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We are presenting on behalf of the Greater Manchester and Cheshire 
Cardiac and Stroke Network & The Greater Manchester PCTs

This presentation covers our recent work on putting in 
place an Acute Stroke Service for Greater Manchester –
which is only a part of the Network’s scope of responsibility

The Network is carrying out this work on behalf of the 
Association of Greater Manchester PCTs 
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The scope of the National Stroke Strategy covers a number of areas, 
the Acute Stroke Service sits significantly in Urgent Response

Public awareness

TIA and minor stroke services

Urgent response

Hospital stroke care

Post hospital stroke care

Early supported discharge

Workforce

… though our work does impact within other areas… though our work does impact within other areas
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Objectives for this session

Demonstrate the managerial, commissioning and clinical aspects of this 
work and how the Association & the Network have brought these 
together
Link our work to the Stroke Strategy
Tell the story of our journey
Update you on where we are up to and what we will be doing next
Share key lessons learned

Answer your questions (hopefully!)
• What are your expectations?
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We know that stroke outcomes across Greater Manchester have great 
scope for improvement

In Greater Manchester each year 
there are over 5,000 strokes – and 
30% are in people < 55 years of age

In Greater Manchester each year 
there are over 5,000 strokes – and 
30% are in people < 55 years of age

One in four dies within 30 daysOne in four dies within 30 days

One in two is dead or disabled at 6 monthsOne in two is dead or disabled at 6 months

As well as personal cost there is a big financial cost to Greater ManchesterAs well as personal cost there is a big financial cost to Greater Manchester
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The National Stroke Strategy demands that we work collaboratively to 
deliver its desired clinical outcomes and quality markers

To have structures in place which ensure a focus on quality of services and 
continuous service improvement, across all the organisations in the pathway

To grow a workforce that enables all people with stroke, and at risk of stroke, to 
receive care from staff with appropriate level of knowledge, skills and 
experience

Quality Marker 17
• Networks are established covering populations of 0.5 to 2 million to review 

and organise delivery of stroke services across the care pathway

Quality Marker 4
• People who have had a stroke and their carers are meaningfully involved in 

the planning, development, delivery and monitoring of services. People are 
regularly informed about how their views have influenced services

The GM Cardiac Network formally took over Stroke from the Older People’s Network 
during 2007

The GM Cardiac Network formally took over Stroke from the Older People’s Network 
during 2007
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… and NICE Guidelines give us the clinical standards we must meet
(locally interpreted)

‘Immediate’ (how defined?) admission to an ASU
Seen by stroke physician within 24 hours
Swallow assessment within 12 hours
Administer aspirin to eligible patients as soon as possible but with 24 
hours maximum
CT scan preferably immediately but within 24 hours maximum
Malnutrition universal screening tool (MUST) within 24 hours
Carotid Doppler for all appropriate TIA patient within 24 hours
Call to Needle time…
All eligible thrombolysis patients achieve call to door time 60 minutes 
(unless legitimate reason for delay? – what would these be??)
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What does this mean for Greater Manchester?

The Vision for this Project is that every 
citizen in Greater Manchester presenting 

with stroke/TIA symptoms shall have 
equal access to a fully integrated, 

evidence-based hyper-acute and acute 
specialist stroke care pathway.
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Our challenge is to improve equality and quality of acute care for all 
citizens of Greater Manchester who suffer stroke symptoms

Currently care varies across the conurbation 
In future instead of being taken to a local A&E those with suspected 
stroke those who present within 24 hours of onset of symptoms will be 
taken to one of 3 specialist centres which will between them give 24/7 
cover

• Ambulance staff will make preliminary diagnosis using “FAST”
• “Call to door” target will be no more than 70 minutes max

In specialist centres patients will be properly assessed (Swallow/Scan 
etc.) and if suitable will be thrombolysed

• “Door to needle” target will be 30 minutes with a maximum of 60 minutes
After acute care has been provided patients will be repatriated to their 
local Acute Stroke Unit (or discharged)
There are SIGNIFICANT implications for all PCTS, Acute Trusts, 
Ambulance Trust …… as well as GPs, other Healthcare Professionals 
and the Public
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The need for an integrated approach for this time-critical hyper acute 
stroke care changes the way the service is delivered

• Collaborative commissioning of parts 
of the service

• Centralised specialist hyper acute 
stroke care - hub and spoke / treat and 
return approach for better stroke 
services

• Patients taken initially to CSC / PSCs
and then repatriated to ASU in DSCs

• Seamless flow of activities and 
information to enhance patient journey 
and outcomes.

• Local commissioning of stroke 
services - 10 PCTs commission 
services on behalf of their populations

• 9 NHS and Foundation Trusts provide 
acute services from 13 hospital sites

• North West Ambulance Service cover 
whole population of Greater 
Manchester

• Patients and treated in local Acute 
Trusts.

2008 2009-10
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Progress so far
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.
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Patients and
Patient Groups
Patients and

Patient Groups

Stroke Board

There are many different groups to involve and we have worked hard to understand 
the links and relationships between these groups and their different needs

Stroke Board

Project BoardProject Board

Trusts CEs/ChairsTrusts CEs/Chairs

External
Advisory Group

External
Advisory Group

Core TeamCore Team

GPsGPs

Emergency Response
Group

Emergency Response
Group

AHPsAHPs

PCT CEs/Chairs/
Boards

PCT CEs/Chairs/
Boards

CarersCarers

The PublicThe Public

Local MPsLocal MPs

Local Government/
Councillors

Local Government/
Councillors

Consultant
Clinicians/Physicians

Consultant
Clinicians/Physicians

Specialist NursesSpecialist Nurses
A&EA&E

NWASNWAS

NHS North West
(SHA)

NHS North West
(SHA)

Overview & Scrutiny
Committees

Overview & Scrutiny
Committees

Paramedics/
Ambulance Crews

Paramedics/
Ambulance Crews

Stakeholder Groups
(not exhaustive)

Stakeholder Groups
(not exhaustive)

GM Public
Health Network

GM Public
Health Network

Charities e.g.
Stroke Association
Different Strokes

Charities e.g.
Stroke Association
Different Strokes

NW Local
Research Network

NW Local
Research Network

Local Authorities
Social Care

Local Authorities
Social Care

CBS ProcurementCBS Procurement

GPs Out of Hours/
Walk-In Centres etc.
GPs Out of Hours/

Walk-In Centres etc.
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A set of overarching principles was established at our Autumn 07
consensus event

Overarching principles  
Improve patient outcomes
Provide equitable access to the services
Ensure the integrated approach to stroke services demonstrates Value for 
Money
Demonstrate openness and probity in the orchestration of services

–Provide a level playing field for competition amongst providers in GM
–Provide effective integration of service activity of providers in GM

Patient services remain stable and safe during transition
Governance Clear accountability and responsibility in governing both individual trusts and the overall network

Open and transparent processes for governing the GM integrated acute Stroke service, supported by both 
evidence and negotiation to inform effective decision making

Finance Openness and fairness of the payment for acute provider services
–Clarity is given to decisions making about the fixed and variable elements of acute provider payments
–Distribution of payment rewards both excellence and activity (volume and capacity) across the system 

Demonstrate-able value for money for the integrated acute stroke services at system and individual trust level
Financial viability (tariffs able to cover the costs) at CSC, PSCs and DSCs
Transparency of the budgetary process and resources allocation

Organisational 
/IT

Effective coordination of activities across parties involved to plan and deliver the services
Seamless transfer of care

Clinical Demonstration of safe delivery of clinical services 
Ability to meet the national and local clinical standards and guidelines
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation..
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The Strategic Outline Case is the first step in “Office of Government 
Commerce” guidelines for business case preparation

Purpose:
• Initiate and scope the process of effective decision making to achieve the 

strategic objectives of the Primary Care Trusts, NHS Trusts and Foundation 
Trusts 

• Provides foundation document upon which the health care system can 
determine the steps of how best to progress

Approach:
• Comes from the treasury Green Book (OGC)
• Highlights primary issues; patient need, strategic case, economic case, 

financial case and project management case, which will deliver the ongoing 
decision making process. 

Supports:
• alignment between the clinical corporate and financial functions across 

purchasers and providers in pursuit of improved acute stroke services; 
• approach to an options appraisal for deciding site(s) of Acute Stroke Services; 
• outline of benefits and costs related to the options appraisal; 
• framework that will support legitimate and functional decision making 

processes
• preparation for the process of effective consensus building with Stakeholders

The Financial Case and Economic Case have just been completedThe Financial Case and Economic Case have just been completed
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
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new service;
Developed the long, mid and short term plans for implementation.
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•Lead Clinicians 
•Network staff
•Stroke Physicians
•Public Health clinicians
•Neurologist
•A+E Consultants
•Patient and carer representative
•Vascular surgeons
•Physiotherapists
•Stroke Nurse
•Ambulance operational managers
•PCT and Acute Trust managers 

Our Emergency Response Group  provides independent input to the 
Stroke Board on clinical matters
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First of all we agreed principles informing stroke/ TIA pathway…

Equal access to hyperacute and acute treatment

Every eligible patient gets CT within 24 hours of onset of 
symptoms

All acute stroke patients should receive 24 hour specialist care

“High risk” TIAs should be formally assessed within 24 hours
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… and our own objectives as the ERG:

To define the optimum clinical pathway for early care of acute 
stroke

To facilitate the establishment of primary and comprehensive 
centres to allow early access to CT scan and consideration for 
‘clot-busting’ thrombolysis therapy. 

To ensure that all patients with stroke (irrespective of 
thrombolysis eligibility) or TIA will receive early, evidence-based 
interventions aimed at reducing mortality and disability. 

To ensure that district centres will be a fully integral component of 
this “Early Hours” model.
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The Emergency Response Group developed the Clinical Pathway

All subsequent service 
design and modelling 
activity has been 
based on this Pathway
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Number projections: 
We used various inputs to determine expected numbers through the
pathway across Greater Manchester and developed a data model
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Number projections: 
… and the numbers are being utilised to enable providers to confirm 
their business cases

Positive FAST 
(or recent history of positive FAST)

Suspected TIA & stroke emergency pathway (Gr. Manchester)

GM Stroke Network, v4 Jan 2008

SYMPTOMS OF STROKE/TIASYMPTOMS OF STROKE/TIA

Self present
at DSC

(within 2-3 hours)

999999
Includes Includes TIAsTIAs

PSC/CSC 
(on standby)

Courtesy Call and transfer to nearest open: 

Risk factors assessed
•Aspirin
‘Basket of interventions’:
•Carotid imaging within 24 hrs
•CEA within 2 wks if appropriate
•DWI if necessary w/in24 hrs
•Echo.(if required at DSC as 
out-patients within 72 hours)

GP

Neurology resolved Residual deficit

CT SCAN immediately 
(Next slot)

Palliative 
care may be 
indicated

Immediate ABC assessment

Immediate ROSIER

•Check routine 
bloods (ie, clotting)
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INTRA-CEREBRAL 
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•Immediate Aspirin
•Immediate ‘basket’
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•Book ambulance (as required)
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View (per day projections*)

Stroke and TIA projections for 
Comprehensive Stroke Centre by ERG per 
day (*based on assumption of 9000 per annum for 

whole of Greater Manchester)
Note, average only: there will be variations day to day 

Version 1 15.03.2008

Further details, contact Roger Gamon – 07810 880 472
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Stage 2 of the ERG work is to identify and start to resolve 
implementation issues

Breaking 
pathway down 

into  
components

ERG– stage 2 
Clinical advice to support implementation 

of new services

including, for example,

Repatriation

Early supported 
discharge

Baseline
(For future 

comparisons) 

Logistics of dissemination, 
update and audit of pathway  

ASU standards 
of care

‘Presentation 
after 24 hours’

pathway 

Out of scope 
of ERG 

To be taken forward 
by sub group of Stroke 

Board

Breaking 
pathway down 

into  
components

ERG– stage 2 
Clinical advice to support implementation 

of new services

including, for example,

Repatriation

Early supported 
discharge

Baseline
(For future 

comparisons) 

Logistics of dissemination, 
update and audit of pathway  

ASU standards 
of care

‘Presentation 
after 24 hours’

pathway 

Out of scope 
of ERG 

To be taken forward 
by sub group of Stroke 

Board
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For instance we have detailed lower level component pathways…

Information transfer 2.
On following morning:

• Update bed manager on transfer status

• Record name of bed manager and time of 
conversation (as a record)

Information transfer 1.
In first 3 hours of admission to CSC’s/PSC’s

Acute Stroke Unit :

• Inform bed manager, at relevant DSC of 
probable need for bed in next 24-48 hours 

• DSC Bed manager records details on ‘outliers’
board/list 

• CSC/PSC record name of bed manager and 
time of conversation (as a record)

TIA & stroke emergency pathway (Gr. Manchester)

REPATRIATION 

GM Stroke Network, v2 June 2008

Suspected patient with stroke/TIA admitted to

CSC/PSC 

DRAFT 2
June 2008 

ASU care at local 
hospital DSC

Continuing ASU care at 
CSC/PSC

Information transfers 3
When transfer imminent 

• Inform bed manager of imminent (within 
2-3 hours transfer)

•Verbal handover to clinical staff at DSC 
(usually ASU) staff

•Written documentation should accompany 
patient

Transfer imminent?

Ring ambulance control. Ask for:
‘Stroke transfer to DSC’ (TBC)

Notes 

TBC - all for discussion

• Ambulance arrives within 1 hour 
of call or, if specified time, within 
half an hour of that time

•Staff would not normally be 
required for transfer

•A relative would not normally be 
able to travel in the ambulance 
with the patient. Staff may need to 
arrange some relative transport.

• IT capabilities may aid 
repatriation (central coordinating 
point, ? CSM)

•Patient choice may determine 
repatriation arrangements

Notes 

TBC - all for discussion
All patients should have been seen 

by a stroke physician before 
transfer

The following should accompany 
the patient:

•Nurse transfer form

•Medical transfer form ??

•Therapy assessment form ??

Terms
CSC –Comprehensive Stroke Centre
PSC – Primary Stroke Centre
DSC - District Stroke Centre
ASU – Acute Stroke Unit

Notes 

TBC - all for discussion

• Ring fence bed at this stage? 

•Is this possible/desirable??

CSC’s/PSC’s local patients would 
not normally require repatriation  

At 3 hours:
Need to remain in CSC/PSC?

Yes No
Arrange transfer:

•Inform ambulance service

•Inform bed manager

•Arrange local appointment 
(DSC/TIA Clinic) as 
required

Discussion 
document 

only
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not normally require repatriation  

At 3 hours:
Need to remain in CSC/PSC?

Yes No
Arrange transfer:

•Inform ambulance service

•Inform bed manager

•Arrange local appointment 
(DSC/TIA Clinic) as 
required

Discussion 
document 

only
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•Risk factors assessed
•Aspirin
•‘Basket’ of interventions
•Carotid imaging (duplex    
Doppler, MRA or CTA )
•DWI (consider)
• Echo & ECG 

GP
for long-term monitoring and 

secondary prevention 

< 24 hours

TIA clinic (at DSC)*
Within 1 week

*If not locally available, refer to CSC/PSC
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pack

Appointment in 
DSC at 1month

• Secondary prevention
•Healthy Lifestyle advice – including 
support measures, eg, to help stop smoking) 

CEA 
surgeryindicated 

2nd modality of imaging 
(MR angio or CT angio

– if not already )

24 hours
Since onset of symptomsFollow GM&CC&S

Emergency Stroke 
guidelines 

ABCD2 >4 ABCD2 <4

Refer to vascular surgeon 
(to be seen within 48 hours)

Patients may present via:
•A+E
•General Practice
•NHS Direct 
•OOH Services
•Walk in clinics

To be performed 
within 2 weeks of 
initial presentation

Symptoms suggestive of 

TIA (resolved)
Persisting symptoms suggestive of

minor strokeor

Arrange for assessment and 
referral 

Some of the 
minor strokes 

may need 
MDT 

assessment 
for disabilities 

etc

Advise all patients to call 999 if have new or 
recurrent symptoms suggestive of stroke/stroke 

extension or further TIA.
SUCH PATIENTS SHOULD NOT WAIT UNTIL APPT.

Other diagnosis 
– usual 

management 

•Risk factors assessed
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Doppler, MRA or CTA )
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• Echo & ECG 

Referral to vascular surgeon?
(to be seen within 48 hours)

Yes No

Nearest DSC*
Within 12- 24 hours

*If not locally available, refer to CSC/PSC

*of last event

**All imaging 
within 24 

hours of initial 
presentation 

**

Normal indications for 
vascular surgery

Acute non-disabling stroke/TIA with 
symptomatic carotid stenosis of:
• 50–99% ( NASCET criteria)  or
• 70–99% (ECST criteria) 

Yes No
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Trafford/Hope Stroke & TIA Pathfinder  Protocol Trafford/Hope Stroke & TIA Pathfinder  Protocol 

Ensure Careful Approach 

Gain History (MOI) 
& Time of Onset 

AVPU 

Establish ACBCs’
(ABCD’s????) 

Patient Position 

Administer Oxygen 
Therapy

If Sp02<95%

Vital Signs 

Neurological Assessment 
(F.A.S.T) 

Positive

Is the time of onset within 
24 hours?

Yes

“Stroke Courtesy Call” to 
HOPE HOSPITAL A+E   

Load & Go to 

HOPE HOSPITAL A+E* 
Blue Light Transport
(Bring a witness where 

possible)

No

Negative

Transport to Trafford 
General Hospital as per 

normal procedure

Consider IV Access 
En Route

(Site in Unaffected Arm)

Re-assess Vital Signs

Blood Glucose must 
be measured and 

recorded  

GM&CC&SN 2008 
Adapted from work by Steve Bernard, NWAS

Is it between 9-5, Monday 
to Friday (TBC)

Yes No

*Patients who show signs of 
imminent cardio-respiratory 
collapse should instead be 
sent to Trafford A+E  for 
stabilisation  Details TBC
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Perspective
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Contact CSC/PSC on call 
stroke physician for advice 

*GP 
(or other point of contact 

eg, NHS direct )

Ambulance Arrives
Positive FAST 

(or positive FAST within last 24 hours)

Suspected TIA & stroke emergency PATHFINDER pathway

GM Stroke Network, v6 Feb 2008

Self present
A+E in DSC

999999
Includes Includes TIAsTIAs

Hope A+E
(on standby)

Courtesy Call and transfer to nearest open: 

Risk factors assessed
•Aspirin
•‘Basket’ of interventions
•Carotid imaging within 24 hrs
•CEA within 2 wks if appropriate
•DWI if necessary w/in24 hrs
•Echo.(if required at DSC as 
out-patients within 72 hours)

GP

Neurology resolved Residual deficit

CT SCAN immediately**
(Next slot)

Palliative 
care may be 
indicated

Immediate ABC assessment

Immediate ROSIER

•Check routine 
bloods (ie, clotting)

Swallow 
Assessment

INTRA-CEREBRAL 
HAEMORRHAGE

•Immediate Aspirin
•Immediate ‘basket’

Swallow 
Assessment

ISCHAEMIC 
STROKE

Not t-PA eligible

Acute Stroke Unit care (PSC/CSC)
•Phone relevant bed manager
•Book ambulance (as required)

Swallow 
Assessment

•Re-scan at 24 hours
•Aspirin at 24 hours

ISCHAEMIC 
STROKE

I.V. t-PA eligible 
(SITS/MOST protocol)

Refer to local DSC 
TIA or review clinic 
prior to discharge 

TIA 
suspected Not TIA
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Contact CSC/PSC on call 
stroke physician for advice

In-hospital patients?

If not a stroke/TIA:
•treat as appropriate
•consider transferring            
out immediately with 

GP review letter

Triage in A+E

Probable stroke/TIA

Where appropriate -
urgent 999 transfer

Patient choice 
may influence 

decisions

Provide Greater 
Manchester 

Patient and Carer 
Stroke information 

pack

Appointment in DSC 
at 1month

Transfer to 
TRAFFORD

24-72 hours

Discharge home 

ASU care at DSC

If Malignant 
MCA infarction 
PSC/CSC joint MCA 

Protocol

Intra-arterial t-PA 
if required

(or more invasive 
treatment)

If BASILAR 
THROMBOSIS –

Follow CSC protocol

Healthy Lifestyle advice 
(and support measures, eg, to 

help stop smoking) 

NEUROSURGERY
INDICATED?

Neuro
rehab 

General 
supportive 
care
•Manage 
hypertension

YesNo
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Needs immediate scan?
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Need scan 
within 24 hours
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Discharge assessment 

Discharge assessment 

Discharge assessment 

1. Overview
9-5, Mon-Fri 

Trafford patients with SYMPTOMS OF STROKE/TIA Trafford patients with SYMPTOMS OF STROKE/TIA (within last 24 hours)(within last 24 hours)

1. Pre-hospital1. Pre-hospital NWAS 
Perspective

Pre-hospital (to be collected retrospectively - not on hospital 
data sheet) FIELD

Not on audit 
form Ambulance Job Number Integer

Date and Time of 1st call for help Date/Time

Date and Time of arrival of 1st professional help Date/Time

Date and Time on scene Date/Time
Positive FAST assessment (not currently collected - possible to 
collect?) Yes/No

Date and time ‘Courtesy call’ given to main centre Date/Time

Time left scene Date/Time
Time crew 'cleared' Date/Time

Note, these pre-hospital fields would not be on any 
audit form – proposal is that they will be collected 
retrospectively from existing ambulance data (TBC)

Note, these pre-hospital fields would not be on any 
audit form – proposal is that they will be collected 
retrospectively from existing ambulance data (TBC)

GM&CC&SN Draft 3 Sept 8th 2008

Many thanks to Claire Hollingworth, Essex 
Cardiac & Stroke Network, for her permission to 
use her work as a starting point for this locally 
attuned database.

.. and drafted the Audit fields we intend to use to demonstrate the 
system via our initial Pathfinder phase
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.
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Outcomes
Strategic Vision

Patient experience

Partnership Working

Value for Money 

Viability

Track record

Readiness 

Risk Management& 
Patient safety 

Clinical Governance

Evaluation Criteria

We determined the criteria to be used to inform our decision making in 
selecting Specialist Acute Stroke Providers (CSC and PSCs)

Meeting Health Needs 
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Our External Advisory Group weighted the criteria and then 
participated in the business case review and selection process itself

Order of Importance
Initial 
Score

Relative 
Weighting

Expressed as 
%

Track Record 12 19.92 15%

Outcomes and process indicators 14 17.07 15%

Readiness 15 15.93 15%

Viability 17 14.06 15%

Clinical Governance and quality 
Improvement 25 9.56 7.5%

Value for Money 26 9.19 7.5%

Strategic Vision included in 
Charter 31 7.71 6.25%

Partnership Working 32 7.47 6.25%

Patient Experience 33 7.24 6.25%

Risk Management and Patient 
Safety 34 7.03 6.25%

total 239 115.18 100.0%

The EAG was an independent body of experts drawn from all areas within 
GM and including External Advisors Anthony Rudd and Damian Jenkinson
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Salford

Bury
Stockport

All other Acute 
Trusts will become 

DSCs

The Comprehensive and Primary Stroke Centres were assessed and 
appointed through this independently verified selection process
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.
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The aim of the data model is to provide the evidence base for 
reorganisation of the GM Acute Stroke services

Data model is a dynamic platform
• informs business case options
• provides evidence base for the re-commissioning of acute stroke services

The model also demonstrates how different stakeholders will be 
impacted by the new stroke network and has helped obtain their buy-in

Business 
case

Activity 
modelling

Financial 
modelling

Operating 
model

Business case modelling

This modelling together with the Operating Model will inform the Full Business CaseThis modelling together with the Operating Model will inform the Full Business Case
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The Conceptual Model is an illustration of the system showing data in, logic, outputs 
and scope and was developed and validated with a number of stakeholders
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availability 
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journey
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times
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times
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journey 
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Patients by 
Ambulance 

Self 
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GP referrals 

Transfers 
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and CSC
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Selected 
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Expected patient 
flow by 

PSC/CSC by 
outcome

%age call to door 
< 70 min 

%age call to 
scene<7 min

Home 

# Patients that 
require transfer to 

DSC 

%age door to 
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Clinical 
pathway 
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costs 

Additional 
funding req 
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implications of 
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proposed route
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repatriation 

journeys
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Total 
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After validation, this conceptual model formed the basis of the design for the data model 
and therefore the input to the business case.

After validation, this conceptual model formed the basis of the design for the data model 
and therefore the input to the business case.

Data Inputs Scenario Model Logic Key Output
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Patient Flow Data by Outcome

NWAS Journey Output

Full Financial Analysis

The model provides financial details for the current state and for the scenarios 
developed to represent the future state

Spreadsheet Navigation

Dashboard 0. Model Information 1. Scenarios 2. NWAS Journeys 3. Patient Flows 4. Finance 5. Model Output 6. Data 7. Working

Model Info Selected ASC Jouney Volumes Volumes through PW Tariff Summary Key Output Metrics NWAS Data Network Definition
Assumptions Scenario Definition Revised routes info Clinical PW Variables Sus Stroke Inpatient Data ASC Information
Contents Journey Time data Journey Pivot
Conceptual Model Clinical Data

Number of CSC: 1 08. SALFORD ROYAL

Mumber of PSC: 2 01. FAIRFIELD GENERAL
09. SOUTH MANCHESTER
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10. Trafford PCT

09. Tameside and Glossop PCT

08. Stockport PCT

07. Salford PCT

06. Oldham PCT

05. Manchester PCT

04. HMR PCT

03. Bury PCT

02. Bolton PCT

01. Ashton, Leigh and Wigan PCT

ASC

01. FAIRFIELD 
GENERAL

02. TRAFFORD 
GENERAL

03. MANCHESTER 
ROYAL INFIRMARY

04. NORTH 
MANCHESTER 
GENERAL

05. ROCHDALE 
HOSPITAL 06. WIGAN INF

07. ROYAL 
OLDHAM

08. SALFORD 
ROYAL

09. SOUTH 
MANCHESTER

10. 
STOCKPORT

11. TAMESIDE 
GENERAL

12. THE 
ROYAL 
BOLTON Grand Total

01. Ashton, Leigh 
and Wigan PCT -£                       -£                       -£                            -£                       -£                       117,409£           -£                       614,480£           -£                       -£                       -£                       14,547£     746,436£     
02. Bolton PCT -£                      -£                      -£                           -£                      -£                      -£                      -£                      441,583£          -£                      -£                      -£                      83,227£    524,810£    
03. Bury PCT 214,010£           -£                       -£                            2,471£               -£                       -£                       -£                       158,049£           -£                       -£                       -£                       1,115£       375,645£     
04. HMR PCT 207,664£          -£                      -£                           12,197£            26,726£            -£                      2,397£              164,604£          -£                      -£                      -£                      -£             413,588£    
05. Manchester 
PCT -£                       -£                       36,095£                  36,439£             -£                       -£                       -£                       507,835£           185,650£           9,378£               642£                  -£              776,039£     
06. Oldham PCT 203,932£           -£                       -£                            -£                       1,446£               -£                       72,462£             224,572£           -£                       -£                       1,115£               -£              503,527£     
07. Salford PCT -£                      -£                      -£                           951£                 -£                      -£                      -£                      293,942£          -£                      -£                      -£                      6,030£      300,923£    
08. Stockport PCT -£                       -£                       3,573£                    -£                       -£                       -£                       -£                       228,350£           282,622£           64,483£             642£                  -£              579,670£     
09. Tameside and 
Glossop PCT -£                       -£                       -£                            -£                       -£                       -£                       -£                       169,893£           185,417£           3,878£               63,121£             -£              422,309£     
10. Trafford PCT -£                       44,026£             9,020£                    -£                       -£                       -£                       -£                       177,498£           252,034£           -£                       -£                       -£              482,578£     
OTHER PCT -£                       -£                       -£                            -£                       -£                       -£                       -£                       301,636£           -£                       -£                       -£                       -£              301,636£     

£625,606 £44,026 £48,688 £52,058 £28,172 £117,409 £74,859 £3,282,442 £905,723 £77,739 £65,520 £104,919 £5,427,161
DSC

01. FAIRFIELD 
GENERAL

02. TRAFFORD 
GENERAL

03. MANCHESTER 
ROYAL INFIRMARY

04. NORTH 
MANCHESTER 
GENERAL

05. ROCHDALE 
HOSPITAL 06. WIGAN INF

07. ROYAL 
OLDHAM

08. SALFORD 
ROYAL

09. SOUTH 
MANCHESTER

10. 
STOCKPORT

11. TAMESIDE 
GENERAL

12. THE 
ROYAL 
BOLTON Grand Total

01. Ashton, Leigh 
and Wigan PCT -£                       -£                       -£                            -£                       -£                       152,243£           -£                       818,937£           -£                       -£                       -£                       19,692£     990,872£     
02. Bolton PCT -£                       -£                       -£                            -£                       -£                       -£                       -£                       547,737£           -£                       -£                       -£                       106,879£   654,616£     
03. Bury PCT 267,360£           -£                       -£                            6,063£               -£                       -£                       -£                       203,132£           -£                       -£                       -£                       -£              476,555£     
04. HMR PCT 249,052£           -£                       -£                            12,154£             41,282£             -£                       7,866£               244,001£           -£                       -£                       -£                       -£              554,355£     
05. Manchester 
PCT -£                       -£                       27,886£                  70,142£             -£                       -£                       -£                       708,270£           256,090£           11,148£             473£                  -£              1,074,009£  
06. Oldham PCT 259,037£           -£                       -£                            -£                       4,584£               -£                       99,028£             280,665£           -£                       -£                       -£                       -£              643,314£     
07. Salford PCT -£                      -£                      -£                           3,282£              -£                      -£                      -£                      411,926£          -£                      -£                      -£                      -£             415,208£    
08. Stockport PCT -£                       -£                       8,963£                    -£                       -£                       -£                       -£                       308,984£           397,225£           97,877£             473£                  -£              813,522£     
09. Tameside and 
Glossop PCT -£                       -£                       -£                            -£                       -£                       -£                       -£                       235,543£           231,277£           11,325£             80,743£             -£              558,888£     
10. Trafford PCT -£                      54,738£            29,188£                 -£                      -£                      -£                      -£                      274,179£          337,042£          -£                      -£                      -£             695,147£    
OTHER PCT -£                       -£                       -£                            -£                       -£                       -£                       -£                       398,558£           -£                       -£                       -£                       -£              398,558£     

£775,449 £54,738 £66,037 £91,641 £45,866 £152,243 £106,894 £4,431,932 £1,221,634 £120,350 £81,689 £126,571 £7,275,044
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00:00:30 0 ####### 0
00:01:00 0 0 0
00:01:30 0 0 0
00:02:00 0 0 0
00:02:30 0 0 0
00:03:00 0 0 0
00:03:30 0 0 0
00:04:00 0 0 0
00:04:30 0 0 0
00:05:00 0 0 0
00:05:30 13 13 0
00:06:00 80 67 0.02
00:06:30 191 111 0.04
00:07:00 350 159 0.08
00:07:30 438 88 0.1
00:08:00 540 102 0.12
00:08:30 608 68 0 14

01. FAIRFIELD GENERAL

0

1000

2000

3000

4000

5000

00:00:00 00:07:12 00:14:24 00:21:36 00:28:48 00:36:00 00:43:12 00:50:24 00:57:36

Scenario analysis  informed the range of output values expected taking all uncertainties 
into account.

Scenario analysis  informed the range of output values expected taking all uncertainties 
into account.
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The Dashboard gives a one page view of the patient volumes and 
enables navigation through the model

Spreadsheet Navigation

Dashboard 0. Model Information 1. Scenarios 2. NWAS Journeys 3. Patient Flows 4. Finance 5. Model Output 6. Data 7. Working

Model Info Selected ASC Jouney Volumes Volumes through PW Tariff Summary Key Output Metrics NWAS Data Network Definition
Assumptions Scenario Definition Revised routes info Clinical PW Variables Sus Stroke Inpatient Data ASC Information
Contents Journey Time data Journey Pivot
Conceptual Model Clinical Data

Acute Stroke Business Case Model

There are a number of 
key output charts 
presented

The scenario selected is 
shown also

When a new scenario is 
selected press ‘Refresh’

The outcomes from the modelling work have been used to aid negotiations with 
Providers, especially NWAS (enabling funds were based on model outputs)

The outcomes from the modelling work have been used to aid negotiations with 
Providers, especially NWAS (enabling funds were based on model outputs)
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Though collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.
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We identified key elements in the new service design / service 
reconfiguration within the early hours of care (examples only)

Care in 
Community

Care in 
CommunityDischargeTreatment/

Care
Diagnosis/

AssessmentAdmissionFirst
ContactAwarenessAwareness

Governance
Effective governance framework for 
whole system
Contract and performance 
management.

Financial policy and management
Funding to pay for the new services
Financial policy and planning
Negotiating and agreeing tariffs

Knowledge and Information
Infrastructure for information
Knowledge capture, analysis and 
sharing.

Process (Organisational and 
clinical management):
Mapping key activities and 
processing time
Agreeing process owners
Establishing effective handovers (eg
repatriation).

People (Organisational and clinical 
management):
Allocating roles and responsibilities 
Assessing future vs. current 
workforce needs/competency
Recruitment, deployment and 
training and development

Scope of the early hours service
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The draft high level Operating Framework shows necessary 
business services and priority areas identified

Manage risks (financial, clinical & organisational)G
ov

er
na

nc
e 

Fi
na

nc
e

O
rg

an
si

at
io

n
C

lin
ic

al

Service review and quality 
improvement

Service planning and 
commissioning Services delivery

In
fo

Service design 
&

planning
Need

assessment
Service 

commissioning AssessmentPresentation & 
transfer Treatment ReportingDischarge Review & audit Improvement

Perform strategic 
needs assessment

Translate National 
Stroke Strategy to 
meet local needs

Set regional vision 
and targets

Set remit of services

Agree operating 
principles & rules for 

cooperation & 
competition
Establish 

governance 
framework (finance, 
clinical & ops & info)

Commission 
integrated stroke 

service
Monitor GM performance in delivering integrated stroke services (oversight)

Address and resolve critical issues that affect the GM performance

Evaluate the 
services

Refine the service
(future proofing)

Marshall the clinical 
voice?

Develop and assess 
business case for 
the new services

Identify and secure 
funding (LDP)

Develop budgetary 
plan for stroke 

services

Prioritise investment 
portfolio

Set financial policy 
and rules

Negotiate and agree 
tariffs

Set out service levels 
and contract 
management 

framework

Manage financial 
risks

Perform financial 
reporting & cost 

analysis

Evaluate benefits 
(financial & non-
financial benefits 

realised)

Assess  & adjust 
investment portfoilo

Forecast local and 
regional demand for 

services 

Design / re-design 
integrated services 

delivery model

Perform integrated 
capacity modelling & 

planning

Carry out bed 
planning

Develop contingency 
plan

Establish first 
contact, repatriation 

& discharge 
protocols

Develop performance management framework

Coordinate & handle 
major incidents –

probing & escalation

Monitor overall 
capacity (service & 

bed)

Agree 
measures 
(regional)

Baseline 
performance

Report adverse 
events Analyse root cause

PPI – enhance 
patient journey & 

experience

Develop capability

Workforce 
planning

Training & 
development

Review 
performance

Perform clinical 
research 

Carry out clinical 
trials

Design emergency 
pathway

Agree & disseminate 
emergency pathway

Transfer patients

Perform FAST (at 
the scene 

assessment)

Mobilise stroke team 
/ resources 

(courtesy call)

Perform on-arrival 
assessment (ABC, 

ROSIER)

Perform specialist 
diagnostic services 
(CT scan, swallow 

assessment)

Provide beds in ASU

Provide specialist 
treatment / care

Assess IT & data 
requirements & 

needs
Develop data policy 

and standards

Develop IT 
infrastructure & 

systems

Set out process & 
coding

Establish information 
governance

Share clinical 
learning and 
experience 

Assess clinical 
outcomes

Perform clinical audit 
(sample case notes, 
sentinel audit, etc)

Identify & 
communicate clinical 

enhancement

Perform discharge 
assessment (report)

Repatriate or 
discharge (to DSC 
or rehabilitation, 

home)

Assess and manage 
clinical risks

Set clinical / care 
standards

Establish clinical 
governance

Capture data
Admin & 

demographics
Process & 

activity & time
Patient journey 
along pathway Outcomes…

Transfer discharge 
reports & patient 

records

Analysis data

Check for data 
accuracy

Feedback 
improvement 
opportunities

Arbitrate

Assess & refine 
clinical pathway

Agree resource 
deployment policy 
and arrangement

Set regional 
targets

Agree 
measures 
(provider)

Priority

Note – see next level details in Appendix 3
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.

The initial phase Pathfinder phase of the service will be commencing in October 2008The initial phase Pathfinder phase of the service will be commencing in October 2008
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.

The initial phase Pathfinder phase of the service will be commencing in October 2008The initial phase Pathfinder phase of the service will be commencing in October 2008
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Commissioning  & Financial Framework

A prerequisite for a robust commissioning strategy to facilitate the 
movement from historic to a new model of care is an agreed evidence 
based clinical pathway

Full stakeholder involvement including public health, clinical and public 
and patient consensus

From this a new financial mechanism can be developed based on relevant 
HRGs

Early monitoring is crucial to ensure implementation of the pathway and 
appropriate financial reimbursement 
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Indicative Tariffs for Redesign of Stroke Services - GM

Principles Adopted
To take forward the funding of the Integrated Service will require a different 
approach on utilising the tariff. To take this forward the DH produced a fact 
sheet in July 2007 which can be found on the following web site 
http:/www.dh.gov.uk/publications.

This document and the guidelines have been used to calculate the
indicative tariffs for funding the redesign of the patient pathway

A key factor that will need consideration is the materiality of the potential 
loss of income to Providers due to the redesign of the pathway which will 
become known when the model has been verified.

The GM PCTs developed a Financial Policy to cover the change and
address non-recurring cost issues & funding proposals (including services 
transferring to another provide, services due to expand/open anew
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Through collaborative efforts we have over the last year …
Gathered the local Stroke Community behind this initiative and gained 
everyone’s support to proceed and agreement on key principles;
Built the Strategic Outline Case for transforming the services;
Launched our Emergency Response Group which has developed the 
Stroke and TIA Clinical Pathway to a high level of detail;
Designed specifications for the service and selected specialist centres;
Designed and built a data model that represents the patient and 
financial flows;
Designed and developed high level detail of the future Operating Model 
and high level organisation design to deliver the new service;
Started to work out how much it will all cost the system as a whole and 
what benefits will be accrued and where;
Begun the negotiations for the procurement and commissioning of the 
new service;
Developed the long, mid and short term plans for implementation.

The initial phase Pathfinder phase of the service will be commencing in October 2008The initial phase Pathfinder phase of the service will be commencing in October 2008
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We have developed a long term milestone plan as well as short term 
Provider plans for early stages of implementation

2011 
Equality of 
care for all

2011 
Equality of 
care for all

2008 Jul-Sep2008 Jul-Sep

2008 J-S
2008 J-S

2008 Oct-Dec2008 Oct-Dec

2008 O
-D

2008 O
-D

2009 (calendar)2009 (calendar)

2009
2009

20102010

2010
2010

G
overnance

G
overnance

Financial
Financial

… Organisational… Organisational ClinicalClinical Information ManagementInformation Management

O
perational and...

O
perational and...

Key Governance 
decisions 

identified/agreed

Key Governance 
decisions 

identified/agreed
Prog. risks 

identified/mitigat
ion steps in 

place

Prog. risks 
identified/mitigat

ion steps in 
place

Establish 
Governance 

Framework for 
system

Establish 
Governance 

Framework for 
system

Establish revised 
Prog Governance
Establish revised 
Prog Governance

Agree Operating 
Principles & 

rules

Agree Operating 
Principles & 

rules

Agree RACI for 
key service 

roles

Agree RACI for 
key service 

roles

Clarify/Finalise 
CSC/PSC 
BCases

Clarify/Finalise 
CSC/PSC 
BCases

Clarify/ Finalise 
DSC BCases

Clarify/ Finalise 
DSC BCases

Clarify funding 
reqt. in year/ 

recurrent to PIR

Clarify funding 
reqt. in year/ 

recurrent to PIR

Agree rules on 
financial (dis) 

incentives

Agree rules on 
financial (dis) 

incentives

Full Business 
Cases first draft
Full Business 

Cases first draft

Review financial 
policy & rules 

after Pathfinder

Review financial 
policy & rules 

after PathfinderPIR funding 
levels agreed 

for 08/09

PIR funding 
levels agreed 

for 08/09

Revisit/ 
refresh 

FBC

Revisit/ 
refresh 

FBC

Review data 
model in light of 

Pathfinder

Review data 
model in light of 

Pathfinder

Monitor/review 
P/f outcomes & 

review tariffs

Monitor/review 
P/f outcomes & 

review tariffs

Ongoing 
PIR funding 

review

Ongoing 
PIR funding 

review

Review refine 
tariffs after 1 

year

Review refine 
tariffs after 1 

year

Put in place 
financial 

reporting (new 
codes/ SLAM)

Put in place 
financial 

reporting (new 
codes/ SLAM)

Design/ agree 
commissioning 
arrangements

Design/ agree 
commissioning 
arrangements

Issue 
spec to 
DSCs

Issue 
spec to 
DSCs

Agree 
scope/timings 
for Pathfinder

Agree 
scope/timings 
for Pathfinder

Early 
assessment of 

workforce 
implications 

(actual vs need)

Early 
assessment of 

workforce 
implications 

(actual vs need)

Capacity 
management 

approach agreed

Capacity 
management 

approach agreed

Initial 
Capacity Mgt 

model in 
place (no 

technology)

Initial 
Capacity Mgt 

model in 
place (no 

technology)

Clear guidelines 
issued by 

Providers for 
impacted AHPS

Clear guidelines 
issued by 

Providers for 
impacted AHPS

Workforce 
development plan

Workforce 
development plan

Service levels 
agreed for 
Pathfinder

Service levels 
agreed for 
Pathfinder

Commissioning negs
complete for initial 

service (Mar 09) 

Commissioning negs
complete for initial 

service (Mar 09) 
Draft contingency 

plan based on 
risks

Draft contingency 
plan based on 

risks

Draft resource 
mob, training, 
deployment 

strategy

Draft resource 
mob, training, 
deployment 

strategy

Launch 
Pathfinder 

phase

Launch 
Pathfinder 

phase

Deliver 
initial 

training

Deliver 
initial 

training

Service levels 
agreed for all 

providers

Service levels 
agreed for all 

providers

Commissioning 
for full service 

complete

Commissioning 
for full service 

complete

Service in place 
for three centres 
and local areas

Service in place 
for three centres 
and local areas

Full service 
in place for 

all of GM

Full service 
in place for 

all of GM

1 year 
review of 
service

1 year 
review of 
service

Key protocols 
agreed (i.e. what 

are they)

Key protocols 
agreed (i.e. what 

are they)

Sub pathways 
finalised and 

agreed

Sub pathways 
finalised and 

agreed

Detailed 
processes and 

RACI agreed for 
protocols incl

NWAS

Detailed 
processes and 

RACI agreed for 
protocols incl

NWAS

Clinical review 
of Pathfinder 

outcomes

Clinical review 
of Pathfinder 

outcomes

Clinical 
outcomes >x% 
thrombolysed

Clinical 
outcomes >x% 
thrombolysed

Review pathway in 
light of latest 

clinical guidance

Review pathway in 
light of latest 

clinical guidance

GM mortality 
reduced 

from x to y

GM mortality 
reduced 

from x to y

Clinical 
outcomes >y% 
thrombolysed

Clinical 
outcomes >y% 
thrombolysed

Clinical 
outcomes >z% 
thrombolysed

Clinical 
outcomes >z% 
thrombolysed

GM mortalities 
reduced from 

y to z

GM mortalities 
reduced from 

y to z

Estab. data 
policy, standards 
& requirements 

for sharing & 
reporting

Estab. data 
policy, standards 
& requirements 
for sharing & 

reporting

Early Perf
Mgt/Audit 
framework 
designed

Early Perf
Mgt/Audit 
framework 
designed

Local info data 
capture in place -
Perf Mgt metrics 

base-lined

Local info data 
capture in place -
Perf Mgt metrics 

base-lined

Identify 
associated 
Information 

projects

Identify 
associated 
Information 

projects

Perf Mgt framework 
in place (high level 

no technology)

Perf Mgt framework 
in place (high level 

no technology)
Identify  new 
technology/ 
application 

needs (people/ 
infrastructure)

Identify  new 
technology/ 
application 

needs (people/ 
infrastructure)

Info Mgt 
technology/ 

process 
designed

Info Mgt 
technology/ 

process 
designed

Info Mgt in 
place (limited 
technology)

Info Mgt in 
place (limited 
technology)

Info Mgt 
fully 

integrated 
nationally

Info Mgt 
fully 

integrated 
nationally

Additional NWAS 
capacity comes on 

line

Additional NWAS 
capacity comes on 

line

Review 08 Sentinel 
Audit outcomes 

(take actions)

Review 08 Sentinel 
Audit outcomes 
(take actions)

Updated DRAFT V2 – 27th August 2008
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Cross-Trust 
working in place 

(on call etc.)

Review all 
differing info 

needs & 
requirements

Review all 
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requirements

Consolidate info 
needs into single 

design

Consolidate info 
needs into single 

design

Capacity Mgt  
options defined
Capacity Mgt  
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staff/capabilities

Design/create GM 
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Integrate 
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Information 

projects

Integrate 
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Information 
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Capacity Mgt 
“Lite” in place
Capacity Mgt 

“Lite” in place
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for full Cap 
Mgt system

Review need 
for full Cap 
Mgt system

2011 
Equality of 
care for all
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Key Governance 
decisions 
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Key Governance 
decisions 

identified/agreed
Prog. risks 

identified/mitigat
ion steps in 

place

Prog. risks 
identified/mitigat

ion steps in 
place

Establish 
Governance 

Framework for 
system

Establish 
Governance 

Framework for 
system

Establish revised 
Prog Governance
Establish revised 
Prog Governance

Agree Operating 
Principles & 

rules

Agree Operating 
Principles & 

rules

Agree RACI for 
key service 

roles

Agree RACI for 
key service 

roles

Clarify/Finalise 
CSC/PSC 
BCases

Clarify/Finalise 
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Clarify/ Finalise 
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Clarify/ Finalise 
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Clarify funding 
reqt. in year/ 

recurrent to PIR
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Agree rules on 
financial (dis) 

incentives

Agree rules on 
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incentives

Full Business 
Cases first draft
Full Business 

Cases first draft

Review financial 
policy & rules 

after Pathfinder

Review financial 
policy & rules 

after PathfinderPIR funding 
levels agreed 

for 08/09

PIR funding 
levels agreed 

for 08/09

Revisit/ 
refresh 

FBC
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refresh 

FBC

Review data 
model in light of 

Pathfinder

Review data 
model in light of 

Pathfinder

Monitor/review 
P/f outcomes & 

review tariffs

Monitor/review 
P/f outcomes & 

review tariffs

Ongoing 
PIR funding 

review
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PIR funding 
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Last but by no means least:

We have developed a communications plan

Using communications expertise from across Greater Manchester

Commissioned a PR agency to support this work

Linked closely with Stroke Association and DH plans

Using various types of media

Expected launch date for professional and patient awareness in early March



in collaboration with 

Lessons Learned
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We have learned some lessons along the way

1. The Commissioning Proposition
• Evidence based

• Clinically led

• Population focussed

2. Clarity of Intent
• Clear Chief Executive commitment

• Focussed, dedicated leadership

• Tested 

3. Engagement
• Acute Support

• Tested and confirmed clinical consensus

The case for change was clear, 
compelling and evidence based. It has 
maintained solid support from 
commissioners across the 10 PCTs

The case for change was clear, 
compelling and evidence based. It has 
maintained solid support from 
commissioners across the 10 PCTs

Progress has relied on consistent Chief 
Executive leadership, and dedicated 
support within and beyond the network 
team. It has maintained momentum and 
withstood challenge.

Progress has relied on consistent Chief 
Executive leadership, and dedicated 
support within and beyond the network 
team. It has maintained momentum and 
withstood challenge.

1st stage work to establish broad clinical 
and organisational consensus has 
provided the most important element of 
the change process

1st stage work to establish broad clinical 
and organisational consensus has 
provided the most important element of 
the change process
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We have learned some lessons along the wayWe have learned some lessons along the way

4. Project Governance

PCT CEOs

Acute CEOs

Stroke
Network 

Board

External Advisory
Group

Accountable
for delivery 

to plan

Recommendations

Assurance for 
provider selection

Emergency
Response

Group

Project Board
Stroke

Network

Clinical/
Managerial
Assurance
for Stroke 
Pathway

Core Team

C

C

I

Consult with (before)

Inform (after)
I

C

CBS Procurement
C

Recommendations

National
Stroke

Strategy

Clarity of decision rights and 
processes and a clear analysis of 
accountability and responsibility  is key 
to commissioning across boundaries

Clarity of decision rights and 
processes and a clear analysis of 
accountability and responsibility  is key 
to commissioning across boundaries
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We have learned some lessons along the way

5. Procurement
• Principles and decision criteria

• External Advisory Group

• Open Competition

• Making the decision

6. Network Role
• Network Team and Project Support

• Network structures & role

The open application of clear principles. 
Let everyone know when and how sites 
were selected

The open application of clear principles. 
Let everyone know when and how sites 
were selected

Occupying the space between 
commissioner and provider – and the 
importance this has for the Governance of 
the overall model

Occupying the space between 
commissioner and provider – and the 
importance this has for the Governance of 
the overall model
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And some tough lessons…And some tough lessons…

•The time from intent to implementation

•Maintaining engagement and active 
involvement across key stakeholders

•Little capacity for project support

•The effort of communications (Internal and 
External)

•The final steps to implementation are the 
hardest – resources required to implement

•The importance of advertising potential 
loss in the context of major reform projects

•The time from intent to implementation

•Maintaining engagement and active 
involvement across key stakeholders

•Little capacity for project support

•The effort of communications (Internal and 
External)

•The final steps to implementation are the 
hardest – resources required to implement

•The importance of advertising potential 
loss in the context of major reform projects
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Thank you for listening

Any questions?

Email:
Janet.ratcliffe@gmccardiacnetwork.nhs.uk
Warren.heppollette@salford.nhs.uk
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