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1.0 INTRODUCTION

1.1 Background

1.1.1 Purpose of this report

Broadly, the objectives of this Integrated Impact Assessment (l1A) are to evaluate and
guantify where possible the potential impacts that could result from each of the proposed
stroke service redesign scenarios. Specifically; and as a result of recent revisions to the
service change scenarios, this IIA report reviews, refreshes and expands on the original 1A
produced in 2015 by Warwickshire public health team?. An IIA is carried out to inform an
enhancement of positive effects and a minimization of detrimental effects within each
potential scenario. This IIA has been carried out to assess the impacts for Stroke and TIA
patients currently receiving care at one of the three main acute sites across the county and
for the geographical areas covered by three Clinical Commissioning Groups (CCGs):
Warwickshire North CCG, Coventry and Rugby CCG and South Warwickshire CCG. The
information in this report will enable stakeholders to contribute to the consultation process
with due regard to the public sector duties around equality and health inequalities. All
stakeholders are invited to identify any further impacts or mitigating actions not addressed
in the report.

1.1.2 The Integrated Impact Assessment

1.1.2.1 What is an Integrated Impact Assessment?

The term Integrated Impact Assessment (I1A) has been used to describe many different
procedures, but essentially any process which attempts to cover more than one type of
impact assessment in a single process can be called an Il1A. This approach avoids the need
to undertake and report on separate assessments, seeks to reduce any duplication of
assessment work and benefits from a shared understanding of the policies.

IIA is a method of estimating the possible implications, intended and unintended, of
policies, plans, strategies, projects or initiatives?. It examines how the proposal may affect
communities and how these effects may be distributed amongst different groups within the
community. The aim of lIA is to make recommendations to enhance potential positive
outcomes and minimise negative impacts of a proposal. IIA is most effective when used as
early as possible in the development of policies, plans, strategies, projects and initiatives.
However, it can also be used retrospectively to provide historic information or background to
work in progress.

1.1.2.2 Scope and objectives of this Integrated Impact Assessment

The objectives of this IIA, as in the previous version are to determine the potential impact of
the three proposed scenarios for stroke service redesign on the following:

M Travel and access

i Determinants of Health

1 Equality

1 Public Health Warwickshire. Integrated Impact Assessment on proposals for improving stroke outcomes for Coventry and
Warwickshire. April 2015

2 Health Development Agency. (2005) Clarifying approaches to: health needs assessment, health impact assessment,
integrated impact assessment, health equity audit, and race equality impact assessment. London: HAD.
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Within each of these areas are a number of key determinants which assist in examining how
fully the proposed scenarios may have an impact on communities and individuals.

An additional requirement of this IlA is to aid the three Coventry and Warwickshire CCGs in
meeting their requirements under the Equality Act by considering the needs of nine specific
groups. The Equality Act was introduced in 2010 and places certain responsibilities on public
sector bodies to ensure that they think about three aims during any decision-making
process:

9 The elimination of unlawful discrimination;

1 Advancement of equality of opportunity between people who share a protected
characteristic and those who do not; and

1 The fostering of good relations between people who share a protected characteristic
and those who do not.

Publ i ¢ bodies are required to have 6édue regardo t
must influence the decisions that they reach; th
individuals who share certain types of socio-demographic characteristics:

Protected characteristic Notes on data availability

Age: taking account of all age groups to Data on age are routinely recorded and captured in
understand whether any of them will acute hospital datasets and at small area population
experience disproportionate impacts. level

Disability: including physical, sensory and Data on disability are not routinely recorded and
mental impairments. captured in acute hospital datasets. Some data on

self-reported disability is available from the 2011
census and from up-to-date benefit claimant figures

Gender reassignment: understanding any There is no routine collection of this data. Prevalence
differential impacts for trans-gender people. studies may be used to estimate the local number of
people who fit this description.

Pregnancy and maternity: understanding No routine data is collected other than in admission-
any differential impacts for women who are specific specialty and procedure codes. Underlying
pregnant, new mothers (with babies under six population figures for women in child-birth age
months old), or breastfeeding. groups (15-44) are available.

Race or ethnicity: including ethnic or national | Ethnic group category (2001 census definition) is
origins, colour or nationality, particularly routinely recorded in acute datasets and is available
differential impacts on Black, Asian and minority | for small-area populations from the 2011 census.
ethnic groups. This equality strand also includes
refugees and asylum seekers.

Religion or belief: assessing whether the No routine data is collected on religion for health care
proposals may impact disproportionately on encounters. Underlying population data on religion is
individuals and families because of their religion | available from the 2011 census.

or faith includina lack of belief

Gender: considering whether there are Gender is routinely recorded in acute hospital

particular and possibly different impacts on datasets.

men or women.

Sexual orientation: considering impacts There is no routine collection of this data.

on lesbians, gay men, and bisexual people. Prevalence studies or surveys may be used to
estimate the local number of people who fit this
description.




Marriage and civil partnership: understanding | No routine data is collected on marital status for
differential treatment of people who are married | health care encounters. Underlying population
or within a civil partnership (only applicable in data on marriage or civil partnership is available
terms of discrimination). from the 2011 census.

Table 1: Socio-demographic characteristics and data availability

Whilst socially deprived communities are not defined as a protected characteristic under the
Equality Act, the Social Care Act 2012 states that CCGs must have due regard to the need to
reduce inequalities between patients in relation to access to, and outcomes from, health

service provision. It is therefore a legal obligation to include consideration of this group within
Equality Impact Assessments. There are well evidenced links between socio-economic
disadvantage and poorer health outcomes, as highlighted in the 2010 Marmot Review?: it he
| ower the personds soci al position, the worse his
assessment and is therefore incorporating a health impact assessment (HIA), it will follow DH
guidance that recommends HIAs include an assessment of impacts on socio- economically
disadvantaged groups and health inequalities to aid the Coventry and Warwickshire CCGs in
meeting their requirements under the Health and Social Care Act 2012 which introduced for

the first time legal duties to reduce health inequalities, with specific duties on CCGs and NHS
England fiThe CCG have a duty to have due regard to the need to reduce inequalities

between patients in access to health servicesand outco mes achi eved?o

Whilst this IIA focuses on potential changes to stroke and TIA pathways in Coventry and
Warwickshire, and as such will impact on stroke patients, a significant impact will also be felt
on the visitors, families and/or carers of such patients. Therefore, this IlA will focus heavily on
the potential impact of proposed changes on visitors, relatives and carers of stroke patients.

Although each of the proposed scenarios differs from each other, each of the scenarios
suggests a change for current stroke patients (throughout both the hyper-acute and acute
phases of treatment), as follows:

1 Each of the suggested alternative scenarios will have an implication on where current
stroke patients presenting at South Warwickshire Foundation Trust (SWFT) or
George Eliot Hospital (GEH) are treated. If a suspected stroke patient (including
hemorrhagic stroke) presents at SWFT or GEH, instead of being assessed at SWFT
or GEH, they will be transported to University Hospital Coventry and Warwickshire
(UHCW) for assessment.

Additionally, each of the suggested alternative scenarios mean that there are some patients
who would previously have been treated at their local hospital, i.e. SWFT or GEH for the
acute phase, but under any of the suggested scenarios may be treated at UHCW for this
phase, as follows:

Scenario 2a proposed model Proposed Model: all stroke patients in Warwickshire
will be treated at UHCW throughout both the hyper-acute and acute phases. When
appropriate for discharge, the patient will be sent home for supported rehabilitation
or, in the case of bedded rehab requirements (around 30% of patients), will have
the choice of either GEH or Leamington Spa Hospital (LSH) dependent on
proximity to usual residence and/or bed availability.

3. Marmot, M (2010): 6 F &aciety, Health Lives, Strategic Review of Health Inequalities in England post 2010.



9 Scenario 2b proposed model plus Proposed Model Plus: all stroke patients in
Warwickshire will be treated at UHCW throughout both the hyper-acute and acute
phases. When appropriate for discharge, the patient will be sent home for supported
rehabilitation or, in the case of inpatient bedded rehab requirements (around 30% of
patients), will be transferred to either GEH or LSH with the remainder of patients in
Coventry and Rugby (10%) being commissioned a suitable care home bed in Coventry,
with access to a specialist in-reach stroke rehabilitation team.

Unlike the original IIA, this report is not considering the impacts of scenario 4 and 5. These
options, as a result of further pre-consultation, engagement and appraisal are no longer
considered feasible for consideration. The options being considered for this IIA update are
derivatives of the original option 2 - 2a and 2b - as these have been agreed as the only options
clinically viable for the patient in accordance with the service specification®.

Whilst the revised proposals are similar to each other, they have differences in relation to
how locally they propose stroke rehab will be treated. Therefore, rather than carrying out
individual I11As on each of the scenarios, this IIA will focus on each of the proposed changes,
as outlined above, and that can be applied across the different scenarios.

Whilst stroke patients from Coventry and Rugby will largely be unaffected by the hyper-acute

and acute pathways, the changes to bedded rehabilitation services will impact upon them and
their family and carers. Therefore, this lIlA will focus on the potential and variable impact on all
South and North Warwickshire and Coventry and Rugby patients.

1.2 Stroke and Transient Ischemic Attack

1.2.1 Stroke

A stroke is a serious, life-threatening medical condition that occurs when the blood supply
to part of the brain is cut off. Strokes are medical emergencies and urgent treatment is
essential because the sooner a person receives effective treatment for a stroke, the less
damage is likely to occur®. Like all organs, the brain needs the oxygen and nutrients
provided by blood to function properly. If the supply of blood is restricted or stopped, brain
cells begin to die. This can lead to brain injury, disability and possibly death®.

There are two main causes of strokes:

9 Ischemic or cerebral infarction i where the blood supply is stopped due to a blood
clot (this accounts for approximately 70% of all cases across Coventry and
Warwickshire 7 ICD-10 codes 163x)

4 NHS Midlands & East. Stroke services specification v5. (2015)

5 Jeffrey L et al. Time to treatment with endovascular thrombectomy and outcomes from ischemic stroke: a meta-analysis.
JAMA 2016;316 (120): 1279-1289.

6 NHS Choices. 2013. Stroke. [online] Available at: http://www.nhs.uk/conditions/stroke/Pages/Introduction.aspx [Accessed:
March 2015]


http://www.nhs.uk/conditions/stroke/Pages/Introduction.aspx

1 Hemorrhagic T where a weakened blood vessel supplying the brain bursts (this
accounts for 19% of all cases across Coventry and Warwickshire i ICD-10 codes
160x and 161x)

1 According to primary and secondary diagnosis codes for Coventry and Warwickshire
patients, a further 11% were strokes not specifically hemorrhagic orinfarction.

Strokes can be fatal or cause damage that can in the worst cases leave people disabled,
affecting their ability to communicate, as well as physical and mental damage. This can have
a huge effect on not only people who have had them, but also on families and carers; hence
the focus of this IIA on the impact of stroke service redesign on the families and carers of
stroke patients throughout the pathway. Length of stay in stroke units varies substantially.
Patients are discharged when medically stable, and when they have been assessed as
being sufficiently independent to be at home’. As a result, the timing of discharge from
hospital is often determined by the | eangl
functional disabilities.

The average length of stay in local stroke units is shown in table 2. Lengths of stay have
been reducing over time for both TIA and stroke. The variation between providers could be
attributed in part to differences in the presenting case-mix and to existing service
configurations whereby hyperacute patients are transferred and different discharge process

are in place for some providers.
GEM  SWFT  UMew
Average

Average length of stay 1 stroke 18 27 15 18

Average length of stay i TIA 4 2 3 3

Table 2: Average length of stay for stroke and TIA, 2015/16, by provider. Source HES Inpatient Tables

There is no standard framework or guidance around how long each phase of stroke or stroke
care lasts for. The length of each phase varies on a case-by-case basis, but typically the
hyper-acute phase lasts for up to 3 days and the acute phase up to one week. The average
length of inpatient stay for a stroke patient in Coventry and Warwickshire is 18 days.

1.2.2 Transient Ischemic Attack (TIA)

There is also a related condition known as a transient ischemic attack (TIA), where the
supply of blood to the brain is temporarily interrupted, causing a 'mini-stroke' often lasting
between 30 minutes and several hours. TIAs should be treated seriously as they are often a
warning sign that a patient is at risk of having a full stroke in the near future. However, the
effects of TIA can pass quickly and tend to leave no lasting damage.

1.2.3 Other Clinical risk factors for Stroke

There are several other pre-existinglong-t er m condi ti ons that can

risk of having a stroke. These include atrial fibrillation, congestive heart failure, hypertension,
diabetes and previous incidence of stroke. Primary and secondary prevention of these

7 Stroke Strategy for London. 2008. [online] Available at: www.londonhp.nhs.uk/wp-content/.../03/London-Stroke-Strategy.pdf
[Accessed: March 2015]

of
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conditions is likely to reduce the overall incidence and therefore prevalence of stroke
patients across the area.

1.3 Stroke Prevalence and Incidence

Risk of stroke increases with age, but other key risk factors are high blood pressure and
obesity. Nearly 40% of men and more than 30% of women in England have high blood
pressure, and the prevalence of obesity is expected to rise in the future?.

Nationally, the number of deaths from cardiovascular disease (which includes stroke), is
higher amongst women than men®,*°. However, rates of stroke are higher amongst men*’.
This indicates that women are more likely to die following a stroke than men.

Older people are most at risk of stroke; in Warwickshire (in 2015/16) 75% of strokes occur in
people aged 65+ and nationally 78% of all stroke deaths occur in people aged 75+. The
incidence of stroke doubles every decade after 55 years of age so that most strokes occur in
older people2.

Research suggests an inequality amongst different ethnicities in relation to their risk of
stroke. There is a 60% greater incidence of stroke within the black African and black
Caribbean populations than in the white population as a whole!. The prevalence of stroke
among African, Caribbean and South Asian men is 40% to 70% higher than for the general
population. Men with a Pakistan and Bangladesh origin are reported to have the highest
cardiovascular disease death rates'*.

Amongst people with disabilities, there is a higher prevalence of stroke amongst people with
learning disabilities and mental health problems, when compared to the population as a
whole?®®,

Socio-economic factors are known to be determinants of health across a range of different
conditions. People living in more deprived areas are most at risk of cardiovascular disease
and therefore stroke; the survival rate of stroke is also lower amongst people from lower

socio-economic groups - there is an increased risk of mortality from stroke in the under 65

8The Ki ngod s-communidable diseases. N.d. [online] Available at: http://www.kingsfund.org.uk/time-to-think-
differently/trends/disease-and-disability/non-communicable-diseases [Accessed: March 2015]

9 Department of Health (2008): 6 G e n & Access to Health ServicesSt udy 6

100ffice for National Stati sti cs woRtlhe(Régjstrar Geoaroh deaths byycauSetsex i st i cs Cau
and age, in England and W&l es, 20056. Series DH2, no.

11 Department of Health (2008): Op. cit.

12 Elderly drivers increasingly more likely to die in accidents. 2007. http://seniorjournal.com/NEWS/Aging/2007/7-01-05-
ElderlyDrivers.htm

13 Healthcare for London (2008): Op.cit.

14 Ethnicity. LHO. [online] Available at:
http://www.lho.org.uk/Download/Public/10291/1/Ethnicity_presentation_for_mens_health_meeting.ppt [Accessed: March 2015]
15 Disability Rights Commission (2006): Op. cit.
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population with increasing deprivation'®. People living in more deprived areas are also less
likely to have good access to health care services.

Figure 1 displays the Standardised Admissions Ratio (SAR) for stroke in Warwickshire and
Coventry Wards. The SAR is a summary estimate of admission rates relative to the national
pattern of admissions and accounts for differences in a population's age and sex, therefore
describes the difference between the expected number of admissions and the actual
admissions. As identified in figure 1, there is no clear geographical pattern, but the highest
SARs are seen generally in the most Northerly and Southern parts of Warwickshire, with
Coleshill South and Curdworth (North Warwickshire) being the highest for females and
males respectively. For Coventry, the Bablake ward has the highest SAR for men and

women.
;
Legend:  FEMALE | legend: MALE
SAR by ward ||| sAR by ward S
. 1952 Bl 2-61
I s2-67 [ 61-69
[ 67-81 [ ] 69-78
[]81-89 []78-90
[ 89-102 [ 90-102
B 102-121 B 102-123
El 121-225 B 123192

Figure 1: Emergency Stroke Hospital Admissions SAR, 2011/12 i 2015/16, Coventry and
Warwickshire Wards. Source: Strategy Unit, HES inpatient tables and ONS mid -year population estimates.

16 Healthcare for London: Phase One Report Health and Equalities Scoping Paper. 2009. [online]. Available at
http://iwww.londonhp.nhs.uk/wp-content/uploads/2011/03/Integrated-impact-assessment-for-pan-London-major-trauma-and-

acute-stroke-services.pdf (accessed 23 Nov 2017)
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Figure 2: Emergency Stroke Hospital Admissions (counts), 2011/12 1 2015/16, Coventry
and Warwickshire Wards. Source: Strategy Unit, HES inpatient tables

Of the 12 wards (out of 123 in total) with the highest SARs, 3 are in Coventry, 2 in North
Warwickshire Borough, 5 in Rugby Borough and 2 in Warwick. Of the 12 wards with the
lowest SARs 4 are in North Warwickshire, 3 in Nuneaton & Bedworth, 4 in Stratford and 1 in
Warwick.

In absolute terms (Figure 2) it is clear the highest number of stroke patients live in the
Coventry and Nuneaton areas, likely as a direct result of population density.

As previously mentioned, stroke occurs disproportionately in older people. Therefore, more
strokes will occur in areas with an older age profile. A similar trend will be seen for areas
with a high proportion of BME residents, and areas of higher socio-economic disadvantage,
although age is the strongest determinant of stroke. Therefore, consideration should be
given to geography in ensuring that services are accessible to the area of highest demand.

The prevalence described above suggests that based on the evidence, the protected
groups that require the most consideration in relation to the impact of stroke service
redesign are older people, BME groups and those from socio-economically disadvantaged
areas.

10



1.4 Projections

Between 1990 and 2010, stroke incidence fell by 20% and mortality by almost 50%*’, whilst
the prevalence has increased over that time as survival has increased. Improved drug
treatment in primary care is thought to be a major contributor, along with better control of risk
factors both before and after incident stroke'8 6.

Despite this, it is projected that nationally there will be an extra 31,000 first time strokes per
year by 2025 because of expected increases in population size, lifespan and the prevalence
of lifestyle choices and other chronic or long-term conditions that increase the risk of a
stroke!*. Therefore, ensuring effective provision of stroke services is important now and for
future cohorts.

1.5 Joint Strategic Needs Assessment

The purpose of the JSNA is to analyse the current and future health and well-being needs of

the | ocal population (6hardé data i.e. statistic
service data), to inform the commissioning of health, wellbeing and social care services. The

JSNA aims to establish a shared, evidence based consensus on the key local priorities

across health and social care. Both Coventry and Warwickshire have a statutory duty to

produce a JSNA.

The JSNA in turn will be used to develop the local Health and Wellbeing Strategy,
Commissioning Plans for the Clinical Commissioning Groups (CCGs) and Transformation
Plans for the local Health Economy. The Health & Well Being Board (HWB) is statutorily
responsible for developing joint Health and Well Being Strategies based on the assessment
of need outlined in Warwickshir e s and Coventryés JSNAs.

Both the Coventry and Warwickshire JSNAs identify cardiovascular disease and stroke as
priority areas, this is due to the opportunities for improvement, the scale of the impact on the
population, poorer outcomes compared with national data for a number of indicators and the
inequalities in the population. Th e War wi ckshi r eTh&rSislddnsiderapld | i ght s i
geographic variation across Warwickshire and by age and gender, in terms of CVD mortality.
The 2011-13, under-75 mortality rate from CVD ranged from 58 per 100,000 population in
Stratford-on-Avon District to 95 per 100,000 population in North Warwickshire Borough.
Trends suggest a recent increase in the under-75 mortality rate for women in North
Warwickshire Borough, although still similar to the England rate. There is also notable
variation across the County at GP practice level in terms of diagnosis and treatmenta®® In
Warwickshire North there has been a programme of work since 2014 to address higher
mortality in the younger population, particularly women from CVD. Stroke service redesign
was seen as key part of the programme to improve outcomes. 2°

Fuller data is presented in appendix 7.7 from th
Framework.

17 Patel A et al. Current, future and avoidable costs of stroke in the UK. Stroke association. September 2017
18 Lee, S. et al. 2011. UK stroke incidence, mortality and cardiovascular risk management 19991 2008: time-trend analysis

from the General Practice Research Database [online] Available at: http://bmjopen.bmj.com/content/1/2/e000269.full#cited-by
[Accessed: March 2015]

19 Warwickshire JSNA http://hwb.warwickshire.gov.uk/cardiovascular-disease-cvd/

20 Warwickshire North CCG, Annual Report 2015/16.

11


http://bmjopen.bmj.com/content/1/2/e000269.full#cited-by
http://hwb.warwickshire.gov.uk/cardiovascular-disease-cvd/

2.0 IMPROVING STROKE OUTCOMES FOR COVENTRY AND
WARWICKSHIRE

2.1 Case for Change

As part of the Improving Stroke Outcomes for Coventry and Warwickshire project, the
Coventry and Warwickshire local health economy is seeking to improve the health outcomes
of patients who have a stroke, by commissioning stroke services that are compliant with the
Midlands and East Stroke pathway and specification, and the National Institute for Health and
Care Excellence (NICE) quality standards.

Evidence shows that patients are 25% more likely to survive or recover from a stroke if treated
in a specialist Centre. Patients need fast access to high-quality scanning facilities and
thrombolytic therapy. Being within 30 minutes (by ambulance) from a specialist hyper-acute
stroke unit will permit a more expert assessment and quicker treatment, with far higher
chances of full rehabilitation?®.

Current clinical pathways for Coventry and Warwickshire state that only stroke victims who
present at GEH or SWFT within 4 hours of developing symptoms are transferred to the HASU
at UHCW. As the speed in which specialist treatment is received is vital to patient recovery
with stroke, patients who self-present at these hospitals may currently experience a longer wait
for the necessary treatment than if they are taken directly to the HASU at UHCW with a
suspected stroke. Decisions regarding thrombolysis typically require a CT scan that can take
upto60 minutes®®. The most recent clinical gui del

i ne
acute stroke should be admitted®directly to

s
a
The Improving Stroke Outcomes Business Case describes the strong and growing evidence

base, that the organisation and timeliness of stroke specialist assessment and treatment

significantly affects outcomes. The following key issues have been identified with the current

service organisation and provision which results in increased mortality and morbidity following

a stroke:

1 The current service provision across Coventry and Warwickshire does not meet the
requirements of the NHS Midlands and East regional Stroke Services Specification,
particularly in ensuring that all patients suffering a stroke receive appropriate hyper acute
care within the first 72 hours. Currently, on average 4 patients per day do not receive
hyper acute assessment;

1 The HASU/ASU beds and rehabilitation services for Coventry and Warwickshire patients
do not universally meet national best practice care standards. Indeed, t he latest
published data in the NHS Atlas of Variation (2015) showed that the number of patients in
Coventry and Warwickshire directly admitted to an acute stroke unit within 4 hours of
onset of a stroke was amongst the lowest in the country;

1 There is a lack of comprehensive access to ESD services and specialist community
stroke rehabilitation, with cohorts of patients in Warwickshire North and South
Warwickshire who currently have no access to these services;

1 There is variable service provision and inequality of access to key services for Coventry
and Warwickshire patients which must be corrected; particularly to HASU beds, inpatient
rehabilitation, specialist community rehabilitation and ESD;

1 Inadequate provision exists in primary prevention, in the form of gaps in anticoagulation
therapy for those with atrial fibrillation to reduce the risk of stroke, with evidence that we
could avoid c230 strokes over 3 years by bridging this gap

1 The Sentinel Stroke National Audit Programme (SSNAP) results between Dec 2017- Mar
2018 show that Coventry and Warwickshire services are poor when compared to national
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average performance in delivering rapid access to appropriate services. The most
significant issues arising from the SSNAP audits in support of the case for improvement
are:

0 The proportion of plahtoiteinnt so nsec aonfn etdh3edsifit chd anl
patients ar e scanned wi t hin an hour, i n
52.4%

o The medi an tri npeattiaeknetns ftomokéeé seaenédresult
takes jahsaurosdé@nmadutes for some patients to
nati onal average of just under an hour;

o The time taken for patientsi whoi Ibset atahme tn aet
average time for patients to be3.dbdbmirtst,ed tt
takes beamielemmur s for patients in Coventry

o The proportion of patients assessed by a
withinmnrxs4 ilso bel ow the national average f ol
in Coventry and Warwickshire.

1 There is considerable variation in the acute care provided across the three sites,
particularly in relation to lengths of stay. It is clear from review work undertaken that, due
to a lack of specialist stroke ESD and community stroke rehabilitation services, patients
are currently staying longer in the available acute stroke beds than is in their best
interest;

1 Critically, there are insufficient Stroke Specialist Consultants to operate an improved and
effective service within the current configuration of services, given the requirement to staff
services on each of the three acute sites. At the outset of this work, there were only four
permanent Stroke Specialist Consultants working across the three acute providers. There
are known national shortages of these specialists and recruitment to vacant posts has
been challenging for all providers.

These issues summarize the need to improve local stroke care across Warwickshire and Coventry
shire so that more patients can survive their stroke and achieve the optimum recovery.

2.2 Current Provision

2.2.1 Background

In January 2012, the Midlands and East Strategic Health Authority presented a paper

proposing a Ofw nafanmemd adatrwerve eof stroke services:i
Midlands and East region. The report, based on the national stroke specification,

emphasised the emerging benefits arising from changes to stroke services implemented in

London. This review resulted in a reduction from 34 hospitals receiving stroke patients to 8

hyper-acute stroke units.

Improving stroke outcomes for Coventry & Warwickshire: Pre-consultation business case v2.3. August 2017

Heal t hcare for London (200@Med. 6 MaemyShédpe hef fTlhumgs tuesed in Healt hce
research undertaken by Charles Wolf, Kings College London.
19 National Stroke Strategy. 2007. Department of Health. P. 29

20 Stroke Working Party, National clinical guidelines for stroke. 2016. RCP. P.39

Locally, Coventry and Warwickshire have moved towards the specification with the centralisation
13



of all hyper-acute stroke care to UHCW,; Hyper-acute stroke services for Coventry and
Warwickshire are provided by UHCW as a tertiary service. Networked pathways of care have
been in place since around 2007 to ensure that all patients potentially eligible for thrombolysis
and hyper-acute management are taken directly to UHCW for their care.

2.2.2 Stroke Services in Warwickshire

The existing bed configuration within local acute hospital provider organisations is as per
table 3; a total of 93 stroke-related beds:

UHCW GEH SWFT
Stroke Stroke Stroke
HASU ASU Rehab Total HASU ASU Rehab Total HASU ASU Rehab Total
6 30 6 42 0 19 0 19 0 12 20 32

Table 3: Current stroke bed configuration, by provider. Source: SSNAP and trust websites

Hyper-acute Services

Hyper-acute services provide expert specialist clinical assessment within the first 3 days of a
stroke presenting, with access to rapid imaging and the ability to deliver intravenous
thrombolysis 24/7. Hyper-acute stroke care typically lasts for no longer than 72 hours after
admission. These services may be in a specialist hyper-acute stroke unit (HASU) or as a
dedicated area in a stroke unit. Typically, at least 600 stroke patient admissions per year are
required to provide sufficient patient volumes to make a HASU clinically sustainable, to
maintain expertise and to ensure good clinical outcomes. In 2015/16, there were < 300
admissions of stroke patients to both GEH and SWFT hospitals. People with acute stroke
will receive an early multidisciplinary assessment, including swallow screening, and for those
that continue to need it, have prompt access to high-quality stroke care.

Currently, there are 6 HASU beds at UHCW, with no HASU provision at GEH or SWFT.

Acute Stroke Care

Acute stroke care immediately follows the hyper-acute phase, usually after first 72 hours
following admission. Acute stroke care services provide continuing specialist day and night
care, with daily multidisciplinary care, continued access to stroke trained Consultant care,
access to physiological monitoring and access to urgent imaging as required. In-hospital
rehabilitation should begin immediately after a person has had a stroke. Rehabilitation
services should continue for as long as required, to ensure the best recovery and the
minimisation of any disabilities, though these are likely to extend beyond time in-hospital.
Rehabilitation goals should be agreed between the multidisciplinary team and stroke patients
and carers.

Currently, there are 30 ASU beds at UHCW, 19 beds at GEH and 12 beds at SWFT.

Bedded rehabilitation

Some victims of more severe strokes or those with complex healthcare dependencies may
require more intensive rehabilitation after their acute phase in inpatient settings for up to 3
months, thereby reducing the risk of re-admission into hospital for stroke-related problems
and increasing long-term independence and quality of life with the support of the carer and
family.
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Currently LSH (as part of the Central England Rehabilitation Unit) provides 20 Rehabilitation
beds offering 24/7 support. The Hospital of St. Cross in Rugby also currently offers 6 beds
that can be used for stroke rehabilitation.

Early Supported Discharge

Early supported discharge (ESD) enables appropriate stroke survivors to leave hospital

6earlyd through the provision of intense rehabil
the care provided in hospital. An ESD team of nurses, therapists, doctors and social care

staff work collaboratively as a team and with patient and families. They provide intense

rehabilitation at home for up to 6 weeks, thereby reducing the risk of re-admission into

hospital for stroke-related problems and increasing independence and quality of life with the

support of the carer and family. Currently, this service is only available to patients from the

Coventry and Rugby areas.

Transient Ischemic Attack services

The risk of a stroke is high following a transient ischemic attack (TIA); approximately 10 i
20% of patients who have a TIA will go on to have a stroke within seven days. Specific TIA
services provide rapid diagnostic assessment and access to specialist care for high risk
patients, thereby lowering the risk of a subsequent stroke.

2.3 Future Service Model

2.3.1 Scenario 1: Do nothing

This scenario reflects the current configuration of services, and patient pathways. Currently,
all stroke patients who are assessed by a paramedic to be Face, Arm, Speech Time Test
(FAST)-positive,?? are taken directly to the hyper-acute Stroke Unit (HASU) at the University
Hospital Coventry and Warwickshire (UHCW), where they will be assessed for diagnosis and
treatment, including suitability for thrombolysis and brain scanning.

Those stroke patients who self-present at George Eliot Hospital (GEH) or South
Warwickshire NHS Foundation Trust (SWFT) who are not deemed suitable for thrombolysis
are managed within the Trust where they present. If a patient is deemed to be suitable for
thrombolysis, then they are transferred to the HASU at UHCW.

Stroke patients from South and North Warwickshire who are treated in the HASU at UHCW
are repatriated to their local provider once their condition is stable and an acute bed
becomes available in the receiving Trust.

An Early Supported Discharge (ESD) service is being piloted in Coventry and Rugby, and
there is a stroke outreach rehabilitation services at GEH and SWFT who support stroke
patients in their own homes.

22 NHS Choices. N.d. Stroke i Act F.A.S.T. [online] Available at: http://www.nhs.uk/actfast/Pages/stroke.aspx [Accessed:
March 2015]
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With regard to the TIA services, all sites operate a 24/7 service as follows:

T UHCW T full 24/7 service;
1 GEHT 24/7 service, with patients needing carotid imaging being sent to UHCW;
1 SWEFT i Monday to Friday service at SWFT, with weekend cover from UHCW.

See Appendix 7.1 for a flowchart depiction of this pathway.

2.3.2 Scenario 2a proposed model Proposed Model:
Centralisation of Acute Care at UHCW and local bedded-rehab

All patients with a suspected stroke will attend UHCW HASU; once their hyper-acute phase
is complete (up to 3 days), some patients may be fit to go home with early supported
discharge, others who need longer stroke rehabilitation will move to the ASU at UHCW, and
remain there until they can be discharged home with support, or to another appropriate care
setting. For those patients requiring bedded rehabilitation (approx. 30% of stroke patients)
specialist stroke rehabilitation beds will be available at both GEH and LSH depending on
proximity and/or availability. Generally speaking, patients will be moved to the site that is
closest to them, however during times of peak demand, in some cases they may have to
temporarily move to a further destination.

With regard to TIAs, under all scenarios (excluding Do Nothing), TIA patients will be seen in

a centralised service along with high acuity strokes. Therefore, all high acuity TIA patients

will be seen at UHCW. Patients presenting to GEH or SWFT will be assessed by a

Consultant with rapid telephone access to the HASU Stroke Consultant who will advise on

the patientbés management. See Appendix 7.2 for
for the activity analysis underpinning this scenario.

2.3.3 Scenario 2b proposed model plus Proposed Model Plus:
Centralisation of Acute Care at UHCW and further localised bedded- rehab model

All patients with a suspected stroke will attend UHCW HASU; once their hyper-acute phase
is complete (up to 3 days), some patients may be fit to go home with early supported

discharge, others who need longer stroke rehabilitation will move to the ASU at UHCW, and
remain there until they can be discharged home with support, or to another appropriate care

setting. For those patients requiring bedded rehabilitation specialist stroke rehabilitation
beds will be available at LSH and GEH for South and North Warwickshire patients
respectively. The remaining bedded rehab patients from Coventry and Rugby will be
commissioned beds in suitable care homes in Coventry, where a team will provide stroke
specialist in-reach service that equates to the bedded rehab at GEH and LSH. The TIA
pathway is as under Scenario 2a proposed model .

See Appendix 7.3 for a flowchart depiction and see appendix 7.4 for the activity analysis
underpinning this scenario.

Full details of the business case for the options and the detailed clinical service reviews
are provided in the Improving Stroke Outcomes suite of documents including
appendices.
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3.0 METHODOLOGY

3.1 Defining the study area and current services

Legend

[ Coventry & Warwickshire
STP area

[ District area

mLRI
[:] Hyper-acute Stroke Unit (HASU)
m Acute Stroke Unit (ASU)

[:] Stroke Rehabilitation Unit (SRU)

District key:

L North Warwackshire

2 Nuneaton and Bedworth
3. Coventry

4. Rugby

5. Warwick

6. Stratford-upon-Avon

[ WORC

Site key:

GEH = George Eliot Hospital
HORT = Horton Hospital, Oxford

HTL = Heartlands Hospital

LRI = Leaicester Royal Infirmary

LSFW = Leamington Spa (Feldon Ward)
SWFT = South Warwickshire Hospital
UHCW = University Hospital Coventry 8 Warwickshire
WORC = Worcester Royal Hospital

(5 HORT

Figure 3: Study area (Warwickshire and Coventry, with major road networks and location of all
nearby Stroke Units)

The study area incorporates the county of Warwickshire and the City of Coventry; an area of
2073.64 km2 (Warwickshire area size: 1,975 km2; Coventry area size: 98.64 kmz2) and a
resident population of 909,661 (MYE 2015; Warwickshire population: 556,750; Coventry
population: 352,911).
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3.2 Scoping

The main areas of focus for this IIA as with the previous IIA are as follows:

I Health
9 Travel and access
1 Equality

Following this, further work was carried out to understand the impact of potential changes
to stroke services on the equality groups. This is a desktop IIA, drawing in patient
engagement and making recommendations to inform future consultation. Each
assessment was led by an expert in the relevant field and reviewed by another
professional from the relevant specialty to validate the responses.

Stakeholder engagement is recognized as fundamental to high quality impact
assessments. This review was commissioned as a desktop exercise to identify and outline
key issues and takes into account previous engagement work. This IIA would enable
wider stakeholder consultation and more detailed subsequent assessment. Following the
production of the llA, it is recognized that this then requires that public consultation is
carried out to engage on potential equality and health inequality issues raised here and
appropriate mitigations put in place as appropriate.

As part of the improving Stroke Outcomes process more detailed consideration and
modelling is underway regarding implications for workforce and activity. These
assessments will provide vital information but the results were not yet available to inform
this lIA.

For the purposes of this scoping exercise, people with mental health conditions and/or
learning disabilities are considered amongst the equality groups. This consisted of:

9 Literaturereview
A review of recent literature, to ascertain whether there are any new trends
associated with the equality groups and stroke services or stroke incidence. This
aimed to determine whether any of the equality groups are more likely to
experience stroke and thus be disproportionately affected by any changes to
services.

9 Screening of equality groups
Based on the available evidence and initial scoping, the equality groups are either
6scr eiem@dor Ostdeemedensure that the | 1A cont
groups that are more likely to experience disproportionate impacts from any
potential change to stroke services (see Table 1).

1 Socio-demographic analysis
Density mapping of relevant population characteristics was undertaken to
determine the distribution of some the equality groups across the areas; age,
deprivation and ethnicity. Some populations are too small in number to map or no
data are available at sub-national or sub-regional level (see Appendix 7.5).

This initial scoping exercise identified that several of the protected groups may be
disproportionately impacted by the proposed changes to the stroke pathway. As
previously mentioned, the individual that is impacted disproportionately may be the
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stroke patient, or the carer/family member/visitor. This is illustrated in Table 4. Through

the evidence review, some of the protected groups were not identified as having the

potential to be disproportionatelowtiompaadt ggd eyred
out in Table 4.

Impacted by redesigning services

Age: children /& Children of stroke patients
Age: young people / Children of stroke patients
Age: older people A Stroke incidence is higher in older people. The incidence of stroke doubles

every decade after 55 years of age so that most strokes occur in older people.

Disability and /£ Amongst people with disabilities, there is a higher prevalence of stroke
people with mental amongst those with learning difficulties and mental health problems.

health conditions

Gender reassignment A Some evidence to suggest hormone replacement therapy, that can form part
of gender transition process, can increase risk of stroke.

Pregnancy A There is evidence to suggest that risk of stroke is higher for pregnant and
and maternity postpartum women.

Ethnicity A Incidence of stroke is higher amongst certain BME ethnicities.

Religion or belief -

Gender /A The mortality rate from stroke, for all ages, is higher amongst men than women;
for those under 75, the mortality rate for men is higher and there is a bigger gap
between men and women. Prevalence of stroke is also higher amongst men,

although in terms of numbers, more women than men suffer from a stroke?3,

Sexual orientation -

Marriage & civil -

Deprived communities A Stroke occurs more commonly amongst those living in socio-economically
disadvantaged areas; mortality from stroke also increases with increasing levels
of deprivation.

Table 5: Screening of equality groups

3.2.1 Assessment of health and wellbeing impacts

For the purposes of this report, the HIA section will take both a health and social
determinants approach. This means a focus on the indirect, wider determinants of
health?*; that is to say: the changes in the social, cultural and economic conditions of the
Coventry and Warwickshire population that could potentially result from any of the
suggested scenarios being implemented. Additionally, and where possible the HIA will
seek to describe and assess the likely direct health impacts of the proposed service
changes.

To assess the direct health impacts of the scenarios, evidence has been collated from
national pathway reviews and stroke specifications?>2¢, comparable Health Impact
Assessments (HIAs) on Stroke services and from local assessments of the clinical model
undertaken through the West Midlands Clinical Senate and Coventry and Warwickshire
Clinical Reference Group. Relevant national guidelines including NICE Guidelines were
considered including the Cardiovascular disease prevention (PH25) and Stroke
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Rehabilitation in Adults (CG162).2?® In addition, the report reviewed the Improving Stroke
Outcomes Business Case. Full details of the business case for the Options and the
detailed clinical service reviews are provided in the Improving Stroke Outcomes suite of
documents including appendices®.

For the purposes of this IIA, these will be as follows?®:
1 Employment
Family cohesion
Housing
Income
Social cohesion
Parenting and Caring
Health outcomes
Impacts Relating to Access to High Quality Health Care

=A =4 =4 -8 -4 -4

23 British Heart Foundation. 2014. Cardiovascular disease statistics. [online] Available at:
https://lwww.bhf.org.uk/~/media/files/publications/research/bhf_cvd_statistics-2014_new1.pdf [Accessed: March 2015]

24 World Health Organization. 2003. Health impact assessment: the wider context. [online] Available at:

http://www.who.int/bulletin/volumes/81/6/morgan.pdf [Accessed: March 2015]

25 Path to Excellence: An Independent Integrated Equality, Health and Health Inequalities Impact Assessment. Proposals to
change and improve Acute Stroke Services in South Tyneside and Sunderland [assessed 2018]

26  Appendix 15 Available at: https://www.england.nhs.uk/mids-east/wp-content/uploads/sites/7/2017/07/configuration-
decision-support-guide-appendices-2.pdf (Accessed January 2018

27  Cardiovascular disease prevention NICE Public Health Guideline

https://www.nice.org.uk/guidance/ph25/resources/cardiovascular-disease-prevention-pdf-1996238687173

28  Stroke Rehabilitation NICE Clinical Guideline 2013 https://www.nice.org.uk/quidance/cgl62/resources/stroke-
rehabilitation-in-adults-pdf-35109688408261

29 NHS Executive. West Midlands Directors of Public Health Group: Using Health Impact Assessment to make Better Decisions.

A simple guide. [online] Available at: www.apho.org.uk/resource/view.aspx?RID=44797 [Accessed: March 2015]
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3.2.2 Assessment of travel and access impacts

The assessment of transport and access impacts in this 1A will evaluate the direct impacts
on patients, particularly those self-presenting to non-Stroke Units, and the potential impact
on those who would visit them during their stay in hospital. We will assess changes in
journey times by both private and public transport and review the current accessibility to
each site of interest based on publicly available information.

Postcode-level access contours for different times of day and modes of travel will provide a
high-level perspective on potential impacts for the equality groups.

Using the lowest-level resident geography in the activity datasets (lower super output area)
we will evaluate the likely changes in journey times under each scenario for the patient and
visitors/carers to inform the HIA and the travel and access impact assessment. In order to do
this, we are assuming that visitors or carers reside in the same location as the patient. There
is no data to support analysis of visitor journeys, so these impacts should be seen as
indicative rather than authoritative.

3.2.2.1 Breakdown of Scenario implications

Each of the suggested alternative scenarios means that there are some patients who
would under the current configuration of services have been treated at their local hospital,
i.e. SWFT or GEH for the acute phase, but under any of the suggested scenarios will be
treated at UHCW for this phase, as follows:

9 Scenario 2a proposed model Proposed Model: all stroke patients in Warwickshire
will be treated at UHCW throughout both the hyper-acute and acute phases. This
will include the transfer to UHCW of patients who self-present with stroke
symptoms at either GEH or SWFT. All paramedic assessed stroke patients in the
area will be conveyed directly to UHCW.

Whilst most patients treated at UHCW will be deemed suitable for early supported discharge
(ESD) or rehabilitation in the community, around 30% will require bedded inpatient
rehabilitation. Under this scenario, the patient may choose to receive this at either GEH or
LSH depending on proximity to their usual residence and bed availability.

9 Scenario 2b proposed model plus Proposed Model Plus: as in Scenario 2a
proposed model , all stroke patients in Warwickshire will be treated at UHCW
throughout both the hyper-acute and acute phases. This will include the transfer to
UHCW of patients who self-present with stroke symptoms at either GEH or SWFT.
All paramedic assessed stroke patients in the area will be conveyed directly to
UHCW.

In contrast to Scenario 2a proposed model , this scenario states that in addition to bedded
rehabilitation (approximately 20% of stroke patients) being provided in an inpatient setting
(LSH and GEH), suitable care home beds will be commissioned on a case-by-case basis
near to Coventry and Rugby patientsd usual
that aspect of their care.

20

resi

d



Whilst UHCW, as the specialist Centre for the hyper-acute phase, should be accessible
within 30 minutes by ambulance, for a stroke. For relatives and carers, the trip to visit
patients will be considerably longer, especially if public transport is required. This is
particularly relevant to groups which are more likely to use public transport; older people,
women, BAME groups and those from socially deprived communities

Whilst the majority of patients admitted to a HASU or ASU in Coventry and Warwickshire are
from the immediate area, there are some patients, likely by virtue of their proximity at the
time of symptom onset that reside outside the county area and may want to return to their
local provider for ongoing care. Similarly, there are other HASU and ASU units in
surrounding authorities that may, for some residents of the area, provide a closer care
setting for acute care or rehabilitation. Most notably this could affect stroke patients to the
West of North Warwickshire (nearer Heartlands hospital, HASU) and the South East of
Warwickshire (nearer Horton hospital, ASU) (see figure 4).
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Catchment Map

[ George Eliot (GEH)
" Heartlands (BHH)
"] Horton Hospital (HH)
| Leicester Royal Infirmary (LRI)
Northampton General (NGH)
771 Queens Hospital

UHCW
[0 Warwick Hospital (SWFT)
[ Worcester Royal (WRH)

RDH

QUEENS

NGH
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Figure4. Nearest HASU/ ASU by postcode unit, based on average car off peak drive times.

3.2.2.2 Travel times

There is a driving distance of 8.6 miles between GEH and UHCW. This equates to an
additional travel time of approximately 15 minutes for a single journey for individuals
travelling by private transport, who would previously have been treated locally at GEH but
under some of the proposed scenarios may be treated at UHCW.

There is a driving distance of 12.4 miles between SWFT and UHCW. This equates to an
additional travel time of approximately 23 minutes for a single journey for individuals
travelling by private transport, who would previously have been treated locally at SWFT but
under some of the proposed scenarios may be treated at UHCW.
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The following table and maps figures demonstrate the access picture across the area
and sub-districts and the proportion of the journeys from the patient location that are
within 15 and 30 minutes according to actual strokes or TIA that occurred in 2015/16.

Coventry & North Nuneaton & Stratford- Al.l d'IStr'CttS
Rugby Warwickshire Bedworth Rugby upon- Warwick (incl out-
Avon of-area)
Number 536 130 325 182 193 251 1,770
Avg time 11.7 21.4 11.3 17.0 24.9 12.5 15.5
Median time 11.8 21.6 10.6 18.8 23.9 11.0 13.2
:{;’i:sw 75.6% 17.7% 75.1% 29.1% 0.5% 72.5% 51.9
9% < 30
o 99.6% 95.4% 100.0% 100.0% 74.1% 100.0% 95.3

Table 5. Travel by private transport assuming off peak travel speeds

Patients from Stratford currently experience the longest journeys to hospital when
presenting with stroke symptoms and patients from Nuneaton the shortest.
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Figure 5.Travel times for scenario 1, visitors travelling to GEH, UHCW & SWFT. Travel times
are based on average car off peak drive times.

The majority of patients and visitors could travel to GEH, UHCW or SWFT within 30 minutes.
Visitors travelling from rural areas of Stratford upon Avon district may encounter journeys of

30 to 45 minutes. Visitors travelling from outside Warwickshire may encounter journey times
beyond 45 minutes.
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