SCHEDULE 2 – THE SERVICES

A. Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement

Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement

	Service Specification No.
	XX

	Service
	Brent Early Supported Discharge Service for Stroke 

	Commissioner Lead
	Jonathan McInerny/Isha Coombes

	Provider Lead
	Sue Fenwick Elliott

	Period
	Sept 1 2015 to Sept 1 2016

	Date of Review
	TBD


	1.
Population Needs

	1.1 
National/local context and evidence base

The Service shall be delivered in accordance with the evidence base on high quality care for stroke patients.
National Context:
NICE have recently issued guidance (National Guidelines for Stroke – 2012) making Early Supported Discharge for stroke patients one of their key priorities. The Royal College of Physicians have also recommended that commissioning organisations ‘need to commission early supported discharge to deliver stroke specialist rehabilitation at home or in a care home’

Evidence from NICE shows that early, co-ordinated stroke specialist multi-disciplinary rehabilitation at the patient’s home can improve the long-term outcomes for patients and help reduce unscheduled hospital admissions and A&E attendance and has been shown to have significant social, employment and health benefits for patients in the long-term. 
Local Context:
The following range of health services are provided for Brent patients who have suffered a stroke: 

· Hyper Acute Stroke Units (HASUs) are based in Northwick Park Hospital and Charing Cross Hospitals. Stroke Patients are first admitted to HASUs and receive expert care from a specialist team of doctors, nurses and therapists. The HASUs provide rapid assessment by a specialist team at the earliest opportunity, early treatment where needed, monitoring and physiological intervention in a high-dependency bed, amongst other things. A breakdown of the HASU and SU team roles are described in the tables below.
· After patients have been admitted to HASUs, they then transition to Acute Stroke Units (SUs) at Northwick Park, Charing Cross, St Mary’s and Royal Free, where there are specialist teams who care for stroke patients often with complex needs, provide therapy and help plan for life after stroke, until the patient is well enough to go home. 
· Some stoke patients are then referred to the Robertson Unit at Willesden Centre for Health and Care, which is a 20 bedded neurological rehab service for patients with acquired brain injury, progressive neurological conditions, or partial spinal cord injury. The team is led by a Consultant in Rehab Medicine and includes physiotherapists, occupational therapists, speech and language therapists and a dietician. The table below lists current staff in the team.
· Other patients are assessed and treated by the STARRS service in Brent. STARRS (short-term assessment, rehabilitation and reablement service) is an intermediate care service for patients in Brent that offers a range of health care, rehabilitation and reablement services for patients in Brent, including: a rapid response service, an early supported discharge service for patients (not just stroke) that need it and short-term rehabilitation providing neurological and general rehabilitation at home.


	2.
Outcomes

	2.1
NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely

(
Domain 2

Enhancing quality of life for people with long-term conditions

(
Domain 3

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

(
Domain 4

Ensuring people have a positive experience of care

(
Domain 5

Treating and caring for people in safe environment and protecting them from avoidable harm

(
2.2
Local defined outcomes

· Annual reduction in the number of readmissions within 30 days of discharge from hospital 
· Annual reduction in total number of bed days for Brent patients at all acute Stroke Units

· Percentage of the number of appropriate patients receiving  care in their own home after discharge from hospital

· Percentage of appropriate patients whose treatment programme started with 24 hours (ESD intensity level) of discharge from the hospital Stoke Unit 

· Percentage of patients with an outcome measure recorded within one week of arrival to and one week of discharge from, Stroke ESD and community rehabilitation service.
· Percentage of patients with a set of short and long term goals negotiated with them, their family/carers and the rehabilitation team of which they receive a copy, appropriately formatted for their individual needs within two weeks of admission to the Stroke ESD service.
· Percentage of patients, where appropriate, receiving 3 hours 45 minutes of therapy per week within the first two weeks of admission to the Stroke ESD Service for individual sessions of OT, PT, & SALT.
· Percentage of patients previously in work who wish to return to work receiving rehabilitation from the Stroke ESD service designed to help them return to work
· Percentage of patients and family who the Stroke ESD community rehabilitation team identify as having a need for further assessment or intervention to meet adjustment, behavioural or psychological needs
· Percentage of patients and carers satisfied with the Stroke ESD service that fill in a satisfaction questionnaire 
· Percentage of GPs satisfied with the Stroke ESD service  that fill in the questionnaire 
· Percentage of patients using the Stroke ESD service who complete survey reporting medium to long-term improvement in stroke health outcomes after discharge from service
· Percentage of patients using the Stroke ESD service who complete survey reporting improvement in ability to self-care after discharge from service


	3.
Scope

	3.1
Aims and objectives of service

This service specification describes the Commissioner’s expectations in the provision of an Early Support Discharge Service for patients registered at Brent GP practices.
The key objectives of the enhanced service are to:

· Improve the experience and health outcomes of patients who have had a stroke in Brent
· Reduce the length of stay throughout the patient care pathway, particularly in the Acute Stroke and Community Rehab Units

· Reduce the number of readmissions for stroke patients within 30 days of discharge from hospital/rehab units 
· Increase the number of newly diagnosed stroke patients receiving care in their own home after discharge from hospital

· Increase the rehabilitation and recovery rates from onset of condition

· Enable stroke patients to become more confident and informed health service users

· Improve primary care awareness of the needs of stroke patients 
3.2
Service description/care pathway

The Model of Care which is through the following components:
· An ESD service that would entail intensive support by a multi-disciplinary team in patients’ homes at a number of different levels.

· Community stroke rehabilitation that would provide proactive case management for stroke patients, delivering coordinated care immediately after discharge from hospital. 

· Patient case management through multi-disciplinary working, which will integrate Out of Hospital, ambulance, palliative care and social care, so that patients are able to receive most of the care and treatment they need in their own home. 

· Training and supporting GPs and other health care professionals in improving their capability, competence in the diagnosis and treatment of stroke patients 

· All patients will have a named key worker within one week of admission to Stroke ESD service.
· Patients who haven’t already received cognitive/perceptual screening in the HSU/SU will receive it within one week of admission to the Stroke ESD Service (and full assessment within 2 weeks if required).
· Population covered

Patients registered with Brent GPs regardless of their place of residence who have been diagnosed with a Stroke and have been admitted into an Acute Stroke Unit and are being discharged back into the community but require therapeutic and nursing support.
3.4
Any acceptance and exclusion criteria and thresholds

Referral Criteria for the service:
· Diagnosis of stroke

· 18+

· Transfer with one

· Medically stable

· Inpatient investigations complete

· Social support or able to manage alone at home (+POC as appropriate) 

· Rehab goals or community reintegration goals

· Willing to consent and participate in rehab
· Interdependence with other services/providers
The new service cannot work in isolation and must work with other key stakeholders to address the needs of patients.

Partner organisations will include but are not restricted to:

· Community healthcare services 
· Primary Care professionals

· Hospital Hyper Stroke Units and Stroke Units, especially Imperial College and Royal Free
· London Borough of Brent (Social Services, Housing) 

· Psychologists and other mental health professionals
· Stroke Association 

· Other Voluntary Sector organisations in Brent
· Pharmacists (community)
3.5 Care Lease Scheme
A 3-year car lease has been brokered for this service by the provider. If the 3 year contract for the scheme is terminated before the contractual deadline, both the Trust and the CCG will be jointly liable for paying the penalty for breaking the contract early. An estimate of the likely penalty is £754.09 in the first year, £452.45 in the second year and £150.82 in the third year.



	4.
Applicable Service Standards

	4.1
Applicable national standards (eg NICE)

The service shall comply with national service standards as set out in:-

· Stroke rehabilitation, Long-term rehabilitation after stroke, NICE, June 2013
· National clinical guideline for stroke, Royal College of Physicians, prepared by the Intercollegiate Stroke Working Party, September 2013

and other national standards as issued from time to time.
4.2
Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 

· Stroke rehabilitation, Long-term rehabilitation after stroke, NICE, June 2013
· National clinical guideline for stroke, Royal College of Physicians, prepared by the Intercollegiate Stroke Working Party, September 2013

· Life after stroke commissioning guide, Commissioning Support for London, October 2010

4.3
Applicable local standards

The Service shall implement Royal National Institute for the Blind and Royal National Institute for the Deaf guidance (in each case, as amended from time to time) to ensure patients who have disabilities and/or communication difficulties are able to access the Service.

· The Service shall offer a dedicated telephone number for text phone users who have hearing difficulties.

· The Service shall offer a comprehensive range of consultation methods including, as a minimum, face-to-face, telephone, e-consultation and domiciliary visits. 

· All appointments shall be offered with a choice for patients and carers in terms of time, location and accessibility. 

· The provider will ensure adherence to statutory regulations in line with legislative requirements in The Mental Health Act 1983 / 2007.

· The provider shall provide appropriate assistance and make reasonable adjustments for Service Users, Carers and Legal Guardians for those with a psychological and/or learning disability. 



	  5. Applicable Quality Requirements

	5.1 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

Objective 1: Activity Data.
1.1

Annual reduction in the number of readmissions within 30 days of discharge of stroke patients from hospital where stroke is the primary cause of the readmission

17% reduction in the number of readmissions

(2014/15 Baseline = 33)
(On top of national target of 23%)

1.2

Annual reduction in total number of bed days for Brent registered patients at all acute Stroke Units and Rehab units where the primary diagnosis is stroke.
30% reduction in the total number of bed days

(2014/15 Baseline =4982)
Objective 2: ESD Service Activity and Performance
2.1

Percentage of appropriate patients receiving care in their own home after discharge from  Acute Stroke Units.


80% of appropriate patients after 3 months

90% of appropriate patients after 6 months

2.2

Percentage of appropriate patients whose treatment programme started with 24 hours (ESD intensity level) of discharge from the hospital Stoke Unit, where agreed as part of their care plan.

90% 

2.3

Percentage of patients with an outcome measure recorded within one week of arrival to and one week of discharge from, Stroke ESD and community rehabilitation service.

80% of appropriate patients after 3 months

90% of appropriate patients after 6 months

2.4
Percentage of patients with a set of short and long term goals negotiated with them, their family/carers and the rehabilitation team of which they receive a copy, appropriately formatted for their individual needs within two weeks of admission to the Stroke ESD service.

80% of appropriate patients after 3 months

90% of appropriate patients after 6 months

2.5
Percentage of patients, where appropriate, receiving 3 hours 45 minutes of therapy per week within the first two weeks of admission to the Stroke ESD Service for individual sessions of OT, PT, & SALT.

 80% for OT, 85% for PT and 50% for SALT at 6 months

Targets to be in line with acute and to be reviewed at 6 months
2.6
Percentage of patients previously in work who wish to return to work receiving rehabilitation from the Stroke ESD service designed to help them return to work

80% of appropriate patients after 3 months

90% of appropriate patients after 6 months

2.7
Percentage of patients and family who the Stroke ESD community rehabilitation team identify as having a need for further assessment or intervention to meet adjustment, behavioural or psychological needs 

90%

Objective 3: Qualitative Indicators 
3.1

Percentage of patients and carers satisfied with the Stroke ESD service that fill in a satisfaction questionnaire 

75+%

3.2

Percentage of GPs satisfied with the Stroke ESD service  that fill in the questionnaire 

75+%

3.3

Percentage of patients using the Stroke ESD service who complete survey reporting medium to long-term improvement in stroke health outcomes after discharge from service

75+%

3.4

Percentage of patients using the Stroke ESD service who complete survey reporting improvement in ability to self-care after discharge from service

75+%

5.2 Applicable CQUIN goals (See Schedule 4 Part [E])

N/A


	6.
Location of Provider Premises

	6.1       The Provider’s Premises are located at:
Stroke Unit,
Northwick Park Hospital

Watford Road, Harrow, 
Middlesex, 
HA1 3UJ
The service will operate a hub and spoke service, with satellite bases at Willesden Centre for Health and Care and Charing Cross Hospital.
6.2        Days and Hours of operation:
The Service shall operate from –8.30 – 4.30, Monday to Sunday 7 days a week,  


	7.
Individual Service User Placement

	N/A
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