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Executive summary

This document provides guidance on the commissioning and tariff arrangements
associated with the new acute stroke system in London.

It summarises the case for change, model of care and the process undertaken to
designate units.

It then outlines the framework developed to encourage the correct system behaviours
in order to achieve the intended benefits.

The framework includes:
e guidance on the tariff arrangements and how they apply

e contracting guidance for activity in hyper-acute stroke units (HASUs), stroke units
and transient ischaemic attack (TIA) services

¢ the mechanism to incentivise and remunerate provider performance.

Commissioners have agreed to implement this framework from 1 October 2009 and
providers of acute stroke services need to be aware of its implications.

What providers and commissioners of acute stroke services need to do:

Providers
1. Understand and implement the financial and contractual arrangements.

2. Ensure information exists to support both standards monitoring and contract
monitoring.

Commissioners

1. Understand and implement the financial and contractual arrangements.
2. Ensure robust processes are in place to assess acute stroke services.

3. Ensure processes exist to support contract monitoring.
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1 Introduction

In July 2007, Healthcare for London: A Framework for Action* was published. A key
proposal in this framework was centralising acute stroke services and in Consulting
the Capital® the pan-London consultation on the framework, over two-thirds of
respondents were in favour of creating specialist stroke units.

Following a further public consultation, The shape of things to come?®, which focused
on implementing specialist stroke and major trauma services, a joint committee of
primary care trusts (JCPCT) representing all London PCTs and NHS South West
Essex agreed the future model for the capital’s acute stroke care in July 2009.

As well as agreeing the model of care, the JCPCT designated units to provide stroke
care in London and supported the additional financial commitment* required by all
PCTs — an extra £20.4m for acute stroke care and £0.7m for thrombolytic drugs.

The guidelines outlined in this document have been developed to ensure the
additional funds are used as the JCPCT intended, and achieve the desired
improvement in quality® and benefit for patients.

1.1 Who is this document for?

This document is intended for use by London’s sector acute commissioners, PCTs,
providers of acute stroke services, and cardiac and stroke networks. The guidance
applies to the commissioning of all acute stroke care from 1 October 2009 from any
London provider.

It describes the arrangements required of any PCT commissioning services from a
London provider, including those PCTs outside London.

1.2 Healthcare for London stroke project governance

The Healthcare for London stroke project was one of the initial projects chosen to
spearhead the implementation of the vision set out in A Framework for Action. The
project constituted a project board, chaired by Rachel Tyndall, Chief Executive of
Islington PCT, which was given delegated authority by London PCTs to design a new
system for acute stroke care in London. The JCPCT was constituted to represent
PCTs as the ultimate decision-making body for the consultation on stroke and major
trauma.

Darzi A, A Framework for Action, Healthcare for London, 2007.

Consulting the Capital, Healthcare for London, 2007.

The shape of things to come, Healthcare for London, 2009.

For further details, see the Pre-consultation business case.

Even though the payment mechanism is remunerating a higher standard of care and there are
explicit quality standards to comply with, it is not expressly specified that this is considered to
be a CQUIN scheme. Local commissioners may wish to develop additional CQUIN
requirements.

a A W N =
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To develop the case for change, model of care and designation of units the stroke
project engaged with key stakeholders, including:

¢ clinicians, via the clinical expert panel
e patients, via the patient panel

e commissioning, management and finance colleagues, via the commissioning
and finance panel and the commissioning and finance working group®.

The commissioning and tariff guidance was developed from discussions with
commissioning and finance panel and the commissioning and finance working group.
The proposed commissioning and tariff guidance was presented at six workshops
across London, which took place in September and November 2009. This document
incorporates additional detail raised at the workshops, which can be found at
appendix 12.

1.3 Terminology

In this document, stroke units that have been designated and have passed the go-
live assessment are referred to as stroke units. Stroke units that do not fulfill these
criteria are referred to as old stroke units.

Units that have been designated and have passed the go-live assessment to provide
hyper-acute stroke services are referred to as hyper-acute stroke units (HASUs).

For membership of the working group, see appendix 11.
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2 Establishing the new system

2.1 Case for change summary

Stroke is the second highest cause of death and the most common cause of adult
disability in London. More than 11,000 people are admitted to London hospitals each
year (around one person every hour), and approximately one in six people dies. At
£2.8 billion per year, the direct costs of stroke in England are significant making up
four per cent of the NHS budget’. The cost of acute care in London is estimated to
be £81 million®.

The UK has a higher proportion of deaths due to stroke compared with Australia,
Germany, Sweden and the US, and almost double the number of deaths that occur in
France. Clinical evidence shows that patients are 25% more likely to survive or
recover from a stroke if treated in a specialist centre®. Specialist centres will also
improve the speed of recovery and reduce levels of disability for many people who
suffer a stroke.

The need to improve stroke services is supported by the Department of Health’s
National Stroke Strategy®, the Royal College of Physicians’ Sentinel Audit and
recent guidelines from the National Institute for Health and Clinical Excellence
(NICE)". Sentinel Audit figures for 2008 show stroke care in London has improved
more slowly than the rest of the country and in some cases performance has
worsened.

2.2  Model of care summary

The model of care is set out in Healthcare for London’s Stroke strategy for London®2.
This model involved redesigning the patient pathway as follows.

The hyper-acute phase of care now will take place in a hyper-acute stroke unit
(HASU). HASUs are 24 hour centres providing high-quality expertise in diagnosing,
treating and managing stroke patients. Patients with a suspected stroke will be taken
by the London Ambulance Service to the HASU that involves the shortest journey
time and this will be located no more than 30 minutes travel time away. On arrival a
patient will be assessed by a specialist, have access to a brain (CT) scan and
receive clot-busting drugs (thrombolysis) if appropriate, all within 30 minutes'.
Patients will then be admitted to a HASU bed where they will receive hyper-acute
care for up to the first 72 hours following admission.

Following a patient’s hyper-acute stabilisation, patients will be transferred to a stroke
unit. Stroke units will provide multi-therapy rehabilitation and ongoing medical
supervision. The length of stay will vary and will last until the patient is well enough to
be discharged from an acute inpatient setting. The stroke unit a patient should be

! NHS National Expenditure figures 2004/05.

Based on 07/08 data and 08/09 prices. See the pre-consultation business case.

Reducing Brain Damage: Faster access to better stroke care, National Audit Office, 2005.
National Stroke Strategy, Department of Health, 2007, p 34.

Stroke: The diagnosis and acute management of stroke and transient ischaemic attacks,
National Institute for Health and Clinical Excellence, 2008.

Stroke strategy for London, Healthcare for London, 2008.

HASUs will be given 12 months from go-live to progress to meeting the 30 minute ‘door to
needle’ time.

10
1"
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taken to is determined by a catchment table (see section 3.3), which assigns all
London postcodes to a stroke unit. The intention of the catchment table is to ensure
patients are transferred to a stroke unit close to their home; this may be the stroke
unit in the same hospital as the HASU. Following their stay in the stroke unit, patients
will be discharged home with access to appropriate community rehabilitation services
or discharged to a specialist inpatient facility ™.

The model of care will be implemented consistently in all parts of London.

2.3 Performance standards

Four sets of standards were developed and published in the Stroke strategy for
London:

Standard  Domain

A Staffing, Infrastructure, Process

B,C,D Further quality standards

All units submitted bids against these standards and were scored by a panel of
experts. Bids were assessed on when they were expected to be able to meet the
standards.

The standards themselves, the rules around the attainment of the standards and the
impact on tariff have been developed further and this is presented in section 3.4,
which deals with partial designation.

2.4  Designation of units

Following a London-wide consultation on the proposed location of HASUs, stroke
units and TIA services, the JCPCT agreed to designate eight HASUs, 24 stroke units
and 24 TIA services. Appendix 1 gives details of these units.

2.5 Capacity planning

In order for effective planning to take place in units and networks, the required
capacity expected for each HASU and stroke unit, expressed as a number of beds ',
was set out by Healthcare for London.

The capacity planning process and the main assumptions used are further explained
in appendix 2. The agreed bed complements of HASUs and stroke units are shown in
appendix 3.

14 Further details see Stroke rehabilitation: supporting London commissioners to commission

quality services in 2010/11.
The staffing standards require a particular ratio of nurses and therapists per bed.
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2.6  Aligning demand to HASU capacity

The London Ambulance Service will transport all FAST® positive patients to the
nearest appropriate HASU. The appropriate HASU for a particular postcode may
change depending on traffic conditions. Pan-London stroke protocols (see section
2.7) have been agreed and state that a HASU may not close to FAST positive
patients. London Ambulance Service staff are aware of those areas where patients
would not necessarily go to their nearest HASU due to capacity issues. If, however,
one or more HASUs are consistently more or less full than others, then a system
similar to the emergency bed service would be used to help with load-balancing
HASU capacity.

Patients with a suspected stroke may self-present at an A&E of a hospital that does
not have a HASU. The pan-London protocols cover the appropriate transfer of these
patients.

2.7 Pan-London stroke protocols

Guidance has been developed to assist the operation of the new system'’. The
guidance covers the following operational areas:

. protocol for transfer from HASU to stroke unit

o protocols for stroke unit to community transfers

o protocol for transfer of mimics when diagnosis is not stroke

o protocol for managing strokes occurring in inpatients (including pre-operative
stroke)

o protocol for managing possible stroke patients presenting at a non-stroke unit
A&E/urgent care centre

o protocol for TIA referral pathways
o protocol for neuroradiology access 24 hours a day, seven days a week
o protocol for neurosurgery referrals

) protocol for vascular surgery.

16 FAST is the face, arms, speech test which is currently used by the London Ambulance Service

to identify possible stroke patients. The ambulance services in North East London are trialling
an alternative, ROSIER, and if this trial proves more effective in identifying more strokes and
fewer ‘mimics’, then it may be adopted across London.

Pan-London high level guidance for stroke protocols, London Cardiac and Stroke Networks,
20009.

17

Stroke acute commissioning and tariff guidance



http://www.healthcareforlondon.nhs.uk/stroke-project-documentation/#section11



2.8 Assessing designated units for go-live

The designated services are working to achieve the performance standards required
to go-live. The standards and the process for assessing units are described in
section 3.4.

Stroke units can apply to be assessed against the initial standards and can go live
from 1 October 2009. It is intended that all stroke units will be live by 31 March 2009.

HASUs can apply to be assessed against the initial standards and can go live from
1 February 2010. It is important to recognise that HASU capacity is planned to open
in a staged manner. The first stage is to cover all FAST positive patients from their
full catchment, who are within the three-hour timeframe, and all patients in their
normal A&E catchment.
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3 Commissioning HASU, stroke unit and TIA
services

The commissioning and finance framework is designed to ensure the system works
effectively and delivers maximum benefit to patients. Beyond simply setting a tariff, a
number of challenges were identified and solutions created. These are set out in
figure 1.

Figure 1: Considerations when designing the system

Challenges Solutions
® Splitting the care setting and remunerating New London stroke tariff
each setting fairly (section 3.1)
® HASUs starting after stroke units Rules around the old and new tariff
o Mixture of old and new stroke units (section 3.2)
e Correct HASU/stroke unit behaviours Tariff and contracting rules
» Correct TIA behaviours (section 3.3 and 4)
® Risk share between PCTs and providers Partial designation
® Incentivise and reward progress (section 3.4)

3.1 Tariff

A summary of London stroke costs and the estimated impact of the changes to acute
stroke care are available on Healthcare for London’s website
www.healthcareforlondon.nhs.uk.

London PCTs have agreed to support these costs and provide the additional funding
to allow trusts to meet the new specification for stroke services. This funding does
not resolve any legacy funding issues, such as where the Payment by Results (PbR)
tariff does not cover the true cost of stroke care or the trust has not been investing
sufficient money in stroke care per patient.

In constructing a mechanism to fairly support the costs of the new system, two issues
have been addressed:

o how to accommodate the new model of care (with the possibility that what was
one spell can now occur in two different trusts)

o how to incorporate the additional funding.

10
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Remunerating HASUs and stroke untis when the system is live

The first issue has been resolved by creating a tariff for the HASU stay, which
operates on a bed days basis and a tariff for the stroke unit stay, which operates on a
spell basis. The second issue has been addressed by creating two versions of these
tariffs — a basic version, which contains no uplift and an uplifted version, which
supports the additional cost of the new system. Collectively these tariffs are known
as the new London stroke tariffs.

The construction of these tariffs is illustrated in figure 2.

Figure 2: Constructing the London stroke tariffs

Current activity multiplied by these Current activity multiplied by
prices would maintain the status quo  these prices would inject the
additional funds into the system

[ Uplifted London HASU tariff ]

(bed days

-

The new London stroke tariffs are shown in appendix 5. Section 3.4 sets out the rules
for partial designation and explains how the uplift would be applied in practice.

Remunerating old stroke units and stroke units, where the patient is
received via a trust’s own A&E, during the transitional period

Old stroke units can only receive the basic PbR tariff.

In order for (new) stroke units to be remunerated appropriately when patients are
admitted to the unit via a trust’'s own A&E, an additional set of neutral and uplifted
tariffs apply. These are, in turn, the basic national PbR tariff and an uplifted PbR
tariff. These tariffs are also shown in appendix 5.

Section 3.4 sets out the rules for partial designation and explains how the uplift would
be applied in practice.

11
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3.2 Transitional provider landscape

Full stroke unit capacity will be in place before HASU beds are opened so that
patients can be transferred to an appropriate stroke unit. As such, HASUs are
opening after stroke units and there will be a mixture of old stroke units and stroke
units operating at the same time. It is important that the correct funding is passed to
providers to reflect their situation.

Figure 3 shows the progression of the provider landscape.

Figure 3: Development of the provider landscape

1 October 2010 1 February 6 April 2010 Expected 1
2010 December 2010

Two particular issues are addressed in this section:

1. During the transition period, until HASUs are fully up and running, patients with
stroke symptoms may be taken directly to the A&E department of a stroke unit
or an old stroke unit, and may then be admitted to the unit (so the unit provides
both the initial and subsequent care).

2. Old stroke units will not be gearing up their service to achieve the new
specification and will not be eligible for additional investment from the new
tariff.

12
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It is clear there will be a number of pathways into the system until all old stroke units
have closed and all HASUs are fully open. The following rules set out in which
circumstances it is appropriate to use either the existing PbR tariffs or the new

London stroke tariffs.

Time period

Route into old stroke

unit or stroke unit

Tariff

Before HASU opening
(pre-February 2010)

A&E — Old stroke unit
A&E — Stroke unit

PbR

PbR plus London uplift as
appropriate (*)

During HASU opening
before all old stroke unit
capacity closed (February
— April 2010 for six of
eight HASU providers)

A&E — Old stroke unit
A&E — Stroke unit

HASU — Stroke unit

PbR

PbR plus London uplift as
appropriate (*)

New tariff plus London
uplift as appropriate (*)

During HASU opening
once all old stroke unit
capacity has closed (April
2010)

A&E — Stroke unit

HASU — Stroke unit

PbR plus London uplift as
appropriate (*)

New tariff plus London
uplift as appropriate (*)

Once all HASU capacity
has opened (April 2010
for six of eight HASU
providers)

HASU — Stroke unit

New tariff plus London
uplift as appropriate (*)

™ Section 3.3 discusses partial designation and defines the ‘appropriate’ amount of the
London uplift a trust should be charging.

Stroke acute commissioning and tariff guidance
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3.3

Contracting rules — HASU and stroke unit

The importance of incentivising the appropriate system behaviours was taken into
consideration when developing the new tariff and contracting rules. The following
table shows the risks that were identified and the mitigations that have been put in

place.

Risk Mitigation

HASU keeping
patients for too
long

The standard excess bed day rate applies to stays longer than
five days. This does not incentivise stays.

Protocols setting out expected practice have been produced
by the Healthcare for London stroke clinical expert panel.

Stroke units not
accepting
patients
appropriately

To conform to designation rules, stroke units must accept
patients who live in that stroke unit’s defined catchments
(stroke unit contracting rule four below). This is also part of the
A2 standard.

Protocols setting out expected practice have been produced
by the Healthcare for London stroke clinical expert panel.

Allowance for HASU trusts to access tariff penalty rate to cover
the cost of delayed transfers (HASU contracting rule four
below).

Networks involved on an exception basis.

The HASU has access to the estimated additional patient
transport service funds, which will be put into the tariff (HASU
contracting rule 11).

Ensure patients
are in the correct
setting as quickly
as possible

A1 and A2 standards.

HASU contracting rule one.

General contracting rules for stroke units

1. The London stroke unit tariff is only eligible for patients:

a. in aunit that is formally designated as a stroke unit, which has passed
the go-live assessment

b. who have come from a HASU

who have had at least part of their stay in a stroke unit bed
who are ultimately coded as a stroke (AA22Z'8, AA23Z).

18

HRG AA22Z is broader than the HRG v3.5 codes it replaced and includes “....Nervous system

infections or Encephalopathy’. To make it more specific to stroke, one of the following ICD10
codes must also be present: 161, 163, 164.

14

Stroke acute commissioning and tariff guidance






10.

11.
12.

If eligibility criteria a, ¢ and d are not met, then national PbR tariff rates apply. If
only criterion b is not met, patients are charged as per rule three (below).

It is not appropriate to have ‘new’ stroke units and ‘old’ stroke unit beds
operating on the same site in the same trust.

The London stroke unit tariff will cover patients transferred from a HASU to a
stroke unit, where further stroke unit treatment is required. An uplifted version
of the PbR tariff is applicable to patients admitted via a trust’s own A&E (i.e.
patients have not come via a HASU). This is an interim arrangement until all
HASUs are fully operational.

A table has been produced that assigns all London postcodes to the 24 stroke
units. Stroke units are expected to accept all patients referred from a HASU
unit according to this table. (Details of the stroke unit table can be found at the
end of section 3.3).

This activity will be charged in spells based on HRG4.
A less than two day tariff applies for short stays in stroke units.

The trim-points will be unchanged and stays that are over the trim-points will be
priced at the standard excess bed day rate.

There is no price difference between elective and emergency activity.

The tariff calculated excludes market forces factor. This is applied at the local
rate.

Outpatient attendances (i.e. following admission and discharge) are charged as
per current arrangements.

Any intensive treatment unit costs to be charged as per current arrangements.

Any established arrangements that a stroke unit may have with PCTs to
undertake non-acute rehabilitation and be paid for separately are not affected.

General contracting rules for HASUs

1.

The uplifted London HASU tariff is only eligible for patients:
a. inaHASU bed

b. in a formally designated HASU that has passed the go-live
assessment

c. who start their HASU stay within four hours'® of being brought to the
HASU hospital

d. who are ultimately coded as a stroke (AA22Z%°, AA23Z).

All patients who do not conform to this are charged at the basic London HASU
tariff.

The price is calculated on a bed day basis. There is a different price for day
one compared with day two to four, which have the same price, and post day

19

20

After further consideration by the clinical expert panel this has been reduced from the 24 hour
limit originally presented at the roadshows, in order to encourage providers to get patients to
the HASU as expeditiously as possible.

HRG AA22Z is broader than the HRG v3.5 codes it replaced and includes °....Nervous system
infections or Encephalopathy’. In order to make it more specific to stroke, one of the following
ICD10 codes must also be present: 161, 163, 164.

15
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10.
11.

four, which will be priced at the standard excess day bed rate. The same
charges will apply to all types of stroke.

FAST positive patients who turn out not to have strokes (mimics) will not be
paid at the London HASU tariff. An uplift on the stroke tariff has been included
to allow for a proportion of mimics (one-third of the estimated 15% mimic rate)
needing the full work-up (based on day one HASU prices). Rather than charge
this as an uplift, this has been incorporated into the stroke spell price.

Stroke units must accept a patient from a HASU for which they are the defined
stroke unit as per the Healthcare for London mapping table. HASUs have the
authority to repatriate patients to the relevant stroke unit and are expected to
follow the agreed protocol when doing so. If a patient transfer is delayed in
excess of 24 hours after the agreed transfer time by a stroke unit, a HASU can:

a. keep the patient in the HASU
b. transfer the patient to the stroke unit in the same trust as the HASU
c. seek an alternative stroke unit for the patient’s post hyper-acute stay.

A HASU can claim £350 per day (based on the stroke unit spell divided by the
trimmed average length of stay) from the relevant PCT for patients who are not
accepted by the relevant stroke unit. The PCT, in turn, can deduct this from its
payment to the delaying stroke unit. This should very much be the exception
and networks should monitor the situation. This rule may be modified at a later
date.

HASUs are expected to repatriate patients to the relevant stroke unit (as per
the Healthcare for London mapping table) unless there are delays, as noted in
rule four.

Thrombolysis will be charged additionally at drug cost only rates.
The cost of diagnostics has been built into the bed day price.

Unlike the national tariff, there is no price difference between elective and
emergency activity.

The tariff calculated excludes market forces factor. This is applied at the local
rate.

Any intensive treatment unit costs to be charged as per current arrangements.

Patient transport service costs were removed from PbR tariffs in 2009/10. It is
assumed that PCTs have ‘blocked’ this back to trusts for this financial year.
The additional PTS costs of moving patients to stroke units have been
estimated and this amount has been built into the London HASU tariff.

16
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Stroke unit mapping table

Due to the closure of some existing stroke units and capacity redistribution, most
stroke units will need to take patients from outside their traditional catchment. The
catchments are illustrated on the map at appendix 3.

In order to match activity against the capacity provided by stroke units, a table has
been created that maps London postcodes to the appropriate stroke unit. The
contracting rules state that once HASUs are open, SUs will be obliged to take
patients in their catchment and HASUs must repatriate patients to the correct stroke
unit as determined by the catchment table.

Stroke unit catchments will only be used after HASUs open. HASUs will not
repatriate patients to units that have not been designated as stroke units.

The mapping table will be available on Healthcare for London’s website and also as a
stand-alone program.

Consideration of patient choice

Following the hyper-acute phase, patients will be transferred from a HASU to a
stroke unit closer to their home, if the stroke unit linked to the HASU is not their local
unit.

The legal definition of patient choice does not apply to the acute part of the new
stroke pathway as it is not an elective event. Patients may, however, express a
preference for which stroke unit they would like to be transferred to, for example one
close to relatives rather than their own home, and this will be considered. If a patient
expresses a preference for a stroke unit whose catchment they do not normally fall
into, the preferred stroke unit will decide whether to accept the patient.

3.4  Partial designation framework

Requirement for partial designation framework
The partial designation rules were developed to:

. balance the risks involved in investment versus achievement of standards
between PCTs and trusts

) incentivise trusts to move beyond entry level performance and continue to
develop services to world-class standards.

As a consequence, the progression from basic tariff to uplifted tariff (see section 3.2)
for both HASU and stroke unit is linked to the achievement of standards. These
standards are based on those set out in the Stroke strategy for London, on which
providers based their bids.

The rules in this section are the same for HASU and stroke unit.
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Development of the standards

A standards

In considering the practicalities of implementation, the original A standard for HASUs
and stroke units has been split into two parts: staffing and infrastructure (A1) and
process (A2). This recognises that a large element of the additional resource
required by the unit is driven by the need to achieve staffing and infrastructure
requirements, and that process-type standards are likely to take longer to fully
achieve. Consequently, remuneration to the unit has been matched in this stepped
manner.

Other standards
In order to simplify the framework, the C and D standards have been merged.

All standards

Following discussions in the commissioning and finance working group and the
clinical expert panel, criteria which were impractical to measure have been excluded
from the revised standards and others have been modified. A full set of standards
and suggested evidence can be found in appendices 6 and 7.

When standards need to be met and the impact on tariff

Expected progress in meeting the standards and the impact on the tariff is outlined in
figure 4 below and is summarised in the following table.

Figure 4: Progression through the standards

Opening standards (70% Additional 30% of tariff Maintenance standards. No additional uplift, but if not
of tariff uplift) uplift achieving, loss of five per cent imposed for each set
Required at start Can be assessed for start Expected within six months Expected within 12 months
anytime after go-live (of achieving all of A
standards

Al standard
(staff and infrastructure)

[ C and D standards
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Standards  Application Impact for stroke unit

or HASU

A1 A1 standards must be in place at go-live Gain 70% of uplift
and are then reviewed in six months
allowing for a tolerance?'.

A1 standards are further reviewed at the
end of the second (six month) period and if
the trust has passed both reviews (i.e.
over the 90% tolerance), this standard is
no longer reviewed. At this point the 70%
uplift is effectively locked in.

A2 The unit needs to be able to demonstrate | Gain remaining 30% of
a three month track record. The standards | uplift

assessment is subject to a tolerance
(90%). Performance is then reviewed after
six months again allowing for a tolerance

(90%).

B These standards are assessed Potential to lose five per
retrospectively using a tolerance approach | cent of uplift if standard
(90%). The first monitoring period not met

commences six months after a unit first
achieves all of the A standards.

C/D These standards are assessed Potential to lose five per
retrospectively using a tolerance approach | cent of uplift if standard
(90%). The first monitoring period not met

commences 12 months after a unit first
achieves all of the A standards.

Trusts apply to the stroke networks for their initial assessment against the A1 and A2
standards. The assessment will be carried out on behalf of the sector acute
commissioning unit by a team that is likely to consist of a representative from the
stroke network, a representative from the sector acute commissioning unit and a
clinician.

2 The tolerance only applies to the staffing element of A1, the other aspects of this criteria are

‘must-do’ and must always be in place.
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Timings of assessment
Figure 5 shows an example of timing for assessing the standards.

Figure 5: Example timing for assessment of standards

2009/10 2010/11 2011/12 2012+

A1 standard 70% 1 | I | 1 _——

A2 standard additional 30% | || 11 11 | | ]

B standards | 11 11 | | ]

Guidance on measuring the standards

As set out set out in the preceding table, a number of standards are assessed using
a tolerance. This section sets out guidance for monitoring that involves the 90%
tolerance.

A maximum score is available for each of the individual criterion as set out in the
performance standards in appendix 6 and 7. If evidence suggests a criterion has
been achieved for only part of the period, the score is pro-rated. Allowance should be
given for overachievement in a given criterion for certain months to be offset against
underachievement for that same criterion in other months.

Additional information on the application of the standards can be found in the
frequently asked questions section in appendix 12.

Trusts are already collecting information to demonstrate their performance against
the VITAL signs standards published by the Department of Health’s stroke
improvement team. In order to keep the monitoring frameworks as synchronised as
possible, the rules relating to the VITAL signs monitoring apply in any areas not
covered by this guidance. An overriding principle is that the rules have to be
interpreted fairly and reasonably, and in line with the guiding principle that the correct
system behaviours are those that deliver the best care to patients.

Implication of not meeting the standards post go-live

Commissioners are supporting the additional costs of the London stroke
specification. If the performance of a unit that has passed the go-live assessment
subsequently falls short of the required standards, that unit has in effect been
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overpaid. As a consequence, a claw-back mechanism has been developed to ensure
HASU and stroke unit performance is maintained.

The mechanism will operate as follows:

o Claw-back (or retrospective adjustment of tariff uplift for breaches) for A
standards will be based on the 90% target minus the actual percentage
achieved, less 10 percentage points. This will be applied to the relevant uplift
(70%, 30%) as a percentage reduction (see example in appendix 8).

. If B, C or D standards are not met, the tariff uplift the trust is receiving will be
retrospectively adjusted by five percentage points per set of standards not met,
i.e. five percentage points for missing B and five percentage points for missing
CandD.

o Claw-back for the whole of the measuring period will occur in the financial year
that the measuring period ends.

Section 5.3 sets out the three levels of the full performance regime. This shows what
measures would apply if a unit were to significantly fall below the standards required.

If a unit consistently fails one of the A1 ‘must do’ criteria, then it moves to level two of
the performance regime.
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4 TIA services

There are a number of reasons why inpatient admission of TIA patients is higher than
expected. In brief, there is often insufficient stimulus to create viable ambulatory TIA
services and this can lead to unnecessary admission of patients. To minimise
inappropriate inpatient stays, the following is required:

o A package price is paid for activity undertaken for ambulatory TIA services.
This is particularly relevant with the re-bundling of diagnostics back into
outpatient prices from 2010/11 onwards, and should allow trusts to create
viable TIA services.

o An appropriate level of inpatient admission against overall TIA activity, both
inpatient and ambulatory??, is specified in the contract. This level will be
decided by the stroke network and will vary according to the service profile.

The following contracting rules have been developed:

Inpatient

1. The existing PbR (emergency) tariff and rules apply to HASU or stroke unit
admissions that are subsequently coded as TIA (AA292).

2. This tariff is not subject to partial designation adjustments or uplifts.

3.  For patients transferred to an stroke unit, who are ultimately coded as TIA, the
tariff applicable to the stroke unit is the full PbR tariff less the PbR short stay
adjustment (i.e. 65%).

Outpatient

1. Adopt a package price of £548 for attendance at an ambulatory TIA service.
This price covers first attendance and diagnostics (Doppler, CT, Echo and
ECG), with follow-ups to be charged additionally. This price is based on the
price already in use in the north east London sector. This takes effect from
when the associated stroke unit goes live.

2. Package price only applies on first attendance at a TIA service.

4.1 Development of the TIA service standards

Following discussions with the commissioning and finance working group and the
clinical expert panel, it was decided to reduce the number of mandatory standards for
assessing TIA services to three, one of which is the existing VITAL sign. These are
shown in appendix 9. This does not reduce the importance of meeting the other
standards but reduces the burden of reporting against and monitoring them. Sector
acute commissioning units and individual PCTs may request reporting against
additional TIA standards.

= Activity in ambulatory settings is not currently systematically recorded across London. Trusts

should start to record this activity as soon as possible, certainly from when they go-live. The
Department of Health is considering creating a new code for this type of service and until then
trusts should use a local approach.
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4.2  Assessing TIA services against the standards

Performance against the three TIA standards will be retrospectively measured and
assessed. This will result in a grading of a bronze, silver or gold standard service to
be published every six months. As data collection for some of the criteria is difficult,
the results will not be published until six months after the service goes live. This gives
trusts six months to refine their data capture systems. If data quality is not perceived
to increase, then a local audit may be requested.
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5 Performance monitoring and management

5.1 Roles and responsibilities

PCTs are statutorily accountable for commissioning and performance of all
healthcare services. In London, the PCTs have delegated operational responsibility
for the commissioning and performance management of acute services to the sector
acute commissioning units. The role of the sector acute commissioning unit includes:

o negotiating contracts with providers hosted in that sector, using the Healthcare
for London service specification

o finalising contracts as units go-live (HASU/stroke unit/TIA services)

) implementation and assessment of new services through the stroke networks

o performance management of contracts. Sector acute commissioning units must
ensure contract monitoring is aligned with Healthcare for London standards
and network assessments

o collection and analysis of performance data

o refreshing of needs assessment and capacity plans, in association with
constituent PCTs

o reviewing implementation risks with providers, networks and London stroke
clinical director’s office

o programme managing agreed delivery plans of action to be delivered through
the networks on behalf of commissioners.

Prevention, rehabilitation and long-term care will continue to be commissioned on a
local level by each PCT?,

The cardiac and stroke networks are an expert resource available to support sector
acute commissioning units. The role for the networks includes:

o supporting the development of, and agreeing, acute provider plans across the
sector on behalf of commissioners

o providing assurance of the robustness of provider plans and network transition
plans to Healthcare for London on behalf of commissioners

o providing detailed assessment of services against appropriate service
specifications and standards, in association with sector acute commissioning
units

o monitoring the performance of providers

o supporting the delivery of remedial actions with providers, involving
commissioners directly, where necessary

o supporting service improvement.

B The levels of service and investment that each PCT needs to make available to community

rehabilitation providers to ensure suitable patient flow from the acute setting and to provide
appropriate care for stroke survivors, will be variable and needs to be determined by each
PCT.
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5.2 Contract variation

Sector acute commissioning units have now taken over the operational responsibility
for acute commissioning in London, nevertheless the coordinating PCT will still have
a role in signing any contract variations required. The following is proposed as best

practice to vary contracts mid-year:

1. Sector acute commissioning units coordinate the production of a letter, to each
of the providers in their sector. This letter will be co-signed by the sector acute
commissioning unit and the coordinating PCT and give notice that the London
stroke system is being implemented in accordance with the JCPCT decision
and that the rules specified in this document will apply.

2. Aformal contract variation is created and co-signed by the sector acute
commissioning unit, the coordinating PCT and each of the providers in the
sector. An example can be found in appendix 13.

For 2010/11, when all stroke units and most HASUs will be operational, the contracts
between commissioners and providers of stroke services need to sufficiently specify
the activity volumes, system rules, information required, payment mechanism and
engagement with networks. It is left to local custom and practice whether this
guidance is embedded or fully included in the contract.

5.3 Performance improvement regime

HASU and stroke unit
The following three levels have been considered:

Description Level Approach

Minor 1 Covered by the preceding rules
infringement of
the standards

Major 2 If an stroke unit or HASU achieves a score of less than 50%
infringement of for the A standards that it is being monitoring against, then
the standards the unit would be served with an improvement notice. If a

unit had dropped A1 monitoring then monitoring of this
standard would be re-instated.

A unit can reduce the number of beds it is providing in order
to maintain its quality/bed ratio. This action can only be
taken in a planned manner with the agreement of the
network director and sector acute commissioning unit.

3 If a unit is at level 2 for two successive periods,
commissioners can de-designate the unit and seek
alternative provision.
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Ambulatory TIA service
For TIA services the following three levels apply:

Description ‘Level Approach
Minor 1 This would be reflected in the grading system: not
infringement of classified, bronze, silver or gold.

the standards

Major 2 If a TIA service achieves a grading of ‘not classified’ for two
infringement of consecutive periods, the service would be served with an
the standards improvement notice.

3 If the service has not achieved at least ‘bronze’ in the next

period, commissioners can de-designate the unit and seek
alternative provision.

All stroke services

In addition to the above rules, if credible evidence exists of clinical failings then
commissioners can ask for a review by an independent panel chaired by the London
stroke clinical director. Depending on the severity of the findings and the capacity of
the unit to improve, this could lead to de-designation.

5.4 Dispute resolution process

Trusts and PCTs should do everything in their power to avoid intractable dispute. In
the event this is not possible, the network director of a neighbouring sector would
chair a panel comprising of a sector acute commissioning unit senior commissioner
and provider from a neighbouring sector. The submission from each side should be a
brief written paper.

For any dispute that cannot be resolved by this approach, schedule nine of the
Standard NHS Contract for Acute Services Sectors applies.

5.5 Finance and information recording recommendations
for trusts

The following recommendations are made with regard to information systems:
o Trusts should implement a unique location for a HASU on their patient

administration systems.

o Trusts should implement a unique location for a stroke unit on their patient
administration systems.

o Stroke units need to record the admission method for all stroke patients
passing through the unit because until 100% HASU coverage exists, these are
charged at different prices:
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o admitted via the trust’'s A&E
o admitted via a HASU.

o HASUSs that hold other trust’s patients on their stroke unit because of delays
will need to record the trust, PCT and number of days delayed.

o Ambulatory TIA services need to record their activity so it can be uniquely
identified. This could be achieved by using a specific clinic code.

The following recommendations are made with regard to finance systems:

o Stroke units need to be able to correctly price stroke activity.
o HASUs need to be able to correctly price stroke activity.

o Trusts should implement a unique cost centre or group for a HASU and a
stroke unit.

o Stroke services should be an individual service line in the service line reporting
framework.

With the move to create a London approach to activity monitoring, it is clearly
appropriate to have a standardised way for units to collect and report activity. This
will reduce ambiguity between providers and commissioners and also facilitate the
direction of travel, which is to rely on the secondary users service for payment.

Appendix 10 shows four examples illustrating data flows:

o where the patient moves from a HASU to an stroke unit in a different trust
o where the patient moves from a HASU to an stroke unit in the same trust
o in stroke units

o in an ambulatory TIA service.

5.6 Future considerations

PCTs will need to review the London arrangements for 2010/11 against the
Department of Health'’s intention to create national best practice tariffs for stroke. In
addition, any local London arrangement will need to take account of future efficiency
requirements.

For 2010/11 planning purposes, PCTs should use the 2009/10 tariffs and the uplift
identified in the London planning guidance. The 2010/11 London stroke tariff will be
formally issued once the Department of Health publishes national tariffs.

A review of tariff and commissioning arrangements will be led by managing directors
from sector acute commissioning units and network directors, three months after the
first stroke unit goes live and three months after the first HASU goes live. This may
have an effect on tariff and/or the commissioning rules for the second half of
2010/11.

Appropriate consideration will also need to be given to reviewing HASU and stroke
unit capacity, if required, following implementation.
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Appendix 1: Units designated

1.1 Hyper-acute stroke units (HASUS)

The following eight HASUs have been designated:

Charing Cross Hospital, Hammersmith (see note one)
King’'s College Hospital, Denmark Hill

Northwick Park Hospital, Harrow

Queen’s Hospital, Romford

St George’s Hospital, Tooting

The Princess Royal University Hospital (PRUH), Orpington/St Thomas’
Hospital, Waterloo (see note two)

The Royal London Hospital, Whitechapel

University College Hospital, London.

Notes

1)

When making its decision to designate HASUs, the JCPCT understood that
commissioners would develop a plan to realise the benefits of future collocation
of the major trauma centre and HASU at St Mary’s Hospital. This would be the
responsibility of the relevant commissioners and Imperial Healthcare NHS Trust.
Clinical standards of these services would need to be at least the same, if not
higher, than the current proposed configuration. All planning and associated
decision-making processes would be informed by appropriate stakeholder
engagement and public consultation.

Until 1 February 2010: All patients will continue to go to their existing acute stroke
provider. Northwick Park’s HASU will develop a thrombolysis service for their
existing local catchment. Charing Cross, University College, The Royal London,
King’s and St George’s hospitals will continue to provide thrombolysis and hyper-
acute care as now.

From 1 February 2010: The rollout of HASU bed capacity will commence with all
HASUs (except Queen’s Hospital and PRUH) opening enough capacity for all
patients potentially eligible for thrombolysis in their new catchment. All patients
who are not eligible for thrombolysis will continue to go to their usual acute stroke
care provider.

From 6 April 2010: All HASUs (except Queen’s Hospital and PRUH) will open full

HASU capacity for all patients in their new catchment. Queen’s Hospital will begin
to provide thrombolysis as appropriate from April 2010 and gradually increase its

HASU capacity until full capacity is reached in October 2010.

From October 2010: PRUH will begin to provide thrombolysis as appropriate and
gradually increase its HASU capacity until full capacity is reached by summer
2011 at the latest, at which time transitional capacity at St Thomas’ Hospital will
no longer be required.





1.2  Stroke units
Twenty-four stroke units are to be commissioned at:

. Barnet Hospital, Barnet

. Charing Cross Hospital, Hammersmith

. Chelsea and Westminster Hospital, Fulham
. Homerton University Hospital, Hackney

° King's College Hospital, Denmark Hill

° Kingston Hospital, Kingston upon Thames
. Mayday University Hospital, Croydon

. Newham General Hospital, Newham

° National Hospital for Neurology & Neurosurgery (part of UCH), Bloomsbury
. North Middlesex Hospital, Edmonton

. Northwick Park Hospital, Harrow

J Queen Elizabeth Hospital, Woolwich

. Queen’s Hospital, Romford

. St George’s Hospital, Tooting

. St Helier Hospital, Carshalton

. St Mary’s Hospital, Paddington

. St Thomas’ Hospital, Waterloo

. The Hillingdon Hospital, Uxbridge

° The Princess Royal University Hospital, Orpington
. The Royal Free Hospital, Hampstead

. The Royal London Hospital, Whitechapel

. University Hospital Lewisham, Lewisham

. West Middlesex Hospital, Isleworth

° Whipps Cross University Hospital, Leytonstone.





1.3 TIA services
Twenty-four TIA services are to be commissioned at:

. Barnet Hospital, Barnet

. Chelsea and Westminster Hospital, Fulham
. Homerton University Hospital, Hackney

o King’s College Hospital, Denmark Hill

° Kingston Hospital, Kingston upon Thames
° Mayday University Hospital, Croydon

. University College Hospital, Euston

. Newham General Hospital, Newham

. North Middlesex Hospital, Edmonton

. Northwick Park Hospital, Harrow

. Queen Elizabeth Hospital, Woolwich

. Queen’s Hospital, Romford

. St George’s Hospital, Tooting

. St Helier Hospital, Carshalton

. St Mary’s Hospital, Paddington

. St Thomas’ Hospital, Waterloo

. The Hillingdon Hospital, Uxbridge

. The Princess Royal University Hospital, Orpington
° The Royal Free Hospital, Hampstead

. The Royal London Hospital, Whitechapel

. University Hospital Lewisham, Lewisham

. West Middlesex Hospital, Isleworth

. Whipps Cross University Hospital, Leytonstone.





Appendix 2: Capacity planning

The key assumptions taken into consideration when constructing the London-wide
bed numbers were:

. population and demographic change

o further consideration of the likely length of stay in a HASU

. consideration of the mimic rate and the length of stay of mimics

° re-working the overall length of stay saving in the stroke unit so it is based on
above average length of stays moving down to the average

o consideration of an increase in hospitalisation rates for those boroughs with
below London average rates

. consideration of the impact of the FAST campaign

. inclusion of beds for stroke related procedures

. modification of the bed requirement for the new TIA pathway
. allowance for the impact of prevention strategies

° estimate of the impact of early supported discharge.

2.1 Apportionment of beds to units

HASU

The initial HASU bed requirements were derived based on all patients going to the
HASU closest to the incident (using historic London Ambulance Service records).
The only exception to this in the modelling was to disallow the Thames to be crossed
east of Tower Bridge. This base position was modified following discussions with
providers. An allowance has been made for flows relating to non-London residents.

Stroke unit
Stroke unit bed requirements were based on a combination of three factors:

° patients going to the stroke unit closest to their residence, as this was the basis
on which Healthcare for London consulted

o an allowance for provider preference as to the maximum size for stroke unit as
expressed in the bid documents

. an allowance for flows relating to non-London residents.





2.2 Assumptions and impacts (core)

Category

Assumption for capacity

planning

Assumption for financial

modelling

Length of stay

Actual stays in hospital per

HES 07/08. Subsequently
modified by length of stay
saving in stroke unit noted in
the forecasting table.

Actual stays in hospital per
HES 07/08. Subsequently
modified by length of stay
saving in stroke unit noted in
the forecasting table.

HASU length of stay

Maximum stay of five days,
modified to allow for a
proportion of patients to
transfer to HASU pre day five.
This gives a revised average
of 3.2 days.

Maximum stay of five days,
modified to allow for a
proportion of patients to
transfer to HASU pre day five.
This gives a revised average
of 3.2 days.

Occupancy

Stroke unit stated at 95%.

HASU stated at 90%.

Stroke unit stated at 95%.

HASU stated at 90%.

Patients discharged
from HASU without
need to go to stroke
unit

Based on actual stay data,
about 30-40% would be
discharged without need for
stroke unit.

Based on actual stay data,
about 30-40% would be
discharged without need for
stroke unit.

Patients undergoing
'intermediate care'
in acute hospital
beds

All stroke patients in acute
hospitals form part of the
London average length of stay
used.

All stroke patients in acute
hospitals form part of the
London average length of stay
used.

PCT beds used for
stroke

Excluded.

Excluded.

Early supported
discharge

Currently reflects average
practice across London.

Currently reflects average
practice across London.

Cross boundary
flow — from non
London residents

As depicted in 2007/08 data.

As depicted in 2007/08 data.






2.3 Assumptions and impacts (forecasting)

Category

Assumption for capacity

planning

modelling

rssumption for financial

Length of stay
reduction

This relates to improved medical

management and efficiency. The
stroke unit length of stay
adjustment now reflects all
stroke unit stays above the
average moving to the average.
This moves the average stroke
unit stay from 23.7 to 21.4 days.

This has been removed from
the stroke unit tariff.

Mimics (false
positives)

15% and 1.5 days length of stay
included in HASU.

One-third of the estimated
15% mimic rate was
assumed to need to have
the full work-up (based on
day one HASU prices). This
has been incorporated into
the stroke spell price.

FAST — additional
true positives

Not added in as possible double
count with hospitalisation.

Ignored.

TIA admissions to
hospital leading to
an admission

Changed to reflect 25% of TIA

activity staying for two day stay
in HASU and a similar figure in
stroke units.

TIA i/p price left at PbR
levels.

Improving primary
prevention

Asset study indicates a 14%
saving is possible across
London PCTs. This has been
halved and applied from
2013/14.

This is a volume effect and
does not impact on prices.

Improved use of
early supported
discharge

This potentially effects up to
one-third of those in a stroke
unit. This was phased as
follows:

. year0=0

. year 1 =5%

o year 2 = 10%
o year 3 = 15%
. year 4 = 20%.

Ignored. The impact of early
supported discharge is for
individual commissioners to
work through with providers
and work up a local
disaggregation.






Category Assumption for capacity ’Assumption for financial

planning modelling
Impact of patient Not explicitly allowed for. Not explicitly allowed for.
choice
Hospitalisation rates | Levelling up the apparent This is a volume effect and

inconsistency requires six HASU | does not impact on prices.
beds and 121 stroke unit beds
(assuming a six day stay in
HASU and 21 day in a stroke

unit) (*).
Stroke and Two HASU beds and seven These spells would be
intracranial stroke unit beds allowed for. covered by normal PbR
procedures rules.

(*) In the five year forecasting horizon used, the reductions to beds from improving
primary prevention, the use of early supported discharged and length of stay
reductions approximately offsets the increase required by increased hospitalisation.






Appendix 3: Stroke unit and HASU beds

3.1 Stroke units

Network Hospital Beds
North central | Barnet Hospital 24
North central | National Hospital For Neurology & Neurosurgery (part 17
North central | North Middlesex Hospital 24
North central | The Royal Free Hospital 28
Total 93
North east Queen’s Hospital 44
North east The Royal London Hospital 8
North east Whipps Cross University Hospital 20
North east Homerton University Hospital 20
North east Newham General Hospital 22
Total 114
North west Charing Cross Hospital 20
North west Chelsea & Westminster Hospital 20
North west Northwick Park Hospital 34
North west St Mary's Hospital 14
North west The Hillingdon Hospital 24
North west West Middlesex Hospital 28
Total 140
South east King's College Hospital 20
South east Queen Elizabeth Hospital 28
South east St Thomas' Hospital 17
South east The Princess Royal University Hospital 26
South east University Hospital Lewisham 28
Total 119
South west Kingston Hospital 20
South west Mayday Hospital 28
South west St George's Hospital 20
South west St Helier Hospital 24
Total 92
Grand total 558

The total above differs slightly from the figure presented in the JCPCT papers. This is
as a result of further discussion between networks and providers and ratified by the

project board.






3.2 HASUs

Network Hospital Beds
North central University College Hospital 18
North east Queen’s Hospital 12
North east The Royal London Hospital 12
North west Charing Cross Hospital 20
North west Northwick Park 16
South east King's College Hospital 19
South east Princess Royal University Hospital/St Thomas’ Hospital 14
(see note in appendix 1)
South west St George's Hospital 20
Grand total 131

3.3 Evolution of the system

The HASU and stroke unit bed numbers may be subject to change based on
additional learning from the initial operation of the system. Any changes to bed
numbers cannot be undertaken unilaterally and would need the involvement of the
hosting sector acute commissioning unit and network (and any neighbouring sector

acute commissioning units and networks).






Appendix 4: Stroke unit catchments and London
sector boundaries
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The look-up table that relates postcodes to stroke unit catchment will be available on
the Healthcare for London website www.healthcareforlondon.nhs.uk.




http://www.healthcareforlondon.nhs.uk/



Appendix 5: HASU and stroke unit tariffs

Guidance on how to use these tariffs can be found in section three of the Stroke

acute commissioning and tariff guidance.

Basic Tariff

AA227

Non-Transient Stroke or
Cerebrovascular Accident,
Nenvous system infections
or Encephalopathy

AA23Z

Haemorrhagic
Cerebrovascular Disorders

HASU component
day 1

day 2 to day 5
post day 5

SU component if
patient from a HASU
price per spell

price per <2 day stay
excess bed day cost

363
218
183

4,765
446
165

363
218
183

4,709
468
177

Uplifted Tariff

AA227
Non-Transient Stroke or
Cerebrovascular Accident,
Nernvous system infections
or Encephalopathy

AA23Z

Haemorrhagic
Cerebrovascular Disorders

HASU component
day 1

day 2 to day 5
post day 5

SU component if
patient from a HASU
price per spell

price per <2 day stay
excess bed day cost

633
380
183

5,850
548
165

633
380
183

5,908
587
177

Note

1) HRG AA22Z is broader than the HRG v3.5 codes it replaced and includes ‘....Nervous system
infections or Encephalopathy’. For the above uplifted tariffs to be used, one of the following ICD10

codes must also be present: 161, 163, 164.
2) The HASU tariffs include the patient transfer service uplift





Appendix 6: Stroke unit standards

SU performance regime - 'Al' standards, 1st set (70% of uplift)

Assessing an SU for designation and initial tariff uplift

Criteria |A STANDARDS Measurement Performance review Max score| ActuallAdditional notes
period (%) scorel
STAFF
11 Provision of 0.84 WTE physiotherapist/5 beds substantive evidence 5
exists over the whole
Calculation provided by Trust. Should include appropriate evidence measuring period
12 Provision of .81 WTE Occupational Therapist/5 beds (budget statements, staff lists, staff roster etc) to demonstrate that the substantive evidence 5
staff genuinely work on the SU. When retrospectively assessing, the exists over the whole
scoring is as follows: hitting or exceeding the ratio - 5 points; within 5% of |measuring period WTESs can be made up using no more than 15% agency.
13 Provision of 0.81 SALT/10 beds the ratio - 4 points; 6 -10 % - 3 points; outside 11% - 0 points. substantive evidence 5] Bank is an acceptable substitution for substantive staff.
exists over the whole Performance in a subsequent period should show agency
measuring period as a % as no more than 10%. The agency % is calculated|
23 Provision of 24/7 nursing workforce to provide: 1.35 WTE nurses/bed, 65:35|Calculation provided by Trust. Should include appropriate evidence substantive evidence 10] with reference to all of the 4 staff groups.
trained to untrained skill mix (budget statements, staff lists, staff roster etc) to demonstrate that the exists over the whole
staff genuinely work on the SU. When retrospectively assessing, the measuring period
scoring is as follows: hitting or exceeding the ratio - 10 points; within 5%
of the ratio - 8 points; 6 -10 % - 6 points; 11 -15 % - 4 points; 16 -20 % - 2
points: outside 20% - 0 points.
Tota - R
e |A STANDARDS Measurement Demonstration period Max sco(r*e) Additional notes
INFRASTRUCTURE Must-Do|
8 Evidence of a protocol to initiate suitable secondary prevention measures in|Does suitable protocol exist? Submission of protocol discussion and spot Must-Do
all appropriate patients check
9 A radiology service responsible for provision of the following: CT scanning |Do these exist? substantive evidence Must-Do one point for each of the sub-criteria
and reporting, MRI scanning, ultrasonic angiology exists over the whole
measuring period -
confirmed by visit
16 Availability of rehabilitation facilities e.g. access to physio gym, OT kitchen, |Do these exist? substantive evidence Must-Do one point for each of the sub-criteria
SALT equipment exists over the whole
measuring period -
confirmed by visit
17 Demonstration of maintenance of all ‘5 characteristics of a good stroke unit':|Provide evidence that they exist. Evidence could consist of i) schedule of |substantive evidence Must-Do one point for each of the sub-criteria
Multi-disciplinary meetings at least weekly to plan care; provision of MDT meetings and minutes, ii) up to date patient information easily exists over the whole
information to patients about stroke; continuing education programmes for |available, iii) evidence of staff attendance at CEP events, iv) name of measuring period -
staff; consultant physician with responsibility for stroke; formal links with lead consultant, v) evidence of regular attendance at Stoke Association |confirmed by visit
patient and carer organisations letc events
18 Demonstration of agreed referral pathways from SU to community Provide evidence that an agreed pathway exists substantive evidence Must-Do (An example would be one standard referral form between
rehabilitation providers exists over the whole the SU and community services. Sectors should work
measuring period Jtowards one common one per sector.
21 Sharing of information between SU and GP and rehabilitation provider (if |Provide evidence that meaningful sharing of information takes place substantive evidence Must-Do For initial assessment purposes assume this is met.
applicable) exists over the whole Further work is required to define this standard
measuring period
22 Consultant led SU team; minimum of 5 consultant or equivalent ward Do these three features exist? i) Name of lead consultant for SU, ii) Job  |substantive evidence Must-Do two points for each of the sub-criteria
rounds per week; dedicated junior medical team trained in stroke plans showing sufficient time for consultant ward rounds - (Examples of |exists over the whole
management equivalent wards rounds are those performed by a nurse consultant, measuring period
therapy consultant, but not an SpR or a staff grade), iii) junior doctors
timetables showing dedicated junior medical team
PERFORMANCE STANDARDS
70% of stroke patients spend 90% of their time on SU Demonstrate that this is the case with reference to PAS data. This substantive evidence Must-Do SU needs to be uniquely identifiable on PAS. Itis
standard is likely to be replaced by the stroke standard in the ‘vital signs' |exists over the whole acceptable to include time in ITU as appropriate stroke
dashboard. To measure, multiply the two %ages together; the targetis Jmeasuring period time. For the initial assessment, demonstation of this
therefore 63%; above = pass, below = fail performance for the existing stroke service (for the ‘core
stroke beds') over a 3 month period is required. This
standard is superceded by Standard 3 in A2, but for the
purpose of A1 monitoring is still include here.






SU performance regime - 'A2' standards, 2nd set (balance to 100% of uplift)

Assessing an SU for subsequent tariff uplift

SuU

Criteria A STANDARDS Measurement Demonstration period Max score (*)] Actual scorejMust-do Additional notes
PERFORMANCE STANDARDS
N/A for initial wave of SUs as HASUs starting later. In
future, evidence would be garnered from network
reports on system behaviour. Timely is defined as substantive evidence
1 Timely admission of patients from HASU within 24hrs of confirmation that a patient has a exists over the whole 5 Assume this is met until HASUs are open
discharge date and time, patient should be admitted tojmeasuring period
an SU (within 24hrs of confirmed discharge date and
time)
; . . Demonstrate that this is the case with reference to substantive evidence
0
2 ZEEJ ﬁ;;i{gﬁrﬁﬁigﬁin:ftgrgzsgg]:::gd::g;“y @ PAS data. Below 65% scores 0, 65-74% scores 2, 75-|exists over the whole 5 For initial assessment purposes assume this is met
p 84% scores 3, 85-94% scores 4, >=95% scores 5. measuring period
Demonstrate that this is the case with reference to
. . .. |PAS data. This standard is likely to be replaced by the |substantive evidence
0, =)
3 ?ir?ufi:fsslj“()kzrfpo?ur:;rtliéosfgsg:rg)” Gif GRS (-l stroke standard in the ‘vital signs' dashboard. Below |exists over the whole 5 SU needs to be uniquely identifiable on PAS
p 65% scores 0, 65-74% scores 2, 75-84% scores 3, 85]measuring period
94% scores 4, >=95% scores 5.
. . . . Provide evidence that this is happening, eg patient
0
7 el pat{er?ts OB §phy3|otherap|st note's audit of randomly chosen, 10% of all stroke discussion and spot The criterion has been changed from the original
4 assessment within 72 h of admission to SU ) ) L 2] . o 8 N
(performance standard) patients with a minimum of 10 sets of notes. Below |check requirement for x% of appropriate patients.
50% scores 0, 50-74% scores 1, >=75% scores 2
. . . Provide evidence that this is happening, eg patient
0
EordErel pat'.ems LIIEEETSEN] pcc_upatlonal Uy note's audit of randomly chosen, 10% of all stroke discussion and spot The criterion has been changed from the original
5 assessment within 7 days of admission to SU . . . 2 h o R N
(performance standard) patients with a minimum of 10 sets of notes. Below |check requirement for x% of appropriate patients.
50% scores 0, 50-59% scores 1, >=60% scores 2.
Provide evidence that this is happening, eg patient
6 75 % all patients to be weighed within 72 h of note's audit of randomly chosen, 10% of all stroke discussion and spot 2 The criterion has been changed from the original
admission to SU (performance standard) patients with a minimum of 10 sets of notes. Below Jcheck requirement for X% of appropriate patients.
50% scores 0, 50-74% scores 1, >=75% scores 2
Provide evidence that this is happening, eg patient
10 70 % all of patients to have their mood assessed by |note's audit of randomly chosen, 10% of all stroke discussion and spot 2 The criterion has been changed from the original
time of discharge (performance standard) patients with a minimum of 10 sets of notes. Below |check requirement for x% of appropriate patients.
50% scores 0, 50-69% scores 1, >=70% scores 2
discussion and spot
. . Provide evidence that this is happening, eg patient check - submission of
Patient access to a social worker (performance \ . )
14 note's audit of randomly chosen, 10% of all stroke referal process, link to 2
standard) N ) L
patients with a minimum of 10 sets of notes delayed transfer of care
records
Provision of, and attendance at, MDT stroke training vieleydencelatileyiarcliaing place_ i discussion and spot
35 numbers of attendees. Reflected and monitored 4
programmes \within PDPs check
Total 29] o]






SU performance regime - 'B', 'C', 'D' standards

Assessing an SU for B,C and D criteria

Criteria |STANDARDS Measurement Demonstration period Max score (*)JActual score |Must-do Additional notes
B STANDARDS
7 100 % of appropriate patients to receive weekly nutritional screening Provide evidence that this is happening, eg patient note's audit of randomly |discussion and spot check 2]
chosen 10 sets of notes
Availability of supporting services e.g. orthotics, podiatry, orthoptics, dieteticsjDemonstrate that these exist substantive evidence exists over 2 0.5 point per service
15 the whole measuring period -
verified by visit
Arrangements for timely discharge of patient from SU with appropriate Set out protocol and demonstrate that it is happening. Provision of discussion and spot check 4
19 support discharge plan for 100% of patients eg patient note's audit of randomly
chosen, 10% of all stroke patients with a minimum of 10 sets of notes
Plan for management of average length of stay (LOS) Provide evidence of active monitoring of LoS, investigation into long LoSs, |substantive evidence exists over 2]
20 active reduction of LoS plans, evidence that disharge plans are created early|the whole measuring period
on in a patients stay - link to discharge plan?
24 Recruitment plan for vacant positions plan and success in filling vacant Evidence of a stroke recruitment strategy. Vacancy rate less than x% substantive evidence exists over 2]
positions the whole measuring period
100 % appropriate patients and carers to receive contemporary patient Provide evidence that this is happening. Up to date leaflets and patient discussion and spot check 2]
26 information and care plans provided in a variety of formats (performance information not (photocopies), evidence that different font size, languages
standard) |and different colours are available
27 Provision of a named contact within the care setting for each patient Provide evidence that this is happening - named contact in patient notes -  |discussion and spot check 2]
audit of randomly chosen 10 sets of notes
Demonstration of a stroke management group to oversee service delivery Provide evidence that this is happening - Agenda / minutes, resonable substantive evidence exists over 2
30 and improvement e.g. review of performance standards, impact of new frequency the whole measuring period
guidance and methods for improvement of service
Provision of structured training plan for new and rotational staff to ensure a |Provide evidence that this is happening - evidence of stroke specific discussion and spot check 2]
34 competent understanding of the stroke pathway and compliance to induction programme
Performance Standards
37 Active involvement in local stroke networks Provide evidence that this is happening, eg Regular attendance at network |substantive evidence exists over 4]
meetings, rapid and reliable provision of data the whole measuring period
Total 24 o]
score
STANDARDS Measurement Desubstantive evidence exists Max score Actual score |Must-do Additional notes
Criteria over the whole monstration
period
C STANDARDS
28 Process for obtaining and incorporating patient feedback into SU service Provide evidence that this is happening, eg focus groups, patient satisfaction|substantive evidence exists over 2]
development surveys, discovery interviews |the whole measuring period
29 Patient and carer involvement in development of stroke services Provide evidence that this is happening, eg stroke forum regularly attended |substantive evidence exists over 2]
by clinical management the whole measuring period
31 Evidence of timely implementation of service delivery improvements e.g. Provide evidence that this is happening substantive evidence exists over 2]
new guidance, performance standard compliance improvements the whole measuring period
33 Demonstration of participation in stroke related research, as a key part of SU|Provide evidence that this is happening eg, lists of trials / research projects |substantive evidence exists over 2]
|services the whole measuring period
D STANDARDS
25 Plan for rotation of posts across the professional groups along the patient Provide evidence that this is happening. This should cover Junior Doctors, |substantive evidence exists over 2]
pathway Therapists and Nurses the whole measuring period
32 Completion of leadership training by key members of the stroke team to Provide evidence that this is happening substantive evidence exists over 2]
Jsupport stroke service improvement Jthe whole measuring period
Total 12] 0]
Score






Appendix 7: HASU standards

HASU performance regime - 'Al' standards,

Assessing a HASU for designation and initial tariff uplift

1st set (70% of uplift)

Criteria |A STANDARDS Measurement Demonstration period Max score (*)] Actual score]Additional notes
STAFF
16 Provision of 0.73 WTE Physiotherapist/5 beds Calculation provided by Trust. Should include appropriate evidence Slfqbsltam've ev}ldence» e:;'SIS over the 5
budget statements, staff lists, staff roster etc) to demonstrate that the i boe m.easurl_r:jg peTof - m G
17 Provision of 0.68 WTE Occupational Therapist/5 beds staff genuinely work on the SU. When retrospectively assessing, the jvioﬁfea::::sﬁmgeﬁi:gms S
— oring is as fqllovys: hlttlgg or exgee(.ilng tlje ratlton -5 ponjls; within 5% of SUbSENGVeIEVie ceTeEEIoVETe 3 WTES can be made up using no more than 15% agency. Bank is an
18 Provision of 0.68 WTE SALT/10 beds the ratio - 4 points; 6 -10 % - 3 points; outside 11% - 0 points. whole measuring period acceptable substitution for substantive staff. Performance in a
Calculation provided by Trust. Should include appropriate evidence substantive evidence exists over the 10 subsequent period should show Agency as a % as no more than
(budget statements, staff lists, staff roster etc) to demonstrate that the whole measuring period 10%.
o Provision of 24/7 nursing workforce to provide: 2.9 WTE nurses / bed 80:20 staff genuinely work on the SU. When retrospectively assessing, the
trained to untrained skill mix scoring is as follows: hitting or exceeding the ratio - 10 points; within 5%
of the ratio - 9 points; 6 -10 % - 8 points; 11 -15 % - 7 points; 16 -20 % - 5
points; outside 20% - 0 points.
Total 25] q
Criteria |A STANDARDS Measurement Demonstration period Max score (*)] Actual score]Additional notes
INFRASTRUCTURE
A robust operational pathway for receiving suspected stroke patients, alerting Review the arrangements Must-Doj one point for each of the sub-criteria
1 HASU team of suspected stroke patient admission and transferring stroke
|patients to HASU if presentation to A&E
. . " L. . Do these exist? substantive evidence exists over the Must-Do 2 points for each service
A radiology service responsible for provision of the following: . .
whole measuring period
2 §  CT scanning for suspected stroke patients (24/7)
§  CT reporting by radiology or stroke consultant (24/7)
§ A contingency plan to ensure continuity of provision of CT scanning
3 Established high-level thrombolysis treatment pathway Provide evidence of pathway substantive ev_ldence_exwts over the Must-Doj
whole measuring period
4 24/7 availability of appropriately trained staff in eligibility assessment and Provide evidence, eg staff rotas substantive evidence exists over the Must-Do|
Jadministering thrombolysis treatment whole measuring period
9 24/7 availability of appropriately trained staff in assessment of suspected stroke |Provide evidence, eg staff rotas substantive evidence exists over the Must-Doj
patients who are ineligible for thrombolysis treatment whole measuring period
20 Arrangements for timely repatriation to appropriate local or co-located SU R B EEEEmETS ISR e\{ldence_exsts e RLSERE
whole measuring period
2 Consultant led HASU team Provide management structure and name of lead consultant substantive e\{ldence_ exists over the Must-Do
whole measuring period
Provision of 24/7 consultant cover provided by at least 6 BASP thrombolysis Provide evidence, eg Job plans substantive evidence exists over the Must-Doj
23 trained consultants on a rota able to make thrombolysis and hyper acute whole measuring period
Review the arrangements substantive evidence exists over the Must-Doj

treatment decisions
28 Evidence of management plan for access to neurosurgery, interventional
neuroradiology and vascular surgery for appropriate patients

whole measuring period






HASU performance regime - 'A2' standards, 2nd set (balance to 100% of uplift)

Assessing a HASU for subsequent tariff uplift

HASU

Criteria |A STANDARDS Measurement Demonstration period Max score (*)] Actual score] Must-doJAdditional notes
PERFORMANCE STANDARDS
. . . . Provide evidence that this is happening, eg patient discussion and spot 5
0,
o8 A). o apprpprlate Sele patlgnts, [legiiedles note's audit of randomly chosen 10 sets of notes check
potentially eligible for thrombolysis treatment, to be X .
5 ] T e R T e (G (R " (Ischaemic patients only). Below 60% scores 0, 60-
an te dle ti © afgoa € SetibispusiGuppeia 69% scores 2, 70-79% scores 3, 80-89% scores 4,
oor to needle time of 60 mins) >=00% SCOres 5.
Provide evidence that this is happening, eg patient discussion and spot 5
100 % of appropriate stroke patients to receive note's audit of randomly chosen 10 sets of notes. check
7 thrombolysis within 3 h or as soon as possible of symptom |Below 65% scores 0, 65-74% scores 2, 75-84%
onset scores 3, 85-94% scores 4, >=95% scores 5.
Provide evidence that this is happening, eg patient discussion and spot 5
. . L note's audit of randomly chosen 10 sets of notes. check
0,
8 120@ qf aﬁprz;;réate patients scanned within 24 hrs of Below 65% scores 0, 65-74% scores 2, 75-84%
admission to scores 3, 85-94% scores 4, >=95% scores 5.
Provide evidence that this is happening, eg patient discussion and spot 5
95 % of all appropriate stroke patients to be admitted to oellaudiet relmdomly CHEEED 10 S35 Clf oiEs: ghees
10 HASU directly f AGE Demonstrate using PAS data. Below 65% scores 0,
irectly from 65-74% scores 2, 75-84% scores 3, 85-94% scores 4,
>=95% scores 5.
Provide evidence that this is happening, eg patient discussion and spot 3
1 70 % of all stroke patients to receive a swallow test within [note's audit of randomly chosen 10 sets of notes. check The criterion has been changed from the original
24 h of admission Below 50% scores 0, 50-59% scores 1, 60-69% requirement for x% of appropriate patients.
scores 2, >=70% scores 3
Provide evidence that this is happening, eg patient discussion and spot 2
13 75 % of all patients to receive physiotherapist assessment [note's audit of randomly chosen 10 sets of notes. check The criterion has been changed from the original
within 72 h of admission (performance standard) Below 50% scores 0, 50-74% scores 1, >=75% requirement for x% of appropriate patients.
scores 2
. . . - Provide evidence that this exists. eg patient note's discussion and spot 2
100% of appropriate patients to receive continuous 5
14 hvsiological itoring (ECG. oximetry. blood audit of randomly chosen 10 sets of notes. Below 80%]check
physiological monitoring ( Joxipenyibloodipicssure) scores 0, 81-94% scores 1, >=95% scores 2.
by appropriately trained staff
Provide evidence that this is happening, eg patient |discussion and spot 5]
90 % of stroke patients eligible for thrombolysis (within  |note's audit of randomly chosen 10 sets of notes check
6 license), to receive thrombolysis treatment within 60 (Ischaemic patients only). Below 60% scores 0, 60-
mins of entry to A&E (door to needle time) 69% scores 2, 70-79% scores 3, 80-89% scores 4,
>=90% scores 5.
Total 32] 0]






HASU performance regime - 'B', 'C', 'D' standards

Assessing a HASU for B,C and D criteria

Criteria |[STANDARDS Measurement Demonstration period Max score ()] Actual score] Must-doJAdditional notes
B STANDARDS
. - . Provide evidence that this is happening, eg patient note's audit of discussion and spot check 5]
90 % of stroke patients eligible for thrombolysis (to be PP 9. €9 P P
. . . . randomly chosen 10 sets of notes
6 thrombolysed), to receive thrombolysis treatment within 45 mins of
entry to A&E (door to needle time) (performance standard)
12 100 % of appropriate stroke patients to be weighed during admission|Provide evidence that this is happening, eg patient note's audit of discussion and spot check 2| 0.5 point per service
(performance standard) randomly chosen 10 sets of notes
15 Daily consultant level ward rounds (performance standard) discussion and spot check B|
100 % appropriate patients and carers to receive contemporary Provide evidence that this is happening. Up to date leaflets and substantive evidence exists over 2
27 patient information provided in a variety of formats (performance patient information not (photocopies), evidence that different font size, |the whole measuring period
standard) languages and different colours are available
14] 0]
P Measurement Demonstration period Max score (*)| Actual score| Must-do|Additional notes
Criteria | STANDARDS P 0
C STANDARDS
. . . Provide evidence that this is happening, eg patient note's audit of discussion and spot check G|
90 % of stroke patients eligible for thrombolysis (to be PP 9. €9 p P
. 5 L . randomly chosen 10 sets of notes
6 thrombolysed), to receive thrombolysis treatment within 30 mins of
entry to A&E (door to needle time) (performance standard)
Provide evidence that this is happening, eg focus groups, patient substantive evidence exists over 2)
31 Patient and carer involvement in development of stroke services satisfaction surveys, dicovery interviews the whole measuring period
. . . . . . . Provide evidence that this is happening substantive evidence exists over 2
Evidence of timely implementation of service delivery improvements " 5
33 . " ; the whole measuring period
e.g. new guidance, performance standard compliance improvements
D T T - Provide evidence that this is happening eg, lists of trials / research substantive evidence exists over 2|
35 p P : Y projects the whole measuring period
part of HASU services
Recruitment plan for vacant itions and in filling vacant Evidence of a recruitment strategy. Vacancy rate less than x% substantive evidence exists over 2
25 ecrultment plan for vacant positions and success g vaca the whole measuring period
positions
D STANDARDS
26 Plan for rotation of posts across the professional groups along the patient  |Provide evidence that this is happening. This should cover Junior Doctors, substantive evidence exists over the 2|
pathway Therapists and Nurses \whole measuring period
2 Completion of leadership training by key members of the stroke team to Provide evidence that this is happening substantive evidence exists over the 2
support stroke service improvement \whole measuring period
Total 17] 0]
score






Appendix 8: Worked example of HASU/stroke unit
claw-back calculation

Trust achieves 80% score overall for ‘A1’ standard, trust achieves 75% score overall for ‘A2’ standard.
What is the claw-back?

'Al' standard 'A2' standard
Target 90% 90%
Trust score 80% 75%
additional penalty for missing the 90% -10% -10%
70% 65%
Claw-back -20% -25%
reduction to Trust's 70% uplift -14%
reduction to Trust's additional 30% uplift -8%
So, if a Trust's 100% uplift for 6 months was:
70% of uplift £175k
additional 30% uplift £75k
£250k total
Clawback -£35k -£19k -£54k






Appendix 9: TIA standards

TIA performance regime - 'Al' standards, 1st set

Assessing a TIA for designation

Criteria |A STANDARDS Measurement Demonstration period Max score] Actual score] Must-do Additional notes
Quality of Serivce
5 90% of high risk TIA patients to receive a specialist assessment and | TIA pathway to cover both high and low risk treatment arms 10 Divide % by 10 to give score
treatment within 24 h of first presentation to a healthcare professional
Evidence of compliance against performance standard e.g. local audit
7 90% of low risk TIA patients to receive a specialist assessment and TIA pathway to cover both high and low risk treatment arms 10] Divide % by 10 to give score
treatment within 7 days of first presentation to a healthcare
professional
Evidence of compliance against performance standard e.g. local audit
11 90 % of appropriate TIA patients with symptomatic carotid stenosis to |Evidence of compliance e.g. local audit 10 Divide % by 10 to give score
undergo CEA within 14 days of first presentation to a healthcare
professional
30]
How the above figure translates to the TIA service score
Unclassified <21
Bronze 21 - 23
Silver 24 = 26
Gold 27 - 30 (additionally, all 3 standards must be above 90%

to score gold)






Appendix 10: Proposed activity flows to support
payment mechanism

Developing a new tariff for stroke has meant activity passing through a HASU or
stroke unit will be charged as non-PbR. It is proposed that:

. activity to the secondary user service (SUS) is flagged as non-PbR

° activity is correctly priced in each trust’s own service level activity monitoring
systems (SLAM). It is acknowledged that this will create an additional
reconciling issue between secondary user service and trust contract monitoring
information.

These diagrams describe examples of activity flows in providers needed to ensure a
consistent approach is adopted across London to present information to the
Commissioning Support for London provider performance analytics team.

Contracting activity flows for stroke (non-TIA) activity in post go-live HASUs
(where the patient moves to a stroke unit in a different trust)

If the conditions are met i) HRG = AA22Z (+ICD10 code 161,
163, 164 also present) or HRG = AA23Z and ii) patient into
HASU on time, then using Commissioning Data Set (CDS v6):
i) in “Provider Reference Line Number” enter "stroke”,

ii) In “Commissioning Serial Number” add the suffix “strk="

AA22Z /
AA23Z

Inpatient data

Price spell as zero

/\ ﬁhe arangements for \
. . stroke fall within the
Stay in HASU generates 1 distinct Price as bedday in SUS ‘reconciliation’ /
episode non-PbR section k‘post-reconciliation'
rules

(For AA22Z, one o the \
following ICD10 codes
must dso be present:

161, 163, 164
. /)






Contracting activity flows for stroke (non-TIA) activity in post go-live HASUs
(where the patient moves to the stroke unit in the same trust)

If the conditions are met i) HRG = AA22Z (+ICD10 code 161,
163, 164 dso present) or HRG = AA23Z and ii) patient into
HASU on time, then using Commissioning Data Set (CDS v6):
i) in “Provider Reference Line Number“ enter "stroke”,

ii) In “Commissioning Serial Number” add the suffix “strk="

AA227 /

AA237
Inpatient data
p Ep2 Price spell as zero a
a (SU) 0

The arrangements for
stroke fall within the
SUS ‘reconciliation’ /

Stay in ‘post-reconciliation’
HASU Price episode 2 according to SU SU Partial rules

generates . f Designation

1 distinct rules in non-PbR section level? (+70% or

episode +100%)

For AA22Z, one of the
following ICD10 codes
must aso be present:
161, 163, 164

Price episode 1 in beddays in
non-PhR section

HASU Partial
Designation
level? (+70% or
+100%)

58

Contracting activity flows for stroke (non-TIA) activity in post go-live stroke
units

If the conditions are met i) HRG = AA22Z (+ICD10 code 161,
163, 164 also present) or HRG = AA23Z and ii) patient into
HASU on time, then using Commissioning Data Set (CDS v6):
i) in “Provider Reference Line Number* enter "stroke”,

ii) In “Commissioning Serial Number” add the suffix “strk="

AA22Z /
AA23Z

Inpatient data

The arangements for
stroke fall within the
ST SUS ‘reconciliation’ /
PbR ‘post-reconciliation’
Non-Pbr rules

Pricing le for ™\
AA22Z and For AA22Z, one of the
AA23Z following ICD10 codes
must dso be present:
161, 163, 164 Y,

Partial

Via AE — PbR

Via HASU —

Designation

+100%)

level? +70% or

London SU
tariff +uplift

+ uplift






Contracting activity flows for TIA care provided in an ambulatory setting in
designated TIA providers

For first attendances that take place in a TIA clinic:
i) in “Provider Reference Line Number® enter "stroke”,
ii) In “Commissioning Serial Number” add the suffix “strk="

Outpatient
activity

SLAM
PbR
Non-Pbr

Price at £548






Appendix 11: Commissioning and finance working
group members

The work of the members of the commissioning and finance working group was
invaluable in developing this guidance. The membership of this group was as follows:

NET g

Carmel Harrington

Role

Associate Director of
Commissioning

Organisation

South West London Acute
Commissioning Unit

Clare Parker

Director Of Finance

NHS Barnet

Dominic Conlin

Managing Director

South West London Acute
Commissioning Unit

East London & The City Sector

Will Huxter Managing Director Acute Commissioning Unit
: : North West And North Central
Hilary Walker Director Stroke Network
Lucy Grothier Director South East And South West
Network
Janet Lailey Director North East Stroke Network

Janelle Devereux

Senior Project Manager

South East London Cardiac
And Stroke Network

Lorna Donegan

Stroke Project Lead

North East London
Cardiovascular And Stroke
Network

Mark Scott

Assistant Director - Stroke
Services

North West London Cardiac
And Stroke Network

Rahima Miah

Project Manager

South West Stroke Network St.
George's Healthcare NHS Trust

Hannah Coffey

Director Of Operations

Chelsea And Westminster
Hospital

Kish Sidhu

Director Of Finance

North West London Hospitals






NET g

Kelda Alleyn

Role

Deputy Director Of Finance

Organisation

Chelsea And Westminster
Hospital

Jennifer Owen

General Manager,
Neurosciences

St. George's Healthcare NHS
Trust

Sue Bowler

Divisional Manager, General
And Emergency Medicine

King’s College Hospital

Laura Willoughby

Stroke Project Manager

Imperial College Healthcare
NHS Trust

Interim London Stroke Clinical

Nick Losseff \ Healthcare For London
Director
Diane Ames Lead Stroke Clinician Imperial College Healthcare
NHS Trust
Stroke Physician/
Patrick Gompertz Royal London/ Barts and The

Consultant care of the elderly
and stroke

London NHS Trust

Simon Milligan

Senior Finance Lead, Local
Hospitals, Stroke, Major
Trauma

Healthcare For London

Julie Harper

Senior Project Officer

Healthcare For London






Appendix 12: Frequently asked questions captured
from tariff workshops

Issue Response

General

Patients in HASU beds on
1 February — how should
they be charged?

Existing patients can be charged at the uplifted PbR
rate (assuming that the co-located stroke unit has
passed the go-live assessment). The uplifted London
HASU tariff only applies to new activity post HASU go-
live.

What about patients
repatriated from
neurosciences?

The guidance from the Stroke Improvement
Programme and Vital Signs team, published in
November 2009, gives detailed guidance on how to
define a stroke unit stay.

What about in-hospital
stroke — which price?

Normally under PbR. This would be likely to create
two episodes (for example, a cardiac episode and a
stroke episode if the patient had a stroke during a
cardiac procedure and was subsequently transferred
from the cardiac surgeon to the care of a stroke
physician). Ultimately this would be charged as one
spell (the HRG being based on that assigned by the
HRG grouper). Under the new arrangements, the
HASU trust would be able to charge for either the spell
that would relate to the original condition OR a HASU
stay, not both. It should be noted that the numbers
involved are small.

Operational

If a patient presenting at a
HASU turns out to be a
mimic but needs a further
stay, which trusts’ medical
ward do they go to? Does
the penalty apply if the trust
that runs the theoretical
stroke unit does not accept?
Which stroke unit?

The HASU trust can repatriate the patient to a local
hospital or hold the patient on the trust’s own wards. It
is not necessary to link this to a stroke unit trust. No
penalty should apply (as the penalties only apply to
stroke diagnosed patients).

When are stroke units ‘open’
to receive transfers?

There are already rules covering this. It should be
8am-8pm (or similar), seven days a week as per
normal transfer arrangements.






Secondary user service

What are the practicalities for
trust data collection and
commissioner validation?

A schematic of HASU and stroke unit information
flows has been created.

Should stroke be marked
‘non-tariff’ on secondary user
service?

See additional information and contracting
information flow diagrams now in the commissioning
and finance guidance.

Need a consistent message
about how this will happen
throughout London.

Agreed, see above.

Will stroke tariff be outside flex
and freeze?

The arrangements for stroke fall within the
secondary user service reconciliation/post-
reconciliation rules.

Will the claw-back be a year-
end adjustment?

The claw-back can either be year-end or in-year.

The claw-back should be accounted for in the year
that it relates to.

What are the rules around
non-resident (and homeless)
activity — who is the
responsible commissioner?

The normal arrangements apply — non-resident (and
homeless) activity is the responsibility of the host
commissioner.

What about CQUIN and how
this links with stroke tariff?

Even though the payment mechanism is
remunerating a higher standard of care and there
are explicit quality standards to comply with, we
have not expressly specified that this is considered
to be a CQUIN scheme. Local commissioners may
wish to develop additional CQUIN requirements.

TIA services

Are we just recommending the
TIA package price, or
mandating it?

We are mandating it.






If mandating, when is this
from?

The price is applicable from the when the trust’'s
stroke unit passes its go-live assessment.

What happens about the
outpatient caps applicable this
year?

i) Remove an estimate of the TIA activity from the
2008/09 outturn and recalculate the outpatient
cap.

i) Price the 2009/10 TIA service activity using the
package price.

Can details be provided of
tariff make-up?

The package price is based on the price in use in
the north east London sector (but without the follow-
up, follow-ups to be charged for separately). In
essence, the price assumes that 90% of the people
attending the TIA service require Doppler/CT (and a
lesser percentage require Echo and ECG).

Presentation to health
professional — should the
presentation be made to trust
health professional?

The Keep in line with Vital Sign presentation should
be presented to any health professional.

TIA ambulatory versus
inpatient ratios likely to be
different for different
organisations.

Agreed. We would imagine there would be different
ratios as the profile of patients is likely to be different
between a HASU offering a service 24 hours a day,
seven days a week and an stroke unit operating a
TIA service that has transfer protocols for managing
high risk TIAs at weekends.

Do the TIA standards relate to
time of admission or time of
diagnosis?

The standard relates to assessment and treatment.

Monitoring and standards

‘Time on stroke unit’
monitoring to allow for in-
hospital stroke or a person
awaiting discharge who may
be better accommodated not
in the stroke unit.

The guidance from the Stroke Improvement
Programme and Vital Signs team, published in
November 2009, gives detailed guidance on how to
define a stroke unit stay.






If A2 is monitored
retrospectively, when can they
get paid? Will this happen
retrospectively like claw-back?

Trusts can be eligible to receive the A2 uplift from
when they can consistently demonstrate that they
are meeting the A2 standards. Recognising that data
flows may lag performance, this can be backdated to
the later of:

i) when the unit has formerly passed the initial go-
live assessment

i) when the unit consistently demonstrates that it
is meeting the A2 standards.

What if a HASU/stroke unit
fails >50%, but is able to
correct it quickly.

It is in no ones interest for a unit to ‘fail’ and so
penalties have to be applied. It is anticipated that the
close involvement of the networks will enable
potential difficulties to be highlighted and problems
averted and the rules need to be applied in this
spirit. However, if little action is apparent by the unit
to remedy any failing, then sanctions need to be
enforced.

How do you allow for
‘appropriate’ stays in
neurological high-dependency
unit?

The guidance from the Stroke Improvement
Programme and Vital Signs team, published in
November 2009, gives detailed guidance on how to
define a stroke unit stay.

Change the HASU ‘door to
needle’ standard (standard 6)
to be progressively one hour,
45 minutes and 30 minutes.

Agreed. This has now been incorporated.

Who is doing the monitoring,
PCTs or sector acute
commissioning units?

Sector acute commissioning units are responsible
for monitoring units against the performance
standards and are likely to involve representatives
from the stroke and cardiac networks in the
monitoring. For contract monitoring, the standard
rules for all acute contracts apply.

What will happen about the
development of HASU beds?
Are HASUs allowed to reach
stroke unit standards and then
change to HASU on

1 Feburary?

Yes.






Appendix 13: Example contract variation of standard
NHS contract for acute services

Contract variation of standard NHS contract for acute services
This agreement is made on the (Date)

Between

1) abc SACU whose principal office is at ......

2) abc PCT (the “Coordinating Commissioner”) whose principal office is at ...... , for
itself and as agents for and on behalf of the Associates.

3) abc Trust whose principal or registered office is at.......

Purpose of the agreement

The purpose of the agreement is to vary the existing Standard Acute NHS
Contract between abc PCT and abc Trust which commenced on 1 April 2009 and
expires on 31 March 2010.

Background

A joint committee of PCTs (consisting of all London PCTs and South West Essex
PCT) was constituted to consider the proposals put forward by Healthcare for
London. They agreed to endorse the proposals at a meeting 20 July 2009. This
contract variation is to vary the acute contract between the above mentioned parties
to implement the decision.

The commissioning and finance framework published by Commissioning Support for
London on behalf of London PCTs, provides the structure for how this will be
implemented.

This variation operates under Section 38 and Schedule 6 Part 1 of the Standard NHS
Contract for Acute Services which sets out the provisions under which parties to the
agreement, i.e. the Coordinating Commissioner (abc (PCT) and the Provider (abc
Trust), may make arrangements to vary the terms of the agreement to provide acute
services for the Coordinating Commissioner and Associates.

Details of activity changes anticipated
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