West Yorkshire & Harrogate
Health and Care Partnership

Stroke Care
Report of findings - 2nd February 2018 event

Report foreword
Thank you to everyone who shared their views on how stroke services across West
Yorkshire and Harrogate (WY&H) could be further improved to make sure they are fit
for the future and meet peoples’ needs across the area.
Over 50 health and social care professionals, community organisations, councilors,
people who have experienced stroke and carers attended an event organised by
West Yorkshire and Harrogate Health and Care Partnership (WY&H HCP) in
Bradford on Friday 2 February. The event builds on the public engagement work
from February and March 2017, and a clinical summit in May 2017, where
consultants, doctors and other health care professionals came together to consider
how they could further improve stroke care across the area.
Key themes from the event were;
Support after stroke for patients, carers and families was extremely important to
people. Many described how consideration needs to be given to physiological and
emotional therapies, speech and language therapies and support for patients, carers
and their families after discharge taking into account re-enablement. People also
said they wanted quick access to rehabilitation services. It was also felt that more
support is needed for stroke survivors 5 / 10 /15 years later. Many also felt it was
important to recognise the different types of support that may be needed for example
different cultures, wellbeing of carers and families and younger people who have had
a stroke which can affect the rest of their lives and careers.
People also felt that communication is key. Some people thought there wasn’t
enough background or detail and that more clarity was needed. Some thought
discussions were not clear around what the options were and the wording and
language on the decision making criteria. There was mixed responses on the
previous engagement, some people thought the engagement was very good whilst
some wanted to know that our engagement was meaningful and that we needed to
manage public understanding.
People want to see promotion around prevention and learning from other areas
that have done this well and the impact it has had by learning from their experiences
and using campaigns that already exist such as the FAST campaign to create the
awareness. Promotion of the work currently being done and keeping the
conversation going, promotion also around younger people having strokes. Some
people also felt that education plays a big part.
People want to see more joined up working with other organisations such as local
authorities, public health, voluntary and community sector, and primary care. People
were concerned about it being NHS driven with an acute focus and other
organisations not being involved therefore not reflecting the needs of a whole
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system. The involvement and investment of voluntary and community organisations
is extremely important to people and many felt the need for more services in the
community. Peer support in recovery is also important and the awareness of what
services / support there is available within communities.
People want assurance around the consistency of how data it’s collected and
reported.
People were concerned with issues around workforce, such as retention of staff, a
skilled workforce, career possibilities and staff being over worked. People also want
to see recognition of the whole workforce not just specialist staff or consultants.
We will continue to have conversations with staff, partners, public, communities and
stakeholders to develop options to further improve stroke services from prevention to
after care for people living in West Yorkshire and Harrogate. Consultation will follow
as appropriate in 2018.
From listening to the feedback received the areas of focus are;
Primary Prevention
 There is work currently underway to support the identification and diagnosis
evidence based management of Atrial Fibrillation and Hypertension.
 Further work to be defined to help raise public and patient awareness,
education and training
Pre Hospital phase
 Working with the Hospital Trusts and Yorkshire Ambulance service to further
improve the care pathway and clinical assessments to ensure patients are
treated at the right place at the right time, first time.
Hyper Acute and Acute Stroke Services
 Work is underway to design and implement an optimal delivery service model
to ensure patients receive the right care at the right time
 Work is underway to further improve the standards and protocols to support
an optimal delivery service model
Rehabilitation / Community Services
 A working group is to be established in the next phase of this project to
determine the initiatives required to be delivered
Workforce
 There is a working group established to determine the initiatives required to
address issues raised
We hope you find the report both interesting and informative.
Providing the best stroke services possible across the area is a priority is to us all
and something we are committed to achieving.
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1. Purpose of the Report
The purpose of this report is to present the findings from the recent stakeholder
event which brought people together to talk about the future of stroke services
across West Yorkshire and Harrogate. It was a full day’s event held in Bradford on
Friday 2 February 2018. This report describes the structure of the event, the content
of the session and the feedback we received from key stakeholders. The report also
sets out the legal obligations for engagement and the principles by which the
partnership want to engage.
2. Background
Across West Yorkshire and Harrogate, health and social care services, including the
NHS, are working together to look at better ways of delivering care for people who
have a stroke.
Stroke is a life changing event. And the care people receive in the first few hours
after a stroke makes a difference to how well they can recover. This includes scans,
tests and clot-busting drugs, which have to be delivered by highly trained staff
working in specialist units at hospitals.
Evidence from elsewhere suggest outcomes following hyper-acute stroke are likely
to be better if patients are treated in specialised centres, even if this increases
travelling time following the event. Ongoing rehabilitation should however be
provided at locations, closer to where people live, and they should be transferred to
these as soon as possible after initial treatment.
At the moment, depending on where people live, they might experience different
standards of care if they have a stroke. More needs to be done to make sure that no
matter where people live they have access to specialist, high quality care - twenty
four hours a day, seven days a week.
The NHS is developing proposals to make sure everyone in our region gets the
specialist care they need in the first few hours after a stroke and that stroke care and
support is sustainable and fit for the future. We also know that preventing a stroke
taking place in the first place, and ongoing care, such as physiotherapy, speech
therapy or emotional support is really important. The NHS thinks that by coordinating
services better, more people could receive the care they need in a community
setting, closer to home.
And by improving people’s health and supporting people to stay well, health services
could prevent people from having strokes and going to hospital in the first place.
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Before decisions are made on the future of stroke services in West Yorkshire and
Harrogate, we wanted to find out what people think about the services that are
currently provided and what would be important to them should they have a stroke,
or care for someone who has now or in the future.
3. Principles for Engagement
Our draft communications and engagement strategy sets out our principles for
communications, engagement and consultation and our approach to working with
local people. Engaging and communicating with partners, stakeholders and the
public in the planning, design and delivery is essential if we are to get this right. We
are committed to transparency and meaningful engagement in our work.
We are also committed to meaningful conversations with people, on the right issues
at the right time. We believe that this approach informs the ambitions of our
partnership - to work in an open and transparent way with communities.
The strategy can be found at http://www.wyhpartnership.co.uk/get-involved and sets
out what the public can reasonably expect West Yorkshire and Harrogate Health and
Care Partnership (WY&H HCP) to do as part of any engagement activity and the
process required to preserve these principles to ensure public expectations are met.
Key drivers and legal obligations can be found in appendix 1.
4. The journey so far and the purpose of the event
The journey started over fourteen months ago with a focus on improving ‘hyper
acute’ stroke and ‘acute’ stroke services (hyper-acute refers to the first few hours
and days after the stroke occurs) and making sure all stroke care services are ‘fit for
the future’
Our engagement process started February 2017 where we gathered information,
listened to people’s ideas and views and considered the findings to help us develop
and plan our stroke care services.
We are using evidence from the stroke strategic case for change and our own
engagement to support this work. For example, there is strong evidence that
outcomes following stroke are better if people are treated in specialised centres,
which treat a minimum number of strokes per year, even if this increases travelling
time. This is also in line with the 7 day hospital standards specific to hyper acute
stroke. In parallel, ongoing care and support should be provided at locations closer
to where people live and they should be transferred to these services as soon as
possible after initial treatment.
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The ambitions of the West Yorkshire and Harrogate Health and Care Partnership are
focused around achieving improved outcomes to address the health and well-being
gap, the care and quality gap and ensuring we utilise our resources effectively.
Our work is also about detecting and treating people who are at risk of stroke so that
around 9 in 10 people with atrial fibrillation are managed by GPs with the best local
treatments available to save people’s lives.
Section 4.1 below is a summary of our journey to date and the engagement process
we have followed to ensure the view of our key stakeholders are captured as part of
the development and design stage to help develop our plans. It also sets out what
people have told us which has helped inform the development of our plans.
4.1 Journey to date
In February and March 2017 we carried out initial stroke engagement work. This
was led by Healthwatch organisations across West Yorkshire and Harrogate and
over 1,500 comments were received from a range of people and organsiations such
as stroke survivors, carers, and community and voluntary organisations. Key themes
from the engagement were;
•

Many people said that they would travel further if it meant they were able to
receive the best treatment and to be treated by specialists; however, they
wanted their rehabilitation to be available closer to home. Although some
people were worried that if they had to travel further the extra journey time
could negatively affect their health, and would make it more difficult for their
family to visit them.

•

Those who had experienced a stroke described the excellent levels of care
that they received in hospital, from being seen quickly, to accessing the most
appropriate treatments and being kept informed throughout. They talked
about staff being willing to help, whilst recognising that some were extremely
busy. It was also felt that there should not be a difference in care during the
week and at the weekend.

•

Many described how stroke can be a life changing event which can be difficult
for the patient and their families to deal with. It was felt that there was a need
to ensure that the patient and their family are provided with the appropriate
levels of emotional support and advice.

•

The valuable role of voluntary and community organisations specialising in
stroke support, particular on hospital wards, was recognised.
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•

Many felt that there was a need to raise awareness of the signs and
symptoms of a stroke, and what to do if you think someone is having a stroke.

A clinical summit, made up of stroke specialists such as doctors, nurses and
therapists, and other health care professionals took place in May 2017. This
highlighted there were opportunities to standardise how we provide care. Over 50
people attended this event. Key themes were;






Use technology more effectively
Clinical workforce, expertise and skills and remove artificial barriers
Need to work as a system to benefit the patient
Patient centred and safe
Rapid access to patient and screening and quick assessments and treatment

On the 4 July 2017 the outcome of the engagement work and strategic case for
change was presented to the West Yorkshire and Harrogate Joint Committee of
the 11 Clinical Commissioning Groups (meeting in public).
On the 3 October 2017 the outcome of progress to date and next steps were
considered by the West Yorkshire Association of Acute Trusts (WYAAT)
Committee in Common.
The Joint Committee of the 11 Clinical Commissioning Groups met in public on
the 7 November 2017. A stroke update was given.
Progress reports were also presented to the West Yorkshire and Harrogate Joint
Health and Overview Scrutiny Committee on the 23 January 2017 and 28
November 2017.
Stroke care was also discussed at the WY&H HCP voluntary and community
event in November and the unpaid carers’ event in December 2017.
We have had regular discussions with the West Yorkshire and Harrogate Clinical
Forum to seek their clinical views on the work taking place to further improve stroke
services and further discussions with the Yorkshire and Humber Clinical Senate to
seek their views and expertise on clinical evidence to inform our work.
Our work to date has highlighted the importance of ensuring our stroke work also
focuses on the ‘whole’ stroke pathway. This includes stroke prevention, community
rehabilitation and after care support delivered in local places to meet the needs of
specific populations. Which are locally planned with a consistent approach
determined by clinicians and key stakeholders working together across the area; to
further reduce variations and improve quality and stroke outcomes.
8

4.2 Purpose of the event
The purpose of the event in February is to bring together a wide range of people
from across the area including colleagues working in health and social care,
voluntary and community organisations, councillors, carers and people who have
experienced a stroke. To seek their views on our work to date and the development
of decision making criteria for specialist stroke services and allow any further
contributions and considerations to be included.
5. Methodology
West Yorkshire and Harrogate Health and Care Partnership held an event, hosted in
Bradford on 2 February 2018. The event is part of a planned approach to seek the
views of stakeholders in the development of stroke services to further improve stroke
quality outcomes across the care pathway. And to ensure the we have listened to
and gathered all the points of view we need to consider from staff, patients, carers
and the public to further develop our plans for stroke service across WY&H.
In addition the event was to;
 Provide an update on the journey so far for stroke care across West Yorkshire
and Harrogate
 Present the findings from the engagement activity since March 2017 and
sense check the findings
 Introduce the decision making draft criteria for specialist stroke services
 Gain a stakeholder perspective on our work to date and the content of the
draft criteria
 Provide an overview of the next steps and timelines
The event is part of our process for due considerations and ensures we have given
due regard to the design and development of options and equality intelligence. The
event is also an essential part of our engagement process and included a range of
local stakeholders including;







Third sector organisations
Healthwatch
MPs and local councillors
Local health and social care providers
Patient and carer representatives
Staff

The event also provided an opportunity for managers and clinicians to engage with
key stakeholders as part of a table discussion to deliberate over the findings from the
engagement activity and ensure any additional comments and considerations were
captured as part of this process. And being able to introduce the decision making

9

draft criteria for specialist stroke services and gain a stakeholder perspective on the
content of the draft criteria.
See appendix 2 for the event plan.
6. The stakeholder event
The event was held at the Carlisle Business Centre in Bradford on Friday 2
February; 56 people attended the event.
Stakeholders were invited by invitation (see Appendix 3) and through this invitation
were asked to nominate representatives to attend the event to ensure there was
representation from the six areas across WY&H;
 Bradford District and Craven
 Calderdale
 Kirklees
 Harrogate
 Leeds
 Wakefield
A wide range of key stakeholders were invited to the event, this included third sector
organisations with an interest in stroke, patient and carers who have lived
experience of stroke and local MPs and Councillors (See appendix 4 for the full list of
organisations who attended the event).
6.1 Presentations and Content
The event was structured with part presentation and part discussion in both the
morning and afternoon. The presentations were as follows:
Morning
 Welcome and introduction, aims and objectives, presented by the Chair of
West Yorkshire and Harrogate Stroke Task and Finish Group
 Welcome and introductions from the independent facilitator from the
Consultation Institute
 Why do we need to change and what are we trying to achieve, presented by
the Chair of West Yorkshire and Harrogate Stroke Task and Finish Group
 Findings from previous engagement, presented by Healthwatch Kirklees
 Progress to date, the journey so far, presented by the Chair of West Yorkshire
and Harrogate Stroke Task and Finish Group
 Protecting people who are living with Atrial Fibrillation, presented by Tony
Jamieson Yorkshire & Humber Academic Health Science Network
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Stroke pathway developments and hyper acute stroke services, presented by
West Yorkshire Association of Acute Trusts (WYAAT), Medical Director
Stroke Task and Finish Group Lead
Afternoon
 Introducing the draft outline decision making criteria, presented by Linda
Driver West Yorkshire and Harrogate Stroke Programme Lead
 Next steps, Linda Driver West Yorkshire and Harrogate Stroke Programme
Lead
Hearing from people who matter was an important message we wanted to get across
at the event. Two patient films were also shown, one at the beginning of the event
and one at the start of the afternoon session. Patient stories can be found by clicking
on the following link http://www.wyhpartnership.co.uk/about/our-priorities.
See appendix 5 for the presentations.
6.2 Gathering views
In order to capture a wide range of views throughout the day people were asked to
sit on tables relating to their area (Bradford and Craven, Calderdale, Harrogate,
Kirklees, Leeds and Wakefield). However, throughout the day they were
opportunities for people to move around the room in order for them to be able to give
their own independent view and listen to other people’s views by mixing tables.
There were a number of mechanisms for gathering views at the event.
Following the morning’s presentations we asked participants as part of a table
discussion to consider the following questions;
•
•
•
•
•

Is this what you expected? (If you were involved in the earlier consultation do
you recognise the results?)
What are your main concerns after hearing the current position?
What do you think will be the main benefits?
Do you feel it will affect you more than others?
How will this impact on the area you live in?

Each table then fed back key messages to the whole room.
Participants were also asked to take part in carousel discussions by moving around
the room. Five tables were set an area for discussion which were;
• What do you think of the discussions you’ve heard today related to further
improving specialist stroke care outcomes, stroke pathway developments?
• What do you think of the discussions you’ve heard today related to diagnosis
and treatment of people at risk of stroke?
• What do you think of the discussions you’ve heard today related to post-acute
stroke recovery services?
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•

•

How does what you’ve heard today relate to the reported outcomes of the
engagement exercise? What else should we be looking at? What have we
missed?
How/who should we engage in further discussions around stroke care /
services?

Scribes were provided a data capture form to capture conversations on each table.
(See appendix 6)
Each table again then fed back key messages to the whole room.
Following the afternoon’s presentations the draft evaluation criteria (appendix 7) was
introduced. Participants were asked as part of a table discussion to;
•
•
•
•

Find three things they like about the criteria?
What they don’t like about the criteria?
What do they like more than they dislike about the criteria?
What else is important to you?

Each table was given hard copies of the draft criteria. Scribes were provided on
each table and captured conversations on a data capture form (See appendix 5).
Scribes also captured comments on the draft criteria that were provided on the
tables. Each table fed back to the whole room with key themes from their table
discussions.
To help and start to prioritise elements on the draft criteria several copies of it was
placed in areas around the room to allow participants to move around and
independently place sticky dots on to the draft criteria on any of the criterion they felt
most important to them. Each participant had a maximum of ten dots.
Participants were given other opportunities to share their views using the following
approaches;


A comments clothes line so participants could peg up comments on flags of
anything they wanted to say that may have not be captured adequately in the
table discussions.



An evaluation form gathered people’s views at the end of the event, and
provided a final opportunity for participants to tell us anything they thought we
should know.

The findings from the event are captured individually below and include all the
feedback received from the table discussions, the comments clothes line and the
evaluation forms.
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7. Findings from the stakeholder event
WY&H Health and Care Partnership held an event on Friday 2 nd February 2018 from
9.30am till 3.30pm at the Carlisle Business centre in Bradford. In total 56 people
attended the event.
7.1 Activities
7.1.1 Activity 1
Following the mornings presentations for the first activity we asked participants as
part of a table discussion to tell us:
• Is this what you expected? (If you were involved in the earlier engagement do
you recognise the results?)
• What are your main concerns after hearing the current position?
• What do you think will be the main benefits?
• Do you feel it will affect you more than others?
• How will this impact on the area you live in?
Conversations were recorded on a data capture template (see appendix 8 for raw
data). The key themes from this feedback are highlighted below;
What participants told us:
People who took part in table discussions said yes that they recognised the results
and it was what they expected. Some people also said they had been involved in
the engagement. However, some people told us;
 There could be an issue of repeating work which has previously done
 Are we moving at pace and how do we get to where we are going?
 Don’t feel fully briefed on the current position and unclear on further work after
the event
The main concerns people had following the table discussions, were around;
 Data and targets, inconsistencies of how data is provided and being used,
being a data focused service, what are the outcomes you are
expecting/quality standards, indicators are quite blunt instruments lots of
targets needing to be met
 Money, will the lack of funds stop the programme
 Capacity, the availability of all levels of staff, capacity in hospitals
 Prevention, promotion around prevention and people getting strokes earlier,
public health representation
 Long term support, having to wait for rehabilitation, people isolated after
they are discharged
 Role of other organisations, such as councils and the Voluntary Community
Sector (VCS), primary care, pharmacies
 The process, Healthwatch have spoken to patients/families but none/few
people in attendance at the event, doesn’t feel like there are there fixed
options in place or decisions made, who will make the ultimate decision as to
the future position
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People who took part in the table discussions told us the that they thought the main
benefits will be;
 Consistency, having the same service and a unified plan across the patch,
no ‘post code’ care, centralising the expertise – benefits outweigh additional
travel times
 Improved health equalities, standards of care and expertise.
There were no comments made about how people felt it will affect them more than
others.
When asked as part of the table discussions how people thought it may impact on
the area they live in; we were told;
• You don’t know what you don’t know
• Added issues of working together and handover stations and that
communication is key
Other comments made around the table were;
• To what degree can people take responsibility of their own health
• Communication and honesty is key
• Workforce; share resources rather than working in isolation
• Harrogate stroke services, lack of communication, shortage of staff
• What’s worked well in other areas
• Plain language, erratic heartbeat instead of atrial fibrillation (AF)
7.1.2 Activity 2
Whole room feedback from each of the tables so other people in the room were able
to hear what other conversations had taken place; key themes were; (see appendix
8 for raw data);
• Prevention
• Support after stroke for patient and carers and families
• Integration, working together
• Communication
• Skilled workforce
7.1.3 Activity 3
As part of the mornings activities participants were also asked to take part in
carousel discussions by moving around the room. We asked participants as part of
the table discussions;






What do you think of the discussions you’ve heard today related to further
improving specialist stroke care outcomes, stroke pathway developments?
What do you think of the discussions you’ve heard today related to diagnosis
and treatment of people at risk of stroke?
What do you think of the discussions you’ve heard today related to post-acute
stroke recovery services?
How does what you’ve heard today relate to the reported outcomes of the
engagement exercise? What else should we be looking at? What have we
missed?
How/who should we engage in further discussions around stroke care /
services?
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Conversations were recorded on a data capture form (see appendix 9 for raw data).
The key themes from this feedback are highlighted below;
What participants have told us:
What do you think of the discussions you’ve heard today related to further
improving specialist stroke care outcomes, stroke pathway developments?


Some people thought there wasn’t enough background or detail and
discussions not clear around what the options were or the decision making
criteria. People also wanted to know that our engagement was meaningful
and that we needed to manage public understanding



People were concerned with issues around workforce, and the recognition of
the whole workforce and not just specialist staff or consultants. Concerns
also about staff retention, career possibilities and staff being over worked.



Some people were concerned about it being NHS driven, with an acute focus
and local authorities not being involved



People wanted to know what is happening in other areas



Conversations were also had around the Sentinel Stroke National Audit
Programme (SSNAP) data and improving outcomes and standards

What do you think of the discussions you’ve heard today related to post-acute
stroke recovery services?


More support needed around psychological therapies. Consideration given to
the physiological and emotional effects and topics of conversations that are
difficult to discuss such as the intimate side of a relationship and financial
concerns.



Psychological issues are not in the SSNAP data only focuses on front end of
services



More support needed around therapies such as speech and language
services



More support is needed for stroke survivors 5 / 10 /15 years later. GP support
only which puts extra pressure on primary care services and people don’t
know what services are available to them today – they do not know about new
initiatives



More support needed for the wellbeing of carers. Calderdale stroke support
group meet every two months and have around 30 members who give both
stroke victims and carers support.
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People want to see more joined up working. There are high levels of support
in hospital and need the same level of support within the community and
continued support. Peer support in recovery is important and awareness of
what services/support are available within the community. It was noted that
few people from the local authority were present so discussions may not
reflect the needs of the system as a whole. However, it was noted the
involvement of voluntary organisations and the need to invest in the third
sector and how they can help provide the support needed. Whilst ensuring
these services are also supported.



Younger people are having strokes which can affect the rest of their lives and
careers. Young people require different services to meet their needs. There
are limited services to signpost young survivors



The patient story was really powerful – it picked up the gap of waiting for
therapy

How does what you’ve heard today relate to the reported outcomes of the
engagement exercise? What else should we be looking at? What have we
missed?


There were mixed responses with regards to the previous engagement.
Some people thought the engagement was very good and others thought the
engagement was last minute and that they struggled with the timescales.
They felt some of the questions asked were confusing. Some people also felt
that professionals felt restricted to share their honest approaches



For future engagement people said we need to consider using different
approaches to engagement and address the gaps in the previous
engagement around the different communities and the need for targeted
engagement and how communities might like to be communicated with
recognising language barriers. Other approaches people suggested were;
o design questionnaires with people who have had strokes,
o use patient stories at different stages of the pathway
o engagement also needs to be around prevention
o more engagement needed with carers
o engage more with groups that support stroke survivors



Communication is key for people. Tone and wording is also important to
people for example practical questions need to be highlighted such as; what it
will mean for patients. Some people thought there was misinformation getting
out and clarity was needed around;
o the engagement report being published
o making sure people have the right information
o what it is happening next
o formal consultation
o information should be about the whole pathway not just acute care
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Support for stroke survivors and carers was also important to people;
o what support is there for stroke survivors who have had a stroke a long
time ago
o the experience of those who have had a stroke and what issues they
may have
o speech and language
o more 1:1 approach
o south Asian families need different types of support
o support needed for carers is different
o lack of awareness of what is out there for stroke survivors
o more support for patients after discharge and re-enablement should be
taken into account



People were confused with post code care and want it to be addressed



People were concerned about workforce issues



People want more specialist care and the best care. They recognise these
services may not be local but want support for travel for carers and families.
However, travel is an issue for some people and they want care closer to
home.

How / who should we engage in further discussions around stroke care /
services?


Participants felt that learning from other areas that have done this well and the
impact it has had by learning from their experiences and using campaigns that
already exist such as the FAST campaign to create the awareness. Promotion
of the work currently being done and keeping the conversation going.



People also felt that education plays a big part in engaging further discussions
for example stroke survivors speaking to children in schools.



Engage with the workforce that has the knowledge of stroke, occupational
health and generic staff.



Engage with different organisations by changing the language. More
conversations with health and social care partners, public health, local MPs



More engagement with the third sector and voluntary organisations. And
promotion of the work that the third sector does.



More patient stories

7.1.4 Activity 4
Whole room feedback from each of the tables so other people in the room were able
to hear what other conversations had taken place; key themes were; (see appendix
9 for raw data);
• More engagement with the third sector
 Need more patient stories
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Education and promotion
Use of language and conversations with partners

7.1.5 Activity 5
Following the afternoons presentations for the first activity we asked participants as
part of a table discussion to tell us:





Three things they like about the criteria?
What they don’t like about the criteria?
What do they like more than they dislike about the criteria?
What else is important to you?

If people were able to tell us things they liked about the criteria is was scored a pass.
However, if they were unable to tell us things they liked the score was a fail.
Conversations were recorded on a data capture template (see appendix 10 for raw
data). The key themes from this feedback are highlighted below;
What participants told us:
What people told us they liked about the criteria;
 Overall people thought the domains were important and said they liked the
suggested draft criteria and the criterion was valid and a good breadth.
 People also said they liked the clinical criteria and that patient experience
needs to be high
 People also liked the draft indicators / measures around collaboration
working, workforce and communication
 People said inter-dependencies need to be off site and not just about on site
and asked about mutual accountability and how we hold others to account
What people told us they didn’t like about the criteria;
• No patient outcomes - outcomes matter
• You can do feedback systems to star systems - this would be better
• Reliability of data and how it is collected, quality of data and inconsistencies
• The language, questions and statements
People were asked if they disliked more than they liked, overall people said no but
the language and wording needed to change.
Other comments made about the criteria were;
Quality
 More emphasis on patient experience, and also the carers experience,
wellbeing, mental health – what are they telling us?
 Add service feedback
 People want to see the 7 day standards applicable to other strands of the
service for example therapy and that this could be a measure for how well the
service is running and continuity no disparity for patients
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People felt cross boundary impacts falling below an acceptable level were
important and need to be considered
Good communication needed
Evidence and more information behind the indicators and how the standards
measured.
No measures for parking and public transport issues

Access
 People want assurance that patients can get to the right place, in the right
time for the right service
Sustainability
 People want a sustainable workforce that are at the right level, trained and
skilled and able to meet the demands of a stroke service
 Career pathway for staff with training opportunities
 People want a service where demand for example winter pressures don’t
impact on other services
Affordability
 People want value for money
 Does the option cost no more than the current service?
 Need to capture whole system cost and medium/long term benefits
 Would we expect higher costs for higher quality?
Interdependencies
 People want to see more joined up working and the sharing of skilled and
trained staff
Other
 People want to see equality in all aspects of the criteria
 People didn’t like the wording/language used
7.1.6 Activity 6
Whole room feedback from each of the tables so other people in the room were able
to hear what other conversations had taken place; key themes were;





Overall people liked the draft criteria and liked more than they disliked
There were areas of improvement still needed
Language on some of the criteria needs changing
More emphasis needed on patient and carer experience

See appendix 10 for raw data.
7.1.7 Activity 7
Following on from activity six, participants were also asked to help and start to
prioritise elements on the draft criteria. We asked each participant to independently
place sticky dots on to the draft criteria which were placed on the walls around the
room; on any of the criterion they felt most important to them. Each person had 10
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sticky dots to place on what they thought were the most important, with a maximum
of 3 to be placed on any one criteria.
Overall Quality was the most important domain for people with the most dots
highlighting this.
Patient experience under the Quality domain was the criteria that people felt was
the most important with 58 dots. And under the domain Sustainability, ‘does the
option ensure there is a sustainable workforce that is of the right number and
is suitably trained and skilled to deliver the service’ people thought this was the
second most important with 51 dots.
Under the Quality domain people also felt that ‘7 day service standards for
stroke’ was important with 36 dots closely followed by ‘optimise the quality of care
promoting the delivery of national guidance and good practice’ with 33 dots.
The lowest scoring domain was also under Quality with one dot Sentinal Stroke
National Audit Programme (SSNAP) combined key indicators.
The raw data can be found in appendix 11
7.2 Comments clothes line
Three flags were completed; comments below;
 Can we guarantee that fewer number of Hyper Acute Stroke Unit (HASU)
units will increase SSNAP scores i.e. Bradford and Airedale experience now
delivering “D” performance. Need to learn from this.
 National Standards
 How are areas defining how they meet the early discharge national
standards?
 Are we clear on the remit of this work?
 What are we prioritising
- Acute Footprint
- Prevention
- Rehab
- Ongoing/Long term care on discharge?
 Is looking at the whole pathway too much?
 What is our level of ambition? - What would enable world class stroke care looking beyond 'A' SSNAP rating?
 Are we looking beyond our region - nationally/Internationally for example; are
these beyond Acute Stroke care and considering world class recovery,
prevention, vocational support, rehab care support?
 Can we share what modelling is being done by the Sustainable
Transformation Partnership (STP)?
 What have we missed?
 Use focus groups of current patients/carers to explore positive and negative
impacts of proposed new model over existing pathway.
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7.3 Evaluation form
Each person who attended the event was asked if they could complete an evaluation
form (appendix 12). Of the 56 people (approximately) 31 people completed or
partially completed an evaluation form. Findings from the evaluation form can be
found below;
Presentations
Participants were asked to rate each presentation (including the content and
presenter) and if the information was presented in a way that they could understand?
By circling an appropriate number - 1 being no understanding at all and 10 being
completely understand.
For the majority of the nine presentations the most prevalent score was 8 and
participants said:
 There was a lot of detail on some of the slides which was new information would have been helpful to have handouts
 Would have been helpful to have the slides - lots of info and too much to read
during presentations
 Easier to understand if information had been sent earlier than one day prior to
the event, to allow reading
 Slides - colours of some lettering not very visible
 There was a lot of information presented very quickly with insufficient time to
read/consider. May have been better to send out data prior to the day to
allow time for consideration. All presenters were excellent
 I feel this has been a very useful day, gained insight into what the STP are
thinking and that the STP is keen to engage with all involved in stroke care.
It’s really important that longer term post stroke community care is considered
past therapy stage e.g. people living with stroke 6, 12 + months and the
impact of the voluntary sector
 Presentations needed to be circulated electronically in advance so
participants could read and reflect and therefore make better informed
contributions (new to audience PowerPoint slides should be 25 words or less)
 Some slides too complex and small font with too much unreadable detail
 Minimal social care representation in attendees
 More time needed to focus on integration of services and post hospital /
community services
 PowerPoint very wordy
Other comments made that had a variety of scores other than an 8 were:
 It would have been helpful to have seen the information in advance as the
Healthwatch consultation rep
 Left at lunchtime - Would have been useful to have some of the key slides
ahead of the day to enhance group discussion. Not everyone clear on
proposals and no time to digest detail of slides
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One evaluation form did not provide any scoring and commented:
 Main concern from our table was information was rushed and not clear on
what was the ultimate plan
Activities
Participants were asked to rate each activity (including the facilitators) and if they felt
they were able to fully contribute, tell us everything they wanted to and felt that they
had been listened to? By circling an appropriate number - 1 being no not at all and
10 being yes completely.
For all six activities the most prevalent score was 8 and said:
 It was difficult to fully contribute as I wasn’t part of the original work from
Feb/March 17 and the outcomes of this weren't really shared
 Afternoon session was more informative and felt like progress
 The carousel - could we move facilitator & questions - not whole table
 It is much easier and less noise if only facilitators and scribes move tables
and everyone else stays put (you lose less time)
No further comments were made on the evaluation forms for this section.
From the 31 completed evaluations, the majority of delegates rated the registration,
welcome, introduction and venue as very good or good. One person rated the
registration as poor and one person rated the venue as OK.
When asked about other ways in gathering your views (i.e. washing line/flags) the
majority of people did not provide a rating. Those that did rate this section said it
was very good or good, with the exception of one person who rated this as poor.
Of those who answered ‘if there is anything else you would like to tell us’ people
commented:
 Very good
 More advice on parking - challenging to find SAT NAV takes to back of
building (wrong side)
 Facilitator poor. Mistakes not clear
 When and how will we know what has been decided? (forget that!!!)
 Could have done with more information on access/location/parking
 Need to engage colleagues from primary care, social care and public health if
it’s all going to work
 Didn’t use flags
 I feel this was similar to coal mining museum work. Not sure we have moved
forward
 Ask if we can meet again as good for networking and supporting work
We also asked for any other general comments and we were told:
 I think general practice needs to be engaged beyond the usual faces and
CCG boards
 I did find the facilitator patronising at times
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Lots of decision makers in the room and some stroke survivors/family and
some volunteers. Not many clinicians though who are actually at the coal
face of service delivery and I have concerns about how their
views/experiences are being taken into account
No housekeeping at the start of the session/very important
A facilitator that understood some of the objectives would have helped the day
flow
Thank you, a very well organised event with all the "small" things considered
Chairs were a little uncomfortable
Great use of videos of patients - reminds us of why we are here
It would have been good to have more people with lived experience in the
discussion - this is something that with enough time we may be able to help
with
Could there be a general reduction is disposable plastics for the event@ e.g.
water jugs - not bottles - plastic cups/plates etc. healthy snack options e.g.
fruit
People in the room were confused what we were doing and reviewing. Not
clear exercises
Check language used. To include what happens after discharge from
hospital:
o To consider impact on carers and family
o To pull health, social and voluntary sector together
o To have another event to progress
o Consider on measures - how you implement not just what
Samosas were great!

See appendix 13 for evaluation raw data
8. Equality and Diversity
A total of 57 people attended the stakeholder event. Of those 57 people, 30
completed or partially completed an equality monitoring form, representing 53% of
attendees.
While the numbers of attendees who completed the equality monitoring form was
relatively small, it is possible to use the data to gain some insight into who the event
reached and whether or not it was representative of our local communities in West
Yorkshire and Harrogate. Areas of significant underrepresentation or
overrepresentation are highlighted in red and green below.
Key
Difference of – 5.0% or more
Difference of + 5.0% or more
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Sex
Men are more likely to be underrepresented in engagement and consultation activity.
A third of attendees were male so although men were underrepresented at the
event, there were enough men present to ensure that their views were heard.
Sex %
Male
Female

WY&H profile
49.1
50.9

Attendees profile
33.3
66.7

Differential
-15.8
+15.8

Age
The event did not reach younger people under the age of 25. Those people between
the ages of 25-74 were well represented. There was also a slight
underrepresentation of people over the age of 75.
Age %
16-24
25-44
45-59
60-64
65-74
75-84
85+

WY&H profile
12.7
27.5
18.9
5.8
8.0
5.2
2.0

Attendees profile
0
43.3
33.3
6.7
10.0
3.3
0

Differential
-12.7
+15.8
+14.4
+0.9
+2.0
-1.9
-2.0

Religion
Whilst Christians were underrepresented at the event, they made up 40% of the
attendees, so their views were adequately represented. Similarly, whilst there was a
slight underrepresentation of people with no religion, this was not significant enough
to have any detrimental impact. However, Muslims were underrepresented and there
was no representation at all from the smaller faith communities.
Religion %
Buddhism
Christianity
Hinduism
Islam
Judaism
Sikhism
No religion
Other religion
Ethnic Group

WY&H profile
0.3
55.6
0.6
10.6
0.3
0.8
24.9
0.3

Attendees profile
0
40.0
0
3.3
0
0
20
0

Differential
-0.3
-15.6
-0.6
-7.0
-0.3
-0.8
-4.9
-0.3
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It should be noted that:






White British includes English, Welsh, Scottish, Northern Ireland, British.
White Other includes Irish, Gypsy or Irish Traveller, any other white groups.
Asian/Asian British includes Indian, Pakistani, Bangladeshi, Chinese and any
other Asian background.
Mixed/multiple ethnic background includes White and Black Caribbean, White
and Black African, White and Asian and other mixed/multiple ethnic background.
Other ethnic group includes Arab and any other ethnic group.

The data below shows that the White British population was overrepresented at the
event. In contrast, people with Asian or Asian British backgrounds were
underrepresented and there was no representation from other black and minority
ethnic groups.
Ethnic group %
WY&H
profile
White British
79.3
White Other
3.4
Mixed/Multiple ethnic group
2.1
Asian/Asian British
12.3
Black/African/Caribbean/Black 2.0
British
Other ethnic group: Arab
0.9

Attendees
profile
96.7
0
0
3.3
0

Differential

0

-0.9

+17.4
-3.4
-2.1
-9.0
-2.0

Disability
Disabled people were underrepresented at the event. Of the two respondents who
said they were disabled, only one was disabled as a result of experiencing a stroke.
Disability %

Yes

WY&H
profile
17.8

Attendees
profile
6.7

Differential

Attendees
profile
6.7

Differential

-11.1

Carers
Carers were underrepresented at the event.
Carers %

Yes

WY&H
profile
10.1

-3.4
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Lesbian, Gay, Bisexual and Transgender
It should be noted that accurate demographic data is not available for these groups,
as it does not form part of the census collection. The most up to date information we
have about sexual orientation is found through the Office of National Statistics
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that
approximately 1.5% of the UK population are Gay, Lesbian or Bisexual. However,
HM Treasury’s 2005 research estimated that there are 3.7 million LGB people in the
UK, giving a higher percentage of 5.85% of the UK population.
The LGBT charity Stonewall has suggested the proportion is somewhere between
5% and 7%.
Transgender and Trans are umbrella terms for people whose gender identity and/or
gender expression differs from the sex they were assigned at birth. One study
suggested that the number of Trans people in the UK could be around 65,000
(Johnson, 2001, p. 7), while another notes that the number of gender variant people
could be around 300,000 (GIRES, 2008b).
There is no local data available for the LGBT population in West Yorkshire and
Harrogate. However, it is clear from the equality monitoring data that sexual
orientation was significantly underrepresented at the event, as none of the attendees
identified as lesbian, gay or bisexual. There was some representation from the
transgender community but numbers were too small to report on.
Pregnancy and Maternity
There is no comparative local data for pregnancy and maternity. 6.7% of the
attendees at the event stated that they were pregnant.
Representation
The tables above illustrate that the stakeholder event reached a representative
sample of only some of our communities. The communities that were
underrepresented and will require further targeted engagement are:






Males (while males were underrepresented at the event, it should be noted that
there were enough men in attendance to ensure that their views were heard)
Younger people under the age of 25 (it should be noted that this is a low risk
group for stroke)
Older people over the age of 75
Muslims and people from the smaller faith communities
Asian or Asian British people, people from Black/African/Caribbean/Black British
backgrounds and other Black and Minority Ethnic communities including Eastern
European migrants
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Disabled people
Carers
LGBT people

Where there are gaps in gathering the views of specific groups relating to the
protected characteristics, these will be addressed prior to any formal consultation.
The data from this engagement activity and all the other engagement and
consultation activity will be used to inform the Equality Impact Assessments
(EqIAs).This will help us to understand the potential impact of any proposals on
different protected groups and health inequality groups so that these can be fed into
the decision-making process. Further information about our engagement work and
copies of the equality impact assessment scoping documents can be found on our
website at http://www.wyhpartnership.co.uk.
See appendix 15 for equality raw data.
9. Overall findings and key messages
The key messages which have emerged from the stakeholder event are set out
below and are in no particular order;
Support after stroke for patients, carers and families was extremely important to
people. Many described how consideration needs to be given to physiological and
emotional therapies, speech and language therapies and support for patients, carers
and their families after discharge taking into account re-enablement. People also
said they wanted quick access to rehabilitation services. It was also felt that more
support is needed for stroke survivors 5 / 10 /15 years later. Many also felt it was
important to recognise the different types of support that may be needed for example
different cultures, wellbeing of carers and families and younger people who have had
a stroke which can affect the rest of their lives and careers.
People also felt that communication is key. Some people thought there wasn’t
enough background or detail and that more clarity was needed. Some thought
discussions were not clear around what the options were and the wording and
language on the decision making criteria. There was mixed responses on the
previous engagement, some people thought the engagement was very good whilst
some wanted to know that our engagement was meaningful and that we needed to
manage public understanding.
People want to see promotion around prevention and learning from other areas
that have done this well and the impact it has had by learning from their experiences
and using campaigns that already exist such as the FAST campaign to create the
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awareness. Promotion of the work currently being done and keeping the
conversation going, promotion also around younger people having strokes. Some
people also felt that education plays a big part.
People want to see more joined up working with other organisations such as local
authorities, public health, voluntary and community sector, and primary care. People
were concerned about it being NHS driven with an acute focus and other
organisations not being involved therefore not reflecting the needs of a whole
system. The involvement and investment of voluntary and community organisations
is extremely important to people and many felt the need for more services in the
community. Peer support in recovery is also important and the awareness of what
services / support there is available within communities.
People want assurance around the consistency of how data it’s collected and
reported.
People were concerned with issues around workforce, such as retention of staff, a
skilled workforce, career possibilities and staff being over worked. People also want
to see recognition of the whole workforce not just specialist staff or consultants.
10. How the findings will be used
Further engagement sessions will take place in March 2018 in each of the six local
areas Bradford District and Craven, Calderdale, Harrogate, Kirklees, Leeds and
Wakefield. And will follow the same format of the February event in developing the
criteria to inform the appraisal of options for specialist stroke services.
Findings from this engagement will be shared with the stroke task and finish group
members in April 2018 to inform discussions on final criteria.
A deliberation event will take then take place later in the year to consider the findings
from the engagement event in February and the six engagement sessions in March
to inform the appraisal of options for specialist stroke services. We will involve as
many people as possible in these conversations so that everyone can have their say.
This report will be uploaded to the West Yorkshire and Harrogate Health and Care
Partnership website.
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Appendix 1 – Legislation
Engaging Local People (A guide for local areas developing Sustainability and
Transformation Plans – Five Year Forward View)
This document was published in September 2016 and is for teams developing
Sustainability and Transformation Partnerships (STPs) in each of the 44 footprint
areas, and the statutory organisations which form part of them. Local statutory
bodies are responsible for engaging and consulting on their proposals. It is intended
to clarify the expectations on stakeholder involvement, in particular patient and public
participation.
This guidance is intended to support the STP process but does not replace each
organisation’s own legal responsibilities to involve the public. STP footprints are not
statutory bodies – but decision making fora - so individual organisations within each
remain accountable for ensuring their legal duties are met during the STP design,
delivery and implementation process.
Health and Social Care Act 2012
The White Paper, ‘Equity and excellence: Liberating the NHS’, and the subsequent
Health and Social Care Act 2012, set out the Government's long-term plans for the
future of the NHS. It is built on the key principles of the NHS - a comprehensive
service, available to all, free at the point of use, based on need, not ability to pay. It
sets out how the National Health Service (NHS) will:




Put patients at the heart of everything it does
Focus on improving those things that really matter to patients
Empower and liberate clinicians to innovate, with the freedom to focus on
improving healthcare services.

It makes provision for CCGs to establish appropriate collaborative arrangements with
other CCGs, local authorities and other partners, and it also places a specific duty on
CCGs to ensure that health services are provided in a way which promotes the NHS
Constitution – and to promote awareness of the NHS Constitution. Specifically,
CCGs must involve and consult patients and the public:





in their planning of commissioning arrangements
in the development and consideration of proposals for changes in the
commissioning arrangements where the implementation of the proposals
would have an impact on the manner in which the services are delivered to
the individuals or the range of health services available to them, and in
decisions affecting the operation of the commissioning arrangements where
the implementation of the decisions would (if made) have such an impact.
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The Act also updates Section 244 of the consolidated NHS Act 2006 which requires
NHS organisations to consult relevant Overview and Scrutiny Committees on any
proposals for a substantial development of the health service in the area of the local
authority, or a substantial variation in the provision of services.
The Equality Act 2010
The Equality Act 2010 unifies and extends previous equality legislation. Nine
characteristics are protected by the Act, which are age, disability, gender
reassignment, marriage and civil partnership, pregnancy and maternity, race, religion
and belief, sex and sexual orientation. Section 149 of the Equality Act 2010 states
that all public authorities must have due regard to the need to a) eliminate
discrimination, harassment and victimisation, b) advance ‘Equality of Opportunity’,
and c) foster good relations
The NHS Constitution
The NHS Constitution came into force in January 2010 following the Health Act
2009. The constitution places a statutory duty on NHS bodies and explains a
number of patient rights which are a legal entitlement protected by law. One of these
is the right to be involved directly or through representatives:




In the planning of healthcare services
In the development and consideration of proposals for changes in the way
those services are provided, and
In the decisions to be made affecting the operation of those services.

Five year forward View
The NHS Five Year Forward View set out why improvements were needed on the
triple aim of better health, better care, and better value. In March 2017 NHS England
published ‘Next Steps on the NHS Five Year Forward View’. This concentrates on
what will be achieved over the next two years, and how the Forward View’s goals will
be implemented.
The review describes ‘a more engaged relationship with patients, carers and citizens’
and focusses on five key themes. The key areas of focus for commissioners are:






Getting serious about prevention
Empowering patients
Engaging communities
The NHS as a social movement
New models of care

Each of the themes requires engagement and the analysis of patient experience
feedback as a central part of delivery and NHS Calderdale CCG will describe how
they will deliver these plans locally.
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‘Patient and public participation in commissioning health and care’ and ‘Involving
people in their own health and care’: statutory guidance for CCGs and NHS England
‘Patient and public participation in commissioning health and care’ and ‘statutory
guidance and Involving people in their own health and care’ are the national
guidance documents for both CCGs and NHS England. The documents set out the
context, benefits and principles of involving people in health and care, the relevant
legal duties and key actions for CCGs and NHS England.
The two sets of guidance, and a wealth of web based resources and best practice,
together supersede the original ‘Transforming Participation in Health and Care’
guidance, which was published in 2013.
In response to service user feedback, elements of the original guidance have been
retained and new features introduced, including a greater focus on people with the
greatest health needs, and information on the practicalities of involvement.
The links between individual and collective involvement in health are clear; people
who have advanced knowledge, skills and confidence to manage their own health
are more likely to get involved at a group/community level in having a say about
health and health services. Equally, those who have been involved in the
commissioning process (planning, buying and monitoring) health services are more
likely to be informed about health and health services; they will therefore be better
placed to manage their own health and be involved about decisions relating to their
care and treatment.
Voluntary community and social enterprise (VCSE) partners are vital in connecting
CCGs and NHS England to people and communities. They can support people to be
involved in their own health and care and at a community level, particularly those
who experience the poorest health outcomes.
Each set of guidance has an accompanying equality and health inequalities analysis,
including useful resources to help engage people who may experience barriers to
participation. It details six key requirements for NHS commissioners:




To make arrangements for and promote individual participation in care and
treatment through commissioning activity
To listen and act upon patient and carer feedback at all stages of the
commissioning cycle – from needs assessment to contract management
To engage with patients, carers and the public when redesigning or
reconfiguring healthcare services, demonstrating how this has informed
decisions
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To make arrangements for the public to be engaged in governance
arrangements by ensuring that the CCG governing body includes at least two
lay people
To publish evidence of what ‘patient and public voice’ activity has been
conducted, its impact and the difference it has made
For CCGs to publish the feedback they receive from local Healthwatch about
health and care services in their locality

Children and Families Act 2014
The Act is about making things better for all children and families, including those
with special educational needs or disabilities – keeping children and young people
right at the centre of decision making, ensuring services meet children’s and not
professionals’ needs.
This involves giving children the help they need without delays and improving
children’s rights in this country. It’s important that we inform, engage and consult with
young people and their families where appropriate about changes that may affect
them.
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Appendix 2 – Event Plan
nd

Date:
Friday 2 February 2018
Venue: Carlisle Business Centre, 60 Carlisle Road, Bradford, BD8 8DB
Time:
9:30 – 15:00
Timing
Session Description
09.00- 09:30
Session One:

 Arrival, registration – Tea, Coffee, Water, etc.
Introductions and Context

09:30 – 09:35
(5 minutes)




Owner

Tools

Introduction to event and the overall purpose
Domestics

The objectives of the day are to:






Provide an overview of our progress to date:
o Why do we need to change, what are we trying to achieve?
o Engagement – what have our stakeholders told us to date and
how has this informed our work?
o Where we have got to?
Gain a stakeholder perspective on our work to date.
Introduce the decision-making criteria for specialist stroke services and
gain a stakeholder view on its content and the ranking of criteria.
Provide an overview of next steps and timelines.



Dr Andy
Withers
(Chair)






Projector
Screen
PowerPoint Slides
Room set up cabaret style with
five tables
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Timing
Session Two:

Session Description

Owner

Tools

Introduce the participants to the process of independent facilitation and
timekeeping

09:35 – 09:40
(5 minutes)




I’ll challenge the ‘experts’ as well as the other participants –ensuring
contributions are timely and will cut off rambling from any party
Invited to this role as an Associate of the Consultation Institute –
understand what should happen for a best practice consultation

Introduce and get agreement on the groundrules for the session
Groundrules:
 No right or wrong answer – we want your opinion
 We’re working together to develop a consensus to influence the decisionmaking process, we will respect each other’s opinion
 All contributions are treated equally, and all opinions respected!
 We all reserve the right to change our minds as we talk
 We are all adults – take breaks as needed or required
 One conversation at a time please



Andy
Wright
(tCI)









Projector
Screen
PowerPoint Slides
Flipchart stand
Flipchart paper
Marker pens
Wi-Fi access (and access code for
participants)




Projector
Screen
PowerPoint Slides



MODERATOR PROMPT: Direct clearly that the participants are to feel
free to amend or add to these rules – this is the code of conduct for
the rest of the session and you will be held to these
 Get the room to agree to Chatham House rules
Write groundrules on flipchart paper and display prominently

Session Three:
Scene Setting Presentation
09:40 – 10:40
(60 Minutes)

Introduce group to sli.do for online crowdsourcing (questions and answers
and polls) www.slido.com
Why do we need to change?





Andy Withers (Chair) why we are here what we are trying to achieve, where
we have gotten to and why it is important that we have a conversation re the
next steps 30 mins
Rory Deighton Kirklees Healthwatch - engagement 10 mins
Tony Jamieson Diagnosis and treatment of patients at risk of stroke (AF
work and next steps) 10 Mins
Dr David Birkenhead Further improving specialist stroke service outcomes
Stroke pathway developments 10 mins
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Timing
Session Four:
10:40 – 10:55
(15 minutes)
Session Five:
10:55 – 11:20
(25 minutes)

Session Description
Comfort break – tea, coffee, water, etc.






11:20 – 11:35
(15 minutes)

Tools


N/A

Andy Wright
(tCI)
Delegates






Projector
Screen
PowerPoint Slides
Table facilitator reporting template

Andy Wright
(tCI)
Delegates





Flipchart stand
Flipchart paper
Marker pens

Do we need to change?
 Small group working (tables) to allow a free form discussion of the key
questions (allowing scope for the participants to introduce their own
topics, issues, and concerns):


Session Six:

Owner

Is this what you expected? (if you were involved in the earlier
engagement do you recognise the feedback you’ve heard?)
What are your main concerns after hearing the current position?
What do you think will be the main benefits?
Do you feel it will affect you more than others?
How will this impact on the area you live in?

Code of conduct – keep it positive and don’t get stuck on one issue.
Feedback
 2-minute feedback from each table (guillotined if exceeded)
 Facilitator to summarise/collate the issues
 Facilitator to sum up and ask participants to park the issues, we’ll look
at them again at the end of the session to see if you’ve changed your
mind
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Timing
Session Seven:
11:35 – 12:25
(50 minutes)

Session Description

Owner

Tools

Carousel discussions (to move thinking on from the ‘issues’ session and to
move the participants into critical thinking mode)
Each table is set an area of discussion

What do you think? Sense
check session

1.

2.
3.
4.

5.





What do you think of the discussions you’ve heard today related to further
improving specialist stroke service outcomes Stroke pathway
developments?
What do you think of the discussions you’ve heard today related to
diagnosis and treatment of patients at risk of stroke?
What do you think of the discussions you’ve heard today related to postacute stroke recovery services
How does what you’ve heard today relate to the reported outcomes of the
engagement exercise? What else should we be looking at? What have we
missed?
How/who should we engage in further discussions around stroke
services?




Andy Wright
(tCI)
Delegates






Projector
Screen
PowerPoint Slides
Table facilitator reporting template

Andy Wright
(tCI)
Delegates





Flipchart stand
Flipchart paper
Marker pens



N/A

Each of the groups is given ten minutes to discuss table topic.
At the end of five minutes the groups ‘rotate’ to the next subject (table), pick
up the discussion with reference to the last group’s notes.
Rotate around each table until all groups have discussed all topics.




Session Eight:
12:25 – 12:45
(20 minutes)
Session Nine:
12:45 – 13:30
(45 minutes)

Prompted constantly to make notes for the next group.
Prompted to keep it short and sharp.
Facilitator will ‘float’ between each table to ensure progress and staying
focused on the set task
Feedback from the tables
 2-minute feedback from each table (guillotined if exceeded)
 Facilitator to summarise/collate the issues

Lunch
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Timing

Session Description

Owner

Tools

How can you help us make better decisions? (What really matters?)


Session Ten:
13:30 – 13:45
(15 minutes)

Refocus delegates on the beneficiaries of any service change
 Patient story video
Draft evaluation criteria (this is what you can influence, this is what you
can’t)
 Introduce criteria developed as a ‘work-in-progress’
 Explain how the criteria were developed
 Explain how the criteria will be used in the decision-making process
 Explain what is up for influence and what is fixed (for example clinical
requirements)
 Explain the purpose of the remainder of the afternoon is to work with
the group



Linda Driver







Projector
Screen
Video clip/YouTube access
PowerPoint Slides
Wi-Fi







Projector
Screen
PowerPoint Slides
Table facilitator
Table scribe to record results on
separate sheets of flipchart





Flipchart stand
Flipchart paper
Marker pens

Validation Exercise



Session Eleven:
13:45 – 14:30
(45 Minutes)

Each group given hard copies of the draft criteria – patient view how do we
bring
Be clear on what’s up for influence (clinical criteria)
Structured discussion as a two-stage process for all criteria
 First stage – pass/fail
 Can you (the group) find three things (minimum) you like about the
criteria? (if not = automatic fail)
 What don’t you like about the criteria?
 Do you dislike more than you like about the criteria? (if so fail)
 Second stage – structured validation of each criteria (see appendix) –
of time allows (facilitator judgement call)




Andy Wright
(tCI)
Delegates



Session Twelve:
14:30 – 14:45
(15 minutes)

Finally, once all draft criteria discussed what else is important to you
Facilitator to direct group to leave plenty of time for ‘what else’ – start
prompting groups to move on after twenty minutes.
Feedback from the tables
 2-minute feedback from each table (guillotined if exceeded)
 Facilitator to summarise/collate the issues on flipcharts for recording
and prioritisation




Andy Wright
(tCI)
Delegates
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Timing

Session Thirteen:
14:45 – 14:55
(10 minutes)

Session Description
Prioritising Criteria
Dot Voting Exercise:
 Display summarised criteria (stuck on the walls)
 Direct participants that they have 10 dots to allocate to the criterion they feel
most important (max three on any one criterion)
 Count dots at the end – to gauge priority for each criterion







Session Sixteen
14:55 – 15:00
(5 minutes)

Owner

Next Steps/ Thanks and close

Tools

Andy Wright
(tCI)
Delegates





List of adapted/amended draft
criteria
Strips of dots to vote with
Blu Tack

Linda Driver
Dr Andy
Withers








Projector
Screen
PowerPoint Slides
Flipchart stand
Flipchart paper
Marker pens

AIM FOR FINISH AT 15:00

Structured Validation Technique
Is the criteria?
Necessary –must add some value to the decision process. It must address something that a stakeholder really wants, or something that is required by
standards/legislation.
Complete – criteria must fully describe the reasoning for its application. The criteria description must be sufficient for those appraising options to
understand and implement it.
Correct – Each criterion must accurately describe the required outcome.
Important? How important is this criterion– clinical or to patient/family/carer
Consistent – in line with other criteria (does not contradict)
Adequate – addresses the needs of the system
Unambiguous – should only have only one possible interpretation.


“Train doors shall be opened as soon as the train is stopped at the station”



Could mean: The front of the train is stopped at a platform”



or “The Whole train is stopped at a platform”
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Appendix 3 – Invitation
West Yorkshire and Harrogate Stroke Services Stakeholder Workshop
Date: 2 February 2018
Venue: Carlisle Business Centre, 60 Carlisle Road, Bradford, BD8 8BD
The West Yorkshire and Harrogate Stroke Task and Finish Group would like to invite
you to attend a full day workshop on Friday 2 February 2018. Please confirm your
attendance by Wednesday 17 January 2018 via email
Shapna.ali@wakefieldccg.nhs.uk or by calling 07817 019105. Agenda will follow
shortly.
If you are unable to attend, please try and send a representative. When booking
please advise if you have any dietary and accessibility requirements.
The workshop aims to update you on our work to date to further improve stroke
quality and outcomes across the care pathway and to seek your views on the
development of specialist stroke services, which includes the care people, receive in
the first few hours and days after having a stroke.
Our work to date has been informed by public engagement which took place in
February and March 2017 and feedback from other stakeholders including Yorkshire
and Humber Clinical Senate, West Yorkshire and Harrogate Clinical Forum and
colleagues providing stroke care in our hospitals and ambulance services.
This workshop aims to bring together a wide range of people from across West
Yorkshire and Harrogate including colleagues working in health and social care,
voluntary and community organisations, councillors, carers and people who have
experienced a stroke to seek your views on the next steps of work.
Further information
Stroke is the third single cause of death in the UK and has a devastating impact on
people’s lives, their families and carers. There were 3,600 in our area alone. In view
of this, work has taken place nationally and across West Yorkshire and Harrogate to
improve the quality of care and recovery outcomes for people who have had a
stroke. This includes preventing stroke happening in the first place, improving
specialist care, maximising the use of technology and improving after care by
ensuring appropriate levels of support are available. Our work is also about making
sure we make the most of our valuable skilled workforce and working together to
meet the 7 day hospital service standards for stroke. Making sure our stroke
services are ‘fit for the future’ is a priority in the West Yorkshire and Harrogate and
was included in our draft plan, published in November 2016. You can read this here.
You can also find out more about the work we’ve done so far here.
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Appendix 4 – List of Organisations
Airedale Foundation Trust
Bradford CCGs
Bradford Teaching Hospital
Calderdale and Huddersfield Trust
Calderdale CCG
Calderdale Council
Calderdale Royal Hospital
Calderdale Stroke Group
Carers Count
CWT Stroke Advisor and Clinical Network Lead
Greater Huddersfield CCG
Harrogate and District Foundation Trust
Healthwatch Bradford
Healthwatch Kirklees
Healthwatch Leeds
Healthwatch Wakefield
Kirklees Council
Leeds CCG
Leeds Community Healthcare
Leeds General Infirmary
Leeds South and East CCG
Leeds Teaching Hospital Trust
Mid Yorkshire Hospital Trust
NHS England
North Kirklees CCG
North Yorkshire County Council
Scarborough and Ryedale CCG
Stroke Association
The Stroke Association
Wakefield
Wakefield CCG
Wakefield Outwood Stroke Club
West Yorkshire and Harrogate Health and Care Partnership
YHAHSN
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West Yorkshire and
Harrogate,
Health and Care
Partnership
Further improving
stroke care
2 February 2018

February 2018

Hello
• You can tweet @wyhpartnership
• Visit www.wyhpartnership.co.uk
• Call 01924 317502
• Email westyorkshire.stp@nhs.net

Improving stroke care
Welcome and introduction
Workshop aims and objectives
Dr Andy Withers
Clinical Chair, Bradford District CCG and
Chair of West Yorkshire and Harrogate Stroke Task and Finish Group
3

Improving stroke care

• Welcome and Introduction – Dr Andy Withers
• Workshop aims and objectives:
•

•
•

•
•

To provide an overview of our progress to date.
• Why do we need to change and what are we trying to
achieve?
• What have our stakeholders told us to date and how has
this informed our work?
• Our journey so far.
To gain a stakeholder perspective on our work to date.
Introduce the draft decision making criteria for specialist
stroke services and gain a stakeholder view on its content and
the ranking of criteria.
Next steps & timelines
Close – 3pm
4

Improving stroke care
Welcome and introduction
Andy Wright
Associate
The Consultation Institute
and
Workshop Facilitator

5

Before we start our presentations…..
Improving stroke care
Hearing from people who matter
Film 1

6

Improving stroke care
Why do we need to change
and
what are we trying to achieve?
Dr Andy Withers
Clinical Chair, Bradford District CCG and
Chair of West Yorkshire and Harrogate Stroke Task and Finish Group
7

Improving stroke care
Context

• 3,700 stroke per year across West Yorkshire and
Harrogate.
• Numbers of strokes expected to increase by
approximately 1% per year.
• Current units – continue to experience resilience
issues (workforce, delivery of 7 day standards and
ability to consistently achieve all the required
clinical & quality standards.)
8

Improving stroke care

Background - Lots of work already taken place
• Prevention – West Yorkshire & Harrogate Prevention Case for Change

2014. Further work at local level to increase identification and treatment
of Atrial Fibrillation (erratic heart beat.)

• National Stroke Strategy – Hospitals within West Yorkshire and

Harrogate consolidated hyper acute stroke care, significantly reducing the
number of hospital sites admitting acute strokes.

• Hyper Acute Stroke Services Blueprint 2016 – Identified

opportunities to further improve outcomes, resilience & sustainability

• Bradford & Airedale – experienced further operational pressures.

Bradford Teaching Hospitals NHS Foundation Trust now admitting all
acute strokes with transfer back to Airedale NHS Foundation Trust as soon
as possible.

• ‘Fit for the future’ – Focus of our current work (prevention through to
after care.)

9

Improving stroke care - Why do we need to change?
• Improving stroke care and outcomes - Stroke is a life

changing event and evidence shows the care people receive in
the first few hours can make a difference to how well they
recover.

• West Yorkshire & Harrogate Health & Care Partnership

Further improving stroke quality and outcomes for the people of
West Yorkshire & Harrogate is a key priority and will contribute to
addressing the health & well being and care and quality gaps.

• Services are ‘fit for the future’ - The number of people who

suffer a stroke is expected to increase. We want to make sure our
services are ‘fit for the future’ and we make the most of our
valuable workforce skills and technology whilst maximising
opportunities to improve quality and outcomes for people.
10

Improving stroke care - Why do we need to change?
• Engaging our communities – Feb/Mar 17 engagement e.g.

our communities, staff and Yorkshire and Humber Clinical Senate
all provided insights into ‘what’s working well’ and areas requiring
further improvement.

• Evidence and learning from others – Evidence based

guidelines e.g. National Clinical Guideline for Stroke 2016,
Manchester & London Stroke Networks, Yorkshire & Humber and
in our local areas.

• Looking at all stroke care – National guidance and our local

engagement work highlighted the importance of taking a ‘whole
system’ and ‘whole pathway’ approach to improving stroke
outcomes and patient experience e.g. prevention, specialist care
through to stroke after care.
11

Improving stroke care - Why do we need to change?
• Specialised centres - Strong evidence that outcomes following
stroke are better if people are treated in specialised centres that
treat a minimum number of strokes per year (600)

• 7 day service standards for stroke (November 2017)
• Standard 2 – Time to Consultant Review
• Standard 5 – Access to diagnostics
• Standard 6 – Consultant directed interventions
• Standard 8 – Ongoing review

• Variations in stroke treatment and care – Sentinel Stroke
National Audit Programme (SSNAP) information shows variation
in the quality and outcomes across our specialist services and
opportunity to have greater standardisation of care (no matter
where you live or the time you access care.)
12

Improving stroke care - Why do we need to change?
• New advances in treatment – Thrombectomy, the mechanical
retrieval of a clot from the brain, is an important innovation in
stroke treatment (NHS England are leading the implementation of
this development.)

• Technology – Further maximise opportunities to utilise

technology across the whole system and whole pathway to support
our teams deliver improved quality and outcomes for our
population.

13

Evidence for change
There are variations in performance

• In West Yorkshire and Harrogate we have 50% (3/6) of
our providers scored A or B.
• In Manchester 78% (7/9) of providers scored A or B.
• In London 72% (23/32) of providers scored A or B.
• 7 Day service standards for stroke – variation also exists

Arrival at hospital to first arrival on the stroke unit

Clock start to stroke unit time

Barnsley Hospital
Bradford Royal Infirmary
Calderdale Royal Hospital
Chesterfield Royal
Doncaster Royal Infirmary
Harrogate District Hospital
Hull Royal Infirmary
Leeds General Infirmary
Pinderfields Hospital
Scunthorpe General Hospital
Rotherham Hospital
Royal Hallamshire Hospital
York Hospital
0

1

2

3

4

5

7

6

8

9

10

Hours
National
IQR

National
median

Team
IQR

Team
Median

Source: SSNAP Apr-Jul 2017
Patient-centred results at team level for Key Indicator 2.2A
Yorkshire and The Humber SCN
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Source: SSNAP Apr-Jul 2017
Patient-centred results at team level for Key Indicator 2.2A
Yorkshire and The Humber SCN

Arrival at hospital to start of treatment (where appropriate)

Thrombolysis within 1 hour
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Source: SSNAP Apr-Jul 2017
Patient-centred results at team level for Key Indicator 3.3A
Yorkshire and The Humber SCN
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Source: SSNAP Apr-Jul 2017
Patient-centred results at team level for Key Indicator 3.3A
Yorkshire and The Humber SCN

Improving stroke care - Why do we need to change?
Strategic Case for Change - key themes:
• Depending on where you live some people have a
better experience than others.
• By changing the way we deliver care after stroke we can
improve care and outcomes and reduce our patients
chances of living with a disability afterwards.
• Variation in meeting key standards e.g. national quality
standards and 7 day standards exists.
• Increased demand for provision of stroke care which
has led to national and local difficulties recruiting and
retaining staff.
19

Improving stroke care - Why do we need to change?
Strategic Case for Change - key themes:
• Evidence from elsewhere shows outcomes are better if
people are treated on specialised centres that treat a
minimum (600 confirmed strokes a year.)
• Ongoing rehabilitation should be provided at locations
close to home as possible and they should be transferred
as soon as possible.
• The impact of cross boundary flows into other areas
outside the West Yorkshire and Harrogate area should
inform our work.
• Improving stroke care across the whole pathway
(prevention through to aftercare ) is extremely important.
20

Yorkshire and the Humber Clinical Senate
Q: Does the clinical senate support our
recommendation that we undertake further work to
develop our proposals to determine the optimal
service delivery models for the population of West
Yorkshire and Harrogate?
Gave full support to the Case for Change which has a clear clinical
evidence base to support the need for a more centralised model for the
delivery of Hyper Acute Stroke services.
Given the clear clinical evidence base that networked organised services
deliver better outcomes the language of the Case for Change could reflect
this commitment more confidently.
Urge pace in decision making as this geography needs to draw some
conclusions on the future of their stroke services
21
Maintain
focus in your discussions on the clinical evidence base

Yorkshire and the Humber Clinical Senate
Q: What key areas would the Senate recommend we
focus on in order to strengthen our discussions with
key stakeholders to inform the development of our
proposals?
Do not lose the focus on the whole stroke pathway. The success of the
acute model is dependent on all parts of the system working effectively.
Give more reference to stroke prevention in your planning.
Strengthen the workforce modelling and consideration of skill mix. Take
into account how staff may not be willing to transfer across a reconfigured
service.
Ensure that units who put themselves forwards for Hyper Acute Stroke
Units have the commitment to the increased workload and factor in the
22
impact
of ‘stroke mimics’.

The full report is on our website.
Please contact us:
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Web Address

www.yhsenate.nhs.uk

Twitter account

@yhsenate

Senate Manager

Joanne Poole
Joanne.poole1@nhs.net
0113 8253397 or 07900 715369

Senate Chair

Chris Welsh
Chris.welsh@nhs.net
07831197822

Senate Administrator

Stephanie Beal
stephaniebeal@nhs.net
0113 8253467

Improving stroke care - Why do we need to change?
Strategic Case for Change recommendations:
• Further work required to ensure our services are ‘fit for the
future’.
• Begin work to develop proposals to determine the ‘optimal’
service delivery models and pathways that need to be in place
across West Yorkshire and Harrogate.
• Ensure we maximise opportunities to further improve care and
outcomes for our population across the whole stroke pathway.

In summary our work is all about:
• Making the most of our valuable staff skills and technology so
that our services meet the latest standards of care to improve
quality and stroke outcomes for people now and in the future.
24

Improving stroke care - What are we trying to achieve?

Our vision
• To reduce the incidence of stroke and avoidable
deaths due to stroke, across West Yorkshire and
Harrogate, minimising the long term effects and
improving the quality of life for survivors.
• This will be achieved by providing consistently
high quality care that is responsive to individual
needs and through encouraging healthier
lifestyles and reducing inequalities in risk factors
of stroke.
25

Improving stroke care - What are we trying to achieve?
We are focusing on the following areas:
• Prevention – Work to prevent strokes happening across
the area.
• Specialist stroke care - Delivering effective care when
people have a stroke (the care people receive in the first
few hours & days after stroke.) Reducing variation,
ensuring services meet the relevant clinical standards and
7 day standards. Ensure we are maximising the valuable
skills & resources of our workforce & technology to deliver
improved outcomes for our population.
• Acute stroke care – The care people receive following
transfer from hyper acute services.
26

Improving stroke care - What are we trying to achieve?
We are focusing on the following areas:
• Early supported discharge (ESD) – All identified patients
screened/assessed for appropriateness and discharged to
ESD service within 24 hours of referral.
• Community rehabilitation - specialist stroke inpatient or
community capable of providing stroke rehab for all
people with stroke admitted to hospital.
• Post stroke care – Ensure there is support and after care
following a stroke.
To achieve this - we will work together with each of our local
areas, across West Yorkshire and Harrogate and across the
wider Yorkshire and Humber as appropriate.
27

What are we trying to achieve?

Prevention - Work to prevent strokes happening across the area
Our ambition
• CCGs across West Yorkshire & Harrogate have agreed a Health & Care Partnership (H&CP)
aspirational target to detect & treat 89% of people with AF ahead of national target

Impact
• Potential to prevent 190 strokes over 3 years
• Contribute to reduction in health & well being & care & quality gaps (H&CP target of 10%
reduction in cardio vascular disease
• Potential to save over £2.5m contributing to reduction in collective H&CP finance &
efficiency gap

Our Approach
• Academic Health Science Network process agreed with specific offer to places & their
practices with a reporting dashboard in place
• supporting local places

Identifying other opportunities to go further faster
• Further work commenced to inform local discussions on opportunities to go further faster
e.g. hypertension (high blood pressure) as part of the wider Cardio Vascular Disease work
28

Stroke engagement
Sarah Hutchinson, Healthwatch Bradford
Rory Deighton, Healthwatch Kirklees

Process of engagement
• Work designed by Healthwatch Bradford.
• Engagement ran for six weeks (1st February until 15th March
2017).
• Survey used to gain feedback from people who had experienced
a stroke, the wider public and key stakeholders.
• Survey shared via Healthwatch communication and engagement
channels and with a wide range of organisations.
• Held 54 outreach sessions across West Yorkshire and Harrogate.
• Held 5 voluntary and community sector clinician led events.
• 15 semi-structured interviews with people who had experience
of stroke services in Bradford.
• Also used Facebook, Instagram and third party website
advertising to promote the survey.

Process of engagement
• West Yorkshire and Harrogate Communications and Engagement
network - clinical commissioning groups, hospitals, community care
providers and local authorities used their existing internal and
external communication channels to raise awareness of the survey.
• Staff were asked for their views on how best we move forward, with
some hospitals, for example Harrogate and District NHS Foundation
Trust, holding staff engagement sessions.
• Health and Wellbeing Boards, Clinical Commissioning Group
Governing Bodies, MP’s and the Joint Health Overview Committee
were also updated on the engagement work and asked to encourage
people to have their say.
• Regional and local media were also kept informed, and around 80
people who had registered an interest in STP updates were sent the
stroke engagement survey link to complete.

Outcome of engagement
We received 940 completed surveys either via face to face engagement
activities (830, 88%) or social media advertising (110, 12%). Over 98,000
people saw the social media advertising and 1,628 people clicked to find
out more. Of these, 49.2% had previously had a stroke and 27.8% of
people were involved in caring for someone who had experienced
stroke.
In addition to the survey we also received feedback via:
• 54 outreach sessions meeting with voluntary and community
groups, attending GP practices, rehab units, stroke wards, and
libraries talking to approximately 1,544 people
• 5 voluntary and community sector clinician led events attended by
78 people
• 15 semi-structured interviews with people who had experience of
stroke services in Bradford.

Key themes
• Many people said that they would travel further if it meant they
were able to receive the best treatment and to be treated by
specialists; however, they wanted their rehabilitation to be
available closer to home. Although some people were worried
that if they had to travel further the extra journey time could
negatively affect their health, and would make it more difficult
for their family to visit them.
• Those who had experienced a stroke described the excellent
levels of care that they received in hospital, from being seen
quickly, to accessing the most appropriate treatments and being
kept informed throughout. They talked about staff being willing
to help, whilst recognising that some were extremely busy. It
was also felt that there should not be a difference in care during
the week and at the weekend.

Key themes
• Many described how stroke can be a life changing event
which can be difficult for the patient and their families to
deal with. It was felt that there was a need to ensure that
the patient and their family are provided with the
appropriate levels of emotional support and advice.
• The valuable role of voluntary and community
organisations specialising in stroke support, particular on
hospital wards, was recognised.
• Many felt that there was a need to raise awareness of the
signs and symptoms of a stroke, and what to do if you think
someone is having a stroke.

Reaching equality groups
• Survey responses were monitored mid-way through the
engagement to establish if any additional, more targeted
engagement was required to ensure we gained views from the
relevant protected groups.
• Review highlighted responses from key protected groups were
low. Agreed that the social media advertising should target males,
people under the age of 65 and BME groups. And Healthwatch
organisations targeted their outreach sessions with key protected
groups. This did see a slight increase in responses.
• The data was analysed to understand if the respondents were a
match to the local demographic profiles and also to understand if
there were any trends or differences in responses by particular
communities or groups.
• Approximately 25% of survey respondents chose not to complete
the equality monitoring form, and some were partially completed.

Reaching equality groups
• Males were under represented across all geographical
.
areas.
• People under the age of 44 were under represented
across all geographical areas except Bradford where
under representation was just for people under the age of
24.
• Muslims were under represented in all geographical areas
except Wakefield.
• Asian or Asian British were under represented in all
geographical areas except Wakefield.
• Black / Black British were under represented across all
geographical areas except Harrogate.
• Disabled people were under represented in Bradford.

Improving stroke care
Progress to date, the journey so
far……
Dr Andy Withers
Clinical Chair, Bradford District CCG and
Chair of West Yorkshire and Harrogate Stroke Task and Finish Group
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Improving Stoke Outcomes – Whole pathway

Improving stroke care - Progress to date
Specialist stroke services - what have we done so far?
•
•
•
•

•
•
•

We have reviewed published evidence and learning from stroke
networks.
Engagement – conversations with our staff and the public are
informing our work.
Yorkshire & Humber Clinical Senate expertise is informing our
work e.g. activity ‘floors’ and ‘ceilings’ and whole pathway.
Investigated how the current stroke system is performing e.g. 7
day stroke standards, key national quality standards and
performance measures.
Modelling ‘scenario’s’ to inform ‘future state’ discussions.
We have agreed a standardised care pathway.
Working with NHS England to align Thrombectomy developments.

Primary prevention
Improving outcomes - must do’s

Progress to Date – working with
our Places

• Identification, diagnosis evidence
based management of Atrial
Fibrillation (AF) and Hypertension

•

•

• Patient/public awareness, education
and training
•

•
•
•

Accountability: Place

WY&H HCP

CCGs working collaboratively across WY&H
agreed H&CP aspirational target to detect &
treat 89% of patients with AF ahead of
national target
Potential to prevent 190 strokes over 3 years,
contribute to reduction in health & well
being & care & quality gaps (H&CP target of
10% reduction in CVD events)
Potential to save over £2.5m contributing to
reduction in collective H&CP finance &
efficiency gap
AHSN supporting local places
AF reporting dashboard in place
H&CP level work commenced on wider CVD
(size of the prize to inform Place Base/H&CP
actions to go further faster)

target
to Working
detect and treat 89%
Whole System
of patients with40

Pre-hospital Phase
Improving Outcomes – Must Do’s
•

•

•

•
•

Clinical assessment by Ambulance Staff using
validated tool to diagnose stroke or assess TIA
risks
All patients with suspected acute stroke are
immediately transferred by ambulance to
HASU
Higher risk TIA treated as an emergency,
(being at greater and imminent risk of
stroke, undergoes specialist
assessment within 24 hours of
presentation to healthcare professional
Call to door time as soon as possible, less than
60 minutes
Minimise time from call to needle to a
recommended standard of within 120
mins
Accountability: Place

WY&H HCP

Progress to Date
•
•

•

•

•

YAS pathway agreed
YAS Pre-alert to Trusts agreed as part of
standardised HASU/ASU pathway (key
to further improving outcomes) & YAS
report positive patient feedback
Trusts working to ensure senior clinical
decision maker available to take prealert YAS call
YAS core members of WYAAT Clinical
Working Group working on repatriation
policies & SOP’s
Call to door, door to needle analysis
completed – variation (BI analysis
refers.) Will inform service specification
& future contract management
arrangements
Whole System Working
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Hyper Acute Stroke Care
Improving Outcomes - Must Do’s Progress to Date
•
•
•
•

•

•
•
•
•
•

•

Patients seen & assessed by specialist stroke team within 30
mins of arrival
CT scan within at least 1hr of arrival & interpretation
Provided 24/7 with appropriate protocol to screen patients
against the medical criteria for thrombolysis
Eligible patients scanned immediately in next available CT
slot & thrombolysis within 30 mins & certainly within 60
mins of admission (door to needle time)
Patients eligible for endovascular treatment have immediate
access to CTA & transferred in accordance with locally agreed
pathways/timelines
Swallow screening (within 4hrs of admission). Patients who
fail swallow screen assessed by ST within 24hrs
Assessment for malnutrition & need for nasogastric tube or
gastrostomy within 24hrs
Protocols for assessment & management of other causes of
stroke e.g. intracerebral haemorrhage & non-stroke diagnosis
Patients monitored according to protocol/pathway post
stroke for 24hrs & then according to patients needs
Thrombolysed patients should be monitored according to
post stroke thrombolysis protocol for first 24hrs in monitored
bed
7 day service standards – 2, 5, 6 & 8
Accountability: Place

WY&H HCP

•

•
•
•

•

•
•
•

WYAAT Clinical Working Group in place HASU/ASU standardised care pathway & clinical
standards agreed & informing development of
HASU/ASU spec. Trusts working with YAS to
implement pre-alert changes
Protocols & policy development underway
SCfC agreed
Scenario modelling ongoing (activity, workforce,
costs, performance, travel etc.) – completion
end Jan 18
WY& H clinical & commissioning leads informing
NHSE Thrombectomy work & outputs informing
our modelling assumptions
Draft OBC in development – Apr 18
Inter-dependencies e.g. Vascular, Clinical Service
Strategy - mechanisms in place
Engagement Report completed Q4 17/18 &
informing our work – 2/2/18 stakeholder event
Whole System Working
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Acute Stroke Care

Improving Outcomes (Must Do’s)
•
•

•
•
•

•
•
•
•

•

Patients have access to a stroke trained nurse at all
times
Protocol in place for the promotion of bladder &
bowel continence & policy to avoid urinary catheters
and prevention of pressure sores
Daily consultant or specialist registrar ward rounds at
least 5 days a week
Protocols are in place for receiving & discharging
patients 7 days a week in a timely way
Stroke patients to be assessed for mobilisation as
soon as possible after admission & mobilised to
current RCP guideline
Rehabilitation commences as soon as possible
following admission into the acute stroke pathway
Social work assessment as soon as possible &
within maximum of 3 days from referral
Stroke trained MDT available 7 days a week
All patients should have a veno embolism risk
assessment with appropriate prescription of IPCs
where justified in accordance with NICE guidelines
TIA services in place, 7 days a week, 365 days
Accountability: Place

WY&H HCP

Progress to Date
•
•

•
•

Clinical Working Group in place
Standardised care pathway & clinical
standards agreed, protocols & policies
in development
Draft HASU/ASU service specification in
development
Whole care pathway specification in
development

Whole System Working
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Business intelligence summary
Key drivers for change include:
• Activity volumes
• 7 day service standards for stroke
• Travel times

Business intelligence - our approach

Informed by:

• National guidelines, Strategic Clinical Network Blueprint, Strategic Case for
Change, Clinical Senate, our local stroke clinicians and wider Yorkshire and
Humber

Stage 1– Performance, workforce and quality
• Quality measures:
– 7 day standards.
– SSNAP measures.
– Dr Foster information.
– Patient experience.

Stage 2 – Modelling: activity and accessibility
•
•
•
•

Opportunity to ‘re-balance’ flows.
Activity levels – ‘floors and ceilings’.
Travel times – 45 minute isochrones.
Optimal workforce ratios.

Evidence driven decision-making
Developing options to inform ‘future state’ discussions
• Investigating whether we could better route patients
to existing centres and understand the impact on
activity levels.
• Modelling the different combinations of locations of
hyper acute stroke units, and the impact that might
have on activity levels.
• Understanding the impact of any of the above
scenario’s on the travel time to each hyper acute
stroke unit.
• Modelling the number of staff needed to meet
recommended staffing levels.

Evidence driven decision-making
What is our work telling us?
• Where people live doesn’t allow us to change the patient
flows enough to meet activity levels (‘re-balance
exercise’.)
• Scenarios of different combinations of hyper acute
service units are being validated e.g. can the way clinical
teams work be developed to facilitate better outcomes
and enhance productivity?
• Awaiting data from hospital providers to better
understand the size of the workforce gap, to inform
action by the workforce work stream.

Specialist care services
Improving Outcomes (Must Do’s)

• NHSE Thrombectomy – WY&H
clinical & non clinical T&F members
reps on NHSE Clinical Advisory
Group & Commissioner Oversight
Group. This work informing national
FAQs, WY&H care pathway & draft
OBC. NHSE status report requested.
CCG DOF’s/Commissioners & YAS
alerted.
• Vascular – Mechanisms are in place
to ensure inter-dependencies
between WYAAT Vascular and WY&
H stroke development in place.

• Access to tertiary services
• Neuro Surgical services
• Vascular surgical services

Accountability: Place

Progress to Date

WY&H HCP

Whole System Working
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Post Acute Stroke Care
Improving Outcomes (Must Do’s)
•

•

•

•

•

ESD Service - All identified patients to be
screened/assessed for appropriateness &
discharged to ESD service within 24 hours of
referral
Rehabilitation - specialist stroke inpatient or
community capable of providing stroke rehab
for all people with stroke admitted to hospital
Longer Term Care - provision of information
and support for stroke survivors, carers and
families. Regular review & needs assessment
Secondary prevention - Patients with nondisabling stroke or TIA should receive
treatment for secondary prevention introduced
as soon as the diagnosis is confirmed
End of life care – Decision to enter a patient
into an end-of-life pathway should be taken by
an appropriate & experienced individual, taking
account of the needs & wishes of the patient,
carer and family
Accountability: Place

WY&H HCP

Progress to Date
•

•

•

•

•

Engagement Report, Clinical Senate &
Clinical Summit (May 18) highlighted
importance of whole system approaches to
further improving patient experience,
quality, outcomes & flow across the
pathway
Preliminary provider data collection
exercise provided insights to potential
variance of ESD/community services
Engagement Report & Patient Stories also
provided insights to variation in ESD,
community rehabilitation, EOL, VCS & third
sector services
2nd Feb Stakeholder event with wider
stakeholders will further inform the next
phase of our work.
Whole pathway specification work will
inform discussions with key stakeholders

Whole System Working
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Preventing Strokes
Protecting people who are living with Atrial
Fibrillation
Tony Jamieson MRPharmS
Yorkshire & Humber Academic Health Science Network

How to prevent strokes
Prevent
blood clots

Healthy
Lifestyle

Reduce
strokes

Reduce
cholesterol

Control
blood
pressure

Why focus on AF
Atrial Fibrillation means a fluttering of the top half of
the heart.
It can be detected easily by an irregular pulse.
Heart Flutters

Big clots
form in the
heart

Big Strokes

Death or
disability

If you have AF, every year, there is a 1 in 20 chance of
you having a stroke.

Protection
Unprotected

20
people

Protected with a clot preventing
anticoagulant

50 people

We prevent 1 debilitating stroke every 18 months if 25 people with AF

Our Heritage
Our region has a strong heritage of improving
the care of patients with AF.
Since July 2015; 8680 additional people with
AF received a protective anticoagulant bringing
the total number of protected patients to

32,223
This is preventing 859 strokes a year.

Together we can do better
• Our partners NHS RightCare demonstrated that our
region could achieve even more and that this was
good for patients and good value for money.
Our Sustainability and Transformation Partnership
agreed:
• There are more patients to find and treat, and more
strokes that can be prevented.
• We can go further, faster working across the system
by delivering evidence based primary care detection
and management of AF.

Programme Approach
STRATEGY:
• To increase the number of patients with AF that receive,
adhere and persist in taking an effective anticoagulant
OBJECTIVES:
• Increase the number of AF patients on GP registers by 5546
• Increase in the number of AF patients at high risk of stroke
who are prescribed an anticoagulant by 7141 over 2 years.
METHOD:
To set a WY&H STP level aspiration for place based delivery of
the objectives and to engage in a STP wide evidence based
primary care quality improvement program targeted at willing
practices with the greatest opportunity to prevent stokes.

The STP Approach

Set STP
aspirations:

Capitalise on
system wide
co-operation

89%

Reducing
AF
strokes

AHSN led
High Impact
Project

The whole system

Bringing local activists
together to help each
other achieve more.

Y&H AHSN programme
1. Target the WY&H practices with the greatest
opportunity (and willingness) in a waved approach,
20 practises every 6 months.
2. Tackle the problem by engaging with primary care
staff using an evidence based coaching model of
behaviour change.
3. Use evidence based improvement tools to achieve
measurable impacts

Coaching for improvement

Audit Tools

PRIMIS
GRASP-AF
Warfarin
Safety Tool

Detection
methods

Pulse Checks
& Diagnostic
Devices

Quality
Improvement

Behaviour
Change

Run Charts.

Reducing
psychosocial
barriers to
change

Plan – Do –
Study – Act
cycles

Quality Improvement support provided under a Joint Working Agreement with Bayer PLC

What will success look like?

On top of the strokes we are already preventing;

Avoiding at least 286 more debilitating stokes
over 3 years.

http://www.yhahsn.org.uk/service/population-healthservice/atrial-fibrillation/

Improving stroke care
Stroke pathway developments
Hyper acute stroke services
Dr David Birkenhead
Medical Director, NHS Calderdale and Huddersfield Trust
and
West Yorkshire Association of Acute Trusts (WYAAT)
Medical Director Stroke Task and Finish Group Lead
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Stroke pathway developments - Hyper acute stroke services
Our progress to date
•

Clinical Working Group – Chaired by myself, representation from
multi-disciplinary specialist stroke service teams and Yorkshire
Ambulance Service. Progressing work as follows:

• Agreed a standardised hyper acute stroke service pathway
with implementation underway.
• Updating standard operating procedures and policies.
• Looking at workforce and technology implications to inform
the next phase of our work.
• Informing the development of a service specification for hyper
acute and acute stroke services.
• Informing the development of high level service specification
covering the whole care pathway.
• Working with NHSE Thrombectomy Leads to ensure these new
developments remain aligned and inform our work.

Stroke pathway developments - Hyper acute stroke services
Our progress to date
• Securing additional clinical expertise - 2 half days per week,

for 3 months to provide dedicated leadership and expertise to
progress this work. The main focus of their work will be as follows:
• Implementation of the standardised HASU/ASU care pathway.
• Progressing implementation of agreed clinical standards,
repatriation policy and protocols.
• Developing proposals/recommendations for the development of
a stroke network across West Yorkshire and Harrogate Network
(for consideration by key stakeholders.)

• Collaborative working - We continue to work collaboratively
with local colleagues in Humber Coast and Vale and South
Yorkshire and nationally, to further inform our work and avoid
duplication.

Appendix A

66

Appendix A

NB: The YAS Pathway is
currently subject to further
review (position @ 16/11
WY&H care pathway
workshop)
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Our journey so far….. making progress…..still lots to do… your views are important

Before we start our presentation…..

Hearing from people who matter
Film 2

69

Improving stroke care
Introducing the draft outline decision making
criteria
Linda Driver
West Yorkshire and Harrogate Stroke Project Lead
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Introducing the outline decision making criteria for specialist stroke services

• The criteria are draft - developed as follows:
• West Yorkshire and Harrogate Stroke Task and Finish
Group.
• Informed by the Strategic Case for Change.
• Include clinical criteria e.g. national guidance and best
practice.
• Reflect stakeholder feedback to date e.g. Yorkshire and
Humber Clinical Senate, wider clinical engagement and
the Healthwatch Engagement Report outputs.
• Criteria used to inform other specialist stroke service
developments (national and Yorkshire and Humber.)
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Introducing the outline decision making criteria for specialist stroke services

How will the criteria be used?

• They will be used to inform the decision making process in relation
to the appraisal of options (which will be subject to assurance
process and consultation as appropriate.)

Clinical criteria - The draft contains a number of evidence based
clinical criteria in some of the domains. For example:

• Quality: Does the option ‘optimise’ quality of care by promoting the
delivery of national guidance and good practice e.g. Hyper Acute
Stroke Unit confirmed admissions per annum greater than 600.
• Quality: 7 days service standards for stroke.

Your views

– It is important that we gain your views on the draft

criteria to inform our next steps – what’s important?, what’s missing?
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Improving stroke care
Next steps
Linda Driver
West Yorkshire and Harrogate Stroke Programme Lead
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Next steps & timelines
• Hyper Acute Stroke & Acute Stroke Services – Standardised
pathway, policies, policies and network approaches and service
specification developments.
• Draft outline business case – Co-design and co-production.
• Whole pathway service specification development – underway
Apr/May 18 Joint Committee of CCGs development session.
• Atrial Fibrillation local developments – monitoring, evaluation
and ongoing dialogue with our local areas.
• Post stroke pathway – current and future state assessment e.g.
Early Supported Discharge, Community Rehabilitation and other
services key to improving post stroke care– Autumn 18/19.
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Next steps & timelines

• Engagement - 2 February 18 stakeholder event and further events
as appropriate
• Governance – CCGs/West Yorkshire Association of Acute Trusts
(WYAAT) joint review of draft Outline Business Case (OBC) end of
Apr 18 (tbc.) WYAAT draft OBC May 18 tbc. Joint Committee of
CCG’s readiness to consult June 17 (post election.)
• Assurance – NHS England meeting and Yorkshire & Humber Clinical
Senate review (March/April 18)
• Scrutiny – via the 6 Overview and Scrutiny Committees (OSC’s)
Building on existing discussions (local and across West Yorkshire and
Harrogate Health & Care Partnership level) during Q4 17/18 and
post election. Local development session planned Feb/Mar 18 (tbc.)
• Consultation – pre-consultation, consultation and post consultation
planning (as appropriate). Consultation (as appropriate) Q2 2018/19.
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Thank you
Dr Andy Withers
Chair of the West Yorkshire and Harrogate Stroke Programme
Jo Webster
Chief Executive Officer for the West Yorkshire and Harrogate
Stroke Programme
Dr David Birkenhead
West Yorkshire Association of Acute Trusts Medical Director
Lead for the West Yorkshire and Harrogate Stroke Programme
On behalf of the West Yorkshire and Harrogate Stroke Programme

Appendix 6 – Data capture form

Date

Friday 2nd February 2018

Venue

Carlisle Business Centre, 60 Carlisle Road, Bradford,
BD8 8DB

Event

West Yorkshire and Harrogate STP Improving
Stroke Outcomes Workshop

Time

9:30 – 15:00

No. of people on table
Table Facilitator
Scribe

Instructions:
 This template is used to report key outcomes in a standard way, the table scribe
is responsible for taking notes on the day, either directly into this template or by
transposing their notes into this format later. If you are using this to record points
on the day please expand the boxes to allow for notes.


Note taking should focus on summary points and agreements rather than
providing a verbatim transcription – please follow the above reporting note to
record the expressed sentiment to allow for



The role of the table facilitator is to keep the discussions ‘on task’ and to move
the discussions on if it becomes stuck on one point or the discussion is being
dominated by one (or two) individuals. Encourage quieter members to contribute
by asking them directly for their opinion, but do not push if they do not wish to
participate.



For those who are not keen to participate – remind participants that they can
contribute to the debate by looking at slido.com and entering the event code 1635
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Table Discussion 1: Do we need to change?


Is this what you expected? (if you were involved in the earlier consultation do you
recognise the results?)



What are your main concerns after hearing the current position?



What do you think will be the main benefits?



Do you feel it will affect you more than others?



How will this impact on the area you live in?



Use this space to record any other discussions
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Table Discussion 2: What do you think? Sense Check Discussion Area:
Main discussion points (this will be a free form discussion record as many points
as possible)
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Table Discussion 3: Validation Exercise


First Stage – Pass / Fail



Can you (the group) find three things (minimum) you like about the criteria? (If not
= automatic fail)



What don’t you like about the criteria?



Do you dislike more than you like about the criteria?
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Appendix 7 – Draft Criteria

West Yorkshire and Harrogate
Improving stroke care
DRAFT Criteria (Position at 2 February 2018)
Domain
Quality

Draft evaluation criteria

Draft
indicator/measure
Does the option optimise the
Promoting the
quality of care by promoting the delivery of national
delivery of national guidance
guidance and
and good practice?
evidence-based
practice
HASU confirmed
stroke admissions
per annum > 600
? HASU confirmed
stroke admission <
1500
HASU ‘displaced’
activity levels
remain within floor
and ceiling
parameters > 600
? < 1500
Cross boundary impacts fall
HASU floors and
within acceptable levels
ceiling rule for any
receiving
organisation
remain within
agreed parameters
> 600 < 1500
Receiving provider
& commissioner
acceptability
7 day service standards for
Performance
stroke
against Standard 2
– Time from
admission to first
consultant review
(50% of patients
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Domain

Draft evaluation criteria

Draft
indicator/measure
scanned within 1
hour
85% scanned
within 12 hours of
clock start)
Performance
against Standard 8
– Ongoing
consultant directed
review
(% patients who
were assessed by a
consultant within
14 and 24 hours.)
Performance
against Standard 5
– Access to
diagnostics
(50% of patients
scanned within 1
hour
85% scanned
within 12 hours of
clock start)
Performance
against Standard 6
– Access to
consultant directed
interventions
(24 hour access to
thrombolysis 7
days a week,
either on site or
via formal network
arrangements
(7DS survey))
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Domain

Draft evaluation criteria
Patient experience

SSNAP combined key Indicators

SSNAP other Indicators

Access

? Any other criteria
? Does the option ensure that
patients can get to the right
place, in the right time, for the
right service?

Draft
indicator/measure
Impact of change
on visitors and
carers travel times
? Any others
? Any others
? Any others
? Any others
Scores of A at
combined key
indicator level or B
at patient centred
or team centred
domain levels
Door to needle
within 60 minutes
Time to swallow
assessment
(100% within 4hrs)
? Any others
95% of Ambulance
journeys
completed within
45 minutes
(blue light)
? For people from
all communities
and backgrounds
? Extent to which
the model keeps
outpatient and day
case services local
? Extent to which
the model
supports shifting
care out of acute
hospitals closer to
home, where
appropriate
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Domain

Sustainability

Draft evaluation criteria

? Any other criteria
? Does the option ensure there
is a sustainable workforce that is
of the right number and is
suitably trained and skilled to
deliver the service?

? ASU sustainability without
HASU

Affordability

? Any other criteria
? Does the option cost no more
than the current service?

Draft
indicator/measure
? Any others
? Number of staff
required to deliver
the model,
compared with
likely available
workforce
? Impact on
opportunities for
training and skills
development
? Impact on
reliance on locum /
temporary staff
? Impact on service
(beds & workforce,
cost etc
? Any others
? Running costs of
the system
compared with
current
? Impact on the
financial position
identified in the
WY& Harrogate
Health & Care
Partnership – Next
Steps work
? Level of
transition costs
required by the
option
? Level of capital
costs required by
the option
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Domain

Inter-dependencies

? Any other domains

Draft evaluation criteria
? Any other criteria
? Does the option ensure that a
service can run safely because
the other services that are
necessary to support it are also
appropriately available?

? Any other criteria
? Any other criteria

Draft
indicator/measure
? Any others
? Interdependent
services which
need to be
provided onsite are
available onsite
? There are formal
links to
interdependent
services that do
not have to be
provided onsite
? Any others
? Any others
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Appendix 8 – Activity 1 and 2
Table Discussion 1: Do we need to change?
 Is this what you expected? (if you were involved in the earlier consultation do you
recognise the results?)
Activity 1 – Scribe Notes
Table 1)
 Yes and it reflects local community
However, might need to highlight a more positive engagement message
Table 2)
 Yes
 Coal mining museum event - How does it fit?
 Calderdale HW were involved in earlier engagement work
Table 3)
 No Notes
Table 4)
 Messages are what was expecting
 Pathway / presentation was what was expected
 Benchmark of comparative hospitals as well as SSNAP
 Objective not worst - not "worst off" hospital - best possible outcome after
stroke
Table 5)
 Issue of repeating work which has previously done
 Are we moving at pace
 Yes but how do we get to where we are going
 Not clear on further work after today – what is the exact purpose of today’s
sessions
 People don’t feel fully briefed on current position
Table 6)
 Yes, we recognize the results
 Were involved in engagement
 Engagement with stroke patients is relevant
 None stroke in waiting room
 Most people agreed that services had improved greatly
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 What are your main concerns after hearing the current position?
Table 1)
 All providers not apportioning SSNAP in the same way
 Money is a huge concern
 will a lack of funds stop the programme
 Availability of all levels of staff
 Is there a further role for council and 3rd sector
 The use of data to blame Providers
 Psychological support not being given attention Improvements being limited
by investments
 A SSNAP score not the be all and end all
 We do not want to be a data focussed service
 We want to be a patient centred service
 Consideration of not just the patient but their carer
Table 2)
 Ward 7 at C Calderdale Royal - B rating
 Why not an A rating - lots of targets that need to be met - trying to get
assessment trollies for people with neurological symptoms
 Concur around A typical presentations
 Prevention - a lot of things will be undertaken by primary care but some of this
can be done by pharmacy - lack of representation from primary care
 Programme for prevention is being done
 Need public health representation - prevention is led by public health
 Repatriation - is there a risk - capacity in hospital. Cald - ASU/Rehab on the
same ward
Table 3)
 No notes
Table 4
 what are the outcomes you are expecting/quality standards
 Indicators are quite blunt instruments
 Too much jargon - go beyond data sets i.e. abstract of SSNAP
 Looking at longer term not just short term. Support after
 A lot of people isolated after they are discharged
 Why not A (SSNAP)

Table 5)
 Healthwatch have spoken to patients/families but none/few people here today
 Doesn’t feel there are fixed options in place or decisions made – how will this
change – will this be revised at the end
 Who will make the ultimate decision as to the future position

Table 6)
52






Concern about promoting prevention
Concern about people getting stroke earlier
Waiting for rehab is not going to help recovery – especially speech therapy
Engaging primary care in the process – better for them and patients

 What do you think will be the main benefits?
Table 1)
 Unified plan and overarching service
 Improved health equalities
Table 2)
 Should get the same service everywhere - don’t have this at the moment
 Travel times - Calderdale specialised unit - now would it work if it was
centralized
 If we implement this - consultant from Halifax (HASU @ Calderdale lost) they
would move to where the HASU's are
 Patient relationships with staff - impact if patient is repatriated
 After repatriation - patient get more disorientated, impact on relatives
Table 3)
 No notes
Table 4)






How the pathway data will flow in pathway - need examples
Improved standards of care
No "post code" care
Everyone benefits - holistic approach
Process of transitions is more difficult if outside area

Table 5)
 No notes
Table 6)
 Stroke nurse in A&E is a great improvement – met at front door
 Centralising the expertise – benefits outweigh additional travel times
 Early treatment makes such a difference
 Patients who are FAST but don’t have stroke can get alternative treatment
and carers fears allayed
 Improving stroke services will have a knock on benefit to other services e.g.
A&E and primary care


Do you feel it will affect you more than others?
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Table 1)
 No notes
Table 2)
 No notes
Table 3)
 No notes
Table 4)
 Time issue
Table 5)
 No notes
Table 6)
 No notes
 How will this impact on the area you live in?
Table 1)
 No notes
Table 2)
 No notes

Table 3)
 No notes
Table 4)
 You don’t know what you don’t know
 Handover stations, Kirklees - added issues of working together
 Communication is key
Table 5)
 No notes
Table 6)
 No notes
 Use this space to record any other discussions
Table 1)
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Discussion of data quality accuracy and honesty of other providers
To what degree can people take responsibility of their own health?

Table 2)
 No notes
Table 3)
 Communication is key for this to be a success
 Need to level with people now
 Healthwatch have been doing engagement and did a good job
 Harrogate – not a sustainable service due to lack of workforce
 Need to share resource rather than working in isolation
 This is not about taking away but giving a better service
 It’s about enhancing care
 Concern around degree and pace of change
 Harrogate has a single handed clinician
 Concern around lack of communication but realise there is nothing official
around what is happening to the service
 Part of the message that the stroke unit will remain in Harrogate it’s the work it
does that will be refocused
 NY issue is the travel in terms of distance
 Locally in Bradford, Airedale and York and Scarborough the changes in those
areas have worked well. The changes made there were due to similar issues
now and can now demonstrate better results in the long run
There are time pressures in seeing patients in a predetermined order but feel
that the order patients are seen should be clinically determined.
 Rehab matters
 Would choose to go to the treatment centre that offers thrombosis treatment
 Clinical arguments right but how do we sell it and engage with the public
 If we make changes people will see it as cuts re: finances. Money is not the
biggest challenge to the NHS it is workforce.
Table 4)
 Joint care plans Way wide
 Challenging times, as social care is cut by 50%
Table 5)
 No notes
Table 6)
 FAST campaign – importance of ringing 999 to get to best services
 Patients who had a stroke a long while ago don’t know what help they can get
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Don’t use AF – use erratic heart beat
Communicating that “best care isn’t always local care” is so difficult and
important
ACTIVITY 2
Feedback from all the table discussions is below;
Table 1
 Data content approach
 Money will stop it being achieved
 3rd sector is in this programme
 Psychological support
Table 2
 Agree all are at the right meeting
 Not everyone can remember the previous consultation
 Concern around how primary care is signed up to the prevention policy
 Concern around repatriation
 upset patient journey
 difficult for carers
 potential impact of unit
 Skilled workforce
Table 3
 What is already being said in the community
 Need to get communication right from the beginning of the pathway process
 Workforce concentrate on right bit of the pathway
Table 4
 Standards – need to go beyond SNAP
 More patient focused
 Include care in the community
 Want a holistic and seamless service
 Why can’t all hospitals have SSNAP
Table 5
 Issue of respecting work and money and pace
 Questions around decisions
 What are we looking at
 No options so can’t make decisions
 More patient engagement
 Who will make decisions
 Will it be rushed at the end
 Who will make the ultimate decisions
Table 6
 There have been lots of improvements in stroke care over the years and what
this recognised – but still need to change and improve care
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Getting to the right place to get the right care is important
Engagement – some to be done around wider general public e.g. healthier
lifestyles / primary care more involved in preventative work
Yorkshire Ambulance Service (YAS) – A/F to make connections with primary
care
Important to look at hyper-acute but what happens after the stroke such as
rehab and after care services
Look at both prevention and support after a stroke
Can live for years with after effects of stroke and the need to have access to
services at that time too

Facilitator summary:
 Peoples passion and enthusiasm has come through
 Requirement for concentration on pathway as wide as possible to include:
 aftercare
 prevention
 integration – working together
 3rd sector
 primary care
 Communication needs to be effective, consistent and engagement to take
place now
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Appendix 9 – Activity 3 and 4
Table Discussion 2: What do you think? Sense Check Discussion Area:
Main discussion points (this will be a free form discussion record as many points
as possible)
ACTIVITY 3 – SCRIBE NOTES
Table 1)
 Not heard discussion
 Not very clear discussions
 Not enough background/detail
 Is our engagement meaningful
 Conversation not well reflected
 What are the options for those HASU configuration
 What is the decision making criteria
1)







Too much clinical NHS driven approach
Why isn't the council involved
Not enough managing of public understanding
Exactly what the STP said but resulting in tunnel vision
Are we reporting work being done around the region in other STPs
Appreciate local flavour

2)








"Specialists" discussion not reflecting workforce
You have to have career progression
Pride and value
Career pathway and staff retention - stability - burnout
Regional approach - 'talent sniping'
Learn from SLT and nurses
Disability and post-acute care- is age appropriate care availability?

3)










SSNAP. Does reconfiguration improve outcomes
Worse case scenarios
can centralisation improve standards
Workforce is more than consultants
focus on acute over community
What standards should we be working to?
David - Centralisation improve SSNAP indicators
Workforce must be ring fenced.
6 month review quality indicators are most important.
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4)








The Stroke Association supports 6 month stroke reviews
Can people be referred to Stroke association earlier?
What is the decision making criteria?
What progress has been made 1 year on from the Strategic Case for
Change?
Are there conversations with South Yorkshire and other STPs?
Where is the funding for transformation? we are already underfunded
Any change to staff training will take a long time to have an effect.

Table 2)
 Diagnosis and treatment of patient at risk of stroke
 Needs improving - the Stroke Association do BP readings - would like to be
able to do AF readings - they have more opportunity to do
 National screening programme (Stroke Health Check)
 Average age of stroke patient coming down - age group don't always go to GP
 Should be all GP practices - not just big practices (it will be all)
 Look at alternative ways of testing - look at how to involve other sectors
(voluntary_ - other services have capacity - they can sign post people - make
every contact count
 Health social care and voluntary sectors connecting together
 Services that have the same vision should be asked (The Stroke Association)
 One point of contact to be able to support / advise into other services
 Peer support - have someone to relate to - this affects LoS
 TIA - grey area (@ Stroke Association) - not able to support who have had
TIA - It is recorded at GP population level (people at risk of stroke)
 Any learning from any other conditions (diabetes) are we linking other
conditions (people at risk) look at a range and not just one area
 NHS Health Check - will support some of the preventative work
 Treatment of stroke matters - FAST campaign - do people understand why
they need to go to hospital
 Service and systems to be integrated and highlighting those at risk of stroke
 Prevention - diagnosis - treatment - aftercare
 Other changes / reconfiguration of services to be limited
 Specific about what is going to happen - this is what needs to happen - what
will happen in the community - what will it look like - plan/outcome
 How will we ensure this work continues
 Will GPs get a financial incentive? Will they continue?
 Implementing in our community not talking
 More to do! Innovate - Integrate - 3rd sector/voluntary sector
 Apps
 Peer support
 Pubs
 Argos
 Share learning
 Difficult to get the message across to the general public re stroke
 Audits now identify people having strokes at a younger age - lifestyle impact
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Need to be talking to people around lifestyle - present the risk factors to them
- what a stroke is - how it affects you - present peer/patient experience
On people mind - how do we bring forward?
How do we find people who are at risk of stroke - some people will have on
their records that patient is high risk ( we have more pro-active approach)
None is free - there is cost / time implications
Give everyone an AF test at medication review / flu jab clinic
Catch people at pub / supermarket
Education!!
AF testing - GP suggested test everyone at flu clinic as they are same
population
•Make service providers aware if we can prevent something from happening it
is better in the long run
Stroke Association colleagues have piloted the AF device - they are trained to
use it
Do test at reception - out in community/pharmacy
GP practice think its too much work
Interpretation of results
Pharmacists are getting on board - push forward more
Clinical reviews
GP practice get funded for looking after patients with AF
Prevention around other cardiovascular issues
Funding cut - but we want to increase prevention
Secondary prevention - people have a stroke and more at risk of having a
stroke
Regular follow ups
Use apps/technology to get the message out - self c are model
% of patients on NOARS - cost of warfarin is cheap but cost to manage is
more

Table 3)
 Not a lot
 Patient video’s spot on
 Lack of support in the community
 Focus is on acute
 Few people from Local Authority so discussion may not reflect the needs of
the system as a whole
 The emphasis is on the physical needs
 Don’t address the psychological issues enough
 Expand therapy more – do more around vocational services
 Psychological support needed
 Psychological issue not in SSNAP
 A massive topic
 High level of support in hospital but do not get the same level of support in the
community
 Need to know what are the roles that are important to people in the
community
 Sunderland have a “Recovery at Home” – note that it is not stroke specific
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Concerns around workforce
Fantastic to see so many voluntary organisations – How can these be used
effectively
There is a lot of money to be saved if all services work together
Need to provide continued support
Need to look after the wellbeing of the carer
Need vocational services
Ensure the voluntary sector services are neutered and supported
Why is the 10 – 12 weeks after a stoke the most intense care? Is it money?
Is it because that is when the best results occur during treatment?
Psychological therapy would help rehab
What services are provided to stroke survivor 5 / 10 /15 years later – nothing.
Just have GP support which puts extra pressure on primary care services.
There are two elements to stroke – Psychological and Physical
People are not aware of what services are out there
People who have had a stroke years ago do not know what services are
available to them today – they do not know about new initiatives
Peer support in recovery is really important
Younger people are having strokes and require different services to meet their
needs.
There are really good pockets of good practice going on – How are the STP
harnessing this?
SSNAP data focuses on front end of services
The patient story was really powerful – it picked up the gap of waiting for
therapy
Need to support carers
Younger people are having strokes and can affect the rest of their lives and
careers
Psychological aspect not thought of
There is little support when at home. Not just for the person who had the
stroke but also the carer
There are elements that are never discussed such as:
- how intimate side of a relationship is affected
- The impact on family life
- Loss of income if unable to work
A huge part of recovery is post hospital and post rehab
Calderdale Stroke Support Group meet every two months and have around
30 members who give both stroke victims and carers support
It can take a long time to feel better
Need psychological support
Need to have more conversations around
- Sexual relationships
- Financial difficulties
- Psychological aspect
What are the key simple things that are being overlooked?
There is a long way to go
Consider the physiological and emotional effects
The Stroke Strategy states there should be a specialist stroke psychologist
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but not a lot of acute hospitals have hit this target
Need to have wrap around services
There is a lack of knowledge around information on stroke and support
Lack of psychological input. People need to me to terms with what has
happened to them
Limited services to signpost young survivors to
Doing for and to – need to move to what do people need and want
Stroke survivors are of value as they can give peer support and share their
experiences
Need long term investment
Do we think that what we have in the community is sufficient?
Do we give stroke survivors the best chance with post-acute service? The
short answer is no.

Table 4)
 Carried out stroke patients. Query the random sampling
 Difficult to get through patient experience of people who have stroke or stroke
previously
 Need to engage more with groups that deal with service users
 There is a lot more happening
 You are not taking away a service from people
 More people want more specialist care
 Tone/wording is critical
 How many have issue – speech and language not captured
 This is subject to interpretation
 Has Healthwatch report been published?
 Not many markers of public at event
 More communication is key - more misinformation is getting out in the public
 Travelling is an issue in terms of local services / where the service is critical
for patients
 Care closer to home is critical but how does this fit
 There will be transport in pathway not just patients but patient’s families
 Workforce issue – specialist care – better care?
 Postcode care needs to be addressed
 Making sure people have right knowledge
 Engaging with staff was good from Healthwatch
 There wasn’t much engagement from Healthwatch - more with VCS
 VCS struggled with timescales i.e. two weeks. Very last minute engagement
 Too long for stroke survivor – “frightened to death “– more 1:1 approach
 Many patients were confused with questions. Didn’t feel capturing everything
i.e. from past
 Design a questionnaire with people who have had a stroke
 Lack of awareness what is out there for stroke survivors data made aware FIT
 Need support work for patients after discharge / patients have choice?
 Using different approaches to engage with people
 More carers should be engaged with the process
 Re-enablement of people should be taken into account
 Engagement has to be done about prevention especially PH side
62































There were gaps in engagement which need to be addressed
Different bits for different communities
How do communities like to communicate that are out there? Communication
is key
How does are areas feed into it especially around engagement
Intelligence needs to feed into
Less information for acute care should be whole pathway
Healthwatch findings have been same as few years ago
“This is what happens next” needs to be talked about
More communication is key – especially once you go through to decision in
consultation readiness to consult
Are we ready for formal consultation?
Imperatives – financial obligation
o Workforce
o Achieve?
How do we engage with wider audience - Using more different approaches?
SOAP is to be more accurate of care – stimulates wider conversation
Impact of service of people have stroke – do you want best outcomes
People want best care which may not be necessarily local
Can you use patient stories of different stage in pathway?
Are the public aware of workforce issues?!
Concern of last slides of engagement. The engagement was not represented
in the engagement
South Asian – larger families so need different type of support
They also are more likely to have higher health issues
Language barrier was an issue in engagement
Needed more targeted engagement
Carers support is different issue
Need different way of engaging – go into communities /where do patients
meet
Didn’t touch at all – the professionals involved – i.e. future careers disrupted
which needs managing internally
Sometimes professionals feel restricted to share their honest approaches
Very practical questions have need to be highlighted – what will it mean for
my patient
Not got to grips with postcode care and different groups
Workforce issues need to be addressed

Table 5)
 How do we target people who have been under represented in current data
 How do we do things differently
 Learn from areas who have done this well
 Fast campaign seems to trigger awareness
 Change measure about stroke and TIA
 Can engagement be improved by using occupation health more
 Increased use of grandparents caring for children – how can we engage
children in awareness - stroke survivors speaking to children in schools
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2)






3)









Workforce not fully engaged (all professions)
Consult with “generic” staff who deal with all kinds of patients
Range of options need presenting to patients and staff with pro’s and con’s
Engage on change rather than opinion
Need to think about impact from decision’s made in other STP footprints
Enhance wider thinking
Carry on current conversations and speak in these kinds of forums
Need more engagement with third sector and voluntary organisation promote the work they do
Big forums of all services included within stroke - promote understanding of
work being dome
How to break down the barriers between the different organisations - change
the language used
More local authority conversations – health & social – public health
More patient stories
MPs – are we in control of all areas we need to change
All staff groups (AHPs)
How to evaluate more social markers (LA’s)
Central workforce, overall knowledge of stroke
More enhancement of third - wider than stroke association
Local digital road map p how can this be used
Nobody seems to know how to get to where we are going
CCGs involved but no GP

ACTIVITY 4
Feedback from all the table discussions is below;
Table 1
 Unsure of have enough background information to comment
 Previous conversation not well reflected
 Want to see more progress
 Need to retain workforce with the right people in post across the region
 Big question around funding – underfunded services to provide more with
what they have
 Understand not making decisions today – this is an influencing discussions
Table 2
 Key message is there is a lot more to do
 Need to integrate what we’re doing e.g. 3rd sector, voluntary care sector and
primary care pulling in the right direction
 Lots of learning that can be done
 Look at the approach to the diabetic work / Look at health checks / Make
every contact count
 Need to be getting on and implementing in our communities
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Look at impact going forward

Table 3
 Psychological aspects not being treated at the same level as the physical side
 Per support is really important
 Carers need support
 Need more vocational services
 Younger people are having strokes – need services that younger people
would expect
 Not enough support when back in the community
 The issues are bigger than the physical aspect
 Financial issues
Table 4
 Communication – getting engagement out there and finding out what people
want
 Do people understand that going further will get a better service
Table 5
 Sooner we engage the better
 People not really knowing what’s going on
 Some people not being represented as per the Healthwatch slide
 How so we engage with children
 Engage with other STPs as to what they are doing could impact us
Facilitator summary:
 Need more engagement with 3rd sector
 Need more patient stories
 Engage withy MPs
 How involved are GPs in conversations
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Appendix 10 – Activity 5 and 6
Table Discussion 3: Validation Exercise
 First Stage – Pass / Fail
Activity 5 – Scribe notes
Table 1)
 Fail
Table 2)
 No notes
Table 3)
 No notes
Table 4)
 No notes
Table 5)
 No notes
Table 6)
 Changed wording


Can you (the group) find three things (minimum) you like about the criteria? (If not
= automatic fail)
Table 1)
 Good breadth
 Very valid criteria
Table 2)
Clinical criteria - Quality (Like)
 Patient experience needs to be very high
 (Best for patient V best experience)
Sustainability
 Workforce
 Inter-dependencies - need off site / not just on site
 Like all of them
 Mutual accountability - how do we hold others to account
 Friends and Family Test
 Healthwatch (collaboration working)
 Better to be sure than sorry
 Communication
 YAS
Table 3)
 No notes
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Table 4)
 Access is important criteria's
Table 5)
 Quality
 Affordability
 Quality of care
 Patient experience (add indicators Friends & Family test – 6 month review)
 SSNAP other indicator
 Sustainability
 Sustainable workforce
 AC without HASU
 Access
 Right place right time
Table 6)
 Obvious / common sense
 What don’t you like about the criteria?
Table 1)
 No patient MRS outcomes - outcomes matter - death
Table 2)
 No notes
Table 3)
 No notes
Table 4)
 You can do feedback systems to star systems - this would be better
Table 5)
 SSNAP – not convinced on reliability of data and how it’s collected
 Key indicators – data is hard to trust due to different input quality
Table 6)
 Language
 Questions - statements
 Do you dislike more than you like about the criteria?
Table 1)
 No
Table 2)
 No notes
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Table 3)
 No notes
Table 4)
 No notes
Table 5)
 No notes
Table 6)
 No but changed wording
Other Comments
Table 1)
Quality
Criteria: 7 day service strands for stroke:
 Applicable to different areas of the pathway e.g. 7 day therapy better than 7
day something else
 Patient Experience
o . national
o . communication with staff
o . Carers
Indicator: Any others?
 outcome not process measures
Sustainability
 Able to cope with winter - spare capacity
Criteria: Does the option ensure there is sustainable workforce that is of the right
number and is suitably trained and skilled to deliver the service
 Add Service feedback
Affordability
Criteria: Does the option cost no more than the current service?
 Not the right wording
 Needs to capture whole system cost and medium/long term benefits
 value for money
 Would we expect higher costs for higher quality?
 Any other criteria?
 Carer experience
 Equality
 Equality to all domains
Table 2)
 No notes
Table 3)
Quality
Criteria: Does the option optimise the quality of care by promoting the delivery of
national guidance and good practice?
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 Is essential
 Should is say “meet or exceed”?
Criteria: Cross boundary impacts fall within acceptable level
 Very important and needs to be considered
 Harrogate and District residents can live within a few miles of York and may
prefer to attend services East Scarborough and go to James Cook
Criteria: 7 day service standards
 Essential
 This could be a measure of how well the service is running
 Covers whole workforce and is workforce an issue – It is a requirement
Criteria: Patient experience
 This is key
 Repatriation needs to right and quick
 What are patients telling us?
 SSNAP does not measure parking or public transport as an issue
Table 4)
Other Comments
 Evidence behind indicators was not robust
 Contradiction in draft indicators
 Are you seeing enough patients
 How big does the service have to be to make it a viable service
 Challenge around resilience
 Size – does it fit around region
 There was no mention around patient well being
 Kirklees is split two sections – is it not for demographic numbers. Those that
are most prone to it – does it have more impact
 Need more information behind the indicators
 Were you sicker when you came in SSNAP will cover this
 This was a driver for change
 Who’s cross boundary impacts? If a centre closed what impact does this have
 7 day service – is there disparity when patients are seen?
 There is nothing in criteria around step down
 There is nothing in criteria about networking
 What we would like
 Are some units can be working differently
 Questions about SSNAP interpretation of standards
 How are these standards measured
 Question the indication as they mean nothing to clinicians
 Needs to be not solely based on minimum standards
 There should be ambitions, aspirations – brings more people on the journey
 Patient experience is key for all
 More work needs to be done on patient experience
 Focus on mental health
 Not enough information on patient experience
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Table 5)
 Affordability – Value For Money – better quality for more costs? - No mention
of upfront costs? Costs no more in what time period
 No mention of capacity of areas, better option presented?
 Table 6)
 More on patient experience criteria
 involve more patients and carer - road test new model / pathway
 Challenge the things - what's up for influence
 Opportunity to influence - more work to do
 Do we keep to guidance
 Quality
 Criteria: Does the option optimise the quality of care by promoting the delivery
of national guidance and good practice?
 Seems common sense
 Yes - we agree. Propose take out the word promoting
 Criteria: Cross boundary impacts fall within acceptable levels
 Yes - we agree. Statement rather than question?
 Important about activity not distance
 Indicator: HASU - A big difference in numbers
 Criteria: 7 day service standards for stroke.
 Essential criteria - Yes
 Criteria: Patient Experience
 Someone who knows them. Records only go back 9 years – history?
 Expert advice
 Environment
 Good communication
 Expert in stroke
 Repatriation of carers afterwards
 Parking
 Transport
 Access
 Criteria: Does the option ensure that patients can get to the right place, in the
right time, for the right service?
 Yes
 Statement - NHS
 Sustainability
 Criteria: Does the option ensure there is a sustainable workforce that is of the
right number and is suitably trained and skilled to deliver the service?
 Career pathway
 Physio / speech T / OT statement workforce
 The workforce is at the right level and skill to meet the demands of the stroke
service
 Indicator: Impact on opportunities for training and skills development
 Use the national criteria
 Indicator: Impact on reliance of locum / temporary staff
 Look at options for trust having a bank
 Criteria: ASU sustainability without HASU
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Add and rehabilitation
Indicator: Impact on service (beds & workforce, costs etc.)
Need both
Criteria: Does the option cost no more than the current service?
The option will provide the best value for money
Inter-dependencies
Joined up working
Ensure services can run effectively
Any other criteria?
Patient experience
What effect will have on carers / families
Interdependencies
Stop poaching staff from each other. Joined up working

ACTIVITY 6
Feedback from all the table discussions is below;
Table 1











Table 2









Liked:
The degree of breath
Very valid
Areas of Improvement
Lack of outcomes
Not all evaluation criteria equal
Essential and nice to do
Liked more than disliked
Sustainability – Ability to handle variation
Reword affordability
Long term and short term affordability

Fairly happy with areas covered
Clearly huge gap under patient experience but struggled to see how to
capture that before putting the service into place
Work with Healthwatch to identify potential areas to look at
Capture psychological impact
Access
Sustainability – workforce is critical
Interdependency - Focus on what West Yorkshire and Harrogate STP
need to look at interdependencies on wider community services
Other Domain – How do we hold each other to account

Table 3
 A bit process driven
 Patient experience needs a lot of work doing on it. Think about specific
headings such as
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Repatriation
Parking
Travel
Concern around equality of access for rural population
Repatriation key to making it work
There are cross board workforce concerns
Affordability
Interdependency needs to be looked at
Other areas – need robust measures that can be reviewed at 6 months

Table 4
 Challenge around the floor and ceiling figures – are they truly evidence based
 Seven day standard – accept helpful but matrix needs to be reviewed
 Patient experience needs a lot of work
 Split patients and carers
 Matrix around outcomes for patient
 Access is a useful matrix

Table 5
 Echo what has already been said
 Patient experience
 Use FFT
 Have staff indicators
 Sustainability – concern around initial start-up costs
Table 6
 Echo majority of what is already said
 Criteria right ones
 Need to change wording
 Patient experience needs expanding
 Environment
 Repatriation
 Impact on carers
 Get feedback from current service users around models
 Different choice of measures
 Language on some criteria needs changing i.e. interdependencies – say
joined up working
 Use terminology that everyone can understand
 Finance – could say will provide best value for money
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Appendix 12 – Evaluation form
Feedback

Improving Stroke Outcomes Workshop
2 February 2018 9:30am till 3:00pm
Name & Organisation (Optional) ......................................................................
Presentations (including content and
presenter) – Was the information presented in
a way that you could understand?
Presentation – Aims and objectives of the
day

Please rate by circling the appropriate number
1 being no understanding at all and
10 being completely understand
1
2
3
4
5
6
7
8
9 10

Presentation – Welcome and Introductions

1

2

3

4

5

6

7

8

9

10

Presentation – Why do we need to change
and what are we trying to achieve?
Presentation – What are our communities
telling us?

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

Presentation – Progress to date the journey
so far

1

2

3

4

5

6

7

8

9

10

Presentation – Preventing Strokes /
Protecting people who are living with Atrial
Fibrillation

1

2

3

4

5

6

7

8

9

10

Presentation – Stroke Pathway - hyper acute
stroke service pathway developments

1

2

3

4

5

6

7

8

9

10

Presentation – Introducing the outline
decision making criteria for our specialist
stroke service

1

2

3

4

5

6

7

8

9

10

Presentation – Next Steps/ Thanks and Close

1

2

3

4

5

6

7

8

9

10

Is there anything else you would like to tell us?
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Activities (including facilitators) – were you
Please rate by circling the appropriate number able to contribute fully, tell us everything you 1 being no not at all and 10 being yes completely
wanted to and feel that you where listened
to?
Activity 1 – Table Discussion A
2
3
4
5
6
7
8
9
10
stakeholder perspective on our work to date 1
Activity 2 – Feedback – Whole room
Activity 3 – Carousel Discussions
Activity 4 – Feedback – Whole room

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

Activity 5 – Table Discussion – A
stakeholder perspective on the DRAFT 1
decision making criteria
Activity 5 – Feedback – Whole room
1
Activity 6 – Activity Prioritising Criteria
Voting dot exercise

1

Is there anything else you would like to tell
us?

Please rate the following by ticking the
appropriate box

Very
good

Good

Poor

Very Poor

Registration
Welcome
Introduction
Venue
Other ways in gathering your views
Washing line / flags
Is there anything else you would like to tell us?

Any other general comments?

Thank you for taking the time to complete this form
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Presentation 9 –
Next Steps/ Thanks
and Close

Presentation 8 –
Introducing the
outline decision
making criteria for
our specialist
stroke service

Presentation – 7
Stroke Pathway hyper acute stroke
service pathway
developments

Presentation – 6
Preventing
Strokes /
Protecting people
who are living with
Atrial Fibrillation

Presentation – 5
Progress to date
the journey so far

Presentation 4 –
What are our
communities
telling us?

Presentation – 3
Why do we need
to change and
what are we trying
to achieve?

Presentation 1 –
Aims and
objectives of the
day

Presentation 2 –
Welcome and
Introductions

Appendix 13 – Evaluation Raw Data

10

Is there anything else you would
like to tell us?

10

10

7

7

7

9

7

7

It would have been helpful to have seen
the information in advance as the
Healthwatch consultation rep

8

8

8

8

8

8

8

8

8

8

8

7

7

8

8

7

8

8

7

7

7

9

7

7

Easier to understand if information had
been sent earlier than one day prior to the
event, to allow reading

3

10

7

5

3

5

5

6

Left at lunchtime
Would have been useful to have some of
the key slides ahead of the day to
enhance group discussion. Not everyone
clear on proposals and no time to digest
detail of slides

9

10

9

9

9

9

7

7

7

7

5

5

5

8

5

7

7

8

8

7

7

9

8

There was a lot of detail on some of the
slides which was new information - would
have been helpful to have handouts
8

Would have been helpful to have the
slides - lots of info and too much to read
during presentations

0

8
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8

8

8

8

8

8

8

8

8

Slides - colours of some lettering not very
visible

8

8

7

10

8

9

7

There was a lot of information presented
very quickly with insufficient time to
read/consider. May have been better to
send out data prior to the day to allow
time for consideration. All presenters
were excellent

6

6

6

7

7

8

7

8

8

7

6

8

8

8

7

8

8

7

7

7

8

7

6

9

9

9

7

7

8

8

8

7

7

8

8

7

8

8

6

7

8

8

8

8

8

10

7

6

8

PP presentations needed to be circulated
electronically in advance so participants
could read and reflect and therefore make
better informed contributions (new to
audience PowerPoint slides should be 25
words of less)

7

7

6

8

3

8

6

6

6

Some slides too complex and small font
with too much unreadable detail

7

8

7

8

9

9

8

8

9

8

8

8

8

8

8

8

8

8

7

8

8

6

7

7

6

8

I feel this has been a very useful day,
gained insight into what the STP are
thinking and that the STP is keen to
engage with all involved in stroke care.
Its really important that longer term post
stroke community care is considered past
therapy stage e.g. people living with
stroke 6, 12 + months and the impact of
the voluntary sector
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6

7

6

6

8

8

9

9

9

9

7

8

8

9

8

8

5

5

5

5

5

6

6

5

6

7

6

8

7

9

7

6

6

8

8

8

7

8

9

8

8

8

4

3

5

4

5

6

5

5

7

7

8

8

9

8

7

9

8

7

7

7

9

8

8

10

8

7

9

9

9

9

8

8

8

8

8

6

8

Minimal social care representation in
attendees
More time needed to focus on integration
of services and post hospital / community
services

PowerPoint very wordy

8

8

9

8

9

8

9

Activity 7 – Activity
Prioritising Criteria
Voting dot exercise

Activity 6 – Feedback
– Whole room

Activity 5 – Table
Discussion – A
stakeholder
perspective on the
DRAFT decision
making criteria

Activity 4 – Feedback
– Whole room

Activity 3 – Carousel
Discussions (world
café)

Activity 1 – Table
Discussion - A
stakeholder
perspective on our
work to date

Activity 2 – Feedback
– Whole room

Main concern from our table was
information was rushed and not clear on
what was the ultimate plan

10

Is there anything else you would like to tell us?2

It was difficult to fully contribute as I wasn’t part of the original
work from Feb/March 17 and the outcomes of this weren't
really shared
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8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

8

9

9

8

9

7

9

9

7

5

6

5

6

6

5

9

9

8

9

8

9

10

10

10

10

10

10

10

9

9

10

9

7

8

10

6

8

7

7

7

7

7

6

7

6

8

8

7

7

8

7

6

9

9

9

8

8

8

8

8

8

8

10

9

10

9

9

8

10

7

7

7

7

7

7

7

8

9

9

9

8

8

10

Afternoon session was more informative and felt like progress

10

9
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8

9

8

9

8

9

4

2

4

6

7

4

5

8

8

8

8

6

7

7

8

8

8

8

9

8

8

8

8

8

5

7

9

9

6

8

7

7

5

5

4

3

6

6

8

8

8

8

8

7

9

7

8

7

9

7

9

9

10

9

4

6

9

10

10

10

10

10

10

10

Registration

Very good

Welcome

Very good

Introduction

Very good

Venue

Very good

The carousel - could we move facilitator & questions - not
whole table
8

It is much easier and less noise if only facilitators and scribes
move tables and everyone else stays put (you loose less time)

Other ways
in gathering
your views
(i.e. washing
line/flags)

Very good

Is there anything else you
would like to tell us?3

Very good

Any other general comments?

I think general practice needs to be
engaged beyond the usual faces
and CCG boards
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Very good

Very good

Very good

Very good

Very good

Good

Good

Good

Good

Very good

Very good

Very good

Very good

Good

Good

Good

Good

Good

Good

Very good

Very good

Very good

Very good

Very good

Good

Good

Good

Good

facilitator poor. Mistakes Not
clear

Good

Good

Good

Good

When and how will we know
what has been decided?
(forget that!!!)

Very good

Very good

Very good

Very good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Poor

Good

Good

Good

Good

Good

Very good

Very good

Very good

Very good

Very good

Good

Very good

I did find the facilitator patronising
at times

More advice on parking challenging to find SAT NAV
takes to back of building (wrong
side)

Could have done with more
information on
access/location/parking
Lots of decision makers in the room
and some stroke survivors/family
and some volunteers. Not many
clinicians though who are actually
at the coal face of service delivery
and I have concerns about how
their views/experiences are being
taken into account
No house keeping at the start of the
session/very important
A facilitator that understood some
of the objectives would have helped
the day flow

Thank you, a very well organised
event with all the "small" things
considered
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Good

Good

Good

Good

Good

Chairs were a little uncomfortable

XX

Very good

Good

Good

Good

Very good

Good

Good

Good

Good

Very good

Very good

Very good

Very good

Good

Poor

Very good

Very good

Very good

Good

Very good

Very good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Very good

Very good

Very good

Very good

Good

Didn’t use flags

Good

Good

Poor

Good

Poor

I feel this was similar to coal
mining museum work. Not sure
we have moved forward

Need to engage colleagues
from primary care, social care
and public health if its all going
to work

Great use of videos of patients reminds us of why we are here

It would have been good to have
more people with lived experience
in the discussion - this is something
that with enough time we may be
able to help with

Could there be a general reduction
is disposable plastics for the
event@ e.g. water jugs - not bottles
- plastic cups/plates etc.
healthy snack options e.g. fruit

People in the room were confused
what we were doing and reviewing.
Not clear exercises
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Very good

Very good

Very good

Very good

Good

Good

Good

ok

Good

Very good

Very good

Good

Very good

Very good

Very good

Very good

Very good

Very good

Very good

Very good

Very good

Very good

Ask if we can meet again as
good for networking and
supporting work

Check language used. To include
what happens after discharge from
hospital
To consider impact on carers and
family
To pull health, social and voluntary
sector together
To have another event to progress
Consider on measures - how you
implement not just what

samosas was great!
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Appendix 14 – Equality monitoring form
Equality Monitoring Form
In order to ensure that we provide the right services and that we avoid discriminating against any section of our
community, it is important for us to gather the following information. No personal information will be released when
reporting statistical data and data will be protected and stored securely in line with data protection rules. This information
will be kept confidential. Please try to answer all the questions.

1. What is the first part of your postcode?
Example
Yours

HD6

Prefer not to say
2. What sex are you?
Male

Female

6. What is your ethnic group?
Asian or Asian British:
Indian
Pakistani
Bangladeshi
Chinese
Other Asian background (please specify)

Prefer not to say
3. How old are you?
Example
Yours

42

Black or Black British:
Caribbean
African
Other Black background (please specify)

Prefer not to say
4. Which country were you born in?

Prefer not to say

Mixed or multiple ethnic groups:
White and Black Caribbean
White and Black African
White and Asian
Other mixed background (please specify)

5. Do you belong to any religion?
Buddhism
Christianity
Hinduism
Islam
Judaism
Sikhism
No religion
Other (Please specify in the box below)

White:
English/Welsh/Scottish/Northern Irish/British
Irish
Gypsy or Irish Traveller
Other White background (please specify)

Other ethnic groups:
Arab
Any other ethnic group (please specify)

Prefer not to say
Prefer not to say
Please turn over the page
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7. Do you consider yourself to be disabled?
Yes

No

Prefer not to say

Type of impairment:
Please tick all that apply
Physical or mobility impairment
(such as using a wheelchair to get around
and / or difficulty using their arms)
Sensory impairment
(such as being blind / having a serious visual
impairment or being deaf / having a serious
hearing impairment)
Mental health condition
(such as depression or schizophrenia)
Learning disability
(such as Downs syndrome or dyslexia) or
cognitive impairment (such as autism or
head-injury)
Long term condition
(such as cancer, HIV, diabetes, chronic
heart disease, or epilepsy)

9. Are you pregnant?
Yes

No

Prefer not to say

10. Have you given birth in the last 6 months?
Yes

No

Prefer not to say

11. Please select the option that best
represents your sexual orientation?
Bisexual (both sexes)
Gay (same sex)
Heterosexual/straight (opposite sex)
Lesbian (same sex)
Other
Prefer not to say
12. Are you transgender?
Is your gender identity the same gender you
were assigned at birth?
Yes

No

Prefer not to say

Prefer not to say
8. Are you a carer?
Do you look after, or give any help or support to
a family member, friend or neighbour because of
a long term physical disability, mental ill-health
or problems related to age?
Yes

No

Prefer not to say
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Are you Transgender?

Prefer not to say3

What is your sexual
orientation?

Prefer not to say4

Have you given birth within
the last 6 months?

Prefer not to say6

F

Are you Pregnant? Yes / No

LS18

Prefer not to say5

F

Are you a carer Yes / No

LS28

Prefer not to say2

56

Long standing illness (cancer,
diabetes, HIV)

F

Learning disability

LS23

Mental health condition

England

Sensory impairment

46

Physical or mobility

M

Do you consider yourself to
be disabled

LS28

√

Prefer not to say7

England

Ethnic Other

County of Birth

34

Ethnic group

Age

F

Prefer not to say

Sex (Male/Female)

HD6

Do you belong to any religion

Post Code (1st part only)

Appendix 15 – Equality raw data

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

England

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

47

UK

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

42

England

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)
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HD7

F

36

England

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

Yes

No

Heterosexual
/straight
(opposite
sex)

No

LS8

M

45

UK

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

WF1
7

M

63

England

No
religion

White

No

No

No

Heterosexual
/straight
(opposite
sex)

No

LS27

M

42

England

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

Yes
Pos
t
stro
ke
No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

HG2

F

49

Scotland

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

WF5

F

67

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

Ye
s

WF2

M

75

England

No
religion

No

No

No

No

Heterosexual
/straight
(opposite sex

No

HD9

F

47

UK

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British
White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

√
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No

HG2

F

YO2
4

F

HG2

M

BB4

53

UK

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

Yes

No

No

No

Heterosexual
/straight
(opposite
sex)

No

70

UK

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

F

31

UK

Islam

Bangladeshi

No

No

Yes

No

Heterosexual
/straight
(opposite
sex)

No

WF7

F

32

UK

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

WF1

F

67

UK

No
religion
practice
d

White
English/Welsh/
Scottish/North
ern Irish/British

No

Yes

No

No

HX2

M

36

UK

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Yes

√

Heterosexual
/straight
(opposite
sex)
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No

HX2

M

37

England

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

BD2
0

F

39

UK

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

HD6

M

63

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

Heterosexual
/straight
(opposite
sex)

S10

F

47

UK

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

HX1

F

37

England

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

HX7

F

30

UK

No
religion

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

HX3

M

42

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

√
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HD2

F

53

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

HD5

F

43

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

Yes

No

No

Heterosexual
/straight
(opposite
sex)

No

BD2
1

F

50

England

Christia
nity

White
English/Welsh/
Scottish/North
ern Irish/British

No

No

No

No

Heterosexual
/straight
(opposite
sex)

No

90

Contact details
Tel: 01924 317659
Email: Westyorkshire.stp@nhs.net
Visit: www.wyhpartnership.co.uk

This information was published May 2018

