
 

 
 

Governing Body meeting  
 

To be held at 10.45 to 11.45am on Thursday 30 August 2018  
Boardroom, Sanger House 

 
AGENDA 

 
No. Item Lead Recommendation 

1 Apologies for Absence 
 

Chair  

2 Declarations of Interest  Chair  

3 Stroke Rehabilitation Report  
3.1 Equality Impact Analysis  
3.2 Engagement Report  
 

Chair Approval  

6 Any other business  Chair  

7 Close of meeting Chair   

Date and time of next meeting: the Governing Body meeting will be held at 2pm 
on Thursday 4 October 2018, Boardroom, Sanger House, Gloucestershire 
Business Park.  
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 Agenda Item 1 

 

Governing Body meeting  
 

 

Meeting Date Thursday 30th August 2018 
 

Report Title  Community Stroke Rehabilitation Beds 
 

Executive 
Summary 

Rehabilitation is the most effective way of 
ensuring patients can become/remain as 
independent as possible following a stroke. 
 
Significant work with clinicians across the stroke 
pathway and benchmarking against national 
guidance has identified a service gap for the 
group of patients who require therapy but for 
whom the acute hospital is no longer an 
appropriate place (and who are unable to go 
home). Currently it is envisioned that 
approximately 22-25% of acute stroke patients 
could benefit from community bed based 
specialist rehabilitation but this service is not 
available. 
 
National trends show that despite improvements 
in stroke treatments reducing the need for 
rehabilitation in some cases, an ageing and 
increasing population is leading to higher stroke 
incidence.  More patients are also surviving 
strokes, so the likelihood is that the identified 
gap will remain a problem for patients in the 
future if action is not taken. 
 

 

Therefore, the new service will strengthen and 
improve the provision of specialist stroke 
rehabilitation in Gloucestershire to meet national 
recommendations and quality standards, and 
ensure that appropriate therapy is available to all 
stroke patients. 
 



Page 2 of 14 
 

Following an options appraisal the recommended 
option was a single site providing highly 
specialised bed based stroke rehabilitation.  
 
Due to the well evidenced benefits of cohorting 
patients for rehabilitation (in particular post-
stroke), and due to the efficiencies created by 
having all specialist staff based in one location 
(reduction in travel times, shared learning and 
ability to wrap different services around the 
patient) a single site community unit has been 
identified as the preferred option to provide the 
service.  
 
Modelling indicates this will be achieved by 
providing a 14 bedded community specialist 
rehabilitation inpatient unit, which will ensure that 
patients who require intensive rehabilitation in a 
bedded setting but no longer need the medical 
provision of an acute hospital have access to 
appropriate therapy in a suitable location.  
This would in turn support specialist stroke 
provision over the whole pathway: pressure on 
rehabilitation provision would be reduced in the 
acute setting resulting in increased therapy in the 
acute hospital, leading to improved outcomes. 
 
The community stroke specialist rehabilitation 
network would be enhanced by additional 
resource at a community hospital setting, and 
greater numbers of patients would benefit from 
this specialist service.  
 

 

Key Issues 
 

Whilst the clinical cases for change, both regarding 
specialist rehabilitation and single site delivery, 
have been universally supported there have been 
two areas of debate. 
 

 The geographical location of the unit at The 
Vale e.g. transport links 

 The impact both locally and countywide of 
rebadging 14 community hospital beds for 
specialist rehabilitation. 
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Risk Issues: 
 
 
 
Original Risk (OR) 
Residual Risk (M) 

  
1)   Financial Risk: OR = 12 

 Investment does not lead to reduced acute 
Length of Stay (LoS) in acute setting and 
system flow does not improve. 

 Investment does not result in improved patient 
outcomes (evidenced by no change to long 
term provision of health or social care 
packages). 

      Mitigation: M = 8 

 Ensure robust criteria are used to keep 
system flow moving both into and out of the 
beds. 
. 

 Monitor effectiveness of rehabilitation and                     
redesign service if outcomes remain static. 
 

2)   Staff availability: OR = 6 

 National issue around recruitment of qualified 
staff and ability to release staff for specialist 
training may impede provision of a high 
quality service. 

Mitigation: M = 4 

 Specialist roles may encourage recruitment to 
areas that are struggling to recruit currently as 
well as providing a structure for specialist 
training which may be appealing to non-
specialist generic rehabilitation staff that is 
easier to recruit.   

3)   Escalation processes: OR = 12 

 System wide pressure for bed based care 
may impact on the ability to ring fence beds 
specifically for stroke rehabilitation leading to 
a negative effect on system flow of stroke 
patients and wasted specialist resource. 

Mitigation: M = 8 

 Ensure a clear process is in place for how 
stroke rehabilitation beds can be used in 
times of escalation to ensure that flow of 
stroke patients is not blocked. 

Management of 
Conflicts of Interest 

The usual process has been followed and no 
conflicts have been declared. 
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Financial Impact There is a required net investment of 109K on a 
recurring basis and an additional £31k in year 1 to 
support set up costs. This comprises a recurrent 
investment of £488K offset by £379K savings as a 
result of reductions in excess bed days. 
Acute savings only have been included in financial 
modelling however longer term system wide 
savings will be made by 

 NHS savings for reduced lifetime care 

 Social care savings for reduced lifetime care 

 Ability of a small number of individuals to 
return to work. 

 

Legal Issues 
(including NHS 
Constitution)  

Not applicable 
 

Impact on Health 
Inequalities 

Please see EIA appendix 1 
 

Impact on Equality 
and Diversity 

Please see EIA appendix 1 
 

Impact on 
Sustainable 
Development 

The impact of a countywide resource on travel and 
environment is offset by the considerable benefits to 
health and social care outcome which would be 
achieved 
 

Patient and Public 
Involvement 

The proposal has been subject to targeted 
engagement with a wide range of stakeholders and 
the engagement report is available as part of this 
submission (appendix 2). 
 

Recommendation Governing Body is requested to: 

 Give due consideration to the EIA and wider 
engagement work. 

 Agree the proposed location option of The 
Vale Community Hospital as the site for the 
Specialist Stroke Rehabilitation Unit.  

 Note the commencement of a cross 
organisational implementation steering group 
with designated leads 
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Author Debbie Gray 
 

Designation Clinical Lead Therapist Gloucestershire Clinical 
Commissioning Group 

Sponsoring 
Director 
 

Mary Hutton, Accountable Officer 
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Executive Summary 
 

Agenda Item 1 

  

1.0 Introduction 
 

1.1 
 
 
 
 
 
 
 
2.0 
 
 
 
 
 
 
 
 
2.2 
 
 
 
 
 
 

The proposal for approval will significantly improve the provision of 
specialist bed based stroke rehabilitation in Gloucestershire. 
Following a comprehensive cross organisational review culminating in 
two options appraisals it is recommended that the greatest positive 
outcomes for people who have suffered a stroke will be achieved by 
providing a 14 bedded stroke specialist rehabilitation unit at The Vale 
Community Hospital. 
 
Case for change 
 
Specialist rehabilitation is widely recognised as an essential 
component of recovery post stroke delivering improved health and 
social care outcomes for those who have access.  Currently, the 
stroke specialist pathway is disjointed for patients and there is a gap 
in provision of specialist rehabilitation which occurs where a patient is 
unable to return home, but no longer needs acute medical provision.   
 
Scope of proposal 
 
The proposal seeks to ensure patients admitted to the acute hospital 
with a stroke diagnosis that are unable to return home, but have 
potential for rehabilitation and no longer require an acute hospital 
setting can access rehabilitation in a community facility.  All patients 
accessing the stroke pathway are likely to benefit from improved 
specialist rehabilitation provision as the pathway develops. 
 

2.3 
 
 
 
 
 
 
 
 

Benefits realisation 
 

 Maximises the opportunity for stroke survivors to achieve their 
optimum level of independence ensuring health and social care 
resources are targeted effectively. 

 Delivers system wide health and social care savings, support for 
patients to transition to and achieve self-management of their 
on-going condition, and reduces clinical variation in provision of 
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2.4 

treatment, in line with the ICS for Gloucestershire. 

 Ensures patients will be able to access community inpatient 
specialist rehabilitation (compared with general rehabilitation 
currently provided in community hospitals or in-reach services to 
nursing homes).  

 Ensures only patients requiring acute stroke care remain in an 
acute hospital. 

 Frees up therapy resource in the acute hospital to improve 
rehabilitation provision for inpatients as necessary. 

 Enables Gloucestershire to improve stroke rehabilitation in line 
with national quality standards recommended by national bodies 
e.g. National Institute of Clinical Excellence (NICE), British 
Association Stroke Physicians (BASP), Royal College of 
Physicians (RCP). 

 Facilitates the potential to enhance a skilled specialist workforce 
for stroke care across the whole pathway, including the 
opportunity for rotational working across providers to promote 
training, joint working and a sustainable approach to succession 
planning. 

 Enables the acute stroke services to improve their national audit 
SSNAP rating. 
 

Strategic fit 
 
Specialist rehabilitation is a local priority following the rehabilitation 
review and reviews of physiotherapy carried out by Gloucestershire 
Clinical Commissioning Group (GCCG). Specialist rehabilitation 
encompasses 4 domains of the NHS Outcomes Framework: 

 Domain 2 
 Enhancing quality of life for people with long-term 

conditions 

 Domain 3 
 Helping people to recover from episodes of ill-health or 

following injury 

 Domain 4 
 Ensuring people have a positive experience of care 

 Domain 5 
 Treating and caring for people in safe environment and 

protecting them from avoidable harm. 
 
Stroke rehabilitation provision follows a clear national pathway and a 
set of evidence based guidelines, which aim to ensure that recovering 
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patients can reach their maximum potential.  Provision of 
rehabilitation to stroke patients will help to reduce future reliance on 
the health and social care system and should be provided promptly 
and at high intensity to increase chances of success.  This forms 
Phase 1 of a wider focus on rehabilitation services throughout 
Gloucestershire in line with commissioning recommendations set out 
by NHS England (NHSE) for rehabilitation. 
The ICS for Gloucestershire sets out expectations to reduce clinical 
variation, increase patient self-management for long term conditions 
and offer cost effective services that positively impact on the whole 
Health and Social Care system.  The provision of specialist 
rehabilitation supports these aims. 
 

2.5 
 
2.5.1 

 

 

 

 

 

 

 
 
 
 
 

2.5.2 
 
 
 
 
 
 
 
 
 
 

 
 
 

Top 3 risks and mitigation 
 
Financial Risk: 

 Investment does not lead to reduced acute Length of Stay (LoS) 
in acute setting and system flow does not improve. 

 Investment does not result in improved patient outcomes 
(evidenced by no change to long term provision of health or 
social care packages). 
 

Mitigation: 

 Ensure robust criteria are used to keep system flow moving 
both into and out of the beds. 

 Monitor effectiveness of rehabilitation and redesign service if 
outcomes remain static. 

 
Staff availability: 

 National issue around recruitment of qualified staff and ability to 
release staff for specialist training may impede provision of a 
high quality service. 
 

Mitigation: 

 Specialist roles may encourage recruitment to areas that are 
struggling to recruit currently as well as providing a structure for 
specialist training which may be appealing to non-specialist 
generic rehabilitation staffs that are easier to recruit.  Staff could 
also rotate through different roles in the stroke pathway (e.g. 
between community bed unit, community based Early 
Supported Discharge team (ESD) and acute stroke wards) to 
develop a robust skill mix over the whole network.  
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2.5.3 
 
 
 
 
 
 
 
 
 
2.6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Establishment of good links with Higher Education institutions 
for work placements will encourage a supply of newly qualified 
staff.  

 

Escalation processes: 

 System wide pressure for bed based care may impact on the 
ability to ring fence beds specifically for stroke rehabilitation 
leading to a negative effect on system flow of stroke patients 
and wasted specialist resource. 

Mitigation: 

 Ensure a clear process is in place for how stroke rehabilitation 
beds can be used in times of escalation to ensure that flow of 
stroke patients is not blocked. 

 
Performance monitoring and KPIs 

 Excess bed days in acute stroke unit (reduced) by 25%. 

 LoS in acute (reduced) by 2 days (total stroke cohort). 

 Improved consistency and trajectory of Stroke patient % stay on 
a stroke ward (90% of patients spending 90% of stay on stroke 
specific unit).  Measured as quarterly and yearly averages via 
Sentinel Stroke National Audit Programme (SSNAP) survey. 

 Better access to the stroke unit in times of pressure (% stay on 
stroke ward to remain consistent through times of escalation). 

 Provision of therapy to national guidelines in acute (OT and PT) 
and community settings (OT, SALT and PT) (contact number 
and length of therapy appointment in acute/community hospital) 
increased as measured by Sentinel Stroke National Audit 
Programme (SSNAP) – 25% improvement on yearly averages 
in the first 6 months. 

 No. of patients discharged from service with no further specialist 
rehab need (trajectory increase of 10% from baseline data at 
commencement of unit). 

 Improvement in clinical outcome measures (e.g. Northwick Park 
Dependency Scale, Rivermead or Barthel scores) measured at 
key points in patient episode of care. 

 Destination on discharge (increasing home – measured as a 
trajectory increase from commencement of service), and any 
delays on discharge noted. 

 Patient satisfaction and improvement in patient reported 
outcome measures (90-95% patient satisfaction). 

 Patient Quality of Life (pre and post rehabilitation) using 
appropriate measure (e.g. ICECAP-O). 
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2.7 
 
 
 
 
 
 
2.8 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
2.9 
 
 
 
 
 
 
 

 LoS in ESD service (maintained at current levels – 90% of 
patients seen within 48hrs, and 90% remaining in service no 
longer than 6 weeks – based on current specification). 

 Reduction in dependency from admission to discharge and 
consequent reduction in costs to social care as measured by the 
Northwick Park Dependency scale. 

 
Addressing Health inequalities 

 Ensures that stroke patients no longer needing acute care but 
who cannot return home have a suitable service provided to 
promote their specialist rehabilitation. 

 Provision of specialist rehabilitation resource is not dependent 
on area as inpatient beds will be in one location. 

 
Quality and outcomes 

 Improved safety and quality of care for patients as 
unnecessarily long acute hospital stays will be avoided. 

 Improved quality of care as larger numbers of patients will have 
rehabilitation meeting the required national standard of delivery 
and specialism. 

 Improved patient outcomes: 
1) More patients will have access to ESD or specialist therapy 

in a non-acute based setting (which has been shown to have 
a positive effect on Quality-Adjusted Life-Years when 
compared to outcomes for patients treated on a stroke unit 
with no ESD support)1. 

2) Additional therapy per patient will be available in the acute 
setting resulting in greater intensity of service. This assumes 
acute therapy staffing numbers remain constant. 

An integrated whole system approach to stroke rehabilitation will 
improve the onward link to long term community rehabilitation and 
vocational rehabilitation for patients. 
 

Deliverability 

 System wide engagement and sign up has been achieved 
throughout the lifetime of this project and there is significant 
level of confidence in the ability of the proposal to deliver both 
quality and cost effectiveness. 

 National issue around staff recruitment may impact deliverability 
of proposal (see Risks and Mitigation). 

 Significant financial pressure on Health and Social Care 



Page 11 of 14 
 

 
 
 
3.0 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
4.0 

resources, and a need to realise in-year cost savings may place 
an unrealistic burden on the scheme. 

Cost effectiveness 

 Reduction in acute hospital excess bed days leading to 
projected £379,000 full year savings which will be invested in 
the new service.   

 Capacity to use 8 acute beds to offset other pressures . 

 Improved numbers of patients needing no further specialist 
rehabilitation following intervention by the service.  

 Maximisation of patient potential following stroke with targeted 
investment. Currently Gloucestershire’s “new institutionalisation 
rate” following stroke is 13.5%, significantly higher than the 
national average of 7.2% indicating that there is scope for 
improvement and resulting efficiency in maximising a patient’s 
potential. 

 Improved patient self-management and reduction in reliance on 
statutory services post stroke – including increase in vocational 
rehabilitation and return to work where appropriate.  
 

Finances 
 

Finances  18/19 Full Year 

Required 
investment 

 Recurrent 

Non-recurrent 

£488k 

£31k 

Total Year 1 

Ongoing 

£519k 

£488k 

Estimated 
savings   

  £379k 

Net impact 
(savings minus 
investment) 

 Year 1 

Ongoing 

£140k net investment 

£109k net  

investment 
 

Capital  Year 1 
 £115k capital 

refurbishment 
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 £30k  
non-capital  
equipment 

 
 
 

5.0 Project Delivery – Key Milestones and Deadlines 
 

Establish steering group March 2016 

Develop full business case and options for 
proposal 

October 2016 

Options appraisal and business case 
approved by core/ priorities committee 

November 2016 
 

Project initiation documentation in place December 2016 
 

Revisit options appraisal and update finance 
and modelling 

June 2017 

Community beds identified January 18 

Establish implementation steering group April 18 

Service specification scoped and written September18 

New rehabilitation posts recruited November 18 

Service operational December 18 

Evaluation Commences 
 April 19 

 
 

6.0 Outcome of Engagement 
 
During six weeks of the public engagement, Gloucestershire Care 
Services NHS Trust (GCS) and NHS Gloucestershire Clinical 
Commissioning Group (CCG) sought the views of local people who 
have had experience of stroke services in the county. The Outcome of 
Engagement Report, which can be found at Appendix 2, presents the 
views shared, taking care to record the comments and suggestions 
received accurately. The Outcome of Engagement Report provides 
information about the engagement process and activities and 
summarises the feedback received from members of the public, 
stakeholders and health and care staff. 
 
A Community Partner Workshop was held in June 2018. 
Presentations were made by representatives of NHS Gloucestershire 
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Clinical Commissioning Group, Gloucestershire Care Services NHS 
Trust and Gloucestershire Hospitals NHS Foundation Trust. These 
were followed by facilitated round table discussions.  The 
Engagement Team were also invited to attend several Stroke Clubs to 
talk about the proposed new development. 
 
A survey questionnaire was made available to the public, staff and 
stakeholders for a six week period in either print form or online. The 
engagement was targeted as previously mentioned towards people 
with lived experience of local stroke services. However, the survey 
was open to anyone wishing to provide feedback during the 
engagement period, resulting in a self-selecting, random sample of 
respondents to the engagement.  
 
People were invited to share their views on the preferred option to 
develop a specialist Stroke Unit at The Vale Hospital  by answering 
the following questions:  

 What are your initial thoughts about our proposals? 

 What do you think are the positive aspects of the proposals? 

 Do you have any suggestions for improvements to the 
proposals, if yes please tell us? 

 Do you have any concerns? 

 Are there any other things you would like us to consider? 
 
As identified above, there was strong support for the development of 
a specialist unit, with any concerns largely relating to the proposed 
location and access. The views of those with lived experience of 
stroke services focussed more on the benefits of the service 
development and ongoing support post discharge from specialist 
services rather than the location.   
 
All feedback received and responses to themed questions and 
suggestions made are set out in the Outcome of Engagement Report 
at Appendix 2. 
 

7.0 Recommendations 
 
Governing Body is requested to: 

 Give due consideration to the EIA and wider engagement work. 

 Agree the proposed location option of The Vale Community 
Hospital as the site for the Specialist Stroke Rehabilitation Unit.  

 Note the commencement of a cross organisational 
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8.0 Appendices (attached) 
 
Appendix 1 – EIA 
Appendix 2- Outcomes of engagement report 
 
 
 
 
 
 
 
 

implementation steering group with designated leads.  
  



 

Page 1 of 6 
  

Equality Impact Analysis 

Project Name: Stroke Inpatient Rehabilitation – Site Options 

STP Programme Area: Reducing clinical 
variation 

Programme Name: Specialist Rehabilitation 

Programme Sponsor: Mary Hutton Programme Director: Marion Andrew-Evans 

Project Manager: Kat Doherty Author: Kat Doherty/ Debbie 
Gray 

Name of person 
leading this EIA: 

Debbie Gray Date: 1/6/18 

Name of Director 
signing EIA: 

Marion Andrews-
Evans 

Names of people 
involved in 
consideration of 
impact: 

Kat Doherty 

Debbie Gray 

Caroline Smith 

Becky Parish 

John Hurst 

Siân Thomas 

Sarah Morton 

  

1. Background: What’s it about? (refer to equality duties) 

What is the 
proposal?  What 
outcomes/benefits 
are you hoping to 
achieve? 
 

To strengthen and improve the provision of specialist stroke rehabilitation in 
Gloucestershire to meet national recommendations and quality standards.  
This will be achieved by providing a 14 bedded community specialist 
rehabilitation inpatient unit, which will ensure that patients who require 
intensive rehabilitation in a bedded setting but no longer need the medical 
provision of an acute hospital have access to appropriate therapy in a suitable 
location. 
This would in turn support specialist stroke provision over the whole pathway: 
pressure on rehabilitation provision would be reduced in the acute setting 
resulting in increased therapy in the acute hospital, leading to improved 
outcomes. The community stroke specialist rehabilitation network would be 
enhanced by additional resource at a community hospital setting, and greater 
numbers of patients would benefit from this specialist service. 
 
Benefits: 

 Maximises the opportunity for stroke survivors to achieve their 
optimum level of independence ensuring health and social care 
resources are targeted effectively 

 Delivers system wide health and social care savings, support for 
patients to transition to and achieve self-management of their on-
going condition, and reduces clinical variation in provision of 
treatment, in line with the STP for Gloucestershire. 

 Ensures patients will be able to access community inpatient specialist 
rehabilitation (compared with general rehabilitation currently 

Eq
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provided in community hospitals or in-reach services to nursing 
homes).  

 Ensures only patients requiring acute stroke care remain in an acute 
hospital. 

 Frees up therapy resource in the acute hospital to improve 
rehabilitation provision for inpatients as necessary. 

 Enables Gloucestershire to improve stroke rehabilitation in line with 
national quality standards recommended by national bodies e.g. 
National Institute of Clinical Excellence (NICE), British Association 
Stroke Physicians (BASP), Royal College of Physicians (RCP). 

 Facilitates the potential to enhance a skilled specialist workforce for 
stroke care across the whole pathway, including the opportunity for 
rotational working across providers to promote training, joint working 
and a sustainable approach to succession planning. 

 Enables the acute stroke services to improve their national audit 
SSNAP rating 

 
Because of the well evidenced benefits of cohorting patients for rehabilitation 
(in particular post-stroke), and due to the efficiencies created by having  all 
specialist staff based in one location (reduction in travel times, shared learning 
and ability to wrap different services around the patient) a single site 
community unit has been identified as the preferred option to provide the 
service.   
 
This EIA considers the benefits and disadvantages to placing the unit in one of 
two community hospital sites.  All community hospital sites and Cheltenham 
General Hospital were considered initially, and sites that were deemed unable 
to be made fit for the purpose of hosting the stroke unit, either due to estates, 
capacity or geographical factors, were discounted from further analysis.  This 
EIA therefore refers to The Vale Community Hospital and Cirencester 
Community Hospital which were the two sites found to be able to potentially 
host the specialist unit.  

Who’s it for? Any Gloucestershire patient able to benefit from stroke specialist rehabilitation 
in a community inpatient bed setting (including patients who are resident on 
the England/Wales border areas of Gloucestershire, who are patients with a 
Welsh registered GP, and those patients resident outside of Gloucestershire but 
registered with a Gloucestershire GP).  It is envisaged that between 150-180 
patients will benefit from this service every year. 
 

How will this 
proposal meet the 
equality duties? 

The service will be available to all irrespective of gender, race, disability, age, 
sexual orientation, religion, belief, gender reassignment, pregnancy and 
maternity or marital or civil partnership status.  It will help to remove health 
inequalities in Gloucestershire by ensuring that specialist stroke rehabilitation 
is available to all residents able to benefit from it following their stroke, and 
brings rehabilitation provision in Gloucestershire in line with nationally 
recommended standards for stroke rehabilitation. 
 

What are the 
barriers to meeting 
this potential? 

There are no barriers to meeting the equality duties.  Providing the service in a 
single location may disadvantage some patients who live in geographical areas 
remote from the site, however, the proposal is to provide centre of excellence.  
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The volume of patients able to derive maximum benefit from this service 
precludes multiple sites due to economy of scale. 

 

2. Who is using it? (refer to equality groups) 

What 
data/evidence do 
you have about 
who is or could be 
affected (e.g. 
equality 
monitoring, 
customer 
feedback, current 
service use, 
national/regional/ 
local trends)? 

Audit and performance data, and an independent review (Attain), suggests an 
opportunity for improved stroke delivery in terms of total cost of admissions, 
quality of rehabilitation (in terms of rehabilitation provision and therapy 
intensity) and community bed access.   

Work with clinicians across the stroke pathway has identified a service gap for 
the group of patients who require therapy but for whom the acute hospital is 
no longer an appropriate place (who are unable to go home). Currently it is 
envisioned that approximately 25% of acute stroke patients could benefit from 
community bed based specialist rehabilitation but this service is not available.   

The proposed option of specialist rehabilitation provision at community 
hospitals supports local priorities on ensuring that acute medical beds are used 
appropriately, reducing excess bed days and optimising the use of community 
hospital beds.   

The provision of specialist rehabilitation in the community also may help to 
improve recruitment of nursing and therapy staff to community hospitals due 
to the opportunities for specialist training.    
 
National trends show that an ageing population and an increase in population 
number will lead to higher stroke incidence.  Improved stroke treatments may 
reduce the need for rehabilitation in some cases, however more patients are 
surviving post-stroke, and so these effects are likely to balance each other out.  
As rehabilitation is the most effective way of ensuring patients can 
become/remain as independent as possible following a stroke it is essential to 
provide appropriate services to support this. 

How can you 
involve your 
customers in 
developing the 
proposal? 
 

Customer involvement will be sought in all implementation groups, and the 
stroke co-design work already being carried out in GHT will be expanded upon, 
using their previous learning and tools where appropriate.   
Patient representatives and Healthwatch have been involved in the planning 
and scoping of the wider proposal.   
Stakeholder engagement is being carried out around the proposal and 
proposed location of the unit with locality representatives, staff, and patient 
groups.  
 

Who is missing? Do 
you need to fill any 
gaps in your data?  
(pause EIA if 
necessary) 

N/A 

 

3. Impact (Refer to dimensions of equality and equality group) 

Using the information in parts 1 & 2 does the proposal: 
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a. Create an 
adverse 
impact which 
may affect 
some groups 
or 
individuals. 
Is it clear 
what this is?  
How can this 
be mitigated 
or justified? 

Following the options appraisal, two sites were viable options to host the Stroke 
Rehabilitation Specialist Unit – The Vale Community Hospital and Cirencester 
Community Hospital (3 different ward options). 
 
Delivery of rehabilitation by a stroke specialist team means that patients are 
given the best possible chance of reaching their potential.  In order to be able to 
afford the mix of specialities and ensure clinicians can maximise their contact 
time with patients, a single site is essential1.   
 
Gloucestershire has a large geographical area, meaning that if the unit is 
situated in either location, some patients will not be placed in a bed close to their 
home for their rehabilitation.  However, this patient cohort would remain in 
Gloucester Royal Hospital (or another secondary hospital out of county) if not in 
a community stroke bed which may also be a significant distance from their 
home.  A single site also means that patients can encourage one another and 
socialise with people with shared experience for the duration of their inpatient 
rehabilitation. 
 
While the location of either site may not be a patient’s first choice, the service 
would aim to ensure that the patient can return home at the earliest 
opportunity.  When considering a patient’s lifespan after stroke, the stay in the 
unit will be a very short time, but overall the benefits it will bring may alter 
whether they can go home, how much care and support they will need etc.  
Engagement with stakeholders has told us that most people would be prepared 
to travel (or travel to visit) to ensure that they, or their relative, receive the 
appropriate level of therapy. 
 
A full site options appraisal was carried out (firstly to consider which of the 
community hospital or acute sites could possibly host the unit, and a second 
more detailed options appraisal of the 2 identified possibilities)2.  The Vale 
Community Hospital was identified as the preferred choice due to the setting, 
internal and external environment of the hospital and the ability to convert the 
building with minimal capital expenditure. 
 
As the unit will be placed in a single location within the county, the identified 
considerations around patient travel are consistent for whichever site is chosen 
to host the unit.  Some patients will be closer to home in the Vale community 
hospital, while others have further to travel.   
 
Where an impact may affect a single group of patients in the county is the 
locality of Stroud and Berkeley Vale or Cirencester.  Siting the unit in a single 
community hospital necessarily changes the function of some beds currently 
providing sub-acute care in this location.  This may reduce the number of beds 
available to local residents (as the stroke rehabilitation service would be 
providing care to patients from anywhere in the county).   
 
This can be mitigated by assuming that there will already be current stroke 
patients using community hospitals (from the locality), but that under this 

                                                           
1
 Please see Appendix 1 – Full Business Case 

2
 Please see Appendix 2 – Site Options Appraisal 
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proposal they would now benefit from the correct level of therapy.  Additionally, 
length of stay for all stroke patients in the unit is expected to fall (compared to 
current community hospital length of stay for stroke patients) due to provision of 
suitable therapy.  Analysis of the usage of community hospitals shows that 
currently local residents do not use every bed in each community hospital all of 
the time, (and there are no community hospitals sited in Gloucester and 
Cheltenham meaning these patients always travel to make use of a community 
hospital).   
 
For Stroud and Berkeley Vale residents, there are two community hospitals sited 
in the locality; there is no proposal to alter the use of Stroud hospital and these 
beds would still be fully available to local residents, in addition to the 6 
community hospital beds (of the 20 currently at the Vale hospital) that would not 
be part of the stroke unit. 
 

What can be 
done to 
change this 
impact?   

Wherever possible, stroke patients will still be discharged home with appropriate 
support from the Early Supported Discharge team at the earliest opportunity.  
Use of technology to support patient and relative contact will be ensured. Open 
visiting hours will allow relatives to visit at convenient times, and if necessary, 
visitors could stay overnight in the patient’s room (in a reclining chair). 
Engagement with stakeholders has told us that relatives often feel they must 
visit as otherwise the patient has no one/ no activity.  While patients and their 
relatives will obviously want regular contact and visits, the patient will have a 
full daily programme of therapy. 
Work is currently being carried out around the use of community hospitals to 
ensure that patients who do not benefit from a stay in community hospital are 
not admitted.  This group of patients are those that would be better supported 
at home, thus reducing the pressure on community hospital bed availability.  
Additionally, there are currently a small minority of patients who remain in 
community hospitals for several months.  This is not an appropriate setting for 
long term care; therefore pathways are being improved to ensure that decisions 
about where a patient’s care is most effective are made in a suitable timeframe. 
These measures will ensure flow through community hospitals improves and that 
fewer total beds are required, reducing the impact of changing the function of 
the beds used for the stroke rehabilitation unit. 

b. Does further 
consultation 
need to be 
done?  How 
will 
assumptions 
made in this 
analysis be 
tested? 

Stakeholder engagement has been carried out throughout the planning process, 
and additional stakeholder, (including patient and staff) consultation will also be 
carried out in the course of the implementation. Engagement with the Aneurin 
Bevan Local Health Board will be undertaken regarding access for patients living 
on the England/Wales border who are registered with a Welsh GP. 

 

4. So What? (Link to business planning process) 
What changes 
have you made 
in the course of 
this EIA? 

Considered each of the possible community/ other inpatient sites as the potential 
site to place the proposed unit successfully.  Considered access (e.g. travel), 
technological solutions and current service provision/constraints to ensure that 
the site is suitable to provide the rehabilitation service and that fair access can be 
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facilitated for all. 

What will you 
do now and 
what will be 
included in 
future 
planning? 

Our options appraisal has indicated that there is no ideal site for the provision of 
the specialist unit within current bed base.  However, the benefits of providing this 
specialist service outweigh the disadvantages.  We will therefore prioritise The 
Vale Community Hospital as the preferred site for provision of the service in line 
with the options appraisal carried out and the results of this equality assessment.  
The location of The Vale Community Hospital and the impact on patients, their 
families, and staff (both current and future) will be considered and respected as 
part of the planning and implementation process, including consulting with 
stakeholders on the best way to mitigate the limitations acknowledged in this 
assessment.  This will aim to minimise inconvenience for service users and their 
families, while balancing the need for colocation of this particular service. 

When will this 
be reviewed? 

The service will be reviewed throughout implementation, and after 12 months.  
Assuming the service is showing a positive impact, it will be transferred to 
business as usual.  The equality impact assessment will be repeated as part of this 
evaluation to ensure that the equality duties are being met, any barriers for 
patients accessing the service are addressed and that benefits to patients are fully 
realised. 

How will 
success be 
measured? 

The service has a range of process and outcome KPIs (see full business case) which 
will be analysed, in addition to asking service users, families and staff about their 
experience of the service. 

 

 

Dr Marion Andrews-Evans 
Executive Nurse & Quality Lead 
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Foreword 

During the six weeks of the public engagement, Gloucestershire Care Services NHS Trust (GCS) 

and NHS Gloucestershire Clinical Commissioning Group (CCG) have sought the views of local 

people who have experience of stroke services in the county.  

In this Outcome of Engagement Report we have sought to present the views shared with us 

respectfully, taking care to record the comments and suggestions received accurately. 

This report provides information about the engagement process and activities and summarises the 

feedback received from members of the public, stakeholders and health and care staff.  

We are grateful to everyone who has taken the opportunity to get involved with the engagement. 

 

 

Further copies of this Report, and copies of the Report in other formats, are available from:  

The engagement team: glccg.consultation@nhs.net 

 

or by writing to: 

 

Improving Specialist Rehabilitation after a Stroke 

Engagement and Experience Team 

5220 Valiant Court 

Gloucester Business Park  

Brockworth, GL3 4FE 

 

 

 

mailto:glccg.consultation@nhs.net
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Introduction  

 

This Report provides a detailed overview of the engagement activity and feedback received, which 

will inform the decision making of NHS Gloucestershire Clinical Commissioning Group and 

Gloucestershire Care Services NHS Trust regarding investment in the development of a new Stroke 

Rehabilitation service in Gloucestershire.   

Thank you to all those individuals, groups and organisations who shared their views with us.  

 

Background 

Specialist rehabilitation is widely recognised as an essential part of recovery after stroke – providing 

significant health and social care benefits for patients over the longer term. 

Currently the patient’s journey through care can be disjointed and in Gloucestershire there is a gap in 

provision. This happens when a patient no longer needs specialist medical care in Gloucestershire 

Royal Hospital (GRH), still requires significant rehabilitation, but is not ready to return home with 

support. 

We believe we can improve services and support in Gloucestershire for stroke patients, provide the 

right care in the right environment for all patients and ensure recovery and health benefits are 

improved. This includes supporting people to achieve as much independence as possible. 

We are committed to meeting the highest quality standards of care for patients in line with National 

Institute for Health and Care Excellence (NICE) recommendations and Royal College of Physicians 

(RCP) guidelines. 

How could services be provided in the future? 

Our ambition is to develop a ‘centre of excellence’ approach to specialist stroke rehabilitation care. 

 By providing a dedicated therapy led rehabilitation service in the right environment, we can: 

 Improve health benefits for patients and improve levels of recovery and independence 

 Benefit healthcare professionals, and the patients they treat, by providing an improved 

environment for a therapy based approach 

 Improve arrangements for on-going learning and development and; 

 Raise the profile and appeal of specialist stroke rehabilitation in the county so specialist staff 

will want to come and live and work in Gloucestershire adding to our already skilled team. 
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The Options 

Clinicians and managers carried out a detailed Options Appraisal, to help develop a preferred option. 

They looked at four options, summarised below: 

Option 1: Do Nothing 

Stroke patients who are unable to return home once medical treatment is complete would continue to 

have their stroke rehabilitation at GRH. 

Option 2: Expand therapy provision and improve the therapy facilities at GRH 

The staffing levels on the stroke ward are increased to meet national guidelines and therapy space is 

increased. Patients would remain in GRH for rehabilitation until they are able to go home or show no 

further improvement. 

Option 3: Expand the Early Supported Discharge Team (ESD) and provide ‘in-reach’ care 

(specialist therapy) with the team travelling to multiple community hospital locations 

The ESD Team would provide specialist and intense rehabilitation to an increased number of stroke 

patients – a maximum of 14 beds would be available across Gloucestershire’s community hospitals. 

This would be for patients who no longer need medical treatment in a large acute hospital, but are 

unable to go home. 

Option 4: Stroke Rehabilitation Unit in a single community setting 

Use 14 beds in a single community hospital to create a dedicated unit for stroke specialist 

rehabilitation. A team of stroke specialist staff would provide rehabilitation, 7 days a week. This would 

be for patients who no longer require medical treatment in a large acute hospital, but are unable to 

go home. 

Location of Stroke Rehabilitation Unit in a single community setting 

Gloucestershire Care Services NHS Trust, in partnership with NHS Gloucestershire Clinical 

Commissioning Group, undertook a review of all community hospital sites benchmarking (reviewing) 

them against a number of criteria identified by expert clinical staff, with the support of a lay (patient) 

champion. 

The criteria that were reviewed included: 

 The internal and external care environment 

 The ease of adapting the building 

 How ‘future proof’ the unit would be if located at the site 

 The safety of the site. 

These criteria suggest that the Vale Community Hospital, Dursley would provide the best opportunity 

to deliver this proposal for the following reasons: 
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 It’s a newly built community hospital with single rooms which are en suite 

 It offers both physical and psychological benefits e.g. accessible outside space and a suitably 

large therapy space 

 Minimal building work would be required to provide a good rehabilitation environment 

 It’s accessible with easy and free parking 

 It’s sited within the same locality as another community hospital with additional general 

community hospital beds available to local residents. 

 

Engagement: June/July 2018 

During June and July 2018, a range of engagement activity was undertaken to gather feedback from 

local people who have lived experience of local stroke services, either as a patient, carer, patient 

representative or service provider.  

The focus of the engagement was Option 4 above. Respondents were invited to share their views on 

the preferred option by answering the following questions:  

 What are your initial thoughts about our proposals? 

 What do you think are the positive aspects of the proposals? 

 Do you have any suggestions for improvements to the proposals, if yes please tell us? 

 Do you have any concerns? 

 Are there any other things you would like us to consider? 

 

Engagement Activity 

 

The engagement was promoted through the local media, online via the GCCG website 

https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2018/06/Stroke-Rehab-Engagement-

Booklet-June2018.pdf , a printed public engagement booklet including a freepost feedback form, a 

targeted stakeholder workshop and a number of targeted group meetings, including the League of 

Friends of the Vale Community Hospital. We are grateful to the local branch of the Stroke 

Association and to local Stroke Clubs and others for promoting the engagement to their members, 

inviting us to meet with them and for providing valuable feedback.  

 

Staff engagement 

The engagement was promoted to staff, and engagement materials made available by GCS.  

 

https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2018/06/Stroke-Rehab-Engagement-Booklet-June2018.pdf
https://www.gloucestershireccg.nhs.uk/wp-content/uploads/2018/06/Stroke-Rehab-Engagement-Booklet-June2018.pdf
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Engagement Feedback  

 

The engagement gathered feedback in two ways: targeted face-to-face events and a survey.  

One letter was also received.  

 

Engagement Events 

 

Face-to-face discussions with the following groups (A-Z): 

 Circulatory Clinical Programme Board CPG Lay Members (attended Stroke Workshop) 

 Cirencester Stroke Club (attended Stroke Workshop) 

 Clinical Programme Board 

 Countywide Patient Participation Group Network, followed by Stroke Workshop  

 Countywide Stroke Strategy Group 

 Gloucestershire Care Services (GCS) NHS Trust Board 

 GCS staff 

 Gloucester Stroke Club 

 Health and Care Overview and Scrutiny Committee (HCOSC) 

 Healthwatch Gloucestershire (attended Stroke Workshop) 

 Integrated Locality Board - Stroud and Berkley Vale 

 New Models of Care Board 

 NHS Reference Group 

 Painswick Stroke Club  

 Patient Representatives 

 Patient Participation Group (PPG) Cluster  

 Priorities Committee at NHS Gloucestershire Clinical Commissioning Group (GCCG) 

 Rehabilitation Steering Group 

 South West Clinical Senate 

 Vale League of Friends (Member attended Stroke Workshop) 

 Vale League of Friends meeting with GCS 

 

Community Partner Workshop 

A Community Partner Workshop was held on 8 June 2018. Presentations were made by 

representatives of NHS Gloucestershire Clinical Commissioning Group, Gloucestershire Care 

Services NHS Trust and Gloucestershire Hospitals NHS Foundation Trust. These were followed by 

facilitated round table discussions.  

Below is a summary of the main themes from feedback collected at the workshop. 

Initial thoughts  

 General support from all respondents – but worry about what happens after the unit. 
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 “It’s obvious, it’s specialist care at a specialist location – families cope” 

 “Sounds like a stroke boot camp” 

 “It’s the right thing to do” 

 

Positive aspects of the proposals 

 Calmer environment with the whole day-to-day business more responsive to needs of people 

with stroke – respondents were particularly enthusiastic about the time for staff to understand 

some of the limitations stroke survivors have in terms of meeting basic needs (e.g. ability to 

reach/see a buzzer or glass of water) 

 You get the right care at the right time 7 days a week 

 Psychology becomes a key component 

 Good for staff morale 

 Ability for family to be more involved with therapy 

 Led by an enthusiastic team 

 Feeling of moving on / making progress for patient (less institutionalised care) 

 Good opportunity for rest in single rooms after demanding/ tiring therapy 

 Reassured that the proposal has considered transport and mitigation of single site access 

issues, including use of IT. 

 Easy access to the outside. 

Suggestions for improvements to the proposals 

 What happens after the unit?  In particular: Access to stroke specialist nurse support, easily 

accessible information (paper and electronic), supporting local and regional networks, Linking 

to stroke clubs (and advertise them in the unit), Possible in-reach of stroke clubs to unit, Use 

the booklet (currently given at discharge from GHFT), More engagement with VCS and GPs 

particularly around discharge. 

 To reduce social inequality and problems with relatives visiting, ensure that this is identified 

and managed before transfer to the unit (i.e. as part of discharge planning at GRH). 

Concerns 

 Patients are aware they can’t have specialist therapy forever, but many felt that there is little or 

no support for the transition into community services. 

 Home visits from the unit need to be available wherever they are resident in the county. 
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 Vale Hospital is perceived as “not easy to find” and may be more inaccessible during adverse 

weather. 

 Although transport links were said to be good, where is the bus stop, and how regularly does 

the service run.  In particular, the transport links may be good, but are they as good as for 

GRH? 

 What is happening to support younger stroke patients and their young families when they 

leave the unit? 

 Follow up from specialist services is currently not long enough and doesn’t have all of the right 

professionals (e.g. psychology, nutrition, speech and language) – will this change? 

 Health inequalities are wider than transport and access – how will this be addressed? 

 Could the unit create dependency/ is this a better service than going home with ESD? 

Any other things to consider  

 Query over how food is prepared and served to meet different patient needs 

 What translation provisions will be made? 

 How would the unit deal with large families visiting? 

 Representatives heard and acknowledged the proposal would include social space, but 

wanted to emphasise the importance of it because of single room accommodation. 

 “Glimmer of hope for Community Hospitals to be revitalised” 

 Staff rotation through the unit to create network feel felt to be very positive. 

 

Other Group feedback 

Stroke Clubs 

The Engagement Team were invited to attend two Stroke Clubs to talk about the proposed new 

development. The following is a summary of the main themes from the feedback from both groups: 

Painswick Stroke Club 

The Painswick Stroke club were enthusiastic about the prospect of improved rehabilitation services 

albeit in a time of the pathway that would not benefit “historic” stroke survivors.  In general, people 

were supportive of the idea that a specialist centre would be available when needed, and that most 

people would be happy to travel to ensure the best/ most appropriate therapy was provided.  Some 

concerns were: 

There is an information overload at the point of discharge, and then very little support later once 

people feel able to try and access some of the things that were previously mentioned. 
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There is a feeling of abandonment for stroke survivors after the initial “intense” rehabilitation period. 

One couple felt that the introduction of “another handoff” would be detrimental and questioned why it 

was not possible to have the unit at the acute hospital. 

Gloucester Stroke Club  

Welcomed the further work underway to improve stroke services 

If there was a Community specialist stroke rehabilitation unit available following their stroke they 

would have used it 

Recognised the environmental issues in the Tower block 

No comment was made related to the location but overall Transport is a significant issue to access all 

services including the Stroke Club 

Need for more support to Stroke clubs and the volunteers who run these (I gather a number of 

locality Stroke clubs have recently ceased due to lack of support) 

Strong support for a change in service model that focuses on supporting individuals and carers who 

have had a stroke across their whole lifespan and not just post incident (many spoke of limited 

support given by Early Supported Discharge (ESD) Team - only 6 weeks – then not having any 

information on what was available. Recognise that this is not only the health and social care sector 

that has a role in providing this. 

Many are accessing private therapists due to lack of services 

Comments on lack of proactive follow-up and limited/no engagement from primary care 

Limited understanding of what supports are available for Carers – no awareness of Carers 

Gloucestershire 

Frustration with shift to information online, many who are not IT literature are disadvantaged by this 

 

The ReConnect Peer Support Group at Dundry, Cheltenham, the majority of members have had 

a stroke or are carers of stroke survivors, met together to discuss the proposed service development. 

Below is a summary of the feedback from their discussion: 

 All agreed that Option 4 was the best option.  

 Wards at GRH cramped and unsuitable for effective rehabilitation. One member stated that “it 

did not fill you with hope when someone in the bed next to you was very poorly. You need to 

have positivity around you”. 

 There were varying experiences (good and not so good) of Early Support Discharge (ESD) 

and all stated that six weeks of support was not enough. Carers said that they were expected 

to cope at home with very little knowledge about how to manage someone with e.g. physical 
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disability, no speech etc. as well as dealing with all the emotional stress associated with a 

sudden lifestyle change.  

 Like the fact that all the specialist/therapists would be in one place. You would get to know 

them well and them you. There would be continuity in the advice/treatment received. 

The Site: 

 Free parking close to hospital a bonus. Able to make use of Train station at Cam if good bus 

link. 

 “Distance is not a problem if you are going to get better care and support” 

 Outside space available to sit with family away from the ward/get some fresh air, is good. 

 Good to have single rooms but also need communal area so patients can meet others going 

through the same thing/give encouragement/feel less isolated.  

 Other suggestions: 

 Have a Resource Library on site so that items may be borrowed to help in their recovery 

afterwards- Carers said that they had to source their own materials, equipment to help with 

e.g. strengthening , speech improvement, writing tools, games, etc. 

 Sessions provided for Carers (as part of the rehab and before the patient goes home) – 

Understanding Stroke / Moving and Handling/ Emotional Support. Hear about other support in 

the community. 

 Need to provide a café area so that relatives have somewhere to take stroke patient, meet 

informally with other support providers etc.  

 Could there be a Drop-In facility or telephone help line for people who have been discharged 

but may be having a problem and need some advice? 

 In more difficult cases could a respite bed be provided to give Carers a break? 

 Would it be open visiting times? It is very restricted at GRH at the moment. Relatives would 

get to know more about how to support the person once they are discharged? 

 

PPG Cluster  

The PPG Cluster agreed that:  “Gloucestershire needs a dedicated stroke unit. The argument for this 

is well made, clearly summarised, and supported by a wide range of evidence and specialist 

judgement.”  However, the group expressed concerns and questions regarding the proposed 

location.  

Questions focussed on transport planning, impact on bed numbers at the Vale Hospital if the new 

Specialist Stroke Rehabilitation Unit was established there and the impact on other services provided 
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at the Vale Hospital such as outpatient services and future investment in services at the Vale 

Hospital. The preference of this group was that the “proposed stroke unit should be somewhere on 

the GRH campus, allowing for the practicalities of bus travel from most parts of the county, as well as 

parking, even though this is charged for and insufficient at present”. 

 

Survey Questionnaire 

The survey questionnaire was created using survey software which supports analysis of both 

quantitative (number and %) responses as well as qualitative (free text) responses.  

 

The survey questionnaire was made available to the public, staff and stakeholders for a six week 

period in either print form or online. The engagement was targeted as previously mentioned towards 

people with lived experience of local stroke services. However, the survey was open to anyone 

wishing to provide feedback during the engagement period, resulting in a self-selecting, random 

sample of respondents to the engagement.  

 

Characteristics of open surveys 

In considering the open survey questionnaire analysis it should be noted that: 

 Anyone can respond 

 It is not a controlled statistical sample 

 There is self-selection bias (just those who want to respond do respond) 

 There are no controls on: 

o One person responding multiple times 

o People misrepresenting facts (e.g. their postcode) 

o Demographics of those who respond 

o Therefore we cannot say: “this reflects the views of population X” 

o We can say: “the people who chose to respond said Y” 

The engagement team can confirm that all survey questionnaires received between were included 

in the analysis in this Report (receipt of postal questionnaires was extended beyond the 31 July 

deadline to enable one of the local stroke clubs to meet and discuss the engagement at a meeting 

on 4 August 2018).  

 

Where it was clear that the same hand had been used to complete a postal survey questionnaire, 

or identical phrases had been used to answer free text questions, it was assumed by the 

engagement team that the questionnaire had been completed on behalf of another individual. 

 

Survey Questionnaire Responses 

 

http://www.isixsigma.com/tools-templates/sampling-data/there-bias-your-random-sample/
http://www.isixsigma.com/tools-templates/sampling-data/there-bias-your-random-sample/
http://www.isixsigma.com/tools-templates/sampling-data/there-bias-your-random-sample/
http://www.isixsigma.com/tools-templates/sampling-data/there-bias-your-random-sample/
http://www.isixsigma.com/tools-templates/sampling-data/there-bias-your-random-sample/
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A total of 65 surveys were completed. Survey questionnaires were either completed on line or by 

hand using the tear-out freepost survey questionnaire printed in the engagement booklets 

Questionnaires received by freepost were entered into the online survey by the engagement team 

using exactly the same words as were used originally. Where, in some cases handwriting was very 

difficult to read a series of ‘?????’ were entered. This engagement focussed on qualitative feedback. 

Therefore, all responses were read by members of the engagement team and grouped according to 

key themes.  

 

Who responded? 

The survey questionnaire provided the opportunity, optional, for respondents to provide information 

about themselves. This information is helpful in identifying whether a good range of local people have 

taken the opportunity to provide feedback. Demographic information is summarised in Appendix 1.   

 
How did people respond using the survey questionnaire? 
 
People were asked to consider five questions 

 What are your initial thoughts about our proposals? 

 What do you think are the positive aspects of the proposals? 

 Do you have any suggestions for improvements to the proposals, if yes please tell us? 

 Do you have any concerns? 

 Are there any other things you would like us to consider? 

 

People were also asked how they would like to stay involved and be kept informed and included “by 

email”, “hospital meetings”, “my PPG”, “local media” and the website on which the consultation 

documents were placed. 

 

Survey questionnaire feedback 

Overall there was very positive support for the concept of delivering stroke specialist skilled 

rehabilitation in a dedicated unit. 

“An excellent proposal and I endorse it wholeheartedly. There are so many stroke patients 

who would benefit. The patients’ long term outcomes and lifestyle would see so much 

improvement” 

“Sounds really positive. Pleased that my local area will have such a specialist service” 

“Good to have it in a single community hospital, better chance of recovery and saves journeys 

to Gloucester. It’s a new building and has single rooms, good parking not like Gloucester” 

“Providing specialist, state of the art, care and rehab for stroke patients is long overdue in 

Gloucestershire…and on balance I can see that putting this care onto a single site makes 

sense, despite the reservations expressed earlier” 
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In terms of the location 3 key themes emerged from responses to the engagement questions above; 

1. Transport 

Comments regarding transport fell into two parts; concerns regarding the distances people would 

have to travel to see relatives who were receiving specialist rehabilitation on the unit in The Vale and 

concerns regarding travel that Vale residents may have to undertake should their relative be unable 

to access a bed locally. 

“It would leave very few beds for local people and that the transport into Dursley is not ideal 

for a countywide service” 

“My concern is the patient could become more withdrawn and lack confidence with no 

families/friends available on a regular basis” 

“…rural community where travel to other hospitals is very difficult for many. I am not sure what 

other available community facility is referred to, but the nearest are either Stroud (already 

oversubscribed) or Tetbury (no public transport from the Dursley/Cam area) 

 

2. Reduced access to community hospital beds at The Vale for local residents. 

Whilst there were no responses disputing the need for a specialist rehabilitation unit there was a high 

level of anxiety regarding the reduction in beds available for the local population. Some respondents 

queried the impact of new housing developments in the area. 

“I believe that the proposed changes are essentially a good idea but also have concerns as to 

the loss of community beds for patients living in and around the Dursley area.” 

“The Vale Community Hospital was set up to provide services for local people. It has had full 

bed occupancy and local GP's have not always been able to get access for their own patients. 

There is no spare capacity and it will be to the detriment of local people if 14 of its 20 beds are 

allocated for stroke patients. “ 

“With an increased local housing programme these beds are needed for local patients, after all 

it was built as a community hospital not a county facility.” 

 

3. Staffing and other services 

There were a number of comments regarding the employment of staff and effect on services not 

related to the in-patient beds but based at the site. The feedback fell into two areas; the impact of the 

unit on peoples jobs and the future of other services within the hospital such as out-patient 

physiotherapy. 

“It worries me that I currently work in The Vale and will be moved if this site is selected” 

“What will be the effect on the Physio Department?” 
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“The jobs and location of the people who currently work in the Vale hospital and inform us of 

plans for where our service will go if the stroke unit takes over.” 

 

Suggestions for improving the proposal  

Although there was overwhelming support for a single site stroke specialist rehabilitation facility, due 

to concerns regarding transport and local bed availability, a number of alternative suggestions were 

made for improving the proposal which primarily focussed around the location and current building 

“A new unit should be built.” 

“..The unit needs to be centrally placed in the county to enable all Gloucestershire residents’ 

equal access.” 

“By definition the Dursley Community Hospital is a justifiable/viable facility and if the 

requirement is for a stroke unit then the option is to extend the building to accommodate the 

Stroke unit.” 

“Make this facility an add-on at an existing facility or convert an underused building to 

accommodate it.” 

 

Areas for consideration 

Positively, respondents made valuable contributions in terms of things that should be considered. 

“Transport is always a problem- how about a group to consider it across Gloucestershire 

regarding the NHS”  

“Good IT so families and carers far away can Skype /keep in touch without having to make a 

long journey every day. 

A therapy pool might be good?” 

“Can the transport problems be offset by some measures to make travel and visiting easier? 

E.g. flexible visiting times, shuttle bus from Cam & Dursley station.” 

“..good links with social care for discharge planning” 

“How will the nurses at the community hospital gain stroke specialism – will any nurses go 

over from GRH stroke team?” 

“.. access to orthoptics and orthotic services – for visual assessments – splints etc. as at GRH” 

 

A number of questions were raised and suggestions made in the feedback received. These have 

been grouped by themes and the responses to these can be found in Appendix 2.  
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Next steps 

 

Presentation and publication of Outcome of Engagement Report 

 

Online 

This report and Appendices will be published online at https://www.gloucestershireccg.nhs.uk/stroke-

rehab/ 

 

NHS Gloucestershire Clinical Commissioning Group (CCG) 

Before making their decisions regarding the proposed service development the CCG Governing 

Body will consider the Outcome of Engagement.  

 

The information included within the Outcome of Engagement Report will be given due regard by 

members of the Governing Body of Gloucestershire Clinical Commissioning Group, when they meet 

in public on 30 August 2018. The GCCG Governing Body will receive a Report setting out 

recommendations; this Outcome of Engagement Report will be an appendix to the Main Report. 

 

 

  

https://www.gloucestershireccg.nhs.uk/stroke-rehab/
https://www.gloucestershireccg.nhs.uk/stroke-rehab/
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List of Appendices 

Appendix 1: Demographic information about survey respondents. 

 

I am:  

  
Response 

Percent 
Response 

Total 

1 A member of the public   
 

75.76% 50 

2 A community partner    0.00% 0 

3 A health or care professional   
 

24.24% 16 

  
answered 66 

skipped 1 

 
 
 

I am:  

  
Response 

Percent 
Response 

Total 

1 Male   
 

28.79% 19 

2 Female   
 

66.67% 44 

3 Prefer not to say   
 

4.55% 3 

  
answered 66 

skipped 1 

 
 
 

My age group is:  

  
Response 

Percent 
Response 

Total 

1 Under 18    0.00% 0 

2 18 – 25   
 

1.49% 1 

3 26 – 45   
 

17.91% 12 

4 46 – 65   
 

35.82% 24 

5 over 65   
 

37.31% 25 

6 Prefer not to say   
 

7.46% 5 

  
answered 67 

skipped 0 
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Are you?  

  
Response 

Percent 
Response 

Total 

1 
A patient who has experience of stroke 
services 

  
 

9.30% 4 

2 
A carer of someone who has experience of 
stroke services 

  
 

9.30% 4 

3 
A family member or friend of someone who 
has experience of stroke services 

  
 

81.40% 35 

  
answered 43 

skipped 24 

 
 
 

Do you consider yourself to have a disability? (Tick all that apply)  

  
Response 

Percent 
Response 

Total 

1 No   
 

75.76% 50 

2 Mental health problem    0.00% 0 

3 Visual Impairment   
 

4.55% 3 

4 Learning difficulties   
 

1.52% 1 

5 Hearing impairment   
 

7.58% 5 

6 Long term condition   
 

6.06% 4 

7 Physical disability   
 

6.06% 4 

8 Prefer not to say   
 

9.09% 6 

  
answered 66 

skipped 1 

 
 

To which of these ethnic groups would you say you belong? (Please tick one)  

  
Response 

Percent 
Response 

Total 

1 White British   
 

86.57% 58 

2 White other    0.00% 0 

3 Mixed    0.00% 0 

4 Asian or Asian British    0.00% 0 

5 Black or Black British    0.00% 0 

6 Chinese   
 

1.49% 1 

7 Prefer not to say   
 

10.45% 7 

8 Other (please specify):   
 

1.49% 1 

  answered 67 



 

18 

 

 
Appendix 2 
 
Specific questions or suggestions raised in the engagement feedback and responses 
 

Question/Suggestion Response 

Theme: Location 

There should be a ward in each area of the 
county, not just one place. 

To deliver the level of highly specialised 
rehabilitation intended by this proposal a 24 
hour approach by staff with expert skills is 
required. Spreading this across multiple 
wards alongside other patients with a variety 
of conditions will dilute the effectiveness of 
the environment and specialist approach and 
reduce the positive benefits delivered by a 
single site.  
To provide the level of intensity of 
rehabilitation required over a number of sites 
would be unaffordable as small specialised 
team of staff would need to travel to multiple 
locations resulting in significant travelling 
time. The relatively small numbers of patients 
do not indicate a specialised team would be 
appropriately utilised if based at more than 
one site.  
As part of the initial review we looked at 
national, clinical and academic evidence and 
all universally recommend that a single site 
delivers the best quality of rehabilitation for 
people. 

Use 2 community hospitals for the new service. The same response as above – our modelling 
tells us we need 14 beds. 7 beds on two sites 
make it an unaffordable proposal being 
inefficient in terms of staffing and covering 
for absence of staff. 
There would be insufficient critical mass of 
beds for clinical staff to be dedicated to 
stroke -again reducing the anticipated 
benefits to people’s recovery. 

Site the specialist stroke rehabilitation unit at 
Gloucestershire Royal Hospital – it is more 
central. 

Both Gloucestershire Royal (GRH) and 
Cheltenham General (CGH) Hospitals were 
reviewed as potential sites as part of the site 
options appraisal. 
GRH is a busy acute hospital and stroke 
patients at the point of their recovery when 
longer term (post 2 weeks) intensive 
rehabilitation is required do not need acute 
care beds. The physical environment in the 
tower block is not conducive to rehabilitation 
and cannot easily be modified. The cost to 
build a new unit anywhere at GRH would 
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prohibitive.  

A unit for stroke victims is needed but possibly 
use a hospital which is about to be closed like the 
one in the Forest of Dean. 

The two existing hospitals in the Forest of 
Dean are not conducive for effective 
specialist stroke rehabilitation due to a 
number of factors e.g. the age of the 
buildings and cost to upgrade 

Theme: staff 

Who will run the service? There will be therapy led provision with key 
leadership offered from senior stroke skilled 
therapists and nursing staff. The majority of 
the staff will be employed by Gloucestershire 
Care Services NHS Trust who will have 
overall management of the service with a 
small number of the team (stroke consultant, 
psychologist and social worker) being 
employed by Gloucestershire Hospitals NHS 
Foundation Trust (GHNHSFT) and 
Gloucestershire County Council (GCC).The 
multidisciplinary set up of the unit would offer 
improvements to the whole stroke pathway by 
adopting a cross-organisational approach 
reducing barriers to ongoing care. 

Staffing structure - it would be really beneficial to 
be able to offer both a band 5 physiotherapy and 
occupational therapy post. 

The staffing follows national 
recommendations for the number of beds and 
we have sought to balance the specialist 
nature of the posts against a desire to 
support opportunities for more junior staff to 
work in a specialist unit and facilitate 
succession planning. There is a band 5 
Physio post but not OT at this stage. As this 
is a new development there will be the 
opportunity to review staffing at appropriate 
intervals whilst maintaining the need to 
comply with national best practice guidance. 

Staff need to feel confident in looking after these 
patients and receive appropriate training before 
they arrive. 

New stroke specialist staff will be employed 
and will support existing (particularly 
nursing) staff to gain additional skills 
required. For the first 6 months there would 
be funding for a stroke skilled nurse to work 
on a supernumerary basis alongside staff to 
train “on the job” 
It is also expected that there would be a 
transitional period to allow staff to build 
confidence and skills and learn to work 
together in a new way while the unit reaches 
full capacity at 14 beds. 

Where will the specialist staff be recruited from? The site of the unit near to an M5 Motorway 
junction may potentially attract therapy staff 
from out of county and there may be some 
internal opportunities for staff already 
working within the county. 



 

20 

 

Theme: transport and access 

Transport is always a problem - how about a 
group to consider it across Gloucestershire 
regarding the NHS 

That is a good point and will be taken forward 
as a suggestion. 

 
Vale hospital is not easy to reach if you do not 
have transport. I would recommend there is a 
regular transport system in place for relatives to 
access so that family contact can be maintained 
an important part of helping recovery 

As part of discharge planning relatives and 
friends would be asked whether they need 
advice on how to travel to The Vale. 
We would have information readily available 
regarding transport options.  
 
 

Patients could become more withdrawn and lack 
confidence with no family/friends available on a 
regular basis. 

We appreciate the geography in 
Gloucestershire always makes travelling to a 
specialist unit challenging e.g. to Bristol or 
Birmingham for those who require out of 
county beds for more complex care. Friends 
and family already have to travel to see their 
loved ones in GRH as this is the specialist 
site for when people require specialist stroke 
care. 
There are a number of things that will be 
positively different in the unit to support the 
identified issues regarding travel: 

 People will have full daily rehabilitation 
programmes – including weekends 
focussed on getting home ASAP with 
less time to feel unoccupied. 

 There is open visiting at The Vale 
Hospital and therapy programmes can 
be adapted to accommodate visitors- 
relatives would be actively encouraged 
to join in therapy sessions to continue 
the ethos of a 24 hour approach to 
recovery not just in therapy sessions. 

 We would be investing in technology 
solutions such as ‘Skype’ to allow 
remote face-to-face contact 

 There will be reclining chairs available 
so that should a relative need to stay 
overnight this can be accommodated. 

 
Finally we appreciate the challenges that the 
geography brings however our data shows us 
that just under 70% of those who have a 
stroke will follow the current pathway and 
either die or return home from GRH within 2 
weeks of their stroke.  The specialist 
rehabilitation unit is likely to impact only 25% 
of those who experience stroke who at 
present are not able to achieve their full 
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potential.   
 
Around 150 patients will require the specialist 
longer term rehabilitation for a relatively short 
period of time that the unit would offer. We 
feel for most people this timeframe would be 
acceptable given that the benefits may make 
the difference in terms of a person being able 
to return home/return to work etc. People 
would only stay in the unit whilst they require 
specialist rehabilitation. They would then go 
home where they can have their onward 
rehabilitation by either our Early Supported 
Discharge (ESD) team or community teams. 

Theme: services/amenities 

Increase therapy provision to national standards 
throughout the Stroke pathway to achieve best 
outcomes in the (long term) most cost effective 
way 

The staffing for the unit has been guided by 
national recommended staffing levels and the 
impact of the unit would support the acute 
stroke teams to reach those levels too. Our 
ESD team was also modelled on national 
evidence. The next phase of the rehabilitation 
review which instigated this development is 
to look at community specialist rehabilitation 
outside the period offered by ESD which is 
reinforced by feedback from this engagement 

Will there be a detrimental effect on the home 
support currently offered or will this be replaced 
by patients attending the specialist unit? 

The home based support offered by our 
countywide stroke specialist ESD team for 
stroke or our non-stroke specialist 
community teams would not be reduced as a 
result of the unit. 

More input on discharge for stroke patients, and 
more involvement of family members needed. 

Excellent discharge planning for stroke 
patients into community services would be a 
central theme as it is important to ensure 
people continue to feel supported once they 
are at home living in their own community. 

Peer support is important - will patients get 
opportunity to mix with other stroke survivors i.e. 
activities, meals together? 

There would be a social space which people 
would be actively encouraged to use with 
relatives or during rest breaks from therapy.  
In addition the unit would foster strong links 
with locality stroke groups to support people 
and families on the unit and beyond. 

Essential that on discharge from the unit, there is 
proper community based Physio/OT follow up in 
the patient’s own home or in residential or 
nursing care facilities until the patient has 
recovered sufficiently to carry out activities of 
daily living without continued support. 

Discharge care planning with the person 
would assess individual ongoing needs.  If 
ongoing rehabilitation is required there would 
be a number of options available ranging 
from specialist home based rehabilitation to 
advice and guidance from our Community 
Wellbeing Coordinators. 

Theme: beds 

There is no mention in the proposals of any 
under-use of the existing beds to justify reducing 

Reviewing the use of community hospital 
beds in general in the light of new 
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their number. The acceptable way can only be to 
build an extension to The Vale. 

developments indicates the way we use our 
resource needs to change to meet patient 
need and improve the flow of patients 
through the whole system.   We recognise 
long lengths of stay are often detrimental to 
recovery and home and community based 
support is more beneficial.  By reducing 
unnecessary lengths of stay and ensuring 
people use community hospital beds where 
they will actively benefit there will be 
confidence in the numbers of available beds 
across the county.  Over the past 10 years it 
has been recognised that home is best for a 
wide range of people, supporting reduction in 
the risk of loss of independence associated 
with longer stays in hospital. 

Will the beds be ring-fenced for stroke patients? The 14 beds will be ring fenced for stroke 
patients. This will be reviewed at agreed 
periods 

How will this affect the accessibility of general 
care in the Dursley area with the loss of 14 beds 
at The Vale Hospital? 

Our data analysis consistently showed that 
fewer than 50% of the people using the 
community hospital were local to The Vale 
Hospital.  New developments such as 
‘Complex Care at Home’ in the Gloucester 
and Cheltenham localities will contribute to 
reducing the need to experience care outside 
of your own home. 

Why are 14 beds required for Stroke 
Rehabilitation?  

As part of the business case we modelled the 
number of beds required based on national 
recommendations, local data for 2 years and 
clinical review of 98 real-time case studies. 
For the cohort of patients who would benefit 
from longer term intensive specialist 
rehabilitation, 14 beds was the required 
number. 

Theme: information 

Information available to family and friends on 
how to help the stroke patient, e.g. exercises, 
forming words, picture cards etc., memory loss 
etc.? Could this be made available on line? 

This would be an integral part of the 
approach. There are also a number of very 
useful online resources and APPs which 
would be fully utilised to maximise the ability 
to self-support rehabilitation. 

Good IT so families and carers far away can 
Skype /keep in touch without having to make a 
long journey every day. 
 

IT at The Vale is excellent and tablets/iPads 
etc. are being considered to enable as many 
people as possible to communicate remotely 
whenever they wish e.g. to say goodnight.  
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