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This paper addresses the reconfiguration of stroke services. In it we lay out our understanding of the 
subject, highlighting any differences of opinion that we have with the Cumbria Clinical Commissioning 
Group (CCG). We then suggest the mitigation measures that need to be developed for West Cumbria. 
 

We also address the more general point of Care at a Distance. This is relevant for a number of diagnosis 
groups, but particularly for stroke. We look for such issues to be pulled together in the co-production 
process, rather than be covered piecemeal in each individual working group. 
 

General Principles on Stroke Reconfiguration 
Our position on stroke care and the Hyper Acute Stroke Unit (HASU) in Carlisle remains unchanged since 
our consultation response. That is to say, we welcome the idea of a HASU in Cumbria and we agree that 
there are reasons why it is sensible to site it at the Cumberland Infirmary. However, siting the HASU at 
Carlisle raises some concerns: 
 

1. Throughout the Success Regime and the consultation we understood that there would be a number of 
patients who would be disadvantaged by these changes. We agree that this number is small, as is the 
geographic area in which they will originate, but we note that our assessment of each of these factors 
appears to be larger than that used by the CCG. 
We have used the term ‘zone of disadvantage’ when discussing stroke. We appreciate that this may be 
a provocative choice of words. It was introduced to us when we met with Dr Orugun in the early stages 
of the Success Regime. 
 

2. Compared to some statements from the CCG, we have a less relaxed view on the nature of the four 
hour window for thrombolysis. Our understanding is that it is always better for the patient to be 
treated early in that time window, rather than at the end of it. This is because damage is being done to 
the brain at a relatively steady rate while a clot is in position. The longer the delay, the more the 
damage. The four hour cut-off is when the risks that come with thrombolysis are judged to exceed the 
benefit provided by the treatment (the major risk is initiating a haemorrhagic stroke). We therefore 
consider that the CCG is understating the effect of the zone of disadvantage. 

 

3. We have some concerns that patients who experience a haemorrhagic stroke in West Cumbria have a 
particularly lengthy journey to treatment and remain without the diagnosis that determines the 
treating hospital for a significant length of time. 

 

4. We agree that patients from south Copeland for whom thrombolysis would never be an option will 
have much better prospects if they go to a HASU in Carlisle. 

 

5. The advice of Prof Tony Rudd included the consideration of ‘Drip and Ship’ as soon as the newly 
established HASU was running effectively. Whilst we understand that such an enhancement would 
require very efficient management to have benefit, it might help identify haemorrhagic strokes at an 
early enough stage to be useful. We look for Drip and Ship and similar concepts to be continually 
under consideration as a possible solution to the problem of distance. 

 

6. We have many concerns about problems arising in Care at a Distance, particularly on stroke but also 
for other diagnosis groups (see E below). 
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Mitigation 
If there is disadvantage, there should be mitigation. We suggest that this comes under the following 
headings: 
 

A. Stroke prevention program. Specifically tailored to the area, building on things like Stroke Association 
initiatives to test blood pressure in the workplace with added components, such as looking for atrial 
fibrillation. Being the best such program in the UK should support recruitment. 

 

B. Highly efficient handling of patients from West Cumbria. The HASU will have an hour or more to be 
ready for the patient's arrival. We understand that Dr Davies has some ideas here - again they need to 
be the best in the UK. If it costs more money, then it is reasonable to look for a mitigation budget. 

 

C. Ambulance response times. We were told at a recent forum that there is a 14 minute target for stroke 
patients (assessment and journey time to treatment has to be added to that).  How often is that 
achieved in West Cumbria? The CCG, as commissioners, presumably see this data. They also work on 
whether the ambulance service design is adequate. It is highly likely that poor ambulance response 
times add to the disadvantage experienced by stroke (and other) patients originating in West Cumbria. 
We note that currently, there is no co-production for the role of the North West Ambulance Service 
and, although NWAS staff attend some co-production meetings, we have noted that their contribution 
is minimal. There are some tough questions for the NWAS and the CCG to answer on ambulance 
current and future performance. 

 

D. Drip and Ship was mentioned in 5 above. Given the problems of distance, possible solutions should 
always be looked for. 

 

E. Care at a distance. There is a lot which can be done here, including for relatives and carers, especially 
elderly close relatives whose ability to visit and to support the patient will impact on patient morale 
and recovery. There is no specially designed support or practical assistance for the relatives of ‘long 
distance’ patients. This needs to be discussed for all diagnosis groups, but is especially relevant for 
stroke. The palliative care problems arising from distance should be considered in order to avoid 
making a bad situation worse. We look for a start to detailed discussions on this very soon. 

 

Audit 
Given the challenges in providing a stroke service for West Cumbria, there should be a carefully designed 
program to measure its effectiveness. Whilst there will be national standards for assessing this, care 
should be taken that appropriate parameters are used to identify problems arising from distance, the 
deprivation to be found in parts of West Cumbria, including rural deprivation,  and the distress and 
practical difficulties added to by care at a distance. Similarly we should look for successes in prevention 
and awareness programs. 
 

Setting audit parameters early should help to improve service design. One of the aspects to be considered 
is the time from (a) onset and (b) first call to the NHS, to (c) being assessed in the HASU. Taking these two 
starting points should emphasise the need for a whole system design process, rather than one that starts 
at the door of the hospital. 


