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[image: image1.emf]-Stroke Co-ordinator role not 

common

-Increased need for more AHP 

and Social Worker input within 

MDT meetings

-Lack of Early Supported D/C

-Communication between acute 

and community staff

-Lack of stroke therapy access 

with nursing homes

-Difficult to access beds in the 

Regional Rehab Centre

-Signposting for patients treated 

out of the PCT who are returning 

for community therapy

-Specialist rehab lacks cognitive 

therapy

-Age determines the type of therapy 

and level  which can be accessed 

by some patients i.e. under 65 

years assessment only with aids, 

but no rehab

-Assess to patient transport: 

postcode black spots

-Lack of knowledge of 

community groups: stroke 

specific or generic

-Lack of stroke knowledge for 

carers

Common Service Issues faced across NW London Sector within Stroke Rehab

Acute Stage

D/C from 

Therapy 

Stage

Community 

Therapy 

Stage

D/C into 

Community 

Services Stage

Generic Issues across the Whole Pathway

-Define the entire rehab pathway within each PCT to ensure that all parties 

involved understand the referral processes and criteria

-Communication between staff

-Psychological support and stroke counselling

-Resources for stroke rehab

-Information and signposting to services at appropriate times

-Vocational Rehab
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St Mary’s

UCLH

Guys & Thomas

Chelsea & 

Westminster

Royal Free

Central Middlesex

Hemel Hempstead

St Albans

Ealing

Private Hospitals 

i.e. Cromwell, 

Wellington

Independent 

Living Centre

D/C Home

Rehab Beds

Placement

(NH via DOME

RH Via DOME)

Repatriation

MDT,

SS,

Cons Assessment

Decision

Point

Exercise Referral 

Scheme

West Chats

6 Week Medical 

Follow Up 

Dietetic OPD

Falls Clinic

Day Centres

Different Strokes

GP

Disability Clinic 

(Queens Square) 

With/without care

With/without 

Specialist Team

Rehabilitation

Intermediate 

Care / Rehab

Queens Square 

(Specialised)

Complex 

Specialised

Vocational Rehab

WRRS

Sweattrea Brain 

Injury

Normal Housing 

21 Care

Wolfson

Rehab UK

Rehab Bed: Com 

Referral

Dysph. Clinic UCL

District Nurse

Private Tx: 

Wellington 

Neuro-OutPt 

Physiotherapy : 

SMH

SLT Voice 

Therapy: SMH

Videofl. Ref

As Above

Alternative 

Placement

NH

Queens Square

Continued Care

EoL Pathway

Palliative Care

Carers Network

Home

Service Issues

-Rehab process: goal setting and key 

working

-How do we decide medical stability, when 

do Pts move on?

-Facilities: space

-Lack of Psychological support

-Lack of Counselling: benefits, advice, 

vocation

-Capacity throughout therapy services

-Communication pathways

-Collaborative decision making process: 

where is the best location for the Pt?

-Dietary risk factors screening only 

available for OutPts

-Co-ordination and signposting for other 

acute centres referring Pts back into PCT

-Neuro-outliers meeting lack medical input

-All social risks taken into account at MDT 

meeting?

-Unclear rehab process: communication 

links between acute and PCT: who to 

contact and discuss cases with

-Unclear rehab process: arranging acute 

meetings for PCT staff to assess Pts in 

acute setting and linking with staff

-No ESDC  

-Unclear pathway to decide which rehab 

beds to refer to

-Specialist rehab bed staffing: limited for 

new strokes that require rehab

-What happens to slower stream Pts 

especially the ones with softer rehab goals?

-Repatriation: long waits for beds

-Identifying direct referral from hospital to 

Athlone House

-Lack of Psychological support and stroke 

counselling

-Specialist team and CRT timing issues regarding 

Pt pickup

-CRT resources reduce early pick up of referrals

-PCT therapists feel that Pts goals are not 

completed prior to acute D/C 

-No OT OutPts in Neuro OutPts

-No home carers with stroke knowledge

-Major adaptations can take a long time

-Social services overnight care: risks associated 

with long spells at home alone

-Definition of transitional living units: non in PCT

-Information given to Pts, carers and families 

throughout the pathway 

-No MDT follow up

-No access to stroke consultant post 6 month follow 

up, only through GP

-Transport around the PCT i.e. day centres

-No stroke groups in PCT

-No access to vocational rehab

-Timing of signposting to service at therapy D/C: 

some Pts may not require it at this stage and 

struggle to access information when they do require 

it

-No stroke specific exercise transition stage before 

joining non specific classes/groups

-Lack of family/carer support

EoL Pathway

Palliative Care

= Decision Point MDT
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Central Middlesex

Northwick Park

Charing Cross

Royal Free

Ealing Hospital

Hemel Hempstead

Central Mid Acute 

Monitoring –

Roundwood Ward

Central Mid Acute 

Rehab –

Gladstone 1

MDT,

SS,

Cons Assessment

D/C Home

Sheltered 

Accomodation / 

Residential 

Housing

EoL Pathway

Palliative Care

Nursing Home

Rehab Beds

Social care

NHS Continued 

Care

Non Stroke 

Specific

Willesden 

Robertson Ward 

(<65)

Willesden Old 

Persons Services 

(>65)

Specialist Neuro 

Consortium Beds

Wheelchair 

Services

Social Care

Brent Rehab 

Service

Community 

Matron

Collaborative Care 

Team

GP

Equipment 

services

Voluntary Services

Central 

Middlesex Route

OPT Services

Dietetics

SALT

Brent Carers

Cross Roads

Different Strokes

BADP

Stroke Association

Asian Disability 

Alliance

District Nurse

Befriending 

Service

Day Centre

Eldest Voice

Family Carers

? Expert Pt 

Groups

Age Concern

Continence 

Service

Older peoples 

Services

Integrated Care 

Coordination 

Service

Physical Disability 

Unit

SS OT

Decision

Point

D/C to GP

Care Placement

Continued Care

Signposted to 

subsidised 

Community 

Schemes

SS Annual RV

Referral Back to 

Services

= Number of Beds  6 = Decision Point MDT = Referral Waiting Time (M = Months) ~3M

Service Issues

-Specialist stroke services do not 

follow patients in non rehab acute 

beds

-No goal planning involving the 

patient at MDT meetings

-No psychology or social worker

-Standard 5 day delay on all 

equipment order 

-Limited dietetic input at MDT 

meetings

-Lack of information given to pt/

carers throughout the pathway to 

direct to services and allow choice

-IT: Central Mid on paper based 

system, Willesden on RIO

-Referral to social services not 

routine on D/C

-No BRS & CRT referral prior to 

D/C home as long waits for PT and 

OT

-Difficult to get patients placed on 

OPS rehab  and consortium beds

-Limited specialist rehab beds in 

the PCT

-Confusion over commissioning 

equipment for care homes

-Long bed blocks due to equipment 

delays, setting up pt’s home and 

family requirements

-Increased D/C delays though 

housing ownership issues

-Waiting times for BRS

-Limited dietetics?

-Key workers should be allocated 

to pt/family to advise through 

routes

-Need for clear referral criteria for 

consortium beds as small numbers 

accepted

-Social Services not able to attend 

to problems without DN support i.e. 

PEG feeds-

-2 separate priority systems for 

equipment orders in community 

and secondary care settings

-No standardisation of Private –

NHS working policies  (only SALT 

have one at present)

-Housing arrangement delays due 

to pt’s living circumstances

-Language barriers

-Prioritising of SS referrals

-Training for carers to assess daily 

change in patients where DNs do 

not routinely access – who 

supervises this activity, how is it 

feed back to health care 

professionals?

-No long term standards / 

benchmarks for the continued long 

term care in the community

-Unsure if any exercise referral 

schemes exist in the community 

Consultant F/U

Pt self referral to 

BRS

40

Complex Rehab

Short Term Rehab

12

EoL Pathway

Palliative Care

Specialist Neuro 

Rehab 
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Ealing Hospital

Admissions 

through 

1South for 3 days 

or 

AAU for 1 day

Stroke Unit 

7-9days

Arise (Prevention 

of Adm Referral)

Social Services

MDT,

SS,

Cons Assessment

General or Specialist

Cont. Care Ax 

D/C Home

Rehab Beds

Acute Step Down 

Bed @ EHT

Specialist Rehab 

Beds

Specialist Neuro 

Consortium Beds

Alderbourne / 

RRU

Specialist Units

GP

Community 

Matron

Clayponds

District Nurse

Community AHPs

Arise Therapy Only

Social Care

Out PT Therapy

EoL Pathway

Palliative Care

Nursing Home

Intermediate Bed

Decision

Point

Nursing / 

residential  home

Voluntary Services

= Decision Point MDT

Service Issues

-Capturing Pts who develop CVA post 

admission

-Review of criteria required to aid transfers 

to Clayponds and other rehab beds

-What is the discharge process for a person 

who is homeless /asylum seekers and 

which partner organisations should be 

involved?

-Early identification of patient’s entitlement 

to health and social care

-Bed capacity: step down beds are older 

people’s beds, not stroke specialist beds

-Lack of specialist stroke nursing and 

therapy locating and treating stroke patients 

on general medical wards

-Weekly MDT meeting on general wards 

compared to daily meeting on stroke unit

-If a pt is referred to a specialist bed, but 

sent to clayponds, are they still waiting for 

a specialist bed there?

-Pts placed in nursing homes do not 

receive therapy unless they pay for it

-Educating carers (social services and 

placement) and relatives on the 

management of complex patients

-Community rehab options limited in 

speech therapy and splinting

-Limited/no vocational rehab 

-Specialist units only deal with physical 

disabilities or cognitive disabilities

-Delays in waiting for specialist 

wheelchairs take >3 months, standard 

wheelchair >3 weeks 

Arise issues:

-Vocational rehab poor

-Identified PT neuro posts only. 

SALT to be recruited. Arise does 

have access to community neuro 

OT

-Professional carers lack specialist 

skills

-Issues with geographical rehab 

criteria: GP boundary issue 

impacting on equipment issues

-Phone calls not a good use of 

therapists time

Clayponds issues:

-Does clayponds have the right 

bed ratio?

-Referrals screened by senior staff 

maybe passed onto clinical 

specialist on RIO

-Bed Capacity: no dedicated stroke 

beds only neurovas beds

-Mixed wards

-Cannot accept Pts with complex 

behavioural problems (no security)

-Is LOS the most appropriate 

outcome measure to use?

-Pt choice policy impacts on LOS

-Lack of community referral 

groups / schemes

-Lack of understanding / 

awareness of voluntary services

-Staff skill mix affecting ability to 

take Pts with complex behavioural 

needs

Home Based

6 weeks care plan

Supported D/C

Referrals from 

other Hospitals 

(Ealing Residents)

Further Acute 

Admission

Wheelchair 

Services

General Med Unit 

1-3days

TIA Clinic

Arise

Social Services

OPD appt: Cons 

F/U

Decision

Point

Access to cont 

care Nurse Ax

Acute Step Down 

Beds 

RRU = Regional Rehab Unit
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Imperial Collage

-ABIU

-Stroke Unit

-General Ward

Repatriation

Social worker

Rehab Referral

D/C Home

Inpatient Rehab

Other Hospital

Putney

Brain Injury Rehab 

Unit

Northwick Park 

RRU

Lady Skinner 

Ward

Harold Wesley 

Ward

Farm Lane CRU

With STARS 

Placement

With No Support

With Long Term 

Care

SS OT

Extra Sheltered 

Accodation

Residential care

Warden Controlled

Nursing Care

Social Worker 

Review

Speech Therapy

Dieticians

Neuro OutPt 

Physio

SALT

Occupational 

Therapy

Physio

STARS Long Term Care

MDT,

SS,

Cons Assessment

Voluntary Services

Day Centres

Speakability

Age Well

Befriending

H&F Carers 

Centres

Day Centres

Small Jobs 

Scheme

Formal Services

Disabled Access

Direct Payment 

1-1 sessions

Day Centres

Interim Care beds

Gym

Swimming Pools

MDT

Diabetic Clinic

Expert Pt & Carers 

Programme

Equipment 

Services

District Nurse

Podiatry

Community 

Matrons

Community 

Services OT

D/C from service

Redirected back 

into areas of the 

pathway

= Decision Point MDT

Service Issues

-Social Worker referral required earlier in the 

acute process

-Limited awareness of vocational rehabilitation

-Lack of information given to Pt, family and carers

-limited capacity to follow up all individuals in the 

community

-Gap in psychology input

-Lack of continued SW relationship where patient 

has previously been a service user

-Parallel systems between social and health care: 

little intercration at present

-Lack of medical input when complex cases are cared for in the community -Lack of consultant outreach into the community

-Waiting times to receive input from CARS 

-Often clients go through STARS before starting CARS

-Lack of responsibility in the community for the patient for following up patients post D/C

-Need for the GP to become engaged in the patients community treatment at an earlier stage

-Lack of psychology in the community 

-Under usage of Farm Lane: SLA difficulties as per CRU pathway

-Poor communication of all (i.e. key worker role) services in the community

-No access to orthotics for community patients without a named consultant

-Wakefield Care Home: complex issue being dealt with separately by commissioning but involves complex strokes from out of 

borough

-Not a true SPA for rehab services as neuro O/P and dieticians have separate referral pathways

-Lack of community step down 

social and exercise schemes

-No formal stroke support 

groups in the borough

End of Life 

Pathway

With CARS

Key:

ABIU: Acute Brain Injury Unit

CARS: Community 

Assessment & Rehabilitation 

Service

CRU: Community Rehab Unit

STARS: Short term 

Assessment & Re-ablement  

Service 
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NPH Acute 

Assessment Unit

NHP Stroke Unit

Eliot Ward

(Ave LOS 18 

days)

Northwick Park 

Route 

23

D/C Home

Nursing Home

Rehab Beds / 

Tertiary Unite

EoL Pathway

Palliative Care

Residential Home

Sheltered 

Accommodation 

Older Peoples 

Services

SS OT

Equipment 

Services

Physical & 

Sensory Disability

Palliative Care

Continence 

Service

District Nurse

Orthotics

Outpatient Rehab

Disability 

Employment 

Advisor

Voluntary Services

GP

Wheelchair 

Services

PDST

(Physical 

Disabilities 

Support Team)

HART

(Health and 

Rehabilitation 

Team) – in reach 

to SU

Social Worker / 

Care Management

?Expert Pt Group

Age Concern

Different Strokes

HAD

(Harrow 

association for 

Disabled People)

Crossroads

Stroke Association

Physiotherapy

SALT

Dietetics

RRU

BIRU

Robertson

Decision

Point

= Number of Beds  6 = Decision Point MDT = Referral Waiting Time (H = High Priority, M = Medium Priority, L = Low Priority) ~3

Service Issues

-No stroke co-ordinator

-Limited Intermediate care provision –

Denham Unit priority is for avoidance of 

admission

-Limited psychology input – available for 

PDST only

-No counselling service

-Individuals with mild symptoms who are 

not admitted may not access any 

services

-Currently no routine medical follow up or 

therapy R/V system in place

-Limited ESDC for <65 as PDST are unable to 

respond quickly when acute LOS is less than 4 

weeks

-No OutPt OT services

-HART has no clinical psychology

-HART age barrier – SALT, OT, DT only 

available for >65

-Further funding would be required if 

supported D/C number exceed current level

-Wheelchair services – up to 9 months wait 

for complex cases, where Pts are D/C 

whilst waiting

-Limited access to long term social support e.g. 

day centres, stroke groups, etc

D/C to GP

Care Placement

Continued Care

Signposted to 

subsidised 

Community 

Schemes

Referral to SS

Referral back to 

Therapy Services

EoL Pathway

Palliative Care

>4

W

H 

<2W

M 

2-6

H 

<2W

L 

5W

1-2W

Speakability

Rehab UK

Headway

MDT,

SS,

Cons Assessment
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Hillingdon Hospital

Northwick Park

Charing Cross

Ealing Hospital

Watford

A&E

EAU

MDT,

SS,

Cons Assessment

Hillingdon 

Hospital Route

Stroke 

Unit

General 

Ward

Home

Charing Cross 

Rx &Tx

D/C Home

Rehab Beds

Nursing Home

EoL Pathway

Palliative Care

Intermediate Care

Consultant F/U

Other Stroke Units

Overseas 

Repatriation from 

Heathrow 

Sheltered 

Accomodation

Elderly Mental ILL

Social services 

Housing

Residential 

Housing

Specialist

General

Social services

Podiatry

DN

GP

AHPs

Rapid Response 

Team

Voluntary Services

Equipment 

Services

Diabetic Services

Counselling 

Service

Continence Nurse

Home Care 

Social Worker

Dietician

SALT

PT

Rehab OT

Stroke Clubs

General Elderly 

Rehab

Specialist Neuro 

Rehab

Queens Square

NPH Unit

General InPt

Alderboune

Edmunds Ward

Franklin House

Northwood & 

Pinner Comm Unit

Northwood & 

Pinner Comm Unit

Decision

Point

D/C to GP

Care Placement

Continued Care

SS 

Aspire (Harrow 

residents only)

Different Strokes

Community 

Therapy

1WTE Spec Neuro Post part 

domiciliary based part OutPt 

at Eastcote

Generic Team supports old 

strokes

South hillingdon North Hillingdon

OutPt – seen in Alderboune 

(Transport for North only)

Domiciliary Team – no stroke 

specialist but consult with 

North Spec

Non stroke specific dietician 

based at Mount Vernon

Links in with diabetic team

Non specific dietician based 

at Hillingdon Hospital 

Links in with diabetic team

Based out of Civic Centre 

unsure of how many WTE ?3 or 1.5?

No rehab for anyone <65 years

Long waiting times, often resulting in adaptations only

Domiciliary  provided but no nursing home support

0.5WTE based at Mount 

Vernon, 1 month WL, priority 

Pts seen in 1 week

Domiciliary service –

assessment & advice

0.8WTE based at Warren, no 

WL. Service not advertised to 

everyone

Domiciliary service –

assessment & advice

= Number of Beds  6 = Decision Point MDT

Service Issues

-General medicine can block beds in the 

SU

-Limited SALT – Ax only, no Rx

-Limited info and signposting to services 

for Pts, family and carers

-No psychology service

-Contract with Heathrow Overseas patients 

caused long bed delays

-Due to North/South divide and location of 

Pt’s GP access to therapy is complex

-No transport service available in the South, 

available in the North

-Limited info and signposting to services for 

Pts, family and carers

-No psychology service

-Pts D/C back into PCT from out of area 

hospitals receive little info/signposting 

compared to Hillingdon Hosp Pts

-Nursing home receive no therapy services 

or training

-AHPs confused of where other therapies are 

located, how to refer to and when they are available

-Dr led referral pathways causing delays, therapists 

unable to refer to therapists

-Limited SALT – Ax only, no Rx

-No vocational rehabilitation

-No relief service for carers

-Poor links with voluntary sector

-Nursing Home Pts rarely receive a medical follow 

up 

-North/South divide service confusion

-AHPs confused with names of roles i.e. domiciliary 

who is unable to treat in homes 

-OTs will not provide rehab for anyone <65 years

-OTs mainly assess and provide information – little 

treatment

-Counselling service not uniformly known about 

16

SA

Beaconsfield East

20

22

28

21

28

= Stroke Aftercare Service –6 week info and signposting service starting 24th September SA
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West Middlesex

St Georges

Charing Cross

Kingston

MDT,

SS,

Cons Assessment

Return to admitted 

hospital

Rehab Beds

Long Term 

Placement

D/C Home

Community Rehab

Specialist 

Regional Unit 

(SRU)

Social Services

EoL Pathway

Private Therapy

Technical 

Instructor

Enabling Team

CRT

Day Care Social Worker

District Nurse

SALT Referral

GP

Alderboune

Putney

Wolfson

Northwick Park

West Mid Rehab 

Ward 

generic beds

Clayponds 

generic beds

6 week Medical 

Follow pU

Generic package 

of care  with 

assessment after 

4 weeks

Medical

Nursing

Neuro specific

Generic

Integrated 

Neurological 

Services (INS)

Long Term Mgt 

handed to generic 

team

Sandbanks (>65) 

generic beds

Palliative Care

Home Based

Nursing Home

Expert Patient 

Group

Support Groups

St Pauls Stroke 

Club

Hounslow Stroke 

Club

Regional Support 

Group (<65)

Decision

Point

Refer back to 

appropriate services if 

required

Self referral to CRT if 

required

= Number of Beds  6 = Decision Point MDT = Referral Waiting Time (M = Months) ~3M

4

~3M

3/

4M

6

Service Issues

-Not all health care professionals 

are present during D/C meetings

-Continuing Care Assessment 

Panel feel that AHPs are making 

the decision to refer to this service 

too early, caused by lack of 

community rehab/inpatient rehab 

resources

-No psychologists

-Patients who are repatriated back 

into Hounslow for rehab are poorly 

signposted to services

-Lack of post acute stroke beds

-Limited resources for slow stream 

rehabilitation

-Lack of specialist community 

inpatient centres

-The 4 beds at Clayponds are 

shared between all services at 

West Middlesex Hospital 

-Routinely difficult to refer SRU

-Spot purchases required as SRU 

(Putney) have accepted all of 

agreed numbers yearly referrals 

early

-Aligning private and NHS services 

to meet goals

-Waiting times for CRT

-Signposting of services routinely 

across all services

-Ongoing family support

-Patients require more dysphasia 

community groups

-Need for long term aphasia 

support groups

-Specialist training for volunteers  

-Different Strokes service no 

longer running

-Postcode restrictions to some 

community groups
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Home support or 

In patient

D/C Home

D/C to Rehab

Long Term Care 

Placement

ACUTE SETTING

Charing Cross

Central Middlesex

Northwick Park

St Mary’s

Hammersmith

St Thomas

Chelsea & 

Westminster

University Collage 

Hospital

Private Hospitals 

i.e. Cromwell, 

Wellington

Home Based 

Therapy

Community Based 

Therapy

Enabling Team

Vocational Rehab

Day Care (60+)

Day Hospital (60+)

Expert Patient 

Groups

ADKC

Info & Advice

Wolfson

Rehab UK

Yarrow Private Therapy

Out Pt Therapy

CRT

St Mary’s

Volunteer Groups

Day Hospital / 

Rehab

Community SALT

Vocational Rehab

Different Strokes

Volunteer Bureau

Stroke Association

Exercise Ref 

Schemes

Expert Patient 

Groups

Volunteer Groups

Stroke Association

Headway

Long Term Care 

Placement

Referral to Rehab

In PT / Out Pt

D/C from Final 

Therapy

In Patient Rehab

Private Therapy

PCT Sites

Spot Purchase 

Beds

Thames Brook 

(65+)

Ellsemere (60+)

Alexander Unit

Consortium Beds

NHNN – DF

Home / OutPt 

Based Therapy

Community 

Exercise Classes 

and Groups

MDT,

SS,

Cons Assessment

MDT

Social Worker 

review pre D/C 

(3 day target from 

ref)

Equipment 

ordered & fitted in 

5 day (96% target)

GP

District Nurse

Social Services

CRT

SSOT

6

10

9

5

= Number of Beds  6

?

?

>3w

Social Services / 

OT Equipment

15/d

15/d

= Decision Point MDT = Referral Waiting Time >3w = Number of Day Places 15/d

Service Issues

-Requirement for the whole MDT to be 

present at each D/C meeting

-Limited access to psychology

-PCT has a historical postcode divide relating to transport 

for 60+ day hospital 

-Limited access to psychology

-Limited signposting to services available – is there a need 

for a case manager to guide Pt through their rehab and 

advise them on their pathway choices?

-PCT staff unsure of what staff mix is available within 

consortium beds and at St Mary’s OutPt therapy

-No standardisation of of outcome measures across 

therapy practices. Could possible use the following; 

Strain Index (Impact on Carers) and BICRO

-Social services have no defined quantitative 

outcome measures, practice relates to qualitative 

individual satisfaction measures

-Vocational rehabilitation is only available when spot 

purchased which is rare

-Not all aware of community exercise classes 

and groups available for Pt use

6 week follow up 

With consultant


Jason Antrobus – Senior Project Manager – NW London Cardiac and Stroke Network – jason.antrobus@nhs.net – 07957 712 195
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Common Service Issues faced across NW London Sector within Stroke Rehab


Acute Stage


D/C from Therapy Stage


-Stroke Co-ordinator role not common
-Increased need for more AHP and Social Worker input within MDT meetings


-Lack of Early Supported D/C
-Communication between acute and community staff
-Lack of stroke therapy access with nursing homes
-Difficult to access beds in the Regional Rehab Centre
-Signposting for patients treated out of the PCT who are returning for community therapy


-Specialist rehab lacks cognitive therapy
-Age determines the type of therapy and level  which can be accessed by some patients i.e. under 65 years assessment only with aids, but no rehab
-Assess to patient transport: postcode black spots


-Lack of knowledge of community groups: stroke specific or generic
-Lack of stroke knowledge for carers


Community Therapy Stage


D/C into Community Services Stage


Generic Issues across the Whole Pathway


-Define the entire rehab pathway within each PCT to ensure that all parties involved understand the referral processes and criteria
-Communication between staff
-Psychological support and stroke counselling
-Resources for stroke rehab
-Information and signposting to services at appropriate times
-Vocational Rehab
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MDT


Service Issues


-Rehab process: goal setting and key working
-How do we decide medical stability, when do Pts move on?
-Facilities: space
-Lack of Psychological support
-Lack of Counselling: benefits, advice, vocation
-Capacity throughout therapy services
-Communication pathways
-Collaborative decision making process: where is the best location for the Pt?
-Dietary risk factors screening only available for OutPts
-Co-ordination and signposting for other acute centres referring Pts back into PCT
-Neuro-outliers meeting lack medical input
-All social risks taken into account at MDT meeting?




-Unclear rehab process: communication links between acute and PCT: who to contact and discuss cases with
-Unclear rehab process: arranging acute meetings for PCT staff to assess Pts in acute setting and linking with staff
-No ESDC  
-Unclear pathway to decide which rehab beds to refer to
-Specialist rehab bed staffing: limited for new strokes that require rehab
-What happens to slower stream Pts especially the ones with softer rehab goals?
-Repatriation: long waits for beds
-Identifying direct referral from hospital to Athlone House



-Lack of Psychological support and stroke counselling
-Specialist team and CRT timing issues regarding Pt pickup
-CRT resources reduce early pick up of referrals
-PCT therapists feel that Pts goals are not completed prior to acute D/C 
-No OT OutPts in Neuro OutPts
-No home carers with stroke knowledge
-Major adaptations can take a long time
-Social services overnight care: risks associated with long spells at home alone
-Definition of transitional living units: non in PCT
-Information given to Pts, carers and families throughout the pathway 


-No MDT follow up
-No access to stroke consultant post 6 month follow up, only through GP
-Transport around the PCT i.e. day centres
-No stroke groups in PCT
-No access to vocational rehab
-Timing of signposting to service at therapy D/C: some Pts may not require it at this stage and struggle to access information when they do require it
-No stroke specific exercise transition stage before joining non specific classes/groups
-Lack of family/carer support


EoL Pathway
Palliative Care
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MDT


-Capturing Pts who develop CVA post admission
-Review of criteria required to aid transfers to Clayponds and other rehab beds
-What is the discharge process for a person who is homeless /asylum seekers and which partner organisations should be involved?
-Early identification of patient’s entitlement to health and social care
-Bed capacity: step down beds are older people’s beds, not stroke specialist beds
-Lack of specialist stroke nursing and therapy locating and treating stroke patients on general medical wards
-Weekly MDT meeting on general wards compared to daily meeting on stroke unit



Service Issues


-If a pt is referred to a specialist bed, but sent to clayponds, are they still waiting for a specialist bed there?
-Pts placed in nursing homes do not receive therapy unless they pay for it
-Educating carers (social services and placement) and relatives on the management of complex patients
-Community rehab options limited in speech therapy and splinting
-Limited/no vocational rehab 
-Specialist units only deal with physical disabilities or cognitive disabilities
-Delays in waiting for specialist wheelchairs take >3 months, standard wheelchair >3 weeks 


Arise issues:
-Vocational rehab poor
-Identified PT neuro posts only. SALT to be recruited. Arise does have access to community neuro OT
-Professional carers lack specialist skills
-Issues with geographical rehab criteria: GP boundary issue impacting on equipment issues
-Phone calls not a good use of therapists time


Clayponds issues:
-Does clayponds have the right bed ratio?
-Referrals screened by senior staff maybe passed onto clinical specialist on RIO
-Bed Capacity: no dedicated stroke beds only neurovas beds
-Mixed wards
-Cannot accept Pts with complex behavioural problems (no security)
-Is LOS the most appropriate outcome measure to use?
-Pt choice policy impacts on LOS



-Lack of community referral groups / schemes
-Lack of understanding / awareness of voluntary services
-Staff skill mix affecting ability to take Pts with complex behavioural needs


Home Based
6 weeks care plan


Supported D/C


Referrals from other Hospitals (Ealing Residents)


Further Acute Admission


Wheelchair Services


General Med Unit 1-3days


RRU = Regional Rehab Unit
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Key:
ABIU: Acute Brain Injury Unit
CARS: Community Assessment & Rehabilitation Service
CRU: Community Rehab Unit
STARS: Short term Assessment & Re-ablement  Service 
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MDT


Service Issues


-Social Worker referral required earlier in the acute process
-Limited awareness of vocational rehabilitation
-Lack of information given to Pt, family and carers
-limited capacity to follow up all individuals in the community
-Gap in psychology input
-Lack of continued SW relationship where patient has previously been a service user
-Parallel systems between social and health care: little intercration at present


-Lack of medical input when complex cases are cared for in the community - Lack of consultant outreach into the community
-Waiting times to receive input from CARS 
- Often clients go through STARS before starting CARS
-Lack of responsibility in the community for the patient for following up patients post D/C
- Need for the GP to become engaged in the patients community treatment at an earlier stage
- Lack of psychology in the community 
- Under usage of Farm Lane: SLA difficulties as per CRU pathway
- Poor communication of all (i.e. key worker role) services in the community
- No access to orthotics for community patients without a named consultant
- Wakefield Care Home: complex issue being dealt with separately by commissioning but involves complex strokes from out of borough
-Not a true SPA for rehab services as neuro O/P and dieticians have separate referral pathways


-Lack of community step down social and exercise schemes
- No formal stroke support groups in the borough


With CARS



_1281774865.vsd
ACUTE SETTING

Hillingdon Hospital

Northwick Park

Charing Cross

Ealing Hospital

Watford


A&E


EAU


MDT,
SS,
Cons Assessment



Hillingdon Hospital Route


Stroke Unit


General Ward


Home


Charing Cross Rx &Tx


D/C Home


Rehab Beds


Nursing Home


EoL Pathway
Palliative Care


Decision
Point


Intermediate Care


Consultant F/U


Other Stroke Units


Overseas Repatriation from Heathrow 


Sheltered Accomodation


Elderly Mental ILL


Social services Housing


Residential Housing


Specialist


General


Social services


Podiatry


DN


GP


AHPs


Rapid Response Team


Voluntary Services


Equipment Services


Diabetic Services


Counselling Service


Continence Nurse


Home Care 


Social Worker


Dietician


SALT


PT


Rehab OT


Stroke Clubs


General Elderly Rehab


Specialist Neuro Rehab


Queens Square


NPH Unit


General InPt


Alderboune


Edmunds Ward


Franklin House


Northwood & Pinner Comm Unit


Northwood & Pinner Comm Unit


D/C to GP


Care Placement


Continued Care


OutPt – seen in Alderboune (Transport for North only)
Domiciliary Team – no stroke specialist but consult with North Spec


SS 


Aspire (Harrow residents only)


Different Strokes


Community Therapy


Non stroke specific dietician based at Mount Vernon
Links in with diabetic team


Non specific dietician based at Hillingdon Hospital 
Links in with diabetic team


0.8WTE based at Warren, no WL. Service not advertised to everyone
Domiciliary service – assessment & advice


Based out of Civic Centre 
unsure of how many WTE ?3 or 1.5?
No rehab for anyone <65 years
Long waiting times, often resulting in adaptations only
Domiciliary  provided but no nursing home support


1WTE Spec Neuro Post part domiciliary based part OutPt at Eastcote
Generic Team supports old strokes


0.5WTE based at Mount Vernon, 1 month WL, priority Pts seen in 1 week
Domiciliary service – assessment & advice


Beaconsfield East


20


22


South hillingdon


North Hillingdon


16


= Number of Beds 
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Service Issues


-General medicine can block beds in the SU
-Limited SALT – Ax only, no Rx
-Limited info and signposting to services for Pts, family and carers
-No psychology service
-Contract with Heathrow Overseas patients caused long bed delays


-Due to North/South divide and location of Pt’s GP access to therapy is complex
-No transport service available in the South, available in the North
-Limited info and signposting to services for Pts, family and carers
-No psychology service
-Pts D/C back into PCT from out of area hospitals receive little info/signposting compared to Hillingdon Hosp Pts
-Nursing home receive no therapy services or training


-AHPs confused of where other therapies are located, how to refer to and when they are available
-Dr led referral pathways causing delays, therapists unable to refer to therapists
-Limited SALT – Ax only, no Rx
-No vocational rehabilitation
-No relief service for carers
-Poor links with voluntary sector
-Nursing Home Pts rarely receive a medical follow up 


- North/South divide service confusion
-AHPs confused with names of roles i.e. domiciliary who is unable to treat in homes 
-OTs will not provide rehab for anyone <65 years
-OTs mainly assess and provide information – little treatment
-Counselling service not uniformly known about 



28
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28


= Stroke Aftercare Service – 6 week info and signposting service starting 24th September


SA
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~3M


Service Issues


-Specialist stroke services do not follow patients in non rehab acute beds
-No goal planning involving the patient at MDT meetings
-No psychology or social worker
-Standard 5 day delay on all equipment order 
-Limited dietetic input at MDT meetings
-Lack of information given to pt/carers throughout the pathway to direct to services and allow choice
-IT: Central Mid on paper based system, Willesden on RIO


-Referral to social services not routine on D/C
-No BRS & CRT referral prior to 
D/C home as long waits for PT and OT
-Difficult to get patients placed on OPS rehab  and consortium beds
-Limited specialist rehab beds in the PCT
-Confusion over commissioning equipment for care homes
-Long bed blocks due to equipment delays, setting up pt’s home and family requirements
-Increased D/C delays though housing ownership issues


-Waiting times for BRS
-Limited dietetics?
-Key workers should be allocated to pt/family to advise through routes
-Need for clear referral criteria for consortium beds as small numbers accepted
-Social Services not able to attend to problems without DN support i.e. PEG feeds-
-2 separate priority systems for equipment orders in community and secondary care settings
-No standardisation of Private – NHS working policies  (only SALT have one at present)


-Housing arrangement delays due to pt’s living circumstances
-Language barriers
-Prioritising of SS referrals
-Training for carers to assess daily change in patients where DNs do not routinely access – who supervises this activity, how is it feed back to health care professionals?


-No long term standards / benchmarks for the continued long term care in the community
-Unsure if any exercise referral schemes exist in the community 


Consultant F/U


Pt self referral to BRS
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Service Issues


-Not all health care professionals are present during D/C meetings
-Continuing Care Assessment Panel feel that AHPs are making the decision to refer to this service too early, caused by lack of community rehab/inpatient rehab resources


-No psychologists
-Patients who are repatriated back into Hounslow for rehab are poorly signposted to services
-Lack of post acute stroke beds
-Limited resources for slow stream rehabilitation







-Lack of specialist community inpatient centres
-The 4 beds at Clayponds are shared between all services at West Middlesex Hospital 
-Routinely difficult to refer SRU
-Spot purchases required as SRU (Putney) have accepted all of agreed numbers yearly referrals early


-Aligning private and NHS services to meet goals
-Waiting times for CRT
-Signposting of services routinely across all services
-Ongoing family support


-Patients require more dysphasia community groups
-Need for long term aphasia support groups
-Specialist training for volunteers  
-Different Strokes service no longer running
-Postcode restrictions to some community groups
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Service Issues


-Requirement for the whole MDT to be present at each D/C meeting
-Limited access to psychology



-PCT has a historical postcode divide relating to transport for 60+ day hospital 
-Limited access to psychology
-Limited signposting to services available – is there a need for a case manager to guide Pt through their rehab and advise them on their pathway choices?
-PCT staff unsure of what staff mix is available within consortium beds and at St Mary’s OutPt therapy


-No standardisation of of outcome measures across therapy practices. Could possible use the following; Strain Index (Impact on Carers) and BICRO
-Social services have no defined quantitative outcome measures, practice relates to qualitative individual satisfaction measures
-Vocational rehabilitation is only available when spot purchased which is rare


-Not all aware of community exercise classes and groups available for Pt use


6 week follow up 
With consultant
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Service Issues


-No stroke co-ordinator
-Limited Intermediate care provision – Denham Unit priority is for avoidance of admission
-Limited psychology input – available for PDST only
-No counselling service
-Individuals with mild symptoms who are not admitted may not access any services


-Currently no routine medical follow up or therapy R/V system in place
-Limited ESDC for <65 as PDST are unable to respond quickly when acute LOS is less than 4 weeks
-No OutPt OT services



-HART has no clinical psychology
-HART age barrier – SALT, OT, DT only available for >65
-Further funding would be required if supported D/C number exceed current level
-Wheelchair services – up to 9 months wait for complex cases, where Pts are D/C whilst waiting


-Limited access to long term social support e.g. day centres, stroke groups, etc
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