

to create the most effective stroke services in England. The strategy identifies major stages in the stroke patient’s 
pathway and stresses a need to reorganise the way in which stroke services are delivered, from prevention through to 
support for those who have experienced a stroke.  

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

3
.  

Current stroke guidelines 
4-6

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

7
. 

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

8
. 

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

9
.  

The integrated community stroke team model builds on the principles and practice of ESD as well as the available 
evidence and guidelines

5-8,10 &11
, to ensure that all stroke patients discharged are seen in a timely way by a single 

multi-disciplinary team, regardless of their disability.  

 

2. NHS Outcomes 

2.1 NHS Outcomes Framework Domains & Indicators 
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Domain 2 Enhancing quality of life for people with long-term conditions 

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

Domain 4 Ensuring people have a positive experience of care 

 

2.1.1 Adult Social Care Outcomes Framework 

Domain 1 Enhancing quality of life for people with care and support needs 

Domain 2 Delaying and reducing the need for care and support 

Domain 3 Ensuring that people have a positive experience of care and support 

 

2.1.2 Public Health Outcomes Framework 

Domain 1 Improving the wider determinants of health 

Domain 4 Healthcare public health and preventing premature mortality 

 

2.2 Local defined outcomes 

The Greater Manchester Stroke Operational Delivery Network has collaboratively developed a set of outcome 
measures for the stroke care pathway based on NICE Standards

12
 and current Sentinel Stroke National Audit 

Programme (SSNAP) indicators and data collection
13

. 

Measure description Threshold 
Data 

collection 
tool 

Data collection 
timeline 

Comment 

Percentage of adults having stroke rehabilitation 
in hospital or in the community offered at least 

45 minutes of each relevant therapy for a 
minimum of 5 days a week for up to 6 weeks 

85% 
SSNAP 
(custom 
fields) 

During admission 
to stroke unit and 

to community 
team 

NICE 
Standard 2 

 Percentage of patients reporting positive 
experience on friends and family test or patient 

experience survey (which must include F&F test) 
90% 

Friends and 
family test. 

Questionnaire 

Discharge from 
hospital and from 
community team 

and 6 months 
post index stroke 

 

Percentage of adults who have had a stroke 
have their rehabilitation goals reviewed at 

regular intervals (weekly) 
100% 

SSNAP 
(custom 
fields) 

During admission 
to stroke unit and 

referral to 
community team 

NICE 
Standard 6 

Percentage of patients who demonstrate positive 
improvement following Community Stroke Team 

intervention  

Benchmark 
locally 

SSNAP 
(custom 
fields) 

Admission to and 
discharge from 

community team 
& 6/12 months 

post index stroke 

  

Percentage of adults who have had a stroke who 
can be referred to a clinical psychologist with 
expertise in stroke rehabilitation who is part of 
the core multidisciplinary stroke rehabilitation 

team 

85% 
SSNAP 
(custom 
fields) 

Discharge from 
hospital 

NICE 
Standard 3 

Percentage of adults who have had a stroke are 
offered active management to return to work and 

advice on driving  if they wish to do so 
80% 

SSNAP 
(custom 
fields) 

During admission 
to hospital and to 
community team 

NICE 
Standard 5 
(RTW only) 

Percentage of patients who were screened on 
admission to the Community Stroke Team for 
mood disturbance and cognitive impairment   

90% 
SSNAP 
(custom 
fields) 

During admission 
to community 

team 

Previous 
NICE 

Standard 

Percentage of patients referred seen within 72 
hours for an assessment by Community Stroke 

Team 
95% 

SSNAP 
(custom 
fields) 

Within 3 days of 
referral to 

community team 

Previous 
NICE 

Standard 
 

3. Scope 
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3.1 Aims and objectives of service 

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

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

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

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

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

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

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

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

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

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

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

 

3.2 Service description/care pathway 

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

 

3.2.1 The Integrated Community Stroke Team 

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

6
. 

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

6, 10 & 11
:  

 Occupational Therapy (1 WTE per 100 referrals/year) 

 Physiotherapy (1 WTE per 100 referrals/year) 

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

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

 Social worker (0-0.5 WTE per 100 referrals/year; recommended locally at least 0.5 per team)  

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

 Physician (0.1 WTE per 100 referrals/year) 

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

Royal College of Physicians Guidance
6
 recommends access to dietetics, but not as part of the core community team. 

Local clinical consensus (GMSODN meeting 15 August 2016) recommended a Dietician be commissioned as part of 
the core team and is suggested at 0.067 WTE per 100 referrals/year. 

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

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

The ICST shall have timely access to appropriate support from: 

 Re-ablement service or equivalent 

 Orthotics 

 Orthoptics 

 Spasticity clinic/consultant review for botox, splinting for management of spasticity 

 FES foot drop service 

 Consultant review 

 Primary care including GPs 

 Specialist inpatient neuro rehabilitation centre 

 Long term conditions services with self-management/expert programme  

 Return to work services and vocational rehabilitation 

 Befriending/peer support/respite  

 Voluntary services/carer support 

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

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

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

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

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

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

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

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

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

 

3.2.1.1 Education & training 

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

3
. 

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

14
 and the Care Act (2014)

15
 

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

 

3.2.2 Response and treatment timescales 

Pathway 1: Home with ICST input (the majority of patients) 

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

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

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

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

6,11 & 12
. 

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

6
. 

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

16
. 

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

16
. 

 

Pathway 2 - Home with ICST and re-ablement service 

Support up to four times a day for six weeks to enable safe management and rehabilitation at home.  

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

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

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

16
. 

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

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

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

 

Pathway 3: Discharged to residential/nursing home 

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

6
. 

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

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

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

6
. 

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

16
. 

 

Other care facilities 

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

If choosing another care facilities then the ICST should: 

 In reach to the unit to provide assessment and treatment for the patient with full responsibility for 
management plans 

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

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

 

3.2.3 Community referrals 

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

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

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

 

3.2.4 Medical support 

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

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

 

3.2.4 Intensity of treatment 

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

12
. 

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

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

12
. 

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

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

 

3.2.5 Stroke rehabilitation management 

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

6
. 

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

A range of life after stroke services must be in place and easily accessible to support the long term needs of patients 
and their carers/families that encourage self-management where appropriate

8
. These will be 

signposted/accessed/coordinated by the ICST as needed to ensure holistic coordinated care planning with other 
services. 

These issues include: 

 Mobility and movement (including exercise programmes, gait retraining, mobility aids and orthotics) 

 Upper limb rehabilitation 

 Management of spasticity and tone 

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

 Sensory impairment screening and sensory discrimination training 

 Falls prevention (including assessment of bone health, progressive balance training and aids) 

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

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

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

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

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

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

 Nutrition (including specialist nutritional assessment, nutritional support) 

 Visual disturbance 

 Continence (bladder and bowel) 

 Social interaction, relationships and sexual functioning (including psychosocial management or medications) 

 Pain (assessed regularly using validated score, referred to specialist where indicated) 

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

 Carer support and training 

 Driving 

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

 Review of rehabilitation goals (see below) 

 Community integration and participation (see below) 

 

3.2.5.1 Return to work 

Adults who have had a stroke should be offered active management to return to work if they wish to do so
12

. 

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

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

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

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

Educating about the Equality Act 2010
17

 and support available (for example, an access to work scheme). 

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

 

3.2.5.2 Review of rehabilitation goals 

All patients will have their rehabilitation goals reviewed at regular intervals with evidence of local written protocols
6
.  

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

6
. 

 

3.2.6 Community integration and participation 

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

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

8
. 

Patients should be made aware of and offered options to promote their wellbeing, including peer-led support groups, 
engagement in community activities and professional psychological therapies

12 
including IAPT and community mental 

health services. 

The ICST will: 

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

6
 

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

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

6
 

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

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

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

 Refer to Functional Electrical Stimulation for foot drop services where appropriate 

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

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


Greater Manchester Community Stroke Model and Service Specification Version 1.3 

Page 9 of 13 
 

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

 

3.2.7 Discharge from ICST 

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

There is an option for patients to be re-referred back in at any time after discharge if appropriate.  

Discharge is defined as when patient’s goals are met or patient declines service. 

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

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

8
. 

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

 

3.2.8 6 & 12 month review 

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

12
. 

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

It is recommended that the 6 month review is carried out using the GM-SAT tool
18

. 

 

3.2.9 End of Life Care 

If the inpatient MDT recognises patient is dying then effective, fast and where necessary, rapid systems for discharge 
processes shall be in place to meet individual's preferences, including to their preferred place of care and death (e.g. 
Rapid Discharge Pathway).  The ICST will liaise with the in-patient MDT to ensure support is provided by the ICST on 
discharge if necessary. 

Advance Care Planning shall be Initiated and/or reviewed and the North West End of Life Care Model
19

 shall be 
adopted and applied to ensure: 

 Holistic needs assessment 

 Advance Decisions To Refuse Treatment 

 Benefits review of patient and carer including Grants/prescription exemption 

 Provision of information on Blue Badge (disabled parking) scheme  

 On-going monitoring and support agreed to avert crisis  

 Referral to other services e.g. Specialist Palliative Care 

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

 

3.2.10 Hours of service 

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

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

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

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

13
. 

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

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

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

 

3.3 Population covered 

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

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

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

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

  

3.4 Any acceptance and exclusion criteria and thresholds 

Referrals will be accepted if the person is: 

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

 Primary diagnosis of stroke, functional strokes (those who are awaiting diagnosis may be eligible)  

 The patient must be medically stable with appropriate medical investigations completed. 

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

 Rehabilitation goals must be identifiable  

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

 Patient consents to intervention by the team 

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

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

 

Exclusion criteria 

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

 

3.5 Interdependence with other services/providers 

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

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

The service should actively engage with and contribute to the work of the Greater Manchester Stroke Operational 
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Delivery Network
3
.  

4. Applicable Service Standards 

4.1 Applicable national standards (e.g. NICE) 

NICE (CG 68)
4
 

NICE (CG 162)
5
  

 

4.2 Applicable standards set out in Guidance and/or issued by a competent body 

RCP (2016) National Clinical Guideline for stroke
6
 

NHS England (2016) Commissioning Guidance for Rehabilitation
8
 

 
 
4.3 Applicable local standards 

5. Applicable quality requirements and CQUIN goals 

5.1 Applicable Quality Requirements  

NICE Quality Standard 2
12

 

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

 

Pathway 1 
Therapy at home with ICST support 

 Telephone call to patient/carer for support 
within 24hrs if appropriate 

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

 Treatment begins within 24 hours of 
assessment for ESD patients and within  7 
days for non ESD patients 

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

 Intervention provided by ICST for up to 6 
months 

  
  

  

Pathway 3 
Discharged to residential/nursing home 

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

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

 Treatment begins within 7 days of 
assessment 

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

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

 Prevention of contractures and shoulder 
pain 

  
  
  

  

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

rehabilitation support package 

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

 ICST provide treatment and  management plans 
with therapy practice via re-ablement workers 

 Therapy provided within 7 days with up to 3 
therapy/care visits a day provided by re-
ablement service/ICST daily across 6 days a 
week as per guidelines with clinical 
reasoning/patient choice 

 ICST review goals/visits weekly with max 6 
weeks re-ablement support available 

 Step down to pathway 1 if needed 
  

  

Integrated Community Stroke Team 
(ICST) - Core MDT 

OT, PT, SaLT  Nurse, Clinical 
Psychologist/Neuro psychology, Physician, 
Rehabilitation Support Worker/Assistant 

Practitioner & Social Worker 

  

  

Stroke survivors in community needing ICST assessment (re-
referral or had stroke out of area) 

 Contact patient/carer by phone within 48 hours of referral 

and assess within 7 days 

 If ICST intervention needed, apply appropriate pathway and 

enable life after stroke support as early as possible 

Stroke survivors discharged from hospital 

 In reach/triage by ICST to support pathway decision 

 Determine and apply appropriate pathway of care 

following full holistic assessment with family and patient 

 Enable appropriate life after stroke support as early as 

possible 

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

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

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

 Communication & information support 

 Exercise, health & fitness 

 Social groups, peer support, befriending & respite care 
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IAPT 
  

Crisis 
intervention/rapid 
assessment service 

  
Access to medical 

support 

Family & carer 
support service 

  
Communication 
support service 

  
Access to suitable 
exercise services 

Discharge 

 When goals met, maximum 6 months 

 When generic pathways or other life after 

stroke services are deemed appropriate by 
the ICST 

 Self-referral back to ICST if needed in future 

Support services 

 Return to work/vocational 

support 

 Long term conditions services 

 Orthotics, orthoptics, 

wheelchair services 

 Spasticity clinics 

 Consultant review 

 Specialist inpatient neuro 

rehabilitation centre 


