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TRUST BOARD MEETING – 05 November 2015 

Title of the paper: Developing Hyper Acute Stroke Services at Watford Hospital 

Agenda item: 16 

Lead Executive: Helen Brown, Director of Strategy & Corporate Services 

Author(s): 
Esther Moors and C Galvin, Service Planning Team 
Vicky Flanagan, Senior Management Accountant, Medicine  

Trust objective: Tick as appropriate: 
Achieving continuous improvement in the quality of patient care that we provide 
and the delivery of service performance across all areas; 
Setting out our future clinical strategy through clinical leadership in partnership 

and with whole system working; 
Creating a clear and credible long term financial strategy. 

Purpose: The purpose of this paper is to update the Trust Board on progress that has been 
made since in principle support was given for the establishment of a full, stand-
alone hyper acute stroke unit (HASU) service at Watford General Hospital (WGH). 
It is a follow-on paper which provides greater detail regarding the practical viability 
of developing a full HASU and considers the additional costs and impact on the 
Trust‟s income and expenditure position.  

Previously discussed and date for further review: 

Committee Date 

Trust Executive Committee 21 October 15 

Trust Leadership Executive Committee 14 October 15 

Benefits to patients and patient safety implications: 

The aim of developing the Hyper Acute Stroke Service (as part of the Hertfordshire Stroke network) is to 
ensure that care quality standards are met, to improve patient outcomes for stroke. 
 
Risk implications for the Trust  

The potential loss of hyper acute stroke 
services to an alternative provider if the 
enhanced stroke service proves unaffordable.  

Mitigating actions (controls) 

Ongoing negotiations with HVCCG. 

Links to Board Assurance Framework, CQC outcomes, statutory requirements 

Links to achievement of commissioning standards and best practice recommendations for stroke care. 

Legal implications (if applicable)  

None at present. 

Financial implications (if applicable) 

Whilst modelling has been undertaken to determine the costs of delivering an enhanced stroke service, 
the financial implications will not be understood until discussions have been held with HVCCG regarding 
new stroke tariffs. 
Recommendations (delete as appropriate) 

For approval –  the Trust Board is asked to: 
- Confirm its continued support for further development of the HASU service at Watford Hospital, 

subject to discussion regarding tariff payment with the CCG; and  

- Endorse the recommendation that commissioning arrangements are carefully structured in order to 

mitigate risks relating to timely transfer of stroke patients to other care providers. 
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Trust Board Meeting – 5 November 2015  
 

Stroke Services Update 
 
Presented by: Helen Brown, Director of Strategy & Corporate Services 

 
1. Purpose  
 

1.1 The purpose of this paper is to update the Trust Board on progress that has been made since in 
principle support was given for the establishment of a full, stand-alone hyper acute stroke unit 
(HASU) service at Watford General Hospital (WGH). This decision took into account the clinical 
benefits and strategic relevance of further developing this service and was subject to assurance 
that the model being proposed would be clinically viable and financially sustainable. 

 
1.2 This is a follow-on paper which provides greater detail regarding the practical viability of 

developing a full HASU and considers the additional costs and impact on the Trust‟s income and 
expenditure position. 

 
1.3 In line with the CCG‟s stated commissioning preference, this paper will consider the implications 

for WHHT if it were to become one of three local Hyper Acute Stroke Units, as outlined in the 
previous paper to Board. Discussion will cover the following key areas: 

 
 

 Update on Herts Valley‟s CCG‟s strategic approach; 
 Viability of establishing a full Hyper Acute Stroke Service at WGH; 
 Financial implications of establishing a full Hyper Acute Stroke Service at WGH; 
 Outline implications of not establishing a full Hyper Acute Stroke Service at WGH; and 
 Next steps. 

 

 

2 Update on Herts Valley’s CCG’s Strategic Approach  
 
2.1 Herts Valley‟s Clinical Commissioning Group (HVCCG) has confirmed that CCGs across 

Bedfordshire and Hertfordshire have been asked to consider hyper acute service provision 
options for their areas and that each will be making its own recommendation regarding the 
appropriate service model for their population, to then inform an overall Stroke Network view.  

 
2.2 The commissioning criteria that HVCCG have set for a designated HASU are those outlined in 

the NHS Midland and East Stroke commissioning specification1 and include both staff ratios and 
national performance standards. These staffing ratios are the same as those developed for the 
London stroke model and the viability of achieving them at WHHT is detailed in section 3, 
alongside a consideration of the key performance standards and clinical outcome measures. 

 
2.3 HVCCG continues to express its preference for a full HASU service at Watford Hospital and has 

recently re-affirmed this „in principle‟ support. WHHT has been in dialogue with HVCCG to 
confirm the implications of delivering the hyper acute service at Watford Hospital and work to 
verify the additional costs is ongoing as the implications of the new model are better understood. 

                                                 
1 External Expert Advisory Group and Lawrence T, NHS Midlands East Stroke Services Specif ication  (29 June 2012). 
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This paper therefore represents current understanding and it is anticipated that a final position 
regarding the configuration of acute stroke services will be reached in 2016. 

 
 

3 Viability of Establishing a full Hyper Acute Stroke Service at WGH; 
 
In order to determine whether it is operationally viable for WHHT to develop a full Hyper Acute 
Stroke Service at Watford Hospital, there are three key questions that must be considered:  
 

1. Can the Trust deliver the NHS Midland & East stroke commissioning staff ratios? 
 

2. Can the Trust deliver the National Performance Standards for stroke? 
 

3. Is the Trust confident it can deliver good clinical outcomes for stroke patients?  
 
This section therefore addresses each of these three key questions in turn and considers the key 
inter-relationships between them, prior to determining financial implications in section 4.  
 
 

3.1 Can the Trust deliver the NHS Midland & East Stroke commissioning staff ratios? 
 

3.1.1 The operational feasibility of establishing a HASU service at WGH is dependent on finding 
workable solutions to ensure that staffing levels for stroke care meet the NHS Midland & East 
recommendations, as these have been linked to improved outcomes for stroke patients.  These 
staffing levels are based on staff ratios „per bed‟, so confirming the number of beds that are 
required for stroke patients has been critical in underpinning calculations as to the number of 
nursing and therapy staff needed. The methodology for this has been developed in dialogue with 
HVCCG and is included as Appendix I. Having sufficient bed availability to ensure that stroke 
patients can be swiftly admitted directly to the stroke ward is a vital component of effective stroke 
care and will be considered further in section 3.2.   
 

3.1.2 The plans to achieve the staffing ratios required to provide a full HASU service and an 
assessment of their viability are summarised in Table 1 below, broken down by workforce group. 
In summary, the Trust is reasonably confident that it can deliver the staffing needed to meet the 
required commissioning standards for stroke services. The key concerns are 1) covering the 
consultant rotas; and 2) reducing the high nursing vacancy levels on the stroke wards. There are 
several options available that will be explored to recruit stroke physicians, cover the new stroke 
rotas and replace the stroke physician‟s current contribution to the Care of the Elderly on-call 
rota; these will largely be dependent on availability of appropriately skilled and interested staff. 
High nursing vacancy levels are common across the NHS and have been a key issue at WHHT 
for some time; plans are in place to try to improve the situation, but turnover remains high, so 
there is an ongoing risk relating to the Trust‟s ability to ensure sufficient substantive nurses in 
post on the stroke wards. 
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Table 1: Summary of NHS Midland & East Stroke Commissioning Staff Ratios and WHHT Plans 
 

East of England Key 
Requirement

2
 

Current Arrangement 
 

Future Plan  RAG 

A minimum of 6 stroke 
physicians to ensure  

- 7-days a week ward rounds 
for HASU and daily outpatient 
TIA clinics. 

- 5-days a week ward rounds 
for ASU. 

- 24/7 support for thrombolysis. 

 

 3 full time stroke physicians currently in 
post at WHHT, providing weekday ward 

cover and TIA clinics. 
 
 Out of hours, thrombolysis support 

provided by the East of England 
telemedicine service.  

 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 Specialist stroke nurse cover in place 

24/7 to ensure immediate thrombolysis 
for stroke patients, in liaison with stroke 
physicians and using telemedicine out of 

hours. 
 

 A pilot service has been established, so that ward rounds and TIA 
clinics are provided 7-days a week at Watford hospital. Plans are 

now being discussed regarding a more robust arrangement and 
there are a variety of ways in which this could be done. At least 1 
additional stroke consultant would need to be recruited and then a 

minimum of 2 further consultants would need to be identified with a 
special interest and relevant experience in Stroke for both ward and 
thrombolysis cover. One option, in line with the West Herts Strategic 

review and to provide expertise in different settings (eg in the 
community), could be that these consultants are Care of the Elderly 
physicians with stroke capability. Alternatives to in-house provision 

might also be explored. The stroke physicians would no longer be 
able to contribute to the care of the elderly consultant rota; 
developing the HASU service is therefore also linked with (but not 

dependent upon) overall plans for care of the elderly consultant 
staffing.  
 

 Some stroke patients are currently transferred to Hemel Hempstead 
hospital for further care, where there are consultant ward rounds 

once a week. In order to provide ward rounds 5-days a week for all 
stroke patients no longer requiring HASU care, stroke wards would 
need to be consolidated onto the Watford site. 

 

 A further Associate Stroke Nurse Specialist is required to maintain 

the 24/7 rota, to enable the Lead Stroke Nurse Specialist to provide 
education and clinical facilitation to all stroke MDT staff across the 
acute Trust and partner organisations (including stroke prevention in 

primary care).  This will  facilitate a robust recruitment and retention 
programme and has been included in the financial assessment.  

 

Red 

Increased diagnostic scan 
availability, with 7-days a week 
service at Watford for: 

- CT; 
- MRI; and 
- Doppler scans. 

 

 CT available 8am-8pm 7 days / week, with 
on-call service outside these hours.  

  

 MRI provided at weekends dependent on 
staff availability. 

 

 Doppler scans not currently available on-

site. 

 CT cover would continue as at present. 
 
 

 A 7-day MRI service is planned which will be voluntary from 1 Dec 
15 with rostered shifts from 1 Jan 16.  

 

 At present, CT angiograms have been made available as a clinically  

suitable alternative to Doppler scans and this arrangement is  
expected to continue. However, it is the Trust‟s aspiration to run a 
7/7 doppler service – NB: costs for this have yet to be confirmed 

and so have yet to be added to the financial assessment below. 

Green 

                                                 
2 East of England requirements derived from NHS Midland and East Stroke Service specif ication v3.0 29 June 2012 
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East of England Key 
Requirement

2
 

Current Arrangement 
 

Future Plan  RAG 

Nurse Staffing 
 

HASU: 29 nurses / 10 beds  

ASU:  13.5 nurses / 10 beds 

 Ward nursing funding is broadly in line with 
what is required to meet the commissioning 
standards, though some increase and 

adjustment of skill-mix would be required.  
 

 Nursing vacancy levels across the Trust 
are high. From a funded establishment of 
70.58 trained and untrained nurses 

(excluding ward clerks) on the Stroke Unit 
and Simpson Ward, there are currently 
24.96 vacancies. 

 The Trust has undertaken a pan-European nursing recruitment  
campaign to bring qualified nurses. The first nurses are due to join 
Trust in October/November initially as healthcare assistants, until 

their nursing registrations are completed. However, as a long-
standing issue, resolving the high nursing vacancy levels remains a 
critical risk for the wider organisation and therefore the stroke 

service too. 
 

Red 

Physiotherapy  
 
HASU: 1.5 physios / 10 beds  

ASU:  1.7 physios / 10 beds  

 No therapy staff presence on the stroke 
ward out of hours and at weekends. 

 Minimal staffing cover arrangements for 

vacancies / absence.  
 

 The service would be redesigned to ensure therapy presence on a 
Saturday and Sunday for new patient assessments.  

 Discussions also need to occur to ensure cover arrangements of 

vacancies / absence are in place and therefore not compromising 
service provision.  

Amber 

Occupational Therapy  
 

HASU: 1.4 OTs / 10 beds  
ASU: 1.6 OTs / 10 beds 

 As above. 
 

 As above. 

Amber 

Speech & Language Therapy  
 
HASU: 0.7 therapists / 10 beds 

ASU: 0.81 therapists / 10 beds 

 Service provided by Hertfordshire 
Community Trust. No staff presence on the 
stroke ward out of hours and at weekends. 

 Minimal staffing cover arrangements for 
vacancies / absence.  

 

 

 Given plans to develop services across Hertfordshire, the cost of 
providing a 7-day service has not yet been determined and costs 
will need to be reviewed once information is available.  

 Discussions need to occur to ensure cover arrangements of 
vacancies / absence are in place therefore not compromising 
service provision.  

Amber 
 

Other key staff needed for 
stroke multi-disciplinary team:  

 Social worker 

 
 

 Clinical psychologist 

 
 Neurologist support  

 

 Administrative support 
for new consultant 
 

 Other 

 
 

 In place, but patients not routinely being 

seen within referral standard of 3 days. 
 

 

 Not in place and would be needed. 

 
 Access to neurology service required. 
 

 New consultant for stroke would need 
secretarial / administrative support.  

 Access to oral health, orthoptics, orthotics 

and pharmacy outlined in specification.  

 
 

 

 Wider community health issue.  

 
 
 This has been factored into the financial appraisal. 

 
 Not in place; additional consultant time needed.  

 

 A full-time secretary would need to be recruited. 
 

 No change needed. 
 

 

 
Green 
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3.2 Can the Trust deliver the National Performance Standards for Stroke? 
 

3.2.1 There are several national performance standards for stroke and the table below summarises 
WHHT‟s performance against the key national performance standards for stroke care: 

 
Table 2: Stroke National Performance Standards 
 

National Performance Standard Target Full 
Year 
14/15 

  July 
15/16 

Aug 
15/16 

Sep 
15/16 

 WHHT 
15/16 
YTD 

National 
15/16 

Q1 

Patient admitted directly to stroke 
unit within 4 hours of hospital arrival.  

90% 60.5% 
 

62.1% 50.0% 64.7%  61.2% 58.7% 

Stroke patients spending at least 
90% of their time on a stroke unit.  

80% 74.3% 
 

82.8% 75.0% 80.4%  80.6% 82.6% 

High risk Transient Ischaemic Attack 

(TIA) patients are admitted and 
treated within 24 hours.  

65%  69.8% 
Data collection issues at present, but historically this 

standard has been consistently achieved. 

Patients with low risk TIA treated 
within 7 days of onset.  

65% 84.4% 
  

As above, data currently unavailable.3 

 
As this table shows, whilst it has historically met the performance standards for TIA patients, 
WHHT is not meeting the national standard for ensuring that specialist stroke beds are available 
for stroke patients on arrival to the hospital. There are many complex and inter-related reasons 
for this, but the primary issue is that Watford Hospital runs at high bed occupancy rates (as do 
many acute hospitals) so for many patients that need to be admitted, it is a challenge to ensure 
the most appropriate bed is available for them within 4 hours of their arrival at hospital.  

 
3.2.2 In order to ensure that beds are available for stroke patients, it is recommended that HASUs work 

to an average bed occupancy rate of 70% and ASUs work to an average of 85%. One of the 
reasons why WHHT does not currently work to these bed occupancy rates within the stroke unit 
is that there can be delays in transferring patients to alternative care providers. As with the A&E 
4-hour waiting time standard, the stroke 4-hour standard is a barometer of overall system-wide 
„flow‟, in addition to internal hospital processes. The graph below demonstrates that at any time, 
there are on average 6.6 stroke patients that are awaiting transfer to another care provider and 
that no longer require acute hospital care, but this can vary between 1 and 12 patients. In 
addition to these patients, there will also be others for whom an acute hospital bed is no longer 
required, but whose care plan is still under discussion with care providers in the community. 

 

                                                 
3
 The external database previously used to record stroke information is now  no longer available and so TIA information for 2015/16 is not 

currently available. Plans are in place to address this issue as a matter of urgency. 
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3.2.3 In response to the long-standing, system wide issues that continue to affect availability of stroke 
beds, a joint action plan has been developed with partner organisations which aims to deliver 
improvements. These include increasing community care provision to reduce delayed transfers of 
care, the option of Early Supported Discharge for all appropriate patients and a further review of 
the provision of rehabilitation beds for patients following the acute phase of their stroke care. 
Ensuring bed availability for patients on arrival is a key challenge for West Hertfordshire and one 
that may also have financial implications with changed commissioning arrangements, as 
discussed in section 4 below. Consistent and robust improvements are required to improve 
patient „flow‟ across the entire stroke care pathway. 

 
3.2.4 In addition to working with partners to reduce care pathway delays, there are also further actions 

that can be taken within WHHT to improve the availability of stroke beds for newly admitted 
patients. Key initiatives already taken include the „ring-fencing‟ of beds on the Stroke Unit, the 
introduction of weekend TIA clinics and ward patient reviews at the weekend, which should 
further expedite care pathways. WHHT aims to ensure that there are 4 „ring-fenced‟ beds 
available at the start of each day that can only be used for newly-admitted stroke patients, but in 
practice this can be extremely difficult to maintain, when balancing the needs of other patients 
requiring acute medical care.   

 
3.2.5 Further work is still needed regarding access to stroke beds and authorisation of their use, so that 

internal care pathways fully support adequate provision of specialist stroke beds and lower 
overall bed occupancy rates on the stroke wards. Work has been commissioned to review the 
stroke pathway to determine how stroke patient flows can be improved. Highlighted in a review of 
London‟s stroke pathway changes was the importance of securing the necessary organisational 
focus to drive through the changes required within the organisation; this was seen as pivotal to 
delivering an improved service4. 

 
3.2.6 Finally, the specialist skills of the stroke team are currently „diluted‟ as a result of providing care 

for patients at both Watford Hospital and Hemel Hempstead hospital. Currently, some stroke 
patients are transferred to Hemel Hempstead hospital for further care, where there are consultant 
ward rounds once a week. In order to provide ward rounds 5-days a week and to have in place 
protocols for discharging patients 7 days a week for stroke patients no longer requiring HASU 
care, stroke wards would need to be consolidated onto the Watford site where the team could 
focus its activities. The current number of beds overseen by the stroke team is summarised in the 
table below and consolidation onto the Watford site is a critical part of ensuring that the stroke 
service specification and care standards can be delivered once the required staffing is in place: 

 

Beds Currently Overseen by WHHT Stroke Team 

 WGH Stroke Unit 

with monitoring 

WGH Stroke Unit 

without monitoring 
Simpson, HHGH Total 

Number 
of beds  

13 20 
Up to 16  

(as required) 
Up to 49 

 
 

3.3 Is WHHT confident it can deliver good clinical outcomes for stroke patients?  

 
3.3.1 Delivering good clinical outcomes for stroke patients is closely related to ensuring appropriate 

staffing and care, so meeting the new commissioning specification and working to lower bed 
occupancy levels will undoubtedly be of benefit. National Stroke Audit Programme data shows 
that WHHT already provides good clinical care in many respects, but there is of course always 
scope for further improvement.  However, the West Herts Stroke service performed better than 
the national average in most of the stroke key indicators as reported in the last annual SSNAP 
national results taken from April 2014 - March 2015, with key areas of good practice as follows: 

 

 The percentage of WHHT‟s patients that have their thrombolysis within the first 
hour was higher than the national average. 
 

                                                 
4 The six steps to delivering better stroke care HSJ article Fraser A, Fenwick Elliot S,  Cohen D (17 May 2012) 

 

http://www.hsj.co.uk/alec-fraser/1202565.bio
http://www.hsj.co.uk/sue-fenwick-elliot/1202567.bio
http://www.hsj.co.uk/david-cohen/1202566.bio
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 WHHT‟s key indicators in the hyper acute phase of patient management exceeded 
those of other local Trusts, with WHHT‟s stroke patients also receiving scans more 
quickly and being seen more quickly by a Stroke Consultant.   

 
3.3.2 In summary, WHHT is confident that whilst operational challenges remain (as outlined above), it 

can deliver good clinical outcomes for stroke patients as evidence by SSNAP data.   
 

 
3.4 Conclusion 
 

3.4.1 The overall acute stroke pathway is summarised below. This pathway is already in place but the 
new model of care aims to ensure that each step of the pathway is appropriately resourced in 
order to optimise patient outcomes. Of vital importance is that these resources are appropriately 
focussed on acute care and that stroke patients can readily move on to the next stage of their 
care pathway at the point that this is needed.  

 
Acute Stroke Pathway:        Key Considerations for New Care Model: 

 
 

 
 

 
 

 
  

Patient with suspected stroke  

attends A&E. 

Rapid recognition of symptoms and swift 
diagnosis required.  

 
Thrombolysis administered as soon as 
possible where clinically appropriate.  

. 
 

Patient transferred to  
Hyper Acute Stroke Unit (HASU),  

within 4 hours of admission.  

(Target average LOS 3 days) 

Patient transferred to  
Acute Stroke Unit (ASU) once clinically 

appropriate 

(Target average LOS 14 days) 

Patient 
transferred for 

specialist 

inpatient 
rehabilitation 

care.  

 

Patient 
discharged to 

place of home.  
 

Early Supported 

Discharge / 
Other 

Community 

Services 
Support. 

 

End 

of 
Life 

Care 

 

At present, there is a team of nurses providing 24/7 

thrombolysis, with consultant advice available via 
telemedicine. With a full HASU, there would be a 
local 24/7 on-call consultant rota for thrombolysis. 

Ensuring that 90% of patients are transferred to the 

hyper acute stroke unit within 4 hours of admission is a 
significant challenge for WHHT and for all acute Trusts. 

In other health communities, achievement of 

performance standards has been linked to payment of 

an increased tariff rate. 

The East of England commissioning standards for Acute 

Stroke set out clear staffing ratios for both HASU and ASU, 
to ensure stroke patients start rehabilitation as soon as 

possible and are suitably supported throughout their acute 

care pathway. Daily consultant ward rounds are expected on 
the HASU and five-days a week on the ASU.  

Staffing numbers for all members of the multi-disciplinary 

team would need to increase at WHHT to achieve the level of 
care outlined in the commissioning standards. ASU beds 

would also need to be consolidated on the Watford site, as 

opposed to being based at both Watford & Hemel.  

Timely transfer out of the Acute Stroke Unit is vital and is 
another key operational challenge for the West Herts 

Health and Social Care community. If patients are 

delayed in transferring to the next stage of their care, 
this is both of detriment to them and to newly admitted 
patients for whom beds on the stroke unit may not then 

be available within 4 hours of admission as needed.  
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3.4.2 Finally, the table below summarises discussion regarding the viability of delivering a full HASU 

service at Watford Hospital and assesses the overall confidence levels in addressing the 
questions that this section has raised: 

 

Requirement Summary Viability 
Rating 

1) Can the Trust 

deliver the NHS 
Midland & East 
Stroke 

commissioning 
standards? 

 

The Trust is reasonably confident that it can deliver the staffing 

needed to meet the required commissioning standards for stroke 
services. The key concerns are covering the consultant rotas and 
reducing the high nursing vacancy levels on the stroke wards.  

There are several options available that will be explored to recruit 
stroke physicians, cover the new stroke rotas and replace their 
current contribution as part of the Care of the Elderly team; these 

will largely be dependent on availability of appropriately skilled 
and interested staff. High nursing vacancy levels are common 
across the NHS and have been a key issue at WHHT for some 

time; plans are in place to try to improve the situation, but turnover 
remains high.  

Amber 

2) Can the Trust 

deliver the 
National 
Performance 

Standards for 
stroke? 

The development and delivery of the system-wide action plan is 

critical to reducing the bed requirements for stroke care at the 
present time, but currently, ensuring that beds are available for 
stroke patients is a key operational challenge and national 

performance standards relating to this are not being met. All other 
national performance standards for stroke are being achieved.  

Amber 

3) Is the Trust 

confident it can 
deliver good 
clinical outcomes 

for stroke 
patients? 

Delivering good clinical outcomes for stroke patients is closely 

related to ensuring appropriate staffing and care, so meeting the 
new commissioning specification and working to lower bed 
occupancy levels will undoubtedly be of benefit. The West Herts 

Stroke service performed better than the national average in most 
of the Stroke key indicators as reported in the last annual SSNAP 
national results taken from April 2014-March 2015, but there is of 

course always scope for further improvement.  

Green 

 

 

 

4 Financial Implications for WHHT of Establishing a HASU 

 
4.1 Underlying assumptions 

 

4.1.1 The financial viability of developing HASU / ASU services at Watford is dependent on two factors: 
1) the cost of increasing staff numbers, in order to meet the new commissioning standards; and 
2) the tariff agreed with Herts Valley CCG for the new service.5  

 
4.1.2 As outlined above, the increase in staffing levels is based on staff ratios „per bed‟, so confirming 

the number of beds that are required for stroke patients has been critical in underpinning 
calculations as to the number of nursing and therapy staff needed. The methodology for this has 
been developed in dialogue with the CCG and is included as Appendix I. If WHHT were to work 
to appropriate bed occupancy levels, then the average number of beds that would be needed to 
accommodate stroke patients and provide initial care for patients that present with similar 
symptoms to a stroke (termed stroke „mimics‟) are as outlined in the table below.  

 

Beds Needed for WHHT Confirmed Stroke Patients & Initial Care of Stroke ‘Mimic’ Patients
6
 

HASU ASU Total 

9 29 38 

 

                                                 
5 Costs of any initiatives to reduce delays to discharge (in support achievement of national performance standards) have not been included 
within the costs anticipated by WHHT as acute care provider.  
6 These are average numbers, so actual requirements will f lex up and down on occasions. 
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It should be noted that these are the bed numbers used for the costing exercise and not the 
number of beds that the stroke team oversee, as stroke „mimic‟ patients most often remain under 
the care of the stroke team throughout their stay as opposed to just the initial phase and other 
patients sometimes require the enhanced care that the HASU can provide. The expectation is 
that an enhanced tariff is paid for confirmed stroke patients that includes a provision for initial 
HASU care for stroke „mimics‟, but that the appropriate usual tariff rate will continue to be paid for 
stroke „mimic‟ patients for whom a different ultimate diagnosis is reached.  

 
4.1.3 The tariff uplift and general contracting rules for the delivery of HASU / ASU services in West 

Hertfordshire have not yet been agreed and will need further discussion with HVCCG. Work to 
verify the additional cost is ongoing, as the implications of the new model are better understood. 
When the HASU stroke model was developed in London, it was acknowledged that additional 
investment would be required to deliver the quality of services required and a local tariff in excess 
of national guidance was developed.7 Indicative costs for WHHT have been developed based on 
the staffing changes required to meet the new commissioning specification and in line with 
experiences in London, confirm the need for a significant uplift against best-practice tariff.  

 
 
4.2 Additional costs of HASU 

 
4.2.1 The table below sets out the costs of 2 scenarios in providing full acute care for stroke patients 

and an initial phase of care for stroke „mimic‟ patients: Option 1) the current i.e. „do nothing‟ 
model of care (with the existing high bed occupancy rates) and Option 2) the proposed care 
model (with enhanced staffing, a slightly reduced length of stay and lower bed occupancy rates).  

 
Table 3: Cost of  Providing Strokes Services – Current Model Compared to Best Practice  

 
Option 1: Current Model  

 
 Option 2: Proposed Model  

 
 £'000   WTE  

 
 £'000   WTE  

Medical cover 409                  6.8  
 

818                10.8  

Nursing 1,492                37.0  
 

2,141                53.5  

HCA / Therapy helper 593                23.1  
 

600                22.8  

Therapists 478                10.6  
 

724                14.5  

Non  clinical staff 71                  2.8  
 

156                  5.2  

Diagnostics 72  
  

72  
 Drugs  134  

  
130  

 Clinical supplies  132  
  

128  
 Other non-pay 71  

  
69  

 Trust overheads 863  
  

863  
 Total cost 4,314                80.2  

 
5,701              106.8  

 
 
4.2.2 Moving to a HASU model for stroke services would require additional spend in the region of 

£1.387m, which is not covered by the Trust‟s budget. This is due to higher medical, nursing and 
allied health professional staffing levels required to deliver best practice.  

  
4.2.3 Moving to a HASU model is also likely to have some one-off capital implications as a result of 

consolidating stroke beds onto the Watford site. Two ward rooms would potentially need to be 
converted to create additional space for physiotherapy and to create an additional office. Off-site 
access to scans would also need to be made available for stroke consultants. It is anticipated 
that these costs would not be significant and an application would be made for WHHT capital 
funding.  

 
  

                                                 
7 Healthcare for London, Stroke Strategy for London, Case for Investment. 
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4.3 Impact on income & expenditure position 

 
4.3.1 Stroke services currently have a deficit of c. £0.95m of expediture compared to income. 

Spending an additional £1.387m would increase that deficit to £2.3m. It should be noted that 
WHHT is predicting a significant overspend for 2015-16, so the loss made by the stroke service 
needs to be considered in this context. 

 

Table 4: Cost of  Strokes Services compared to Income 
 

  

Option 1 

 (Current model)  
£'000 

 

 Option 2 

 (Proposed Model) 
£'000 

  

  

 

  

Cost of stroke services  

 

4,314  

 

5,701  

Income (including best practice tariff) 3,364  

 

3,364  

Loss on stroke services 

 

(950) 

 

(2,337) 

  

  

 

  

 Uplift required to breakeven  
 

28% 
 

69% 

 
Note: £863k contribution to overheads included in cost figures above for both options. 

 

4.3.2 In order for implementation of a HASU model to be financially viable for West Hertfordshire 
Hospitals NHS Trust, an uplift on tariff income of around 69% will be required. Discussions with 
Herts Valleys CCG have begun however these have not yet included detailed financial review.  

 
4.3.3 The financial viability of delivering hyper acute stroke services at WGH will only be understood 

when agreement is reached with HVCCG on tariffs, including the impact of best practice tariff 
elements and the implications should care transfer delays and overall length of stay increase. 
The Trust will therefore seek to ensure an initial „test‟ period is agreed after which the tariff is 
reviewed, as costing is part „art‟, part „science‟ and it will benefit all parties that the tariff is 
appropriate. It should further be noted that over the last 6 months, the average length of stay for 
stroke patients discharged from the Stroke Unit has increased8. This further highlights the need to 
agree review dates for new stroke tariffs to mitigate the financial risks to the Trust if capacity 
issues relating to rehabilitation beds increase the length of stay for stroke patients being cared for 
at Watford Hospital. 

 
4.3.4 Any linking of payment to performance standards will also need to be fully explored. In other 

health communities, payment of the enhanced tariff has been linked to achievement of the 
national performance standards. This could be a further risk to WHHT, if it does not achieve the 
National Performance standards and if this were to be partly due to factors outside of the control 
of the hospital, as outlined in section 3 above. Commissioning arrangements will need to 
mitigate the risks to WHHT arising from whole-system flow.  

 
4.3.6 It should be noted that not all patients cared for at Watford Hospital are from the HVCCG area. 

However, any contract that HVCCG agrees with WHHT is done so on behalf of the other 
commissioners and so tariffs / agreements will apply to those CCGs as well as HVCCG.  

. 
4.3.8 Finally, if Herts Valleys CCG elects only to commission ASU services from West Hertfordshire 

Hospitals NHS Trust (CCG Option 3 discussed in section 2), the Trust and CCG will need to 
negotiate an equitable split of „Payment by Results‟ tariff income (unbundle the tariff). This will be 
subject to local agreement between the Trust and the CCG.  

 
 

  

                                                 
8 ALOS for patients with stroke diagnosis discharged from Stroke Unit, WGH.  

 Oct 14 to Mar 15   18.7 days 

Apr 15 to Sept 15   19.5 days 
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5 Outline Implications of Not Developing Hyper Acute Stroke Service at WGH 

 
5.1 Whilst this document does not provide a detailed analysis as to the implications of not 

establishing a full HASU at Watford, it is important that this option is briefly outlined in order to 
inform Board debate as to any further analysis or information needed. An outline options 
appraisal is therefore provided in the table below: 

 
Option Benefits Concerns 

Establish full 
HASU service 

at Watford  
(as 1 of 3 local 
HASUs) 

 No increase in journey times for 
WHHT patient to access the nearest 
HASU – „time is brain‟. 
 

 Patient flows remain the same for 

WHHT patients. 
 

 WHHT patients would stay in one 
unit for the duration of their acute 
inpatient care.  

 

 Improved clinical service resulting 

from consolidation of stroke care to 
one site. 
 

 Ability to recruit additional stroke 
consultants given proposal for 3 HASUs in 
Beds and Herts. 
 

 Overall bed requirements for stroke 

patients would increase at WGH and would 
require solutions to be identified for 
neurology patients and for the provision of 

surge capacity. 

Not establish 
full HASU at 

Watford. 
 

 Overall bed requirements for stroke 
patients at WGH would decrease 
and would reduce bed pressures on 

this site. 
 

 Reduction in overall number of 
stroke consultants required for the 
patch (a system wide benefit).  

 

 WHHT patients would be cared for in units 
that are more geographically remote, for 
their hyper-acute phase.  

 

 Impact on Trust‟s reputation.  

 
 Stroke physicians more likely to seek 

employment in Trusts that operate a HASU 

service.  
 

 Thrombolysis nurses, specialist stroke 
nurses and therapists more likely to seek 
employment in Trusts that operate a HASU 

service.  
 

 The existing tariff would need to be 
unbundled to establish separate HASU 
and ASU tariff. Impact cannot be assessed 

until tariffs agreed.  
 

 

 

6 Next Steps 

 
6.1 The key next steps in confirming plans for a full HASU service at Watford Hospital were outlined 

to the Board in the initial July 15 discussion document. Updates against these actions are 
summarised below, along with a revised timescale for completing a Business Case finalising 
costs and implementation milestones. 

 

Date Action Needed 
 

Update 

June 2015 

Confirm TLEC/Trust Board approval “in 

principle” to proceed further with 
aspiration to develop a hyper acute 
stroke unit at Watford Hospital, as part 

of either a 2 or a 3 HASU configuration.  

Action completed.  

July 2015 

Complete detailed review of the impact 

of the scenarios outlined above for 
WHHT, to be best placed to respond to / 
inform commissioning decision 
regarding preferred clinical model.  

Action completed.  
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Date Action Needed 
 

Update 

August 2015 

Review viability of plans and 

affordability across local Stroke Network 
and confirm final preferred model with 
commissioners.  

Action superseded - each CCG taking a 

view regarding hyper acute stroke services 
for their own population to inform stroke 
network view later in the year. 

Dependent on preferred commissioning model: 

September - 
October 2015 

Develop joint business case with 
commissioners for development of 

hyper acute stroke unit care and local 
business case for WHHT, with 
implementation timescale outlined.  

Herts Valleys CCG & WHHT have each 
prepared individual documents in order for 
the Boards of both organisations to make 

individual recommendations. This will then 
be reported to the Stroke Network for them 
to consider provision across Bedfordshire & 

Hert fordshire.  

November 

2015 
 
Now: 

April 2016 

Report on final configuration decision to 

WHHT Trust Board and provide final 
business case, outlining final income / 
expenditure analysis and local 

implementation plan.  

Original November timescale not now 
appropriate as Stroke Network view and 
agreement of tariff rate needed before 

Business Case can be completed.  
New target timescale for final Business 
Case to WHHT Trust Board is April 2016.  

November 

2015 
 
Now: 

April 2016 
 

Move from planning to delivery phase 

and commence changes to delivery of 
hyper acute stroke care in Hertfordshire.  

As above. 

 

 
 

7 Conclusions and Recommendations 
 

 The Trust Board are asked to: 
 

 

 Confirm its continued support for further development of the HASU service at Watford 
Hospital, subject to discussion regarding tariff payment with the CCG; and 

 

 Endorse the recommendation that commissioning arrangements are carefully structured in 
order to mitigate risks relating to timely transfer of stroke patients to other care providers.  
 

 
 

 
 
 

 
Paper Presented By: 
 

 
 
 
 
 

 

H Brown      Dr T Adesina    
Director of Transformation   Clinical Lead for Stroke Services  

 
 
November 2015 
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APPENDIX 1: Stroke Bed Requirement - Modelling Assumptions  

 
Item Assumptions as of 25 Sep 15 Rationale 

Number of 
stroke patients. 

Use ICD codes, ie 161, 163, 164 
for number of stroke patients.  

 
 
 

ICD codes are a more accurate reflection of patient 
numbers than other options, such as „HRG‟ codes and 

are what is used to underpin information submitted to 
the National Stroke Database.  
 

Number of 

stroke „mimics‟, 
i.e. patients that 
present with 

symptoms that 
could indicate a 
stroke. 

Assume that for every 1 patient 

that has a stroke diagnosis, there 
will be 0.38 patients that present 
with symptoms that could indicate 

a stroke and that therefore need 
the same initial hyper acute stroke 
unit treatment. 

 
Note: CCG using ratio of 1:0.35.  

The London commissioning standards initially 

assumed that the ratio would be 1:0.15, but experience 
showed that this was set too low. A recent article in the 
Emergency Medical Journal

9
 indicated that 1:0.38 was 

a more appropriate ratio for confirmed stroke patients 
to stroke „mimics‟. 
 

Length of stay 
for confirmed 

stroke patients. 

Assume average length of stay for 
confirmed stroke patients as 

follows: 
 

HASU: 3 days  
ASU:  a further 14 days  
i.e. 17 days in total 

This length of stay is the average length of stay for 
stroke patients in the East of England – achievement 

of this is dependent on a variety of factors across the 
local health economy and within the hospital itself.  
 

This length of stay is also lower than the current length 
of stay for West Herts patients of 19.5 days

10
, but with 

a full HASU service in place, this small reduction 

should be achievable, assuming availability of the 
relevant post-hospital care services needed to support 
patients once discharged from hospital.  

 

HASU length of 

stay for stroke 
„mimics‟. 

Working assumption is 1.5 days. 

 
Note: CCG using LOS of 1 day. 
 

This is the assumption that was made in London and is 

in line with West Herts clinicians‟ experiences.  
 
However, it should be noted that usual practice is that 

these patients remain on the stroke unit and under the 
care of the stroke physicians, as opposed to being 
transferred to medical wards, so this assumption 

informs the bed numbers needed for stroke patients 
and the enhanced tariff payment for these. The total 
number of beds needed for the stroke service will be 

greater, to include the stroke „mimic‟ patients, who 
need HASU care but for whom the Trust will ultimately 
be paid under other Payment by Results tariffs. 

 

Bed occupancy. Use guidance set out in NHS 

Midland & East Commissioning 
Specification , i.e.: 
 

HASU: 70% bed occupancy  
ASU: 85% bed occupancy 

 

These bed occupancy figures represent best practice, 

in order to ensure that stroke beds will be available for 
patients that need them.  
However, the stroke wards currently have a much 

higher occupancy rate, which then means that patients 
cannot be transferred to a specialist stroke bed within 
4 hours of arrival, as required for national performance 

standards and as outlined in section 3.2 above.  

                                                 
9
 Emergency Medicine Journal. „Stroke Mimics in the pre-hospital setting‟ M J Edw ards, R T Fothergill, J Williams, P Gompertz 

 
10

 Patients w ith a stroke diagnosis discharged from the Stroke Unit, WGH  Apr-Sept 2015 

http://emj.bmj.com/search?author1=M+J+Edwards&sortspec=date&submit=Submit
http://emj.bmj.com/search?author1=R+T+Fothergill&sortspec=date&submit=Submit
http://emj.bmj.com/search?author1=J+Williams&sortspec=date&submit=Submit
http://emj.bmj.com/search?author1=P+Gompertz&sortspec=date&submit=Submit
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APPENDIX 2 - Modelling Beds for HASU / ASU 
  

 
Number of confirmed stroke patients treated during 14 / 15 
(ICD codes, i.e. 161, 163, 164)    612 

  Patients treated in HASU 612 

Length of Stay in HASU based on network assumptions 3 

Total HASU bed-days 1836 

% occupancy 70 

HASU bed requirements for confirmed stroke patients 7.2 

Stroke Mimics treated in HASU 232.6 

Length of Stay in HASU based on network assumptions 1.5 

Total HASU bed-days 348.8 

% occupancy 70 

HASU bed requirements for stroke mimic patients 1.4 

Total HASU bed requirements 8.6 

  Patients treated in ASU 612.0 

Length of Stay in ASU based on network assumptions  14.0 

Total ASU bed-days 8568.0 

% occupancy 85.0 

Total ASU bed requirements 27.6 

  
Bed requirements for TIA patients 1.0 

  Total number of beds used to treat confirmed stroke and stroke mimic patients  if they 

remain under the care of stroke team for 1.5 days. 37.2    ie    38 
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APPENDIX 3 – Initial Financial Modelling for HASU & ASU Beds11 
 

 

 

                                                 
 

% Costs related to Stroke - Current model

Drugs CSS Scans Other non-pay Total Budget

£ wte £ wte £ wte £ wte £ wte £ £ £ £  £

ASU 819,748                 21.2       364,648            14.0 29,318             1.4         56,581             66,770             31,771                  1,368,836                     

Stroke Specialist Nurses 249,445                 5.3         249,445                        

Simpson 422,548                 10.5       131,623            5.3 8,146                0.4         6,167                21,189             39,469                  629,142                        

Consultants 246,537            1.9         43,830             71,590           361,957                        

Stroke SPR 80,600              1.2         80,600                           

F2 doctors 124,000            2.5         124,000                        

F1 doctors 47,120              1.2         47,120                           

Deanery funding (89,286) (89,286)

SSNAP administrator 34,000             1.0         34,000                           

A&E alteplase 71,273             71,273                           

Physio 48,360               1.9 193,068            4.3         241,428                        

OT 48,360               1.9 184,140            4.1         232,500                        

SLT 100,440            2.2         100,440                        

408,971            6.8         1,491,741             37.0       592,991            23.06          71,464             2.8         477,648            10.6       134,021           131,789           71,590           71,240                  3,451,455                     

Trust overheads 862,864                        

Assumptions Grand Total 4,314,318                     

1.5 bed days assumed per mimic to allow comparability with the HASU model below. 

Pay costs based on 15/16 budget; non-pay costs based on 14/15 spend.

Separates medical and ward costs to stroke services based on bed days (62%)

Cost of scans based on tests ordered. 

HASU  / ASU Costing - 38 Beds

Number of HASU Beds 9

Number of ASU Beds 29

38

WTEs required for 1 bed HASU ASU

RN 2.32 0.88        

HCA 0.58 0.47        

Physio 0.15 0.17        

OT 0.14 0.16        

SLT 0.07 0.08        

Drugs CSS Scans Other non-pay Total Budget

£ wte £ wte £ wte £ wte £ wte £ £ £ £  £

Consultants 576,000            4.80        576,000                        

Junior Doctors 242,434            5.96        242,434                        

Nursing Staff 2,141,100             53.53     491,985            18.92           2,633,085                     

Physio staff 55,676               1.99             281,513            5.63        337,189                        

OT staff 52,401               1.87             264,312            5.29        316,713                        

Non-clinical Staff 156,000           5.20        156,000                        

Non-pay (38 beds) 129,734           127,832           71,590           69,101                  398,257                        

SLT staff 178,475            3.57        178,475                        

818,434            10.8       2,141,100             53.5       600,062            22.8            156,000           5.2         724,300            14.5       129,734           127,832           71,590           69,101                  4,838,153                     

Trust overheads 862,864                        

Assumptions Grand Total 5,701,016                     

1:6 oncall rota. Assume 4 substantive stroke consultants with 2 out of 6 on-call shifts from sessional cover; backfill 4 sessions CoE rota.

Assume 2:1 Qualified: Non-qualified therapist split in ASU for physio and OT staff. Assume all HASU staff and all SLT staff are qualified to assess patients / manage swallowing. 

Assume a 21% uplift on  therapist numbers to allow for leave cover. 

Nursing establishment includes a clinical facilitator post, a supervisory ward manager and 5.2 WTE stroke specialist nurses to provide dedicated thrombolysis services

Additional SPR post assumed to provide continuity of JD support. 

Additional radiology consultant session and 0.4 WTE radiographer required to deliver scanning within target times.

Ward non-pay costs reduced to reflect planned reduction in bed numbers. 

It is assumed that Trust overheads remain the same as in the current model. 

Medical Nursing HCA / Therapy Helper Non-clinical Staff AHP Staff

Medical Nursing HCA / Therapy Helper Non-clinical Staff AHP Staff


