[image: image3.png]1)



[image: image4.emf]North West London Cardiac & Stroke Network North West London Cardiac & Stroke Network

 





                                                                      
Minutes
Stroke Strategy Group
Tuesday 15th September 2009

Hammersmith and Fulham PCT, Room 4.1, 3-5pm
	Attendees
	Apologies

	Diane Ames, ICHT (Co-Lead)
Hilary Walker, NWLCSN
Mark Scott, NWLCSN
Jason Antrobus, NWLCSN
Dawn Holloway, NWLCSN
Lisanne Bouma, NWLCSN
Jim Mullany, NHS Hounslow

Sam Cattermole, NHS Ealing

Sue Fenwick Elliott, NWL Hospitals NHS Anthea Parry, Hillingdon Hospital

Cathy Mason, Hillingdon Hospital

John Jansen, Chelsea & Westminster 
Ahlam Wynne, WMUH

Anthony Hogan, NWLCSN

John Platt, WMUH

Beverley Edwards, K&C PCT

Louise Turpin-Clifford, NHS Westminster

Adrian Mayers, H&F PCT

Harri Jenkins, ICHT

Mark Weatherall, Ealing Hospital/ICHT
	Binnie Grant, Chelsea & Westminster (Co-Lead)

Rainer Golombek, NHS Hounslow

Adrian Brown, NHS Westminster 
Anna Cox, NHS Westminster 
Adine Adonis, ICHNT
Michael Pelly, Chelsea & Westminster 
Johnathan Kelly, NWLCSN 

David Cohen, NWL Hospitals NHS




	Item
	Discussion
	Attachments

and

Actions

	1
	Welcome, Introductions, Apologies. As chair of the meeting Diane Ames welcomed everyone and apologies were noted.  

	

	2
	Minutes 4th August and Matters Arising
The 4.8.2009 minutes were signed off as a true record. 

Matters arising: 
-Primary care and prevention workstream to update October SSG on increasing GP activity and attendance within the workstream and SSG.
-Imperial are setting up a series of thrombolysis review meetings. Adverts will be circulated in December for sector attendance

-Image exchange portal information will be presented within the October SSG. Trusts were asked to invite radiology leads to discuss the sector use of IEP and PACS

-Network to circulate to the SSG information on IEP and PACS prior to the October SSG
	-Primacy care workstream
-Diane Ames
-Trust clinical leads / radiologist 
-Lisanne Bouma


	3
	a) Work stream updates

Primary care and prevention: Lead: Adrian Brown
No update was give due to time. Following the successfully bid allocation the workstream will be working with the TIA project to support the role out of TIA referral training and its continued sustainability. A formal options appraisal paper will be tabled at the next SSG aiming to increase GP activity and attendance
TIA and Acute: Leads: Harri Jenkins (TIA) and Mark Weatherall (Acute)
The following has been discussed:

-repatriation protocol issues: who will complete the repatriation and MRSA influence. It was agreed that a pan London agreement is required and that Hilary Walker will discuss with the London interim clinical lead for stroke and the London public director of public health.

-Heathrow/non London residents: all surrounding M25 PCTs have been briefly consulted by HfL and have agreed to the tariff for SU and HASU. There is a need for agreement/criteria across the sector to share overseas patients so avoid single trusts receiving every case. It was agreed that the issue will be monitored once services are live and discussed within a later SSG.
-stroke mimics: HfL has detailed the tariff contracting rules for mimics, the document is awaiting sign off and will be emailed to the SSG. The practical cost of transferring patients back to their local DGH if a mimic is confirmed has been built into the uplifted tariff and should be transferred on clinical suitability and patient safety following stabilisation. It was agreed that further discussion was required within the acute/TIA workstream before SSG sign off.
Rehabilitation: Leads: Adine Adonis and Sue Fenwick-Elliott
The workstream has concentrated on finalising recommendations for commissioners. A meeting is set for 30.9.09 to present the data to the sector. Defined outcome measures for the sector are under discussion and require further work. On a pan London level rehabilitation competencies are set to be piloted for 1 year starting in January 2010 and the HfL rehab commissioning recommendations document is set for HfL sign off following an intense review and consultation period.
For action: workstream to review the current standard of data collection against the HfL 9 inpatient and 10 community rehabilitation standards, including data collection systems. To be fed back to the October SSG. 
(b) Stroke Implementation Group: Lead Jason Antrobus
The implementation group consists of 3 project managers within the network, Jason Antrobus, Anthony Hogan and Lisanne Bouma, who support the transitional arrangements within the 5 designated acute stroke providers. The following was updated:
-clarity of in/out of hours TIA services is required across the sector

-estimated go live dates across NWL providers range from 1st Oct – 7th Dec 09

-recruitment is moving forward with most providers and matches the phased introduction of SU beds

-building/remodelling of ward s in underway

-the group would like to thank all involved for their efforts in returning recent workforce data required by HfL

	Adrian Brown
Hilary Walker
Trusts to monitor and review
Hilary Walker
Acute/TIA workstream
Rehabilitation workstream



	4
	Protocols: Development and of TIA, acute and neurosurgery protocols and launch of protocols

-TIA GP Referral Protocol. After a series of pilots across the sector minor changes are required prior to launch. A main referral criterion has changed highlighting that treatment is now from 24hrs post initial medical contact not onset of symptoms. ABCD2 scoring required refinement and Imperial and Northwick Park are required to provide contact details for out of hours services and bank holiday cover. It was agreed that until services are fully operational, 24/7 cover will require monitoring. The protocol requires editing
-TIA A&E Protocol. There is a need for 2 versions: for HASU and non HASU trusts. Pan London advice for non-HASU trusts is to blue light straight to a HASU and not to scan. The protocol requires editing
-Live dates for both TIA protocols prior to 7th December when final SU is operational

-Neurosurgery Protocol. Content has been included in paragrap1 page 1 and paragraph 1 page 3. This was agreed and signed off


	Acute/TIA workstream

Acute/TIA workstream

Signed off 

Signed off

	5

	TIA weekend cover arrangement for the sector

Version 2 was discussed. The main changes required were:
-include overview on OOH times and bank holiday
-point 2 to detail acute trusts to cover high and low risk TIA from Monday 9am through to Friday 4pm

-point 4 was agreed by Imperial and Northwick Park representatives, namely that a single point of contact will be available at HASUs via on-call stroke neurology SPR at Imperial and the senior stroke nurse at Northwick Park
-point 6b to include ‘at HASU trust’ within investigations sentence

The protocol requires editing via the workstream before SSG sign off

The group agreed that the 24/7 TIA service would go live on the 7th December

	Signed off comment
Acute/TIA workstream
Signed off

	6

	Stroke Funding 2009/10 - Feedback and results of panel meeting 

Mark Scott informed the SSG of the successful project taken forward with the 3 funding streams. The attachment details the project allocation and provides a brief rational for the unsuccessful bids. Authors of the unsuccessful bids have been contacted prior to this meeting for detailed reasoning, if further is required please contact markscott3@nhs.net As agreed in the August SSG the decision from the funding panel meeting is final.
Diane Ames mentioned that an atrial fibrillation bid had been accepted by the stroke improvement programme. This is a project proposal between Imperial and NHS Westminster (Anna Cox and Adrian Brown), looking at the identification of atrial fibrillation in primary prevention in the community. All people attending the NHS cardiovascular health checks due to start in Westminster in January 2010 will have a manual pulse check. There are robust protocols in place for subsequent identification of AF. Part of the project proposal was to introduce a research project linking in with Imperial TIA patients (hence possible future work with Harri Jenkins) to identify AF post TIA.
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	7
	Healthcare for London Update

-Stroke catchment areas Hilary Walker referred the group to the document attached to the right for clarification on tariff rules. This document is due to be signed off by the HfL stroke project board and has been circulated to acute providers and PCTs for comments.
HfL will produce a drop down post code search to indicate which postcodes are aligned to each SU. As catchment areas are organised against stroke occurrence and bed numbers, providers may find there are new areas serviced within catchment areas. Repatriation rules link to refusal penalties, detailed within the attachment. 
Post code catchment areas are linked to HASU – SU transfers. GPs will decide on TIA referral locations.
-Tariff the attached document is under the final stages of review for sign off planned for the end of September. Invitations will be circulated from HfL to attend and the network urges providers to attend where possible or relay questions to Hilary Walker/Mark Scott. 

In the interim providers are advised to use figures from the planning tariff to inform business case sign off as figures will be the same.
Receiving 70% uplifted tariff: providers will require a gateway review to ensure A criteria are met prior to service start up. The network will liaise with providers on an individual basis regarding dates   
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	8
	Any Other Business
There were 2 announcements:

-Binnie Grant will be leaving post shortly to take up the role of General Manager for cancer services at Broomfield hospital in Chelmsford, Essex. 
-Jason Antrobus will be leaving post on the 10th October to take up the role of Deputy Head of Commissioning for Intermediate Care and Stroke at NHS Brent

The SSG thanked both colleagues for their work within the network and wished them all the best within their new roles.

-Members were reminded of the UK Stroke forum between 1-3rd December 

	

	
	Date/Time/Venue of next meeting  
6th October 2009
Room 4.1, Time 3:30-5pm

Hammersmith & Fulham PCT, 1 Hammersmith Broadway
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Funding Panel Meeting Summary 24.8.2009

Following the August 09 SSG, it was decided that the work stream leads and other interested parties would meet to review the bids against set criteria. It was also agreed at the SSG that there would be an additional two weeks for new bids to be submitted by Friday 21st August.  Existing bids were also able to be re-submitted up until this date or continued in their current format.    

The bids were scored under 5 separate categories as outlined in Appendix 1:   Relevance, Impact, patient experience, delivery and legacy.  There was a total of 3 points available under each category, giving a maximum score of 15.  The total funding pot available for all bids was £160,000.

There were also two other smaller pots of funding held by the network this year, totalling £60,000.  There was a ’ Problem Solving Small Grants Fund’, to be used at the discretion of the Network to ease local difficulties, and a Training Fund to support stroke-specific training across the Network, particularly for nursing and therapy staff.  The scoring panel also considered if any of the submitted bids were relevant to be awarded this discretionary funding.

Successful DH £160K Allocation

		Project Name

		Project Owner

		Trust/Org

		Total Score

		Cost



		Continence Management (Bladder Scanner)

		Ahlam Wynne, Stroke Specialist Nurse

		West Middlesex Hospital

		10

		10,000



		GP training on using GP and A&E Referrals to TIA clinics

		Harri Jenkins, Consultant Neurologist

		Network TIA/Acute work stream

		11

		30,500



		Conversation Partner Scheme

		Sue Fenwick Elliott, Stroke Project Lead/Head of SALT

		North West London Sector

		10

		48,000



		Vocational Rehabilitation

		Stroke Rehabilitation work stream

		North West London Sector

		11

		10,000



		External evaluation of the rehab competency tool

		Adine Adonis, Physio Clinical Specialist, Neurology, Imperial

		North West London Sector

		11

		12,000



		Stroke 'One Stop' information resource

		Adrian Brown, Consultant in Public Health

		North West London Sector

		9

		49,500



		Total: 160,000





Successful Network Problem Solving Fund Allocation

		Project Name

		Project Owner

		Trust/Org

		Total Score

		Cost



		Nintendo Wii

		Paula Graham, Therapy Manager

		West Middlesex Hospital

		9

		584.64



		Total: 584.64





Successful Network Training Fund Allocation

		Project Name

		Project Owner

		Trust/Org

		Total Score

		Cost



		Scoping and delivery Education & Support for Carers

		Stroke Rehabilitation work stream

		North West London Sector

		12

		16,000



		Total: 16,000





Unsuccessful projects and rational 

		Project Name

		Project Owner

		Trust/Org

		Total Score

		Rationale

		Decision



		Pilot of Personal Health Budget for Stroke Survivors

		Peter Kottlar, Commissioner - Long term conditions

		Ealing PCT

		5

		Limited relevance to delivering the stroke strategy and limited impact across the sector. Also unlikely to be delivered within the timeframe necessary for this funding.

		Unsuccessful



		Performance Management System / Vital Signs

		Network Workstreams

		North West London Sector

		0

		Revisit within next funding round, requires more detail, project could consider pulling all data streams together

		Revisit at a later date



		Telemedicine

		Sue Fenwick Elliott, Stroke Project Lead/Head of SALT

		North West London Hospitals

		0

		Revisit within next funding round as more appropriate timing based on service set up

		Revisit at a later date



		Stroke Unit Discharge Questionnaire

		Sue Fenwick Elliott, Stroke Project Lead/Head of SALT

		North West London Sector

		5

		Revisit within next funding round written for a pan London level

		Revisit at a later date



		MDT Staff Induction Package

		Carole McCarthy, Therapy Manager

		Hillingdon Hospital

		4

		Individual Trusts will find it difficult to accept an induction programme not drafted in house with specific local service details 

		Unsuccessful 



		Therapy Software and Laptops

		Paula Graham, Therapy Manager

		West Middlesex Hospital

		6

		Limited impact across the sector based on the set up costs, high risk issuing costly hardware in a ward setting. Possible to resubmit a scaled down 1 laptop plan for a pilot at a later date

		Unsuccessful as current bid, possible revisit at a later date with reduces hardware and staffing needs



		Linear probe for ultrasound machine

		Gytha Mcbirney

		Hillingdon Hospital

		6

		Limited detail to suggest an extra probe will have a marked difference for working patterns and patient experience

		Unsuccessful as current bid, requires more detail, backed up by figures for a possible revisit at a later date



		Evaluation of outcome measures for Stroke Rehab

		Austin Claffey, OT clinical specialist, Neurology, Imperial




		North West London Sector

		0

		The group felt that this was too detailed and long term a research project to link to the available funding. Suggestions were to apply to research networks and match funding (deadline Oct/Nov 09)

		Unsuccessful



		Proposal for Stroke Unit Activities Co-ordinator Pilot

		Carole McCarthy, Therapy Manager




		Hillingdon Hospital

		3

		Limited impact across the sector and sustainability as the post would not be continued with further funding allocation

		Unsuccessful





Appendix 1: Network Stroke Funding Scoring Criteria

1.  Relevance to delivering stroke strategy

The bid will be scored according to how relevant it is to delivering one of the key elements of London’s stroke strategy:

· Improved emergency response to acute stroke.


· Prompt assessment and treatment of TIA.


· Improved response to stroke in the acute phase (to include developing hyper acute model, ensuring rapid access to scans, thrombolysis and stroke units).


· Improved access to rehabilitation services – including, but not limited to early supported discharge.


The bid will be allocated points from 0 to 3.  


0 points will signify that the bid is not at all relevant to delivering one of these key elements


1 point will signify that the bid is not very relevant to delivering one of these key elements


2 points will signify that the bid is relevant to delivering one of these key elements


3 points will signify that the bid is very relevant to delivering one of these key elements 

2. Impact across the sector


The bids will be scored according to the extent to which they will have an impact across the whole of North West London:

The bid will be allocated points from 0 to 3.  


0 points will signify that the bid is very unlikely to have an impact beyond one single organization


1 point will signify that the bid is unlikely to have an impact beyond one single organization


2 points will signify that the bid is likely to have an impact across all organizations in NW London 


3 points will signify that the bid is very likely to have an impact across all organizations in NW London 


3. Patient experience


The bids will be scored according to the extent to which they will have a positive impact upon the patient experience 

The bid will be allocated points from 0 to 3.


0 points will signify that the bid is very unlikely to have any positive impact upon the patient experience


1 point will signify that the bid is unlikely to have any positive impact upon the patient experience


2 points will signify that the bid is likely to have a positive impact upon patient experience


3 points will signify that the bid is very likely to have a positive impact upon patient experience


4. Delivery

The bids will be scored according to the likelihood that the monies will be spent this financial year and that the project will deliver tangible outcomes this financial year.


The bid will be allocated points from 0 to 3.


0 points will signify that the bid is very unlikely be delivered this financial year and tangible outcomes delivered.  


1 point will signify that the bid is unlikely to be delivered this financial year and tangible outcomes delivered.


2 points will signify that the bid is likely to be delivered this financial year and tangible outcomes delivered.


3 points will signify that the bid is very likely to be delivered this financial year, with the monies spent and tangible outcomes delivered. 

5. Legacy and sustainability


The bids will be scored according to whether they are likely to leave a legacy after completion

The bid will be allocated points from 0 to 3.


0 points will signify that the bid is very unlikely to leave a legacy and continue to have an impact after completion. 

1 points will signify that the bid is unlikely to leave a legacy and continue to have an impact after completion.   


2 points will signify that the bid is likely to leave a legacy and continue to have an impact after completion


3 points will signify that the bid is very likely to leave a legacy and continue to have an impact after completion.
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Context

 JCPCT support the HfL proposals to designate 8 HASUs
and 24 SUs

* £20.4 m (and £0.7m for thrombolytic drugs) is the
estimated additional recurrent costs in acute hospitals

* This presentation sets out the proposed mechanism to
pass this funding to designated providers

Difficulties: System must be:

* Providers starting at e Simple
different times * Robust

« HASUs starting after SUs * Incentivising of

* Providers moving at appropriate behaviours
different speeds « Fair

. Providing clinical and business support to London’s NHS





Modelling the financial impact of the HfL proposals
Summary of London Stroke costs and estimated impact of HfL acute

programme

Admitted Patient Care @)

Thrombolysis drugs

Outpatients @ ©

Stroke
TIA

Critical Care @
AJE @ ©
Ambulance

PCT Rehab and Community Care ©
Costs of own Provider Arm community beds
Non provider arm community beds
Early supported discharge
Community rehab
Specialist rehab
Continuing Care
Other

Investment

in secondary
Current care Future
£m £m £m
71.8 20.4 92.2
0.1 0.7 0.8
2.9 2.9
1.1 11
4.1 4.1
0.9 0.9
3.0 1.2 4.2
22.5 0.6((*) 23.1
10.1 0.2({(*» 10.3
0.6 o[ 0.6
6.7 0.1{(*» 6.8
4.1 0.1({(*» 4.2
11.0 0.2({(*» 11.2
0.5 0[(*) 0.5
55.5 1.2 56.7
1394 23.5 162.9

‘ Providing clinical and business support to London’s NHS

Key
(1) All London Providers and all
Commissioners

(2) based on 06/07 HES

(3) based on 07/08 survey

(4) Derived from 06/07 APC activity
(5) based on PbR tariff

All prices at 08/09 levels

Excludes GP expenditure

(*) The impact on PCT Rehab and Community
Care costs as a consequence of the investment
and re-configuration of the secondary care side
are estimated to be range between +2% and -5%
and depend on the changes to mortality and
dependency. The above summary assumes the
most costly case, ie 2% increase to cost





Modelling the financial impact of the HfL proposals
Modelling the changes to the Acute Sector

HASUs

Current Service £16m

Additional cost £10m

Current Service £65m

\ a0y
1, @) /

New Service £85m

Additional cost £20m //

Current Service £49m

model

*Daily profile of care
*Cost weightings
*HES activity
*Service specification

New Service £56m

Additional cost £10m

Note 1: Based on HES 07/08 activity
Note 2: includes TIA, excludes procedure related activity

‘ Providing clinical and business support to London’s NHS

Resulting from
increased nursing &
imaging

Resulting from
increased nursing &
medics (£14m)

Less a 2 day LoS saving
(E4m)






Tariff structure
Principles - what the tariff is designed to do and not do

The additional funding introduced into the
system should allow Trusts to meet the HfL
specification for stroke services. It does not
resolve any legacy funding issues.

Trust
income
PbR gap (not A
resolved) HfL service
X n specification
H fnding | | | National average
X Trust investing
(issue to be | o insufficient money
resolved by local W, || per patient in Stroke
health economy)

. Providing clinical and business support to London’s NHS





Tariff structure S
Approach to creating the tariffs

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

into the system

. Providing clinical and business support to London’s NHS






Tariff structure
Neutral tariff

AA22Z AA23Z AA29Z

Non-Transient Stroke or

Cerebrovascular Accident, Haemorrhagic
Nervous system infections Cerebrovascular
or Encephalopathy Disorders|TransientIschaemic Attack
HASU component PN
day 1 X
day 2today5 X
post day 5 X
“Neutral London
Stroke tariff’
SU component if
patient from a HASU
price per spell
price per <2 day stay
xs bed day cost X X X h 4

SU component if
patient from own A/E

Current PbR (see
price per spell X X X slide 11)

price per <2 day stay
xs bed day cost

‘ Providing clinical and business support to London’s NHS





Tariffs for use in London for stroke

Full tariff
AA227 AA23Z AA29Z
Non-Transient Stroke or
Cerebrovascular Accident, Haemorrhagic
Nervous system infections Cerebrovascular
or Encephalopathy Disorders TransientIschaemic Attack
A\

HASU component

day 1 X
day 2to day 5 X
post day 5 X “Full London

Stroke tariff’

SU component

price per spell X X
price per <2 day stay X X
xs bed day cost X X

AV 4

SU component if

patient from own A/E

Uplifted PbR

price per spell X X X (see slide 11)
price per <2 day stay X X X
xs bed day cost

‘ Providing clinical and business support to London’s NHS





Consequence of transitional provider landscape
Schematic showing progression of provider landscape

1 2
Old
Stroke
Unit

3 4

New
SU

HASU

It Oct 09 It Feb 09 1t Apr 09 15t Dec 10?

‘ Providing clinical and business support to London’s NHS





Consequence of transitional provider landscape i o
Summarising the possible routes through the system "

For time periods for 1, 2, 3, 4 see previous slide

4 ou ) 4 )

Stroke
Ul’lit — S

'—TE : &; 3 8= =) jasu
1 &: % Wi

; New Wh HASU %
\ SU J exiszeirl:(;he sector

/ e\ XESER

2 &:—:‘%w — IS‘I["}W 4 W\ ‘W E=) HASU )

% ol
Stroke N Il
\_ )

. Providing clinical and business support to London’s NHS






Consequence of transitional provider landscape
Which tariff should stroke units use (this doesn’t apply to HASUs?)

For time periods for 1, 2, 3, 4 see previous 2 slides The resources required per patient will
depend on whether the patient has come to
the stroke unit via the Trust’s own A/E or via
a HASU. Until all HASUs are up and
running the following is required to ensure
units access the most appropriate tariff:

Time Route into SU Tariff

period

1 ->0ld SU PbR

1 ->New SU PbR + HfL uplift as appropriate

2 ->0ld SU PbR

2 ->New SU PbR + HfL uplift as appropriate

2 (HASU) ->Old SU PbR

2 (HASU) ->New SU New tariff+ HfL uplift as
appropriate

. Providing clinical and business support to London’s NHS





General contracting rules
Incentivising the appropriate system behaviours

Risk Mitigation

HASU keeping patients for too ¢ Post day 5 is at the standard xs bedday rate, which does not
long incentivise stays
» Protocols produced by the expert panel

SU not accepting patients « To conform to designation rules, SUs must accept patients that
appropriately live within their defined catchments (SU tariff rule 4). This is part
of the A2 standard.
» Protocols produced by the expert panel
» Allowance for HASU Trust to access SU tariff to cover the cost of
delayed tfrs (HASU tarif rule 4)
* Networks involved on an exception basis
* The HASU have access to the estimated additional Patient
Transport Service (PTS) funds via the PCTs (HASU tariff rule 11)

Al and A2 standards
HASU tariff rule 1

Ensure patients are in the
correct setting as quickly as
possible

Minimise inappropriate TIA iI/p tariff set at 2 day, does not incentivise stays
admissions » Proposal to follow ‘package price’ approach for o/p TIA service to
incentivise creation of credible alternative to admission

. Providing clinical and business support to London’s NHS





General contracting rules
Proposed outline arrangements for the SU sector:

8.
9.

10.
11.
12.
13.

‘ Providing clinical and business support to London’s NHS

The London SU tariff is only eligible for patients i) in an SU bed, ii) in a unit that is formally designated as an
SU and has passed the go-live assessment and iii) if the patient is ultimately coded as a stroke (AA22Z,
AA23Z, AA2927).

It is not appropriate to have ‘new’ SU and ‘old’ SU beds operating on the same site in the same Trust.

The London SU tariff will cover stroke patients transferred from the HASU to the SU where further SU
treatment is required. (An uplifted version of the PbR tariff is applicable to patients admitted via a Trust’'s own
A/E (ie have not come via a HASU) - slide 34. This is an interim arrangement till all HASUs a fully
operational)

A mapping table exists that relates all London postcodes to the 24 SUs. SUs are expected to accept all
patients referred from a HASU according to this mapping table

This activity will be charged in spells based on HRG4
A less than 2 day tariff applies for short stays in SU.

The trim-points will be un-changed and stays that are over the trim-points will be priced at the standard
excess bed rate

The tariff will have a length of stay reduction built-in.

No price differentiation between elective and emergency activity
The tariff calculated excludes MFF. This is applied at the local rate.
Outpatient attendances charged for as per current arrangements
Any ITU costs to be charged as per current arrangements

Established arrangements that an SU may have with PCTs to undertake non-acute rehabilitation and be paid
for separately, are not affected ~ .






General contracting rules "
Proposed outline contract arrangements for the HASU sector (1): [ ]

1. The London HASU tariff is only eligible for patients i) in a HASU bed, ii) in a unit that is formally
designated as a HASU and has passed the go-live assessment, iii) only if the patient starts their
HASU stay within 24 hours of being brought to the HASU and iv) if the patient is ultimately coded as a
stroke (AA22Z, AA23Z, AA297).

2. The charge will be on a bed day basis. There will be a different price for day 1 compared to day 2-4
(which will have the same price) and post day 4 which will be priced at the standard excess bed rate.
The same charges will apply to all types of stroke

3. FAST+ve patients who turn out not to have strokes (‘mimics’) should not be charged at the London
HASU tariff. (An uplift on the stroke tariffs was included to allow for a proportion of mimics (1/3 of the
15% mimic rate) needing to have the full work-up (based on day 1 HASU prices). Rather than charge
this as an uplift to the mimic spell (as this would be messy), this has been incorporated into the stroke
spell price)

4. SUs have a duty to accept a patient from a HASU if it is in their catchment (as defined by HfL
mapping table). HASUs have the right to repatriate patients to the relevant SU and are expected to
follow the agreed protocol to do so. If a patient transfer is delayed (in excess of 24hr after the agreed
tfr time) by a given SU, a HASU has three options: i) keep the patient on the HASU, ii) transfer the
patient to the HASU'’s SU, iii) seek an alternative SU for the patient’s post hyper-acute stay. In such
circumstances, a HASU can claim £350 per day (based on the SU spell divided by the trimmed aLoS)
from the relevant PCT for patients that were not accepted by the relevant SU. The PCT in turn can
deduct this from its payment to the SU. This should very much be the exception and Networks
should monitor the situation. This rule may be modified at a later date.

. Providing clinical and business support to London’s NHS





General contracting rules
Proposed outline contract arrangements for the HASU sector (2): [ ]

5. Stroke patients not in HASU beds should not be charged at HASU rates

6. Thrombolysis will be charged additionally at drug cost only rates

/. The cost of diagnostics etc has been built into the bed day price

8. Unlike the national tariff, there is no price differentiation between elective and emergency activity
9. The tariff calculated excludes MFF. This is applied at the local rate.

10. Any ITU costs to be charged as per current arrangements

11. Patient Transport Service (PTS) costs were removed from PDbR tariffs in 2009/10 and it is assumed
that PCTs have ‘blocked’ this back to Trusts. HfL estimated the additional PTS costs of moving
patients to SUs and for ease, this amount has been built into the London HASU tariff.

. Providing clinical and business support to London’s NHS





General contracting rules ( P
Charging for TIAs

Inpatient
0-24 hr stay £611+MFF (based on day 1 HASU charge)
24-48 hr stay £274+MFF (based on 75% of HASU day 2 price)

* No further charge is made until the trim-point is reached

* This tariff is applicable for HASU or SU admissions that are subsequently coded as
TIA (AA292Z)

* This tariff is not subject to partial designation adjustments

Outpatient

Package price, or Diagnostics charged for separately — note unbundling is being
reversed in 2010/11

* Recommendation — adopt modified NE London package price of £535 (this now
includes first attendance, diagnostics, but no F-up)

* Package price only applies on first attendance at TIA service

. Providing clinical and business support to London’s NHS





Partial Designation g
Introduction

* Trusts are at different positions currently
* Trusts will be moving at different speeds
=> Need a system that allows for this and incentivises and rewards progress

Partial designation
approach for SU

30% *

Movement
assessed against
the designation
standards

70% *

* Of uplift, ie difference between
neutral and full tariffs

. Providing clinical and business support to London’s NHS






Partial Designation

Schematic showing SU progression through the standards

Opening Standards. 70% of tariff uplift

Additional 30% of tariff uplift

Maintenance Standards. No additional uplift, but if not achieving loss of 5% imposed
for each set

Required at start

[Criteria__|A STANDARDS
[STAFF

11__|Provision of 0.84 WTE isi/5 beds

12__|Provision of .81 WTE Occupational TherapisUs beds

13__|Provision of 0.81 SALT/10 beds

23 [Provision of 2417 nursing workiorce (o provide: 1.35 WTE nursesibed, 65:35

trained to untrained skill mix
INFRASTRUCTURE.
T |Timely admission of patients from HASU

B Evide f a protocol to initi itabl
all ropriate patients

T [Aradiology service responsible for provision of the following:

CT scanning and reporting, MRI scanning, ultrasonic angiology

dary prevention

6 [Availability of rehabitation faciliies e.g. access (o physio gym, OT Kitchen,
[SALT equipment
7 |Demonstrafion of maintenance of all 5 characteristics of a good Stroke unit:

Mult-Gisciplinary meetings at least weekly to plan care; provision of

information to patients about stroke; continuing education programmes for

staff, consultant physician with responsibility for stroke; formal inks with
atient and carer

(3 lon of agreed referral pathways from SU to community
iders

[Consultant Ted SU team; 5 consultant or equivalent ward rounds per week;
dedicated junior medical team trained in stroke

[70% of patients spend 90% of their ime on SU

[A STANDARDS

55 % of patients (o spend all of their in-hospital time in SU (performance
standard)

[95 9% of all stroke patients to be admitted directly to SU on HASU transfer

2| performance standard)

4 |190 % of appropriate palients to receive a physiomerapist assessment within
72 h of admission to SU (performance standard)

5 |?5 % of appropriate patients to receive an occupational therapy assessment
uithin 7 days of admission to SU (performance standar

s |90 % appropriate patients to be weighed within 72 h of admission o SU

erformance standar

0|00 % appropriate of patients to have their mood assessed by time of
discharge standard)

14__|Patient access to a social worker standard)

35__|Provision of, and attendance at, MDT stroke training programmes’

Expected within 6 months

(of achieving all of ‘A Standards’)

|E STANDARDS'

7___|100 % of appropriate patients to receive weekly nutritional screening
15 |Availability of supporting services e.g. orthotics, podialry, orthoptics, detetics

[Arrangements for tmely discharge of patient from SU with appropriate.

19
support
20__|Plan for management of average length of stay (LOS)

[Recrutment plan for vacant positions plan and success in fling vacant

2 positions

100 % appropriate patients and carers to receive contemporary patient
26 |information and care plans provided in a variety of formats (performance
standard)

27__|Provision of a named contact within the care seting for each patient

[Demonsitration of a stroke management group (o oversee service delivery
30 [and improvement e.g. review of performance standards, impact of new
quidance and methods for of service

[Provision of structured training plan for new and rotational stalf to ensure a.
34 |competent understanding of the stroke pathway and compliance to
Performance Standards

37__|Active involvement in local stroke networks'

Expected within 12 months

. Providing clinical and business support to London’s NHS

[C STANDARDS

[Process for obtaining and incorporating patient feedback info SU service

develoy

[Patient and carer involvement in development of stroke services

[Evidence of timely implementaion of Service Gelivery improvements e.g.
idance, performance standard compliance improvements

[Demonstration of participation in stroke related research, as a key part of SU

services
[Plan for rotation of posts across the professional groups along the patient

[Completion of leadership training by Key members of the Stroke team o
suj stroke service improvement






Partial Designation
Overview of framework for SU

* ‘A1’ standards all must be in place at go-live. This is then reviewed in 6 months
allowing for a tolerance

* Al standards are further reviewed at the end of the second (6 month) period and
iIf the Trust has passed both reviews (ie over the 90% tolerance), this standard is
no longer reviewed. At this point the 70%-of-the-uplift is effectively locked-in

* A2 standards assessment is subject to a tolerance. Performance is then
reviewed after 6 months allowing for a tolerance

e ‘B’, ‘C/D’ standards assessed retrospectively using a tolerance approach
* What are the appropriate scores for each sub-criteria?
* What s the tolerance?

. Providing clinical and business support to London’s NHS





Partial Designation

Schematic showing an example timing for assessing the

standards in SUs

J | |

—
A' Standard 70% l I | <

I ——
‘A" Standards additional 30% I I I "
'B'Standards II Il
'C', 'D' Standards | I
'D' Standards
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AT o

Partial Designation

Assessing an SU for ‘go-live’ against A1 standards and the initial
tariff uplift (+70% of HfL uplift)

* Trusts must be able to demonstrate that they are achieving all of the ‘A1’
standards currently in order to be allowed to start

* Achieving the ‘A1’ standards will result in 70% of the overall HfL uplift on
top of the tariff (see slide 11)

* Units will be subsequently assessed retrospectively in 6 months

« The option is available to change this to the nearest quarter-end to enable
synchronisation of A, B, C/D standards checking

. Providing clinical and business support to London’s NHS






AT o

Partial Designation 5

Assessing an SU against A2 standards for additional tariff uplift
(70% -> 100% of uplift)

* Assessment period is 6 months
* Assessment period can start any time after ‘go-live’

Will need to rely on historic data, reviewing plans and appropriate

management assurance

» Scores for criteria should be pro-rated if the expectation is that they will be not
achieved for the whole period

« Allowance should be given for over-achievement in a given criterion for certain months
to be offset against under-achievement for that same criterion in other months

* Unit must score at least 90% of the max

Achieving the ‘A2’ standards will result in 100% of the overall HfL uplift on top of
the tariff (see slide 11)

. Providing clinical and business support to London’s NHS






Partial Designation

Reviewing SU performance against ‘A’ criteria

* Time frame: at 6 month intervals

The option is available to change this to the nearest quarter-end to enable synchronisation of A, B,
C/D standards checking

Al standards are further reviewed at the end of the second (6 month) period and if the Trust has
passed both reviews (ie over the 90% tolerance), this standard is no longer reviewed. At this point the
70% uplift is effectively locked-in.

* Tariff uplift will be retrospectively adjusted if there are material breaches

. Providing clinical and business support to London’s NHS

Failure to achieve a score of 90% of the maximum available

» If evidence suggests that a criterion has been achieved for only part of the period, then its score is
pro-rated

« Allowance should be given for over-achievement in a given criterion for certain months to be offset
against under-achievement for that same criterion in other months

Claw-back will be based on:

* 90% (the target) minus (actual % less 10 percentage-points)

« applied to the relevant uplift (70%, 30%) as percentage reduction — see worked example overleaf

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





Partial Designation

Example (during first 12 months)

Trust achieves 80% score overall for ‘A1’ standard

Trust achieves 75% score overall for ‘A2’ standard

'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
Clawback -£35k -£19k

. Providing clinical and business support to London’s NHS

total

-£54k






N

Partial Designation
Assessing an SU for B and C/D standards

* ‘B’ standards will be expected to be met 6 months after an SU has achieved all
of the ‘A’ criteria (and so is receiving 100% of the tariff uplift) and ‘C’ /D’
standards will be expected to be met 6 months after ‘B’.

* The tariff uplift that the Trust is receiving will be retrospectively adjusted by 5%
points per standard not met (ie 5% points for missing ‘B’ and 5% points for
missing ‘C’/'D’ etc).

* A standard is considered not met based on
 Failure to achieve a score of 90% of the maximum available

 If evidence suggests that the criteria have been achieved for only part of the period,
the score is pro-rated
» Allowance should be given for over-achievement in a given criterion for certain

months to be offset against under-achievement for that same criterion in other
months

. Providing clinical and business support to London’s NHS






Partial Designation
Overview of Framework for TIA services

* ‘A1’ standards will be assessed when SUs go-live
— Recognising that data collection for some standards is difficult (involving both i/p and o/p data), the
results will not published at this point. This gives Trusts 6 months to refine their data capture
systems.
— If data quality is not perceived to increase, then a local audit may be requested
* Performance against these standards will be retrospectively measured and scored (0-50%
‘below standard’, 51-70% ‘Bronze’, 71-90% ‘Silver’, >91% ‘Gold’)

* After the end of the first 6 month period (and second assessment), the ‘Bronze / Silver /
Gold’ result is published

* ‘B, ‘C’ standards assessed retrospectively.

* The overall performance would be determined from the aggregate of the A, B and C
scores

* What are the appropriate scores for each sub-criteria?

. Providing clinical and business support to London’s NHS





Schematic showing an example timing 5
of for assessing the TIA standards

| ]

| _— |
A
'A’ Standard | IC]| (| I
'B'Standards -] I
'C' Standards L] B —
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Partial Designation (
Introduction

Who assesses, Networks / Host PCT / SACU?
Assessment principle

‘A1’ standards all must be in place at go-live. This is then reviewed in 6 months
allowing for a tolerance

Al standards are further reviewed at the end of the second (6 month) period and if the
Trust has passed both reviews (ie over the 90% tolerance), this standard is no longer
reviewed. At this point the 70%-of-the-uplift is effectively locked-in

A2 standards assessment is subject to a tolerance. Performance is then reviewed
after 6 months allowing for a tolerance

‘B’, ‘C’ standards assessed retrospectively using a tolerance approach

— What are the appropriate scores for each sub-criteria?
— What s the tolerance?

Providing clinical and business support to London’s NHS





Partial Designation
Schematic showing HASU progression through the standards

Schematic of HASU performance regime

Opening Standards. 70% of tariff uplift

Additional 30% of tariff uplift

[ Maintenance Standards. No additional uplift, but if not achieving loss of 5% imposed for each

Required at start

Criteria [A STANDARDS
[STAFF.
16| Provision of 0.73 WTE Physiotherapists beds
17__| Provision of 0.68 WTE Occupational Therapist/s beds
18| Provision of 0.68 WTE SALT/10 beds
24| Provision of 2477 nursing workiorce to provide: 2.9 WTE nurses / bed 80:20
trained to untrained skill mix
INFRASTRUCTURE
AN ASE senvice responsible for receiving suspected stroke patients, performing
1| aniniial assessment to determine if stroke has occurred, alerting HASU team of
L0 detsrinin ° A
"Aradiology service responsible for provision of the following
2 §  CT scanning for suspected stroke patients (24/7)
§  CTreporting by radiology or stroke consultant (2
plan to ensure continuity of provision of CT scanning
3| Established high-level thrombolysis
4 | 247 avaiiabilty of appropriately reined staff in eigbilty assessment and
thrombolyss treatment
o | 247 avaiabilty of appropriately rained staff
patients who are neigibe for thrombolysis reatment
20 for tmely repariation Colocated SU
22
3| Provision of 2477 consuitant cover provided by at Ieasl e consmams onarota
and nyper acute ions
25 | Evidenceof

vascular surwrww appropriate patients

Can be assessed for start anytime after go-live

Expected within 6 months
(of achieving all of 'A Standards’)

Expected within 12 months

APERFORMANCE STANDARDS
100 % of approprate sttoke patients, dentfied as potentally Sigibie for
5 | trombolysis reatment, o be scanned within next avaiable CT st (ths must
| support a door to neede time of 30 mins)
[ 100 9% of approprite stroke patients o receive thomboyss witin 3 or as
Soon as possible of symptom onset
8| 100% o appropriate patients scanned within 24 s of admission ©© AGE.
10 | 95 % of all appropriate stroke patients to be admited to HASU directly from A¢E
T2 | 100% of appropriate sroke patient to receive a swallow test it 24 1 of
admission
100 % of appropriate patlens (0 receive physioherapist assessmentwithin 72 h
13
of admission g
100% of approps 0 monitoring
L Eca oimety ol e e by aoprom el akedlstan DErRESES
0% of stroke paients bl for thombolysis (1o be thrombolysed), 1o 1ecee Tor trombol
G || DeeEEermEse : L AR (R ), (DD 0 thrombolysis treatment within 30 mins of entry to A&E (door to needie time) 6 | thromboysis reatment within 30 mins ofe;:ymms (door to needle time)
thrombolysis treatment within 30 mins of enty to ARE (door to needle tme)
| (performance standart
2| 1009% of appropriate siroke patients t be weighed during admission
Db consbanievelvard s ndarg)
” and carers
e e
70| Urgent access o investigatons e.g. cardiac echo in seleted patents, carotd
imaging
21| Sharingol TASUand SU
b astroke Geivery and
2 e.g. review of pe . impact of new guidance
and methods for of senice
Provision of sructured training plan for nev and rotaional Staf 1o ensure &
36 | competent understanding ofthe stroke pathway and compliance to Performance
tandards
35| Active involvernent i local sroke networks
G STANDARDS
31| Patientana i Stroke services
Evidence of ivery i new
quidance,
| Demonstraion of paricipation n troke relted reseatch, a a key partof HASU
services
o) 0 8 Socal worker as an inpatient
o | Pocesstor ]
2 infiing
76 [Plan o otation ofposts across the prolessional groups along th patient pathvay
o |Completion ofeadorsp taring by key members of e stcke ea o suppor ke
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Schematic showing an example timing [
of for assessing the standards

Al Standard 70% l 1ICHI I

'A2' Standards additional 25% | | 1 Il | >
'A3' Standards additional 5% 1 | |

‘BStandards | | Il I

'C', 'D' Standards II II II
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Partial Designation (
Assessing a HASU for designation and initial tariff uplift (70%)

* Trusts must be able to demonstrate that they are achieving all of the ‘A1’
standards currently in order to be allowed to start

* Achieving the ‘A1’ standards will result in an uplift of 70% on top of the
neutral tariff

* Units will be subsequently assessed retrospectively in 6 months
« The option is available to change this to the nearest quarter-end to enable
synchronisation of A, B, C/D standards checking

. Providing clinical and business support to London’s NHS






Partial Designation ( 5

Assessing a HASU against the A2 standards for the additional tariff
uplift (70% -> 100% of uplift)

* Assessment period is 6 months
* Assessment period can start any time after ‘go-live’

* Will need to rely on historic data, reviewing plans and appropriate

management assurance

» Scores for criteria should be pro-rated if the expectation is that they will be not
achieved for the whole period

« Allowance should be given for over-achievement in a given criterion for certain months
to be offset against under-achievement for that same criterion in other months

* Unit must score at least 90% of the max

* Achieving the ‘A2’ standards will result in 100% of the overall HfL uplift
on top of the tariff

. Providing clinical and business support to London’s NHS






Partial Designation (

Reviewing HASU performance against ‘A’ criteria

* Time frame: at 6 month intervals

The option is available to change this to the nearest quarter-end to enable synchronisation of A, B,
C, D standards checking

Al standards are further reviewed at the end of the second (6 month) period and if the Trust has
passed both reviews (ie over the 90% tolerance), this standard is no longer reviewed. At this point
the 70%-of-the-uplift is effectively locked-in

* Tariff uplift will be retrospectively adjusted if there are material breaches

. Providing clinical and business support to London’s NHS

Failure to achieve a score of 90% of the maximum available

» If evidence suggests that a criterion has been achieved for only part of the period, then its score is
pro-rated

« Allowance should be given for over-achievement in a given criterion for certain months to be
offset against under-achievement for that same criterion in other months

Claw-back will be based on:

* 90% (the target) minus (actual % less 10 percentage-points)

« applied to the relevant uplift (70%, 30%) as percentage reduction — see worked example overleaf

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





Partial Designation (

Example

Trust achieves 80% score overall for ‘A1’ standard

Trust achieves 75% score overall for ‘A2’ standard

'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

. Providing clinical and business support to London’s NHS






Partial Designation (
Assessing a HASU for B,C and D standards

* ‘B’ standards will be expected to be met 6 months after an SU has achieved all
of the ‘A’ criteria (and so is receiving 100% of the tariff uplift). ‘C’ / ‘D’
standards will be expected to be met 6 month after ‘B’.

* The tariff uplift that the Trust is receiving will be retrospectively adjusted by 5%
points per standard not met (ie 5% points for missing ‘B’ and 5% points for
missing ‘C’/'D’).

* A standard is considered not met based on
 Failure to achieve a score of 90% of the maximum available

 If evidence suggests that the criteria have been achieved for only part of the period,
the score is pro-rated
» Allowance should be given for over-achievement in a given criterion for certain

months to be offset against under-achievement for that same criterion in other
months

. Providing clinical and business support to London’s NHS






Partial Designation
Performance improvement regime

3 levels
. . g specified
Minor infringement of the standards

1. Covered by the preceding rules

Major infringement of the standards

2. Ifan SU or HASU achieves a score of <50% for the A standards that it is being
monitoring against, then the unit would be served with an improvement notice. (If a unit
had dropped Al monitoring then this would be re-instated).

— An option for a unit is to reduce the number of beds that it is providing in order to maintain its
quality / bed ratio. This can only be taken in a planned manner with the agreement of the
Network Director and SACU commissioner

3. If this happens in two successive periods, PCTs can de-designate the unit and find
provision elsewhere.

Clinical concerns

If credible evidence exists of clinical failings then PCTs 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. -
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Partial Designation
Appeals process

Trusts and PCTs should do everything in their power to avoid this, but in the event
of a dispute, the Network Director of a neighbouring sector would chair a panel
comprising a (neighbouring sector) SACU senior commissioner and (neighbouring
sector) provider. There is no recourse beyond this panel. The submission from
each side should be a brief written paper.

Sectors will be creating their own arbitration processes and the above
arrangements will be tailored to conform to these.

‘ Providing clinical and business support to London’s NHS






Partial Designation
Linking in to national context

* If national best-practise tariffs have been produced by DH for stroke (see letter
re 2010/11 by D Flory), PCTs will need to review the London arrangements

* If no best-practise tariffs have been produced then
* Monitoring should be moved onto a yearly basis and should be co-terminous with the
financial year-end (if it already isn’t)
» The standards to be reviewed and amended as necessary to ensure they are relevant

. Providing clinical and business support to London’s NHS





Other recommendations

* Information systems

« Trusts should implement a unique location for a HASU on their PAS systems

» Trusts should implement a unique location for an SU on their PAS systems

« SUs need to record the admission method for all of the stroke patients passing
through the SU:
» Admitted via the Trust’s own A/E
* Admitted via a HASU
As until 100% HASU coverage exists, these a charged at different prices

« HASUs that hold other Trust’s SU patients on their SU because of delays will need to
record which Trust and which PCT and the number of days delayed

* Finance systems
« SUs need to be able to price SU activity at the correct price
« HASUs need to be able to price SU activity at the correct price
» Trusts should implement a unique cost centre (or group) for a HASU
« Trusts should implement a unique cost centre (or group) for an SU
« Stroke services should be an individual service line in the SLR reporting framework

‘ Providing clinical and business support to London’s NHS






