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Executive Summary 
 

Stroke is the second leading cause of death in middle to higher income countries and the 

leading cause of acquired neurological disability in Ireland1. The National Stroke Programme 

was set up within the Royal College of Physicians of Ireland in 2010 by the clinical care and 

strategy division of the HSE to reorganise and develop our acute stroke services to meet the 

principles set out in the ‘changing cardiovascular health strategy 2010 -20192. The initial 

goal was to prevent one death or disability from stroke each day and one stroke each day by 

ensuring improved access to specialist opinion with acute stroke treatment and specialist-

led stroke unit care. Mortality from stroke fell from 19% to 14%   and the estimated total 

number of strokes had fallen to approximately 7,500 from an estimated 10,000 in 20083. 

With an ageing demography and the rapidly changing milieu of acute stroke treatment the 

national stroke programme embarked on developing a new national strategy for stroke in 

2018. To meet the challenge of a predicted 58% increase in the total number of strokes 3 

four pillars of a new stroke strategy were identified with the ambition of ‘making big stroke 

history’ through a focus on    

 

1. Stroke Prevention 

2. Acute Care and Cure 

3. Rehabilitation and Restoration to Life 

4. Education and Research 

 

Each pillar had a separate working group of appropriate expertise in the field chosen by a 

chair nominated from within the clinical advisory group of the national stroke programme. 

The remit of the working group was to produce 3-4 key objectives for the national stroke 

programme over the next 5 years that were realistic to achieve, needed as best practice for 

modern stroke care and with a high impact for patient and service outcomes.  These were 

then to be costed where possible to give indicative scale to health policy makers and 

commissioners of health care.  The following is the summary recommendations of those 

working groups that map out our national stroke strategy for 2020-2025.   

 

                                                           
1
 Global, regional, and national burden of stroke, 1990–2016: a systematic analysis for the Global Burden of Disease Study 2016 .GBD 

2016 Stroke Collaborators* Lancet Neurology2019;18:439-458 
2 Changing Cardiovascular Health-national cardiovascular policy 2010-2019. Department of health and children May 2010 
https://www.gov.ie/en/publication/481948-changing-cardiovascular-health-national-cardiovascular-health-policy/  
3 National Stroke Audit 2015 – Irish Heart Foundation / Health Service Executive https://www.hse.ie/eng/services/publications/clinical-
strategy-and-programmes/national-stroke-audit-2015.pdf 

https://www.gov.ie/en/publication/481948-changing-cardiovascular-health-national-cardiovascular-health-policy/
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/national-stroke-audit-2015.pdf
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/national-stroke-audit-2015.pdf
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1. Stroke Prevention 

Primary prevention of stroke is a key ambition of the 

national stroke strategy. Many strokes are preventable 

and principal risk factors for stroke, high blood pressure 

and atrial fibrillation are increasing in prevalence. Both 

conditions are under-detected and under-treated but 

both are amenable to prevention and treatment through 

cost effective non-pharmacological and pharmacological measures. An interdisciplinary 

initiative with experts from many fields of medicine, pharmacy, nursing and cardiac tech has 

also recently been formed to address the important issue of stroke prevention and atrial 

fibrillation in Ireland (S.P.A.F.I.).  

Up to 1 in 5 strokes are preceded by a warning syndrome known as a transient ischaemic 

attack (TIA) and urgent specialist evaluation and diagnostic-guided treatment of TIA 

significantly reduces the subsequent risk of stroke4,5. Risk of stroke is highest in those that 

have already had a stroke and Irish research has shown poor treatment-to-target in many 

fields of secondary prevention6. It is the recommended strategy of the national stroke 

programme to reduce the incidence of stroke by the following recommendations; 

 Working with the national HSE chronic disease programme and Irish College of 

General Practitioners (ICGP) to develop a clinical care pathway for the case-finding, 

diagnosis and treatment of high blood pressure in over-45 year olds, to be 

delivered at primary care level.  

 

 Under the interdisciplinary Stroke Prevention & Atrial Fibrillation Ireland (SPAFI) 

initiative, to develop a clinical care pathway for the prevention and case detection 

of atrial fibrillation including comprehensive treatment algorithms for all patients 

with atrial fibrillation, to be delivered jointly between primary and secondary care  

 

 To ensure all hospitals receiving acute stroke patients have a specialist-led rapid 

access stroke service or access to such a service within their hospital network. This 

service must have   adequate clinical staffing and diagnostic resources to see TIA-

patients within 24 hours of suspected transient ischaemic attack (TIA). Diagnostics 

                                                           
4
   Timing of TIAs preceding stroke: time window for prevention is very short. Rothwell PM, Warlow 

CP. Neurology 2005;64(5):817–820. 
5
  Effect of urgent treatment of transient ischaemic attack and minor stroke on early recurrent stroke (EXPRESS study): a 

    prospective population-based sequential comparison. Rothwell PM, Giles MF, Chandratheva A, et.  
    al.    Lancet 2007;370(9596):1432–1442. 
6
 Secondary prevention after ischaemic stroke: the ASPIRE-S study. Brewer L et al. BMC Neurol. 2015; 15: 216 
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must include at a minimum same day CT and carotid imaging by CT angiography or 

Doppler ultrasound with urgent access to MRI, 24-hour blood pressure monitoring 

and extended ambulatory cardiac monitoring as indicated. 

 

 To ensure that all patients recovering from a stroke have access to a specialist 

secondary prevention stroke service and diagnostics including 24 hour ambulatory 

blood pressure monitoring, extended ambulatory cardiac monitoring or where 

required implantable-device monitoring, echocardiography (including TOE). 

Specialist stroke prevention clinics should include lifestyle and risk factor reduction 

advice including advice on healthy eating and weight loss, exercise, smoking 

cessation and alcohol reduction, compliance with medication and reducing stress. 

The clinic should be multidisciplinary and, in addition to specialist stroke 

physicians, patients should have access to clinical nurse specialists in stroke, 

physiotherapy, clinical pharmacist, clinical nutrition and clinical psychology where 

needed.    

 

2 Acute care and cure  

Outcomes and recovery from stroke are 

greatly improved by organised pathways 

of acute stroke care which includes pre-

hospital, hospital and inter-hospital 

pathways to ensure that acute treatments 

such as thrombolysis (clot dissolving 

treatment) , endovascular thrombectomy  

(EVT-mechanical retrieval of the clot ) and 

potentially new treatments for 

intracerebral haemorrhage are delivered 

appropriately and effectively. EVT has been a relatively recent advance in stroke care and 

dramatically improves outcomes where large vessel occlusion (LVO) occurs in the brain7. It is 

a highly specialised technique which necessitates centralisation of expertise but up to 15% 

of strokes may be amenable to such treatment.     

The outcome for all stroke patients is improved by stroke unit care8. It is the foundation of 

stroke unit care on which all patient multidisciplinary assessment, treatment, monitoring 

                                                           
7
 Endovascular thrombectomy after large vessel ischaemic stroke- a meta-analysis of individual patient data from five 

randomized trials. Goyal et al. Lancet 2016;387:1723-1731 
8
 Organised in- patient (stroke unit) care for stroke .Stroke Unit Trialists Collaboration. Cochrane database of systematic 

reviews 2013 https://doi.org/10.1002/14651858.CD000197.pub3 
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and education is delivered safely and with appropriate clinical governance so that patients 

have optimal chance to survive and recover maximally and successfully return to home and 

an independent life.   

The following are the recommendations of the clinical advisory group for the acute care of 

stroke  

 Acute Stroke services must have adequate staffing and diagnostic resources to 

provide 24/7 acute stroke care and treatment. 

  

 All hospitals receiving acute stroke patients must have an acute stroke unit. This 

must be of sufficient capacity so that 90% of all acute stroke admissions can be 

admitted to such a unit and spend 90% of their acute phase of hospital admission 

in specialised stroke care. The national stroke strategy is recommending an 

increased designation of 148 acute stroke unit beds across 18 of our acute hospital 

sites. 

 

 Specialist Stroke services receiving acute patients should not be ‘single-handed’. 

Each acute stroke unit should have a daily ward round by the senior clinical 

decision maker (Stroke Specialist) for diagnosis, assessment and management of 

patients with suspected acute stroke as well as providing a 24/7 acute stroke rota. 

Each acute stroke site should have a minimum of 6 trained physicians (on site or as 

part of telemedicine network) to deliver a 24/7 acute stroke treatment rota and a 

minimum equivalent of 2 whole time equivalent (WTE) of consultant sessions on 

site  dedicated to specialist stroke services across the spectrum of care*.  The NSP 

will undertake a comprehensive workforce planning exercise which will determine 

specific gaps, however it is anticipated that even with review of existing work 

plans and reconfiguration this is likely to require additional consultant 

appointments of 1 WTE equivalent per acute stroke site at a cost of 

€2.7m**(*Meeting the future consultant workforce challenges : Stroke medicine 2019-2022 – British 

Association of Stroke physicians / GRIFT. **Estimated at mid-point of a new entrant consultant salary scale post 

2012 and subject to change) 

 

 All acute stroke units are to have appropriate nurse: patient and HCA: patient 

ratios as outlined in staffing guidelines for stroke unit care. The national stroke 
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programme recognises the need for proper nurse staffing ratios on acute stroke 

units given the complexity and urgent nature of stroke care. The nurse staffing 

recommendations for stroke units needs urgent review and implementation by 

hospital management.  

 

 All acute stroke services are to have appropriate health and social care 

professional (HSCP) staff as outlined in staffing guidelines for stroke unit care. The 

National Stroke Programme recognises the deficit in therapists for stroke across 

our health system and recommends a phased 3-year costed schedule to add an 

additional 131 HSCP posts to bring our acute stroke units up to the recommended 

therapy staffing. This represents an investment of €7.5 million.  

 

 All patients must have 24/7 access to emergency acute stroke assessment and 

treatment by a stroke specialist (normally but not exclusively a consultant 

geriatrician or neurologist). This can occur in person or by telemedicine to facilitate 

network rotas.  As this work is of an onerous, out-of-hours and critical decision-

making nature, the TRASNA telemedicine programme is to be supported and 

extended as needed to ensure specialist 24 /7 stroke cover. Given the urgent and 

critical nature of modern stroke on-call, it is recommended it is remunerated as per 

the existing agreed national arrangement for consultant ‘onerous working’ (i.e. 

1:3-4 ) rotas . 

 

 All patients with acute stroke must have access to CT and multi-phase CT 

angiography on a 24 /7 basis to facilitate treatment decision making regarding 

thrombolysis and thrombectomy. The CT equipment needs to be of appropriate 

specification to allow for perfusion capability and decision supporting software 

appropriate to the current radiological interpretation of stroke imaging. Database 

and critical review of all CT and MRI inventory in our acute hospitals receiving 

stroke to be maintained and updated regularly with projected replacement dates 

and costs.  
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 All patients with large vessel occlusion (LVO) stroke must have access to specialist 

opinion regarding Endovascular thrombectomy (EVT). Provision of EVT will be 

based at one of two comprehensive stroke centres at Cork University and 

Beaumont hospitals. Both hospitals will need extra Hyper-Acute Stroke Unit Beds 

(HASU) to allow for inward transfer of patients and short stay accommodation 

where required before repatriation to the referring stroke unit. This is recognised 

in the outlined plan for increased acute stroke unit bed designation. The 

comprehensive stroke centres will require adequate staffing at consultant, 

registrar and clinical nurse specialist level. Specifically a recommendation is made 

for a total of 5 WTE consultants specialised in stroke medicine at both sites  to 

provide 24/7 specialist access and clinical governance for EVT in addition to the  

centre’s existing large catchment areas and for the additional inward and outward 

movement of acute LVO stroke cases from across the country.    Estimated 

recurring additional staffing costs of €1.2m* (*estimated at mid –points of existing new 

entrant consultant scales – subject to change). 

 

 EVT to be provided at one of two biplane angiography suites at Beaumont Hospital 

and a biplane angiography suite at Cork University Hospital on a 24 /7 basis and 

supported by the necessary consultant neuro-intervention radiologist and 

radiologist registrar manpower as part of the comprehensive centre staffing. 

Sufficient funding to be secured and capacity available to treat up to 15% of all 

ischaemic stroke – up to 750 cases a year requiring a dedicated annual procedure 

budget of €0.75 million.    

 

3. Restoration to Living  

Stroke is the most common acquired adult physical 

neurological disability and the previously estimated 30,000 

adults living with disability post-stroke in Ireland in 2008, 

probably grossly under-represents the current scale of the 

issue. Rehabilitation services for stroke have been developed in 

a fragmented and often age-specific pattern which has led to 

exclusion of many stroke patients from accessing appropriate 

care. In addition modern rehabilitation for mild or moderate 

stroke recognises the cost efficiency and improved patient 
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outcomes by delivering such therapy in the patients’ home as soon as possible post-stroke. 

This is known as Early Supported Discharge (ESD)9.  

The ‘model of care’ proposed in the National Strategy & Policy for the Provision of Neuro 

rehabilitation Services in Ireland 10recognises these issues and the need for an all-age and 

complexity-tiered approach to neuro-rehabilitation, principles that the national stroke 

programme strategy also aligns to. 

A stroke is a life-changing event for many patients and their physical abilities may not 

recover to their pre-stroke state. This can be very frightening for discharged patients who 

are suddenly alone and without the support of the hospital multi-disciplinary stroke team 

who have supported and encouraged them since their acute stroke.  

It has been recommended by stroke survivor groups that both a ‘stroke key worker’ 11and a 

dedicated personal resource such as a ‘stroke passport’ would be beneficial in helping 

patients access support and information more effectively and retain control of their care. 

Both stroke key worker and passport have been introduced successfully in the UK and a 

‘stroke key worker’ job description has been formulated and approved within the HSE as 

part of a project underway in Kilkenny, funded by the Irish Heart Foundation.  In addition 

the NSP recognises the dearth of formal psychological assessment and treatment available 

to stroke patients across the country.  

The National Stroke Programme Strategy 2020-2025 recognises the right of stroke patients 

to the appropriate therapy and support ‘when needed and where wanted’ a core principle 

of the national health policy, ‘Sláintecare’, and recommends a total investment of   €4.9m 

to fund stroke rehabilitation services which include: 

  

 Early Supported Discharge (ESD) teams to be fully commissioned across 21 high 

activity sites over a two year period to cover 92% of the stroke inpatient 

population, a fifth of whom could be eligible for ESD. Effective ESD services have 

the potential to release ≈5,500 bed days into the acute hospital system per annum 

and, as such, the service effectively pays for itself e.g. phase one implementation 

of ESD across 10 sites will treat up to 700 patients saving over 4,200 bed days (cost 

€3,610,608 based on FER of €856) and at a staffing cost of approximately €2.2m 

per annum. This equates to net saving of €1.4m per annum. 

 

                                                           
9
 Early supported discharge services for stroke patients: a meta-analysis of individual patients’ data. Langhorne et al. Lancet 2005; 365: 

501–06 
10

 https://www.hse.ie/eng/services/list/4/disability/neurorehabilitation/national-strategy-policy-for-the-provision-of-
neuro-rehabilitation-services-in-ireland.pdf 
11

 National Survey of Stroke Survivors 2013: Experiences and long-term needs reported by stroke survivors living in the 

community in Ireland. F Horgan April 2014. Royal College of Surgeons in Ireland.  

 

https://www.hse.ie/eng/services/list/4/disability/neurorehabilitation/national-strategy-policy-for-the-provision-of-neuro-rehabilitation-services-in-ireland.pdf
https://www.hse.ie/eng/services/list/4/disability/neurorehabilitation/national-strategy-policy-for-the-provision-of-neuro-rehabilitation-services-in-ireland.pdf
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 A ‘Stroke Key Worker*’ resource is to be appointed in each CHO so that discharged 

stroke patients and their families have access to the specific support and advice 

needed for a successful transition from their hospital based care to returning to 

live in the community. Total Investment of €591,000  (* National Strategy & Policy for the 

Provision of Neuro Rehabilitation Services in Ireland also recommends a ‘case worker’ as part of its 

community neuro-rehabilitation teams ) 

 

 Stroke psychology services to be aligned to international staffing 

recommendations and 14.2 extra posts to be created nationally across stroke 

services over 3 years at a total investment of €1.24 million. 

 

 All stroke patients to have a ‘stroke passport’ developed in conjunction with the 

HSE national documentation office detailing information relating to their stroke, 

strengths and needs,  risk factor management, medicines, key contact numbers, 

entitlements and resources available to them. A recurring production cost of 

approximately €6000 per annum.  

 

4. Education and Research 

Research and education and production of clinical 

guidelines is a core component of any national 

clinical strategy. Much advancement in prevention 

and treatment of stroke has been achieved in 

recent years through collaborative international 

research in which Ireland has participated, resulting 

in direct translation into clinical services and 

guidelines that have greatly improved patient 

outcomes.  

Research and education in stroke in Ireland has been poorly funded. The advent of the 

stroke clinical trials network Ireland (SCTNI) initiative has led to our first ‘home-grown’ 

multicentre international trial on stroke prevention12 and SCTNI has also taken a leading role 

in the establishment of the European Stroke Organisation Trials Alliance (ESOTA) which has 

given Ireland a strong international profile and access to new trial opportunities. Stroke 

medicine requires such research capability to be sustained and strengthened to ensure best 

                                                           
12

 https://clinicaltrials.gov/ct2/show/NCT02898610 

https://clinicaltrials.gov/ct2/show/NCT02898610


 

11 
 

treatment for our patients and to attract and retain international leaders in Clinical 

Academic Neurovascular and Stroke Medicine.  

Training, education and continuing professional development opportunities are an 

important consideration for the development and retention of our healthcare staff in 

stroke. Public awareness and education regarding the risks for stroke, signs and symptoms 

and course of action to be taken if a stroke is suspected, are important to ensure we 

maximise the potential for primary prevention of stroke and optimal effect of acute 

treatments of stroke through our public health messaging. 

The National Stroke Strategy 2020-2025 therefore recommends a total investment of 

€2.8m annually in research and education in stroke to be made up of the following key 

strategic provisions  

 Creation of professorships in ‘neurovascular and stroke medicine’ in our six 

medical schools to develop the education curriculum and research in stroke at 

university level. This represents a total investment of €1,551,026 –1,816,980 per 

annum. 

 

 Creation of 6 clinical registrar posts to support the clinical service provision, audit 

and research essential to the function of the senior academic chairs in each 

clinical department / university, representing an investment €472,389 per annum. 

 National Stroke Programme recommends the creation of 3 annual stroke research 

fellowships per annum with the aim of creating opportunity for staff retention 

and development through degree at MD, MSC or PhD level. Research fellowships 

to be open to medical, nursing and HSCP disciplines, awarded by competitive 

interview and funding reviewed annually. Investment of €221,358 per annum. 

 

 Provision for the creation and maintenance of evidence-based clinical guidelines 

across the spectrum of stroke treatment that set and promote best contemporary 

standard of stroke patient care. This is best achieved by a process that ensures 

robust methodology, continuous review and that harnesses the available 

expertise of stroke clinicians through the Institute of Medicine at the Royal 

College of Physicians of Ireland (RCPI) linking with the relevant specialty. This 

requires a budget that allows for a senior administrator with the appropriate 
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expertise and provision for meetings, appropriate stipends for contracted bodies 

of work undertaken and production costs.  Investment of €100,000 per annum.  

  

 Support for continuing professional development (CPD) in stroke among medical 

doctors in training, HSCPs and clinical nurse specialists in stroke, through the 

creation of bursaries for attendance at RCPI approved national stroke study days.  

A bursary fund of €25,000 euro annually to be allowed for administration of this 

scheme.   

 Public awareness and education on aspects of stroke prevention and treatment to 

be supported by a ring-fenced annual budget within the for HSE communications 

division to be utilised as recommended by the clinical advisory group of the 

national stroke programme after consultation with other invested parties e.g Irish 

Heart Foundation Council on Stroke, Stroke Prevention Atrial Fibrillation Ireland, 

Irish patients association etc.  Investment of €300,000 per annum   

 

Concluding Remarks 

Stroke is major cause of mortality and morbidity in our population and a major cost to our 

health service when outcomes are poor. Much improvement in services and outcomes has 

occurred in the last decade since the inception of the national stroke programme, but the 

nature of our demography, development of new stroke treatments and technologies, and 

the need for healthcare staff and public engagement on the issue of stroke are a 

significant challenge over the next decade. 

    

The European Stroke Organisation (ESO) prepared a European Stroke Action Plan (ESAP) 

for the years 2018 to 2030, in cooperation with the Stroke Alliance for Europe (SAFE). The 

ESAP included seven domains: primary prevention, organisation of stroke services, 

management of acute stroke, secondary prevention, rehabilitation, evaluation of stroke 

outcome and quality assessment and life after stroke. Research priorities for translational 

stroke research were also identified. For each domain of the 2018 to 2030 ESAP, specific 

targets are being set, beyond these targets, four overarching targets have been set for 

2030: 
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 to reduce the absolute number of strokes in Europe by 10% 

· to treat 90% or more of all patients with stroke in Europe in a dedicated stroke 
unit as the first level of care 

· to have national plans for stroke encompassing the entire chain of care from 

primary prevention to life after stroke. 

· to fully implement national strategies for multisector public health interventions 

to promote and facilitate a healthy lifestyle, and reduce environmental (including 

air pollution), socioeconomic and educational factors that increase the risk of 

stroke13. 

 

The strategy presented for Ireland is fully in line with the Stroke Action Plan Europe and 

represents a comprehensive approach to our stroke services across the realms of 

prevention, acute care, restoration to life after stroke and research and education in 

stroke for the next 5 years.  It is an ambitious strategy for an investment of almost €20m 

in our stroke services at a time of great challenges for our economy and healthcare system 

but we are confident it will pay significant dividend for patients, the healthcare system 

and society as a whole.  

 

 

                                                           
13

 Norrving, Bo et al, on behalf of the Action Plan for Stroke in Europe Working Group, Action Plan for Stroke in Europe 2018-2030. 

European Stroke Journal 2018, Vol 3(4) 309-336 © European Stoke Organisation 2018 
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Introduction 
 

The National Stroke Programme (NSP) was set up in 2010. It is one of the clinical 

programmes within the Clinical Strategy & Programmes Division (now known as Clinical 

Design & Innovation) within the HSE. The objective of all clinical programmes is to improve 

quality, access and value. The mission of the programme is to shape the delivery of better 

care through better use of resources. The NSP reports to the Office of the Chief Clinical 

Officer in the HSE through the National Clinical Advisor & Group Lead (NCAGL) for Older 

Persons. Clinically the focus of the NSP is on designing standardised models for the delivery 

of integrated clinical care to all stroke patients and to embed clinical operational 

management into those pathways.  

 

 

Fig 1; Governance Structure Clinical Innovation & Design 

Since 2010, there have been significant changes in how stroke services are delivered. 

Mortality from ischaemic stroke has fallen to single digit figures for the first time in the 

history of the country and is the result of better stroke prevention strategies, better stroke 

unit care, wider availability of thrombolysis (drug mediated clot dissolving treatment) and 

the commencement of a thrombectomy (mechanical retrieval of clot) service. Mortality 
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from haemorrhagic stroke has fallen too over the last 10 years though it remains an area for 

improvement.  

The Kings College London report “The Burden of Stroke in Europe14” forecasts that the 

burden of stroke in Ireland could appreciably increase in absolute terms by 58% over the 

next 5-10 years with our demographic shift. It is vital that our acute services are robustly 

resourced to meet this challenge while we also and increasingly focus on emerging 

preventative strategies over time. 

The ambition of the NSP in this 5-year strategy is to mitigate against the predicted increased 

burden of stroke through reduced incidence of stroke by effective prevention strategies, 

amelioration of the effects of stroke when it occurs by organised systems of modern stroke 

treatment and by supporting a strong educational and research programme for stroke in 

Ireland. It is anticipated that the strategy will provide a guide to optimal prevention and 

treatment of stroke to improve the quality of care for all people affected by stroke as well as 

identifying areas for improvement and investment for the health service. 

This strategy has been written with several audiences in mind: 

 

 the HSE with respect to planning and prioritising development of services for 

people with stroke and TIA 

 clinical staff involved in the daily care of people with stroke and TIA 

 hospital and healthcare managers involved in providing services for people 

with stroke and TIA 

 Voluntary and patient advocacy groups invested in stroke care  

In formulating a strategy four key pillars of stroke services in Ireland were identified: 

 

1. Stroke Prevention 

2. Acute Care and Cure 

3. Rehabilitation and Restoration to Life 

4. Education and Research 

                                                           
14

 The Burden of Stroke in Europe. / Stevens, Eleanor; Emmett, Eva; Wang, Yanzhong; McKevitt, Christopher; Wolfe, Charles. Kings 

College London for the  Stroke Alliance for Europe, 2017. 
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Interdisciplinary working groups for each pillar were established by the chairperson(s), with 

relevant expertise in respective areas, appointed from the clinical advisory group of the 

National Stroke Programme (NSP) (Appendix 1).  The working groups explored current needs 

and gaps with respect to international standards of care and best practice and formulated 

realistic 5-year goals within each pillar.  This document will outline the recommendations of 

the NSP for each pillar of our strategy over the next 5 years to facilitate best clinical 

outcomes in stroke through organised service development that maximises clinical impact 

and value for money while ensuring that all investment in stroke services is aligned with 

government health policy and principles of Sláintecare. 

Overview of stroke in Ireland 
 

Stroke is the second leading cause of death in the developed world, the leading cause of 

acquired adult physical neurological disability in Ireland and a major cause of dementia, 

depression, falls, loss of independent living and institutionalisation in later life. 

Approximately 7500 people in Ireland suffer from a stroke each year and it is estimated that 

30,000 are living with some form of disability post stroke in Ireland. Our most up to date 

information on the delivery of stroke services in from the 2018 National Stroke Register 

data. This report shows us both areas where there have been significant improvements in 

terms of management of stroke, but also areas that require further attention. The learning 

from these annual register reports has helped inform the direction of this strategy.  
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With respect to demographic data, the data reported in the 2018 report are largely 

consistent with those found in the 2015 Irish Heart foundation / HSE National Stroke Audit15 

with approximately 75% of strokes occurring in patients over 65. The proportion of strokes 

occurring in men of traditional working age remained at 28% and there were some 

differences in age profile by sex. 

Fig 2: Age and sex profile of stroke In Ireland - National Stroke Register Report 2018 

 < 65 
 (%) 

65-79yrs  
(%) 

80+ yrs  
(%) 

Mean age at 
 onset of stroke 

Male 28.5 46.2 25.3 70.1 

Female 18.1 38.3 43.7 74.5 

 
The report highlights that patient presentation times to hospital after symptom onset 

remain poor and there is a need for a sustained public health information campaign on 

stroke – hence the inclusion of a recommendation in relation to a renewed FAST campaign 

within this strategy. 

 
 
In terms of delivery of acute treatment, 71% of patients 

were seen by the stroke team within 3hrs of admission 

(an increase from 54% in 2016). Median door to imaging 

times had reduced by 30mins to 1hr 25mins in 2018, 

from 1hr 55mins in 2017. The RCPI / National 

Thrombectomy Service Quality Improvement 

programme has further improved both processes of care 

and door to decision times nationally16. This is an area for continuous quality improvement 

in our processes of stroke assessment, time to treatment decision and transit time to point 

of specialist stroke  care, particularly regarding time sensitive treatments for stroke e.g. 

thrombolysis and thrombectomy for ischaemic stroke.  

Data on thrombolysis were available in 97% of ischaemic stroke (i63, i64) cases treated. 

Thrombolysis was administered in 11.2 % of cases of cerebral infarction in this stroke 

                                                           
15

 National Stroke Audit 2015 – Irish Heart Foundation / Health Service Executive 
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/national-stroke-audit-2015.pdf 
 
16

 https://www.hse.ie/eng/about/who/cspd/ncps/stroke/resources/national-thrombectomy-service-annual-report-2019.pdf 

https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/national-stroke-audit-2015.pdf
https://www.hse.ie/eng/about/who/cspd/ncps/stroke/resources/national-thrombectomy-service-annual-report-2019.pdf
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population, comparable to the 12% thrombolysis rate in the UK Sentinel Stroke National 

Audit Programme (SSNAP)17. Median ‘door to needle’ times are now under an hour for the 

first time ever at 58mins, (reduced from 71mins in 2017) and comparable to the 52 minutes 

reported by SSNAP in the same time period. This improvement can be largely attributed to 

the NTS QI project which was completed in 2019. 

71 % of stroke patients were admitted to an acute stroke unit in 2019 – the same as 2018. 

While this is a significant improvement since the inception of the NSP when there was only 1 

acute stroke unit in the country, there still remains 29% of patients who did not receive 

their acute care in an acute stroke unit. In addition, many stroke patients do not get to such 

stroke unit care within ideal time frames. The UK reported that 58% of acute stroke patients 

were admitted to an acute stroke unit within 4 hours but 85% of UK stroke patients spend 

90% of their acute hospital admission on such a unit. The target of the NSP is that 90% of 

patients should be admitted to an acute stroke unit and spend 90% of their acute phase of 

admission in a stroke unit. Neither target is being achieved and it is clear there is a shortage 

of acute stroke unit beds nationally from the reasons given as to why patients are not being 

admitted to an acute stroke unit in the national register report. A key recommendation in 

this strategy is to increase capacity of acute stroke units through designation of an 

additional appropriately-staffed 148 acute stroke unit beds.  

Data in relation to the timeliness of imaging have always been important in order to ensure 

fast door to treatment decision times, however given the advent and impact of 

endovascular thrombectomy (EVT) on outcomes in acute large vessel occlusion stroke, rapid 

access to imaging, interpretation and treatment decisions have an even greater imperative 

within acute hospitals.  

 
In 2019, 445 cases were recorded as having had a thrombectomy in the National 

Thrombectomy Service annual report18. Out of the 4533 recorded ischaemic strokes, this 

indicates a thrombectomy rate of 8.3%. This is increased from a rate of 6.6% in 2018 and 

5.6% in 2017 and compares very favourable to the 1.4% reported in the UK 2019 SSNAP 

report.   

                                                           
17 https://www.strokeaudit.org/Documents/National/Clinical/Apr2018Mar2019/Apr2018Mar2019-AnnualReport.aspx 
18

 https://www.hse.ie/eng/about/who/cspd/ncps/stroke/resources/national-thrombectomy-service-annual-report-2019.pdf 

https://www.strokeaudit.org/Documents/National/Clinical/Apr2018Mar2019/Apr2018Mar2019-AnnualReport.aspx
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The reporting of mood screening was added into the dataset in 2017 and there was a 78.8% 

(2837) response rate to this data point. The completion of a mood screen remains low at 

31.7% (900), excluding blank cases, and work is on-going within the National Stroke 

Programme to complete a mood guidance document. This is also supporting evidence for 

the need for additional psychology resource within stroke services.  

2018 was first year where data on access to therapy supports in the acute stroke units were 

captured, initially for PT, OT & SLT. Patients should undergo as much therapy appropriate to 

their needs as they are willing and able to tolerate. In the early stages, they should receive a 

minimum of 45 minutes daily of each therapy which is required (IHF 201019, RCP 2016). This 

gives us useful information on the breadth of interventions required to meet the oftentimes 

complex needs of stroke patients including physical, cognitive, communicative, visual and 

vocational needs. These initial data showed that the majority of patients have ongoing 

therapy needs after the acute phase of stroke for example, 74% of those seen by 

physiotherapy and 83.5% of those seen by SLT required onward referral post-acute hospital 

treatment including to ESD where available. 

 

Stroke Prevention 
 

A central aim of the NSP is the prevention 

of first and recurrent strokes. The 

inaugural aims of the National Stroke 

Programme included reducing by one the 

number of strokes per day through 

organization of stroke services including 

rapid access stroke prevention / TIA 

clinics. This was effective, as shown in the falling numbers of stroke between the 2008 and 

2015 National Stoke Audits conducted by the Irish Heart Foundation in conjunction with the 

HSE. However, the challenge of an increasing burden of stroke with our demography is very 

real as shown in the Kings College London ‘Burden of Stroke in Europe’ report which 

                                                           
19 http://irishheart.ie/wp-content/uploads/2017/04/guidelines.pdf 
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forecast a scenario by which we could see a 58% increase in the absolute numbers of stroke 

in Ireland.20 

With primary stroke prevention, risk factors for stroke must be identified on a national 

scale, and the risks must be addressed proactively and effectively. There is real opportunity 

to reduce the numbers of strokes on a population level, due to the high prevalence of 

unidentified and/or untreated risk factors21. Achievement of these goals involves working 

with other clinical programmes involved with vascular disease, with public health medicine 

and with primary care. These links have been developed in the preparation of this strategy. 

Prevention of a second stroke (secondary prevention) requires a more focused approach in 

those who have had a prior TIA or stroke. The aim is to identify specific high-risk pathology 

for recurrent stroke, and to reduce overall cardiovascular risk. 

While the aim of the NSP in primary and secondary stroke prevention is primarily to prevent 

stroke, the NSP recognizes that addressing many of the risk factors for stroke will produce 

benefits in reduction in other cardiovascular events such as myocardial infarction, 

peripheral vascular disease and heart failure as well as related outcomes such as chronic 

kidney disease, visual loss and dementia.  

These ambitious aims can be achieved through engagement with other clinical programmes 

for primary prevention, and by developing new care pathways for specific conditions. 

 

 

 

Primary Prevention 
 

1. Hypertension  
Hypertension is the most prevalent risk factor for stroke and is also a major cause of atrial 

fibrillation (significant risk for stroke). The prevalence of hypertension in Ireland is expected 

to rise to more than 1.2million by 202022.  

                                                           
20

 https://www.stroke.org.uk/sites/default/files/the_burden_of_stroke_in_europe_-_challenges_for_policy_makers.pdf 

21 Preventing Chronic Disease: Defining the Problem. Report from the Prevention of Chronic Disease Programme, Health 

Service Executive (2014) 

22 Survey of Lifestyle, Attitudes and Nutrition 2007. Department of Health and Children (2008) 

https://www.stroke.org.uk/sites/default/files/the_burden_of_stroke_in_europe_-_challenges_for_policy_makers.pdf
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The majority of people with hypertension are undiagnosed, and in those with known 

hypertension, most are not treated to target. This large public health challenge requires a 

focus on public awareness and prevention through lifestyle education in the first instance. 

Given the prevalence, asymptomatic nature and association of hypertension with all forms 

of stroke and wider end-organ damage, a programme for case finding across the at-risk 

population can be justified. It will likely have a high yield because high blood pressure is 

amenable to relatively inexpensive pharmacological and non-pharmacological treatment 

with major impacts on clinical events.  

This represents a real opportunity to reduce numbers of strokes and associated chronic 

vascular diseases as well as the burden of heart failure, chronic kidney disease, blindness 

and dementia. It is an important goal of both stroke and chronic disease programmes to 

identify and treat hypertension at a primary care level. 

 

Recommendation; 

 To work with health and wellbeing and communications units of the HSE and Irish 

Heart Foundation to promote a national programme of awareness on lifestyle and 

high blood pressure.  

 Work to continue with the Integrated Care Programme for Chronic Disease and the 

GP clinical advisors to the clinical programmes in the design of a primary care- 

delivered case finding and treatment strategy in over 45 year olds. This is to 

include ICGP-agreed diagnosis and treatment algorithms 

 

 

2. Atrial Fibrillation 
 

The burden of stroke due to atrial fibrillation (AF) is 

well recognised by all working in stroke services. AF is 

an age–related condition and risk of AF rises steadily 

with age. Up to 10% of people over 80 may have AF. 

Over 30% of all new strokes in Ireland are associated 
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with AF23, and AF-associated strokes are larger and associated with poorer outcomes. AF is 

also associated with reduced quality of life and heart failure. Similar to all vascular risk 

factors the development of AF should be prevented where possible through education and 

lifestyle advice at a younger age. 

AF should be identified where possible in high-risk populations and risk of stroke addressed. 

Following an Irish pilot project of case finding for AF by pulse checking at GP visits, the 

Health and Information Quality Authority (HIQA) completed a health and technology 

assessment (HTA) recommending opportunistic case finding for AF in older Irish adults24.  

Anticoagulation rates have traditionally been low in Ireland (as elsewhere) with many 

strokes occurring due to under-utilisation of anticoagulation due to many factors. 

Anticoagulation rates have improved over the past decade, especially with the greater 

understanding of risk of stroke in association with AF and the availability of easier to use 

anticoagulants (NOACs / DOACs). Many more strokes can be prevented by promoting high 

rates of case detection, treatment and compliance with anticoagulation in those with a high 

risk of AF or those known to have AF. 

 

Recommendations; 

 Work with the Chronic Disease Programme and the interdisciplinary Stroke 

Prevention Atrial Fibrillation Ireland (SPAFI)  group in continuing to develop a 

national AF case finding strategy in primary care in people over 65 years old. 

 Work with the interdisciplinary Stroke Prevention Atrial Fibrillation Ireland (SPAFI) 

groups across disciplines to promote integrated AF management pathways, to 

include prevention, rapid access and interdisciplinary AF clinics. 

 To promote improvement in the use and management anticoagulation for those 

with AF at risk of stroke through promotion of the model of interdisciplinary AF 

clinics.  

                                                           
23 Stroke associated with atrial fibrillation--incidence and early outcomes in the north Dublin population stroke study. Hannon N et al.  
Cerebrovasc Dis. 2010;29(1):43-9 
24

 Health Technology Assessment (HTA) of a national screening programme for atrial fibrillation in primary care . Health Information and 

Quality Authority  (2015) 
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3. Transient Ischaemic Attack (TIA) 
 

Transient ischaemic attack (TIA) is traditionally defined as a sudden onset of monocular 

blindness or of focal neurological symptoms of stroke which last less than 24 hours. While 

TIAs generally do not cause permanent neurological impairment they are often associated 

with visible infarction on MRI and may precede a more serious stroke in up to 20 % cases 

therefore TIA provide a vitally important opportunity for stroke prevention. TIA is often 

labelled as a “mini-stroke,” or a “warning stroke.” 

Several studies suggest that stroke risk is substantially reduced in patients with TIA who are 

immediately assessed and treated by a specialist stroke service in outpatient, day care, and 

stroke unit settings 25,26. 

The diagnosis of TIA can be difficult, especially for non-specialist clinicians because the 

symptoms have, by definition, resolved, and there is no perfect diagnostic test. Making a 

diagnosis of a TIA is important because; 

- a) people with suspected TIA can have a range of other conditions or so called 

‘mimics’ (e.g. hypoglycaemic episodes or focal seizures) and may not be even 

ischaemic (e.g. micro bleeds) and  

- b) people with confirmed TIA are at high risk of future ischaemic stroke.  

The goal of assessment of a patient with a suspected TIA is to establish the diagnosis and 

reduce the potential for future strokes by starting preventive treatments27. 

Recommendations; 

 All acute hospitals receiving acute stroke have a specialist-led rapid access stroke 

prevention service or access to such a service within their hospital network 

 This service must have   adequate clinical staffing and diagnostic resources to see 

patients within 24 hours of a suspected transient ischaemic attack (TIA). 

                                                           
25

 Effect of urgent treatment of transient ischaemic attack and minor stroke on early recurrent stroke (EXPRESS 
    study): a   prospective population-based sequential comparison. Rothwell PM, Giles MF, Chandratheva A, et al.  
     Lancet 2007;370(9596):1432–1442. 
26

 A transient ischaemic attack clinic with round-the-clock access (SOS-TIA): feasibility and effects.  
     PC Lavellée et al. Lancet Neurology 2007;6:953-960 
27

 Stroke and transient ischaemic attack in over 16s: diagnosis and initial management. NICE Guideline NG128, Intervention 
evidence review May 2019 
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 Diagnostics must include at a minimum same day CT and carotid imaging by CT 

angiography or Doppler ultrasound with urgent access to  MRI, 24-hour blood 

pressure monitoring, extended ambulatory cardiac monitoring and 

echocardiography (TOE or at least TTE) as indicated 

 

 

 

Secondary Prevention 
 

Those who have suffered a stroke are at a clear 

increased risk of second and subsequent strokes 

(and other cardiovascular endpoints). This group 

of patients have most likely already presented to a 

specialized stroke service and should have individualised strategies to identify and manage 

cardiovascular risk factors. 

Investigating the causative factors for stroke and associated vascular risks is a core 

component of stroke care. Irish research however has shown that identification of, and 

treatment to target of risk factors post stroke is poor28. This should be the focus of 

specialised and interdisciplinary secondary prevention clinics to ensure all risk factors are 

identified and rigorously treated to an appropriate target with supportive patient education 

and measures to promote healthy living, wellbeing and adherence to treatments. A single 

centre study in an Irish university teaching hospital showed that adherence to secondary 

preventive treatment can be enhanced by providing goal-directed secondary prevention 

plans to patients and referring GPs29. In addition, those with no identified cause of stroke 

(so called ‘Cryptogenic’ stroke or embolic stroke of uncertain source [ESUS]) should have 

access to more detailed investigations such as prolonged external or implantable cardiac 

rhythm monitoring.  

 

                                                           
28

 Secondary prevention after ischaemic stroke: the ASPIRE-S study. Brewer L et al. BMC Neurol. 2015; 15: 216 
29 (Murphy SJX, Coughlan CA, Tobin WO, Kinsella JA, Lonergan R, Gutkin M, McCabe DJH. Continuation and adherence rates on initially-

prescribed intensive secondary prevention therapy after Rapid Access Stroke Prevention (RASP) service assessment. J Neurol Sci 2016; 361: 
13-18). 
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Traditionally stroke investigations occurred soon after stroke and interventions were made 

early. Treatments started are often lifelong, but further structured follow-up has been 

limited. Those who have had a stroke at any point are now considered to have a chronic 

disease, which presents an additional opportunity for longer-term follow-up and a pathway 

for integrated prevention between primary and secondary care.  

 

Recommendations; 

 National guidance on secondary prevention treatment targets to be standardized, 

agreed and promoted through the RCPI and ICGP by the national clinical 

programmes for stroke, acute cardiology and chronic disease.  

 To ensure that all patients recovering from a stroke have access to a specialist 

secondary prevention stroke clinic and diagnostics, including  fasting risks, 24 hour 

ambulatory blood pressure monitoring, extended ambulatory or implantable 

cardiac monitoring  ( up to at least  30 days where AF remains a possibility e.g. with 

ESUS) and transoesophageal echocardiography or TTE. 

  Specialist stroke prevention clinics to include advice on risk factor reduction and 

healthy lifestyle, including healthy eating, attaining ideal body weight, exercise, 

smoking cessation and alcohol reduction, adherence to medication and reducing 

stress. The clinic should be multidisciplinary and, in addition to specialist stroke 

physicians, patients should have access to clinical nurse specialists in stroke, 

physiotherapy, clinical pharmacy, clinical nutrition and clinical psychology where 

needed.    

 

2. Acute Care and Cure 
 

The acute care and cure section of the national stroke strategy is underpinned by the 

principles of urgent access to a trained senior decision maker for acute stroke treatment 

(e.g. thrombolysis and/or thrombectomy)  and admission to an appropriately staffed acute 

stroke unit bed for the majority of patient’s in-patient stay.  
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Acute Treatment 
 

Thrombolysis 
 

Thrombolysis is the delivery of a clot lysing agent which aims to 

dissolve the obstructive clot in the cerebral artery and is a standard 

treatment in acute ischaemic stroke (stroke caused by interruption of 

blood flow to the brain by clot) within 4.5 hours of symptom onset. It 

can increase chances of independent outcome by 11%, needs senior 

supported decision making and is most effective if delivered within two hours of onset of 

symptoms30. Our national KPI for thrombolysis is to treat 12% of ischaemic stroke. It is a 

complimentary therapy to and should, in absence of contraindication, be delivered in 

addition to endovascular thrombectomy (EVT) where the latter is also deemed appropriate 

treatment.  

Thrombolysis is very time dependent and all acute hospitals treating stroke should have 

undergone quality improvement training in ‘door to decision time’ which should include 

repeated data collection, audit cycles and revised QI activities which should be carried out in 

continuous cycle. Each service should have a thrombolysis protocol in place based on 

national guidelines and a ‘what to do’ in the event of complications. This is now the case in 

all of our acute hospitals receiving stroke patients. Senior decision making for thrombolysis 

                                                           
30

 Association of outcome with early stroke treatment: pooled analysis of Atlantis, ECASS, and NINDS rt-PA 

stroke trials. Hacke W et al .Lancet 2004;363:768-774.  
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is at an appropriately trained consultant level and cases are reviewed by in-person 

attendance or by telemedicine. This can have implications for onerous rota working and 

does need to be recognised particularly where telemedicine networks are covering several 

hospital sites at night. 

 

Endovascular Thrombectomy  (EVT) 

 

EVT is the mechanical removal of an obstructing clot and is applicable to ischaemic strokes 

where large vessels are occluded e.g. M1 or M2 division of the middle cerebral artery or 

basilar artery occlusive clot. Following multiple international randomised controlled trials 

demonstrating very significant benefit in comparison with best medical treatment, EVT is 

now standard of care for all patients with large vessel occlusion (LVO) stroke up to 24 hours 

following the onset of symptoms, or since last known normal, provided neuro imaging is 

favourable and suggests ischaemic brain tissue at risk can be rescued by the procedure.   

Although it is possible to treat up to 24 hours, the procedure should be performed as soon 

as possible following the presentation of the patient to the emergency services.   “Time is 

brain” and every minute counts. 2 million brain cells die each minute after vessel occlusion 

and every minute saved between the time of onset and the reopening of the blood vessel 

results in on the gaining of one week of healthy living for the patient (”save a minute save a 

week”) .  This treatment even has a much greater efficacy than emergency PCI for acute 

coronary syndromes.    The procedure is highly specialised and needs both volume and 

experience to ensure good outcomes.  

 

For the foreseeable future, the NSP in agreement with the National Thrombectomy Service, 

are focused on the development of a 24/7 two centre approach to the country’s EVT needs 
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with thrombectomy services based at Cork University Hospital and Beaumont Hospital, 

Dublin. Further satellite thrombectomy services on the south side of Dublin or in west of 

Ireland may be needed in the future depending on trends in demography and incidence 

however modelling of any future developments in this regard must be cognisant of the 

expertise and volume required for safe effective services and as such will be future-guided 

by national stroke data and national thrombectomy service advice. 

Approximately 15-20% of acute ischaemic strokes may be due to large vessel occlusion and 

amenable to thrombectomy. Thrombectomy may increase the chances of independent 

outcome by as much as 33% in properly selected stroke cases and as such, only 3 people 

need to be treated to achieve an independent outcome over normal treatment31. 

This has several clinical implications. Patient selection involves 24/7 senior decision making 

both at receiving site and the catchment thrombectomy service and may require cross-site 

specialist hospital rotas, telemedicine and /or neuroimaging decision-supporting software to 

ensure best use of resources for best patient outcomes. Patient treatment at the EVT centre 

as is the case now, requires onward ambulance transport from the receiving hospitals to the 

EVT centre in the ‘drip-ship and return’ model of care.  

The future and optimal model for EVT treatment in Ireland is continuously developing and 

will be influenced by geographical considerations, manpower and ambulance resources and 

will be better informed by both ongoing international research. In addition we are 

proposing to examine the feasibility and efficacy of pre-hospital identification of large vessel 

occlusion (LVO) stroke and direct bypass to the EVT centre as a pilot pathway in Dublin and 

wide area of Munster. Bypassing stroke patients to EVT centres could have significant 

effects however on ambulance services, receiving emergency departments at the EVT 

centres and rotas at EVT centres while the referring catchment hospitals will need 

resourcing and maintenance of stroke services to deal with the majority of stroke 

presentations which are non-LVO as well as for receiving repatriated EVT-treated patients, 

the majority of whom will need further stroke treatment and acute stroke rehabilitation.   

The combined staffing levels^ required at the EVT centres to provide acute stroke services 

locally and a 24/7 supra-regional thrombectomy treatment service are estimated as follows; 

                                                           
31

 Endovascular thrombectomy after large vessel ischaemic stroke- a meta-analysis of individual patient data from five randomized trials. 

Goyal et al. Lancet 2016;387:1723-1731 
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Grade 

Oct 2020 
pay 
scales 

 Combined 
WTE   

 Combined 
Cost   

Radiographer     74,439  1 74439 

Registrar, Medicine     97,694  4 390776 

Staff Nurse - General     54,645  1 54645 

Clinical Nurse Specialist (General)     64,713  2 129426 

Consultant Physician in Stroke Medicine*   186,178  5.5 1023979 

Specialist Registrar, Radiology   112,400  2 224800 

Advanced Nurse Practitioner (General)     77,830  1 77830 

   
1975895 

^this excludes interventional neuroradiology staff who are already in post and some of the acute 

stroke staff who are also in post-  up to date gap analysis needed  

*Normally a geriatrician or neurologist with acute stroke experience. Salary figures based current consultant 

contract – subject to change 

For this strategy we are assuming the existing ‘drip-ship and return’ pathway to and from 

the EVT centre is the realistic scenario for our acute stroke services in the short to medium 

term and implementation of any future bypass system will be informed by pilot data, but 

the above level of resource will be needed for current service and to facilitate any future 

pilot.  

With a current number of approximately 5000 ischaemic strokes per annum, it is envisaged 

we may perform up to 750 thrombectomy procedures annually under a ‘maximum’ 

treatment scenario. This has not been budgeted for before as this is a new treatment. In 

addition, the necessary decision-making radiology software to optimise patient selection 

and support radiologists in making accurate assessments needs to be rolled out nationally 

(pilot projects of potentially suitable applications are already underway with the support of 

the national radiology programme, NIMIS and HSE IT). The bi-plane angiography suites 

necessary for EVT procedures also have a life span of approximately 7 years and will need a 

planned rolling maintenance and replacement schedule to avoid breaks in vital services. 

 

Recommendations; 

 All acute hospitals receiving stroke have a thrombolysis decision protocol based on 

national guidelines including management of arising complications. 

 All acute hospitals receiving stroke undergo a quality improvement process and 

audit for ‘door to decision time’ and achieve a target of less than 30 minutes. 
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 All patients must have 24/7 access to emergency acute stroke assessment and 

treatment by a stroke specialist (normally but not exclusively a consultant 

geriatrician or neurologist).This can occur in person or by telemedicine to facilitate 

network rotas.  As this work is of an onerous, out-of-hours and critical decision-

making nature, the TRASNA telemedicine programme is to be supported and 

enhanced as needed to ensure specialist 24 /7 stroke cover. Due to the urgent and 

critical nature of acute stroke on-call, work to be remunerated as per the existing 

agreed national arrangement for consultant ‘onerous working’ (i.e. 1:3-4) rotas. 

 All centres receiving patients with acute stroke must have access to CT and multi-

phase CT angiography on a 24 /7 basis to facilitate treatment decision making 

regarding thrombolysis and thrombectomy. The CT equipment needs to be of 

appropriate specification to allow for perfusion capability. Decision support 

software in the interpretation of the non-contrast CT, multiphase CT angiogram 

and perfusion imaging should be available to assist in the rapid diagnosis of an 

acute ischaemic stroke.  This software also facilities rapid communications of the 

results to the relevant clinical and radiological teams.  

 Database and critical review of all CT and MRI inventory in our acute hospitals 

receiving stroke to be maintained and updated regularly, with projected 

replacement dates and costs.  

 All patients with large vessel occlusions (LVO) stroke must have access to specialist 

clinical and intervention neuro-radiological opinion regarding Endovascular 

Thrombectomy (EVT) from the EVT site.  EVT will be based at one or two 

comprehensive stroke centres at Cork University and Beaumont Hospitals.  Both 

hospitals will need extra hyper acute stroke unit beds (HASU) to allow for transfer 

of stroke patients and short stay accommodation where required before 

repatriation to the referring stroke unit.  This is recognised in the outlined plan for 

increased acute stroke unit bed designation.   

 The EVT stroke centres will require adequate staffing at a consultant, registrar and 

clinically nurse specialist level.   Specifically a recommendations is made is for five 

WTE consultants specialising in Stroke Medicine at the EVT site to provide 24/7 

specialist clinical governance to existing  case volume and catchment areas, as well 
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as governance to the additional inward and outward movement of acute LVO 

stroke cases from across the country to access EVT.  

 

 EVT is to be provided at one or two biplane angiographic suites at Beaumont 

Hospital and a biplane angiography suite at Cork University Hospital on a 24/7 

basis, supported by the necessary consultant Interventional Neuroradiologist and 

radiologist registrar manpower as part of the comprehensive centre staffing.  

Consultant Interventional Neuroradiologist numbers will need to be increased if 

the number of Thrombectomy procedures carried out increase from 300 to 750.  

The onerous nature of the on-call service provided by these consultants requiring 

immediate responses to frequent calls and often requiring many hours in hospital 

should be renumerated by the existing arrangements for ‘onerous working’  (e.g. 

1:3-4) on call rotas.   Additionally, a radiology registrar, nurse and radiographers 

are required to provide a 24/7 in house on call service.  The costs associated with 

same are estimated at approx. €1m per annum. Sufficient funding to be secured 

and capacity available to treat up to 15% of all ischemic stroke- up to 750 cases per 

year, requiring a dedicated annual direct procedure budget of €0.75m. 

 

 

Stroke Unit care 
 

Stroke is becoming our second leading cause of death and is the leading cause of acquired 

adult neurological disability in the country32. Stroke unit care is the cornerstone and 

foundation of all stroke care and no acute hospital should be receiving acute stroke patients 

without providing such care. Stroke unit care serves all stroke patients, regardless of stroke 

type or time of onset. Acute stroke units have been shown to reduce stroke mortality and 
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 Global, regional, and national burden of stroke, 1990–2016: a systematic analysis for the Global Burden of Disease Study 2016 .GBD 

2016 Stroke Collaborators* Lancet Neurology2019;18:439-458 
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dependency and are a European Stroke Organisation (ESO) recommendation with clear set 

guidelines on what constitutes an acute stroke unit33.  

 

 

 

 

 

 

 

 

 

 

 

 

 

The NSP seeks to ensure that all our acute hospitals have either an acute stroke unit or a 

bypass arrangement for acute stroke presentations to an adjacent hospital where such 

stroke unit care available. All hospitals will aim to meet the quality ESO standards within 

their acute stroke units and we aim to achieve this for all sites by the end of 2022. Our 

national KPI is for 90% of all acute stroke cases admitted to an acute stroke unit bed and 

that patients spend 90% of their acute care in such a unit.  

In Ireland, most acute hospitals operate a hybrid model of stroke unit care with 

a proportion of ‘hyperacute beds’ (with acute treatment protocols, neuro-

cardiac monitoring and ideally 1:2 nurse staffing ratios) for the initial period of 

care and early phase mobilisation, and acute stroke beds with reduced 

intensity monitoring and nurse staffing (recommended 1:4 nursing ratios) with 

ongoing full multidisciplinary stroke team assessment and treatment 

continuing during the rehabilitation process.  

                                                           
33 Ringelstein et al for the ESO Stroke Unit Certification Committee. European Stroke Organisation Recommendations to Establish a Stroke 
Unit and Stroke Centre. (Stroke. 2013;44:828-840.) DOI: 10.1161/STROKEAHA.112.670430 

What is a Stroke Unit? 

A Stroke Unit is an organised, geographically identifiable unit in a hospital devoted to 

stroke care. 

 Staff have expert knowledge in stroke and rehabilitation 

 It is staffed by a multidisciplinary team that meets at least once a week. The 

consists of doctor(s), nurse (s), healthcare assistant(s), physiotherapist(s), 

occupational therapist(s), social worker(s), speech and language therapist(s) 

and has access to dietetics and psychology (preferably with a 

neuropsychological profile) 

 It has established a programme for interventions to meet common stroke 

patients’ problems and for recording of the quality of care 

 It is concerned with immediate mobilisation and early rehabilitation after 

stroke 

 It provides detailed information and educates patients and family/friends 

during the hospital stay 
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In Ireland, none of the acute stroke units have been properly resourced in terms of actual 

bed numbers and staffing levels to date. The NSP has undertaken a census in each of our 

acute hospitals receiving acute stroke patients and the designated acute stroke unit bed 

numbers and staff allocations for all the disciplines necessary for acute stroke unit care and 

rehabilitation in such settings.  In assessing acute stroke beds needed, the NSP looked at the 

existing number of beds and what was needed now to ensure 90% of cases were admitted 

to a stroke unit bed and what will be needed over the next five years at each site using a 

calculation based on the proportional growth in the over 65 year old population in the 

catchment of each hospital (taken from Central Statistics Office data) and the fact that 75% 

of strokes occur in that age group. The results of that census and gap in current stroke bed 

need and projected need over 5 years is summarised below in Table 1.  
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Table 1: Current acute stroke unit beds and projected needs at each acute hospital site over next 5 years   . 

Hospital Group Hospital Name Current 
Stroke Unit 

Beds 

Annual Stroke 
Admissions-2018 

Average Length of 
stay 2018 by 

hospital 

% increase >65yr 
olds by 2026 

Potential 
increase in no of 

strokes 

Total no's plus potential 
increase in stroke x 

hospital AvLoS % 365 

Dublin Midlands St James's Hospital 35 262 29 33.2 65 25 

Tallaght University 
Hospital 

8 265 22 52.9 105 25 

Naas General Hospital 10 203 21 49.9 99 20 

Midland Regional 
Hospital Tullamore 

0 86  Bypass for 
FAST+ve in 
operation 

  

Midland Regional 
Hospital Portlaoise 

0 62  Bypass for 
FAST+ve in 
operation 

  

Ireland East Mater Misericordiae 
University Hospital 

12 379 15 28.6 81 20 

St Vincent' University 
Hospital 

10 428 22 25.9 83 30 

Midland Regional 
Hospital Mullingar 

4 126 11 39.8 63 10 

Wexford General 
Hospital 

4 158 18 36.8 43 10 

St Luke's Hospital 
Kilkenny 

5 125 15 38.2 36 8** 

Our Lady's Hospital 
Navan 

0 81 20 Bypass for 
FAST+ve in 
operation 

  

RCSI Hospitals Beaumont Hospital 24 483 19 25.4 92 35 

Our Lady of Lourdes 
Hospital Drogheda 

10 219 15 40.9 67 12 

Cavan General 
Hospital 

6 150 17 34.6 39 10 
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Connolly Hospital 8 168 22 69.4 129 25 

Saolta Galway University 
Hospital 

10 304 22 40.6 92 25 

Portiuncula Hospital * 4 75 12 Bypass for 
FAST+ve in 
operation 

17 5 

Mayo University 
Hospital 

12 149 15 31.1 35 8** 

Sligo University 
Hospital 

10 143 13 31.7 34 8** 

Letterkenny University 
Hospital 

0 164 23 29.4 36 15 

South/Southwest Cork University 
Hospital 

12 520 13 35.9 187 30 

Mercy University 
Hospital 

5 95 8 35.9 26 5 

South Tipperary 
General Hospital 
Clonmel 

6 112 18 33.6 28 8** 

University Hospital 
Waterford 

7 139 15 33.8 35 8** 

University Hospital 
Kerry 

4 199 12 33.2 50 8** 

Bantry General 
Hospital 

4 85 18 35est 22 5 

University of 
Limerick 

University Hospital 
Limerick 

24 366 17 35.4 97 20 

  Totals 210 5546    327 
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Adequate staffing of stroke units is essential to ensure proper care of this emergency brain 

injury, enhance acute treatment delivery, prevent and manage complications, start patient 

recovery and discharge planning early and to ensure proper patient and carer education and 

support.  

The NSP undertook a census of staffing whole time equivalents (WTEs) dedicated to stroke 

care in each of our acute hospitals receiving acute stroke patients and benchmarked this 

against the recommendations of the Royal College of Physicians (UK) 2016 National Stroke 

Guidelines34 and previous Irish Heart Foundation Council on Stroke guidance on the staffing 

of stroke units. This decision was based on a paucity of European Stroke Organisation 

guidance to date and the fact that our health service with regard to stroke is closely 

modelled on the UK model of comprehensive multidisciplinary assessment and treatment at 

the receiving site.  

The NSP has described the required staffing for a five-bedded stroke unit based on the 2016 

RCP UK National Stroke Guideline (Table 2). It is agreed that for each five-bedded stroke unit 

that one bed (20%) would be staffed at a ‘hyperacute’ level to ensure adequate staffing to 

support the high intensity nursing required for patients post thrombolysis and 

thrombectomy.  

Table 2; recommended staffing levels for acute stroke units (5 beds) 

5 Bedded 
Stroke Unit  

(1 Hyperacute 
bed, 4 Acute 
Stroke Unit 

Beds) 

Physiotherapist Occupational 
Therapist 

Speech and 
Language 
Therapist 

Clinical  
Psychologist 

Dietician* Nurse Consultant 
Stroke 
Physician 

Whole-Time equivalent (WTE) per 5 beds WTE per bed 24/7 
availability; 
minimum 6 

thrombolysis 
trained 

physicians 
on rota. 

Consultant 
led ward 

round five 
days per 

week. 

1 Hyperacute 
Stroke Unit 
bed 

0.2 0.1 0.1 Clinical 
psychology 
posts are 

included in 
section 3, 

Rehabilitation 
& restoration 

to living 

0.07 Registered 2.32 
Unregistered 0.58 

4 Acute 
Stroke Unit 
beds 

0.7 0.7 0.3 0.3 Registered 3.51 
Unregistered 1.89 

Total WTE 0.9 0.8 0.4 0.37 Registered 5.8 
Unregistered 2.9 

 

Nursing deficits of 24% currently exist for the current number of stroke unit beds, appendix 

2. Building capacity to develop highly skilled nursing teams are costed below with additional 

detail in appendix xx 

                                                           
34

 Royal College of Physicians, National Clinical Guideline for Stroke, Fifth Edition 2016 
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Table 3: Total gaps in nursing and HCA posts across all stroke units 

 

 

For HSCPs we have mapped the existing gap in staff numbers for all disciplines that exists 

currently and what would be needed with the projected growth in stroke numbers at 

individual sites given the proportional growth in the over 65 population in the catchment 

area of that site (taken from CSO figures) and the fact that 75% of all strokes occur in that 

age group. Increasing staff WTEs to the required level has significant costs and takes time to 

recruit suitable qualified personnel. Cognisant of these factors, we have adopted a 

stratified, staged approach to reaching optimal staffing levels so sites can see the required 

human resource and indicative budgetary implications to staff their stroke services 

appropriately. This is summarised in table 4 with detailed explanation in Appendix 3. 

 

Table 4. HSCP staffing projections for our 5 year acute stroke unit needs  

Discipline Gap to be filled over 3 years Cost over 3 years 

Physiotherapy 38.1 €2,556,664 
Occupational Therapy 34.3 €,2353,109 
Speech and Language Therapy 13.7 €1,152,549 
Dietetics 21.9 €1,441,041 
Total Posts/Costs HSCP 107.2 €7,500,332 

 

The following are the recommendations of the clinical advisory group of the NSP for the 

acute care of stroke; 

 Acute Stroke services must have adequate staffing and diagnostic resources to 

provide 24/7 acute stroke care and treatment. 

 All hospitals receiving acute stroke patients must have an acute stroke unit. This 

must be of sufficient capacity so that 90% of all acute stroke admissions can be 

admitted to such a unit and spend 90% of their acute phase of hospital admission 

in specialised stroke care. The national stroke strategy is recommending an 

increased designation of 148 acute stroke unit beds across 18 of our acute hospital 

sites 

 Staff Nurses Healthcare Assistants 

Posts needed to staff recommended stroke unit beds 205.02 143 

Cost €11,203,317.9 
 

€6,501,352 
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 Specialist Stroke services receiving acute patients should not be ‘single-handed’. 

Each acute stroke unit should have a daily ward round by the senior clinical 

decision maker’ (Stroke Specialist) for diagnosis, assessment and management of 

patients with suspected acute stroke as well as providing a 24/7 acute stroke rota. 

Each acute stroke site should have a minimum of 6 trained physicians to deliver a 

24/7 acute stroke treatment rota and referencing consultant manpower guidelines 

for stroke in the UK, a minimum equivalent of 2 WTE of consultant sessions 

dedicated to specialist stroke services across the spectrum of care.  The NSP will 

undertake a comprehensive workforce planning exercise which will determine 

specific gaps, it is anticipated that even with review of existing work plans and 

reconfiguration this is likely to require additional consultant appointments of 1wte 

equivalent per acute stroke site at cost of €1.1m.  

 All acute stroke units are to have appropriate nurse: patient and HCA: patient 

ratios as outlined in staffing guidelines for stroke unit care. The national stroke 

programme recognises both the need for proper nurse and HCA staffing ratios on 

acute stroke units. The staffing recommendations for stroke units needs urgent 

review and implementation by hospital managements through a combination of 

reconfiguration of existing and creation of new posts.   

 All acute stroke services are to have appropriate health and social care 

professional (HSCP) staff as outlined in staffing guidelines for stroke unit care. The 

NSP recognises the deficit in therapists for stroke across our health system a 

recommends a phased 3-year costed schedule to add an additional 131 HSCP posts 

to bring our acute stroke units up to the recommended levels of therapy staffing.   

 

3.Rehabilitation (Restoration to living) 
 



 

39 
 

The National Stroke Programme (NSP) aims to ensure all 

patients have adequate access to appropriately skilled 

multidisciplinary rehabilitation after stroke to ensure 

maximal physical, cognitive and psychological recovery and 

as full a return to a quality of life as possible. The 

programme recognises the dynamic process of 

rehabilitation over time after stroke and that stroke is a 

chronic disease that requires periodic review and 

assessment.  

The majority of patients who survive stroke will have some level of physical, cognitive or 

emotional disability. The 2018 INAS report captured the largest set of data to date on 

modified Rankin scores (mRS).  

Almost 60% of those surviving ischaemic stroke will have some form of disability, half of 

which is moderate /severe (mRS scores 3-5) and two thirds of those surviving haemorrhagic 

stroke will have moderate/severe disability. Patients surviving stroke are increasingly 

discharged home after the acute event (58% in 2018 registry) with a further 12% being 

discharged to non-acute rehabilitation units and only 9% to nursing home care compared to 

15% in 2008. However most nursing home patients have ongoing stroke–related issues e.g. 

dysphagia and feeding, positioning and seating, mood and psychological issues that may 

also require specialist stroke input.  

 

2018 Stroke Register Report 
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After stroke many patients should progress satisfactorily down the pathway to recovery 

with appropriate access to and the support of the local services, however a proportion of 

patients will however have more complex needs requiring more prolonged treatment in 

inpatient rehabilitation services. Much of such rehabilitation is provided in level 1-2 hospital 

sites. Patients should have access to the services that most meet their needs. This should be 

determined by a clinical MDT assessment which includes physical, cognitive and 

psychological domains. It is wholly acknowledged that a person’s need’s can change across 

the continuum of care, and as such, movement between the various ‘levels’ of service (i.e. 

community based, inpatient and complex inpatient) should be anticipated. 

 

The National Strategy & Policy for Neuro Rehabilitation Services was launched in 2011. The 

implementation framework supporting the Strategy was published in 2019 and describes 

the need to develop acute, post acute inpatient and community based services for those 

with neurological conditions including stroke. This is reflective of the model described in the 

model of care of the NSP published in 2012 which identifies the need for specialist inpatient 

rehabilitation as well as ESD and community neurorehabilitation teams. 

 

In relation to inpatient rehabilitation in level 2 or community hospital sites, the NSP, in line 

with the Neurorehabilitation Strategy and the Model of Care of the Rehabilitation Medicine 

Programme recommend the following; 

- All stroke survivors should have equitable access to rehabilitation services which 

meet their rehabilitative needs irrespective of their age.   

- Services should be person centred with interventions planned around the 

individuals’ identified needs and preferences 

- Services providing rehabilitation to stroke survivors should be under the clinical 

governance of a consultant experienced in the rehabilitation, discharge planning and 

neuromedical sequalae of stroke. 

- Services providing rehabilitation to stroke survivors should be appropriately 

resourced with full multidisciplinary teams in line with best practice staffing ratios  

- Active rehabilitation is a key therapeutic component of the patient care pathway. It 

should not be considered a residential support service. It should be accessible to 
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those who need it in an equitable fashion and not restricted by ability to pay nor any 

‘residential’ charges levied for such in-patient stays. 

- Participation in an inpatient rehabilitation programme should not impact on access 

to other services/supports that are identified as required for the individual e.g. 

access to fair deal funding where required 

- Services providing rehabilitation to stroke survivors should be governed 

appropriately with access to medical support and acute hospital services as required.  

- Rehabilitation services should reflect national and international best practice 

evidence with respect to therapies and interventions provided.  

The NSP is aware of many excellent services providing inpatient rehabilitation across the 

country to stroke survivors. The purpose of these recommendations is to try and highlight 

the need for equitable access to appropriately resourced rehabilitation services and facilities 

irrespective of geographical location, age or ability to pay. 

 

Early Supported Discharge 
 

Early Supported Discharge (ESD) for stroke is an international model of best care for stroke 

patients that improves patient outcomes while facilitating a faster discharge home from 

hospital through the provision of stroke specific rehabilitation in the home setting35. A 

consensus has emerged from international research that stroke survivors with mild to 

moderate disability are appropriate for an ESD approach, while the needs of survivors with 

more severe disability are better met by specialised inpatient rehabilitation. ESD can be 

expected to improve disability outcomes, quality of life, reduce the likelihood of long-term 

care institutional care and reduce the length of stay in hospital. Key results of the Cochrane 

review (Langhorne 2017) showed a reduction of 5-6 days for hospital stay in the ESD group, 

and six months after stroke ESD patients were more likely to be living at home and to be 

independent in daily activities.  

                                                           
35

 Early supported discharge services for stroke patients: a meta-analysis of individual patients’ data. Langhorne et al. Lancet 2005; 365: 

501–06 
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The National Cardiovascular Health Policy Changing Cardiovascular Health 2010-2019 

recommended that ESD services be developed for stroke patients 36and development of ESD 

services is a key area within the National Stroke Programme Model of Care 2012 37  

The recommendations of the Stroke Strategy with respect to ESD are outlined in three 

phases: 

1. Consolidation of existing six ESD teams & expansion to 4 additional sites =  €2,257,470 

2. ESD Service Expansion – Year 2 =       €1,819,477 

3. ESD Service Expansion - Year 3 =       €827,035 

Total cost of ESD expansion is         €4,903,982 

 

Sláintecare emphasises the importance of patient centred care and its delivery ‘as close to 

home as possible’ and ESD is fully aligned to these principles. The estimated ≈5,500 beds 

days released back into the acute hospital system through the ESD expansion (table 10) 

demonstrates the possibility for more efficient use of hospital beds, with positive impacts 

on patient flow and unscheduled care management in particular. The resulting increase in 

access to stroke unit beds will also improve outcomes.  

In addition provision of specialist stroke services from within the ESD teams to stroke 

patients in nursing homes may significantly improve quality of life, support both patient and 

staff in the transition to a fuller life in residential care and prevent unnecessary readmission 

to acute hospital. 

Table 5; Composition and cost of ESD team  

 mid-point  PRSI total gross Oct 
2020 

 1 WTE Occupational Therapist, Senior          58,841       6,057  64,973 

 1 WTE Physiotherapist, Senior          58,841       5,927  65,682 

1 WTE Speech & Language Therapist, Senior          58,840       5,861  64,818 

 0.5 WTE Social Worker, Senior Medical          63,987       6,441  35,912 

 0.5 WTE Clinical Nurse Specialist (General)          54,920       5,385  32,357 

1 WTE Therapy assistant (pt)         33,169       3,580  37,072 

Non - pay 30,000 

Total cost 1 ESD team 330,814 

                                                           
36 https://health.gov.ie/wp-content/uploads/2016/04/changing_cardiovascular_health.pdf 
37 https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/stroke-model-of-care.pdf . 

https://health.gov.ie/wp-content/uploads/2016/04/changing_cardiovascular_health.pdf
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/stroke-model-of-care.pdf
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Baseline of current services 

The implementation of ESD programmes in Ireland has been realised as a model of care and 

continues to grow in activity year on year despite inadequate human and financial 

resourcing.  

There are currently six teams providing Early Supported Discharge for Stroke patients in 

Ireland 

 Mater Misericordiae University Hospital (MMUH) commenced in 2011 

 Tallaght University Hospital (TUH) commenced in 2012 

 University Hospital Galway (UHG) commenced in 2013 

 University Hospital Limerick (UHL) commenced in 2018 

 Cork University Hospital/ Mercy University Hospital (CUH/MUH) commenced in 2018 

 Beaumont Hospital (BH) commenced in 2018 

 

These services were established through re-configuration of existing health and social care 

profession staffing and funding provided through the National Stroke Programme and 

Integrated Care Programme for Patient Flow. In 2018 Beaumont Hospital established an ESD 

team, availing of Winter Initiative Funding. 

ESD figures are reported monthly to the NSP from all ESD teams. In 2018, 366 patients 

accessed ESD services, representing 20% of stroke patients discharged alive, across the five 

sites. This is an increase from 11.7% in 2016, (Table 6). 

ESD should now be viewed as the normal model of care for stroke and developed as a key 

component of a comprehensive package of care for the stroke patient with milder levels of 

disability. 

Table 6. ESD activity 2016-2019 

 2016 2017 2018 2019 

University Hospital Galway 37 (13.6%) 47 (16.2%) 66 (27%) 46 (17.6%) 

Mater Misericordiae University Hospital 56 (15.8) 62 (20.8%) 78 (25%) 73 (19.6%) 

Tallaght University Hospital* 25 (11%) 26 (12.7%) 30 (15%) 51 (11%) 



 

44 
 

St James’s Hospital* 17 (6.5%) 11 (4.6%) 16 (8%) 

Cork/Mercy University Hospitals** N/A N/A 66 (15%) 70 (12.4%) 

University Hospital Limerick N/A N/A 59 (20%) 87 (22%) 

Beaumont Hospital  N/A N/A 51 (24%) 52 (16.25%) 

*Single shared ESD team. 
** Half ESD team with largest catchment area for stroke in the country. 

 

ESD is available for up to 8 weeks should a patient require on-going intensive rehabilitation. 

However, on average people require 4.5 weeks of ESD intervention. 

The published evidence supporting ESD relates most often to urban areas. However, of the 

three pilot programmes, Galway University Hospital (GUH) recorded the biggest bed-day 

savings, despite having the only current programme serving rural dwellers who make up 

one-third of its patient numbers. Recent research in Norway supports the Galway 

experience by showing that ESD gains can be achieved in outpatient settings as well as in 

the home environment (Hofstad, 2014). This demonstrates that a sustainable case for a 

national ESD programme can be proposed and executed in Ireland for both urban and rural 

areas 

It is clear that expanding ESD services will facilitate more efficient use of hospital beds, with 

positive impacts on patient flow and unscheduled care management in particular. The 

resulting increase in access to stroke unit beds will also improve outcomes. 

 

Proposed ESD Network in Ireland 

The aim of the NSP is to have 21 ESD teams in place by 2023 with the intention of covering 

92% of stroke services.  

The proposal recommends:  

1. Commissioning of full ESD teams at existing sites & expansion to 4 new sites i.e. St 

James’ Hospital, Connolly Hospital, St Vincents Hospital and OLOL Drogheda. 

 

This involves the consolidation of six existing teams to ensure consistent delivery of services 

and sustainability of ESD services. No currently operational ESD team has a full complement 
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of staff and this puts the future viability and efficiency of the ESD team at risk. Table 3. 

Indicates the cost of ensuring the sustainability of the current ESD services. 
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 OT, Senior          58,841       6,057      64,973  0 0 0 0.5 0 1 1 1 1 0.5 5 324865 

 PT, Senior          58,841       5,927      65,682  0 0 0 0.5 0 1 1 1 1 0.5 5 328410 

 SLT, Senior          58,840       5,861      64,818  0.5 0.5 0.6 1 0.5 1 1 1 1 0.5 7.6 492,617 

MSW Senior          63,987       6,441      71,823  0 0.3 0 0.75 0.5 0.25 0.5 0.5 0.5 0.25 3.55 254,972 

 CNS          54,920       5,385      64,713  0.5 0.5 0.5 0.75 0 0.25 0.5 0.5 0.5 0.25 4.25 275,030 

therapy assistant          33,169       3,580      37,072  0 0 1 1.5 1 1 1 1 1 0.5 8 296576 

total pay     33.4 1972470 

non-pay 30,000 x 9 15,000  285,000 

total pay + non-pay  
  

2257470 

Table 7: requirements for phase 1 ESD expansion 

 

2. ESD Service Expansion Phase 2 & 3 

The NSP has an ambitious target of rolling out ESD throughout the HSE network of acute 

hospitals. This will ensure that stroke patients can benefit from this evidenced based 

intervention regardless of their geographical location. Four new teams are planned for Year 

1 and five in Year 2.  Table 3. Indicates the costs of ESD expansion over Year 2 and table 

shows Year 3 proposed expansion. 

Year Site Cost 

Year 2 Mayo University Hospital 330,814 

 Naas General  Hospital 330,814 

 Kilkenny General Hospital* 165407 

 University Hospital Waterford* 165407 

 Wexford General Hospital* 165407 

 Kerry University Hospital  330,814 

 Letterkenny 330,814 

 Year 2 Total €1,819,477 
*Smaller population half ESD funded 

Table 8. Year 2 ESD Expansion 
 

Year Site Cost 

Year 3 Sligo 330,814 

 Cavan* 165407 

 Mullingar* 165407 

 South Tipperary General* 165407 
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 Year 3 Total €827035 
*Smaller population half ESD funded 

Table 9: Year 3 ESD expansion 

 

Service User Benefit and Activity Uplift 

The cumulative cost of consolidating six teams and establishing 14 additional teams is 

€4,738,575. The 2017 Cochrane Review of ESD services for people with acute stroke showed 

a reduction of 5-6 days for hospital stay in the ESD group, and six months after stroke ESD 

patients were more likely to be living at home, to be independent in daily activities 

(Langhorne P, 2017). It is estimated that 22 teams seeing 20% of all stroke discharges would 

equate to approximately 996 patients with an associated bed day saving of >5480 annually, 

table 10 

 

Table 10: Anticipated figures based on 2019 HIPE data  

 

Stroke Key-worker 
 

A stroke can be a life-changing event for many 

patients and their physical abilities may not 

recover to their pre-stroke state. This can be 

very frightening for patients who are suddenly 

alone and without the support of the hospital 

multi-disciplinary stroke team who have supported and encouraged them since their acute 

stroke. 

Social and emotional support play a vital role in stroke recovery by providing tools for 

effective coping, reducing distress, building self-confidence and providing an outlet for both 

survivors and carers who may otherwise be isolated. This includes help both to make the 

 Year 1 plan - 10 
sites 

Year 2 plan - 17 
sites 

Year 3 – 20 sites 

Total Stroke Discharges  3166 4422 4983 

20% ESD Cases 633 884 996 

Bed Days Saved  
(based on Av reduction in LOS  in published evidence)  

3483 4,864 5,480 
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transition from hospital back to the community and longer-term peer support that can 

improve quality of life and overall health.  

We propose the introduction of a Stroke Key worker who will act as a valuable resource for 

Stroke patients. They support the stroke patient and their carers as they transition from a 

hospital based acute stroke phase to returning to live in the community. 

The Stroke Key Worker uniquely operates in both the Hospital and Community Setting. They 

develop a relationship with the patient while they are in the acute hospital or rehabilitation 

setting. They attend the stroke multi-disciplinary meetings and have a full understanding of 

the patient’s physical and psychological state. They will be fully aware of the patient’s 

limitations but also their future rehabilitation and goals.  They will support the patient in 

their return to the community to ensure a robust handover and seamless transfer of care to 

community services. This integration across the acute hospital and community sector, 

building clinical relationships with the acute stroke and community rehabilitation teams is a 

key enabler for the patient.  

The HSE  and the Irish Heart Foundation (IHF)  have joined together to fund a  pilot which 

will employ a  Stroke  Key worker in CHO5 ( Kilkenny / Carlow  stroke service ) for  an initial 2 

year period. The post will be advertised in Q3 2020 and in place by Q4 2020.  The post is 

embedded within the HSE primary care structure and is therefore consistent with the aims 

of Sláintecare in increasing support for patients in their communities.  It recognises the 

importance of funding support services for stroke patients in the community. The key 

worker role will be evaluated prospectively band it is anticipated that there will be a roll out 

of further stroke key workers in the future.  

Of note, the Implementation Framework for the Neurorehabilitation Strategy and the model 

of care of the National Clinical Programme for Rehabilitation Medicine advocate for the 

inclusion of neuro specific Case Managers in each community neurorehabilitation team. This 

may represent an opportunity for close collaboration or integration of roles in the future. 

 

Key-Roles 

In Hospital Role 
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 Develop a relationship with the stroke patient and their carers 

 Assessment of patient post-acute stroke (hospital or rehabilitation facility)  

 Liaise with the acute stroke unit staff regarding post stroke physical and cognitive 

deficits 

 Attend multidisciplinary (MDT) meetings to gain insight into patient’s clinical and 

psychological needs 

 Liaise with the MDT team with regard to preparing for hospital discharge 

 Outline community supporting role to the stroke patient and their family/carer/s 

 Evaluate any readmission risk 

 

Community Role (patient’s home) 

 Monitor  physical and psychological needs on returning to the community 

 Agree and commence regular “goal- setting” based on an individual recovery plan 

 Assess carer stress 

 Assess understanding and compliance with medications.   

 Facilitate Referral to  Community Therapy  

o Physiotherapy, Speech and Language Therapy and Occupational Therapy 

review  

 Engage with  Community Nursing support to coordinate 

o Public Health Nurse review 

o Care Needs and Home Care Package review 

o Respite (elective and emergency) 

o Day centre 

 Assess Need for Psychological support and referral 

 Organise attendance at  local Stroke Support group  

 Outline and agree review dates with patient (Initial, 1/12, 3/12 and 6/12) 

 Provide emergency support numbers for patient and carer 

 

 

Community Role (Residential Facility) 
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 Agree “goal-setting” based on individual recovery plan with patient  

 Organise Community Therapy Support 

o Physiotherapy, Speech and Language Therapy and Occupational Therapy  

 Liaise with Director of Care with regard to patient needs 

o Assess / review need for psychological support 

o Facilitate / Organise attendance at local Stroke Support Group 

 

 

Benefits of the Key-Worker function in collaboration with an effective community based 

rehabilitation service; 

 Reduction in Home Supports 

 Greater patients satisfaction of post stroke recovery as evidenced by Patient 

Satisfaction Surveys 

 Reduction in Carer Burden  

 Reduced need for formal (HSE Carers) and informal Carer support 

 Facilitate return to work. Goal setting may involve a return to work or a retraining 

Net tax contributor versus Social welfare recipient 

 Early identification of physical deterioration or decompensation  

 Reduction in emergency GP visits  

 Reduction in post stroke hospital re-admission rate  

 

Psychological Services  
 

The physical effects of stroke are evident and ‘visible’ and 

there have been improvements, albeit limited, to services to 

meet these needs. The less easily seen psychological and 

social consequences, ‘invisible’ deficits, are equally or even 

more important to people with stroke and their families and 

carers. In Ireland, these needs have been greatly overlooked 

not least because the significant benefits of meeting these 
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less tangible needs are difficult to quantify.  

The British Psychological Society guidance for stroke services note “In addition to the physical 

problems following stroke, at least 35 per cent of patients will have cognitive impairment, 30 per 

cent will suffer from depression at some point post-stroke, and a significant minority will develop 

challenging behaviours. Such difficulties impede rehabilitation and prolong the adjustment process 

that increases the costs of rehabilitation to already stretched services” (BPS, 2010, P2). 

Post-stroke cognitive impairment is common, as is progression of this cognitive impairment to 

dementia, especially in a context of further stroke. Thus, stroke is considered the most preventable 

cause of dementia. Interventions that improve cognitive impairment post-stroke, minimise or 

improve functional impairments and reduce further cognitive decline and admission rates to long 

term care (LTC) are likely to reduce the overall costs to the individual, as well as the economic costs 

to society of post-stroke care, and health and social care costs more generally. If un-managed, 

cognitive impairment and emotional distress is likely to interfere with patients’ capacity to adhere to 

their medication, rehabilitation and broader treatment regimes.  

 

Evidence Base 

NICE guidelines recommend that each stroke patient receive cognitive screening within 6 

weeks of stroke, regardless of stroke severity, in order to identify cognitive deficits. 

There is very little evidence that post-stroke mood or cognition is routinely tested in Ireland. 

The Irish National Cardiovascular Health Policy has highlighted that the lack of inclusion of 

cognitive rehabilitation as part of standard stroke rehabilitation is of major concern38 .There 

is a dearth of research to quantify the type of deficits faced by stroke patients in the long-

term aftermath of stroke and this is particularly the case for haemorrhagic strokes. The first Irish 

National Audit of Stroke Care (INASC) documented the status of services in 2006-2007, finding an 

almost complete absence of psychological services for patients with cognitive impairment and mood 

difficulties after stroke.  

Current Irish data, McElwaine et al 2015, indicates that this situation has not changed – while 76% of 

patients see a clinical nurse specialist after stroke and 81% see a physiotherapist, just 3% see a 

psychologist. Thus, there is substantial unmet need in relation to psychological services post-stroke. 

This gap in care is not exclusive to Ireland and is poorly profiled also in other countries.  

                                                           
38

 https://health.gov.ie/wpcontent/uploads/2016/04/changing_cardiovascular_health.pdf  

https://health.gov.ie/wpcontent/uploads/2016/04/changing_cardiovascular_health.pdf
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Recommendation for increased Psychology Services in Stroke 

A well-funded and resourced clinical neuropsychology service can address the needs of 

patients at acute, post-acute and long-term stages of care, both in the clinic and at home. 

These services can manage a range of sequelae and support caregivers and family members 

in their management. They can liaise with community rehabilitation in the management of 

cognitive and behavioural difficulties. 

The British Association of Stroke Physicians (BASP 2016) recommendations for stroke 

staffing in stroke units has been used to identify the staffing required to support 

rehabilitation in acute care 

https://www.strokeaudit.org/SupportFiles/Documents/Guidelines/2016-National-Clinical-

Guideline-for-Stroke-5t-(1).aspx.    

As with other disciplines it is recommended that we enhance the service in a graduated way 

allowing the Hospital Groups structure to facilitate shared posts within the group. The 

recommendation of the Stroke Strategy is that this aspect of recruitment is carried out over 

a three year period as per below (Table 11). 

In relation to community services the Stroke Strategy recommends full alignment with the 

development of the Neurorehabilitation Strategy which has mapped out lifelong needs of 

patients in all aspects of rehabilitation including fully resourced psychological support.  

 

 

Hospital 
Group 

Hospital Name Current 
WTE Psych 

Required 
WTE Psych  

Year 1 
Post/ 
Cost 

Year 2 
Post/ 
Cost 

Year 3 
Post/ 
Cost 

Dublin 
Midlands 

St James's Hospital 0 1 1WTE 
€85455 

0.3 
WTE 
€25,63
6 
 
 

0.4 wte  
€34,182 Tallaght University Hospital 0.7 1 

Naas General Hospital 0.3 0.7 

Midland Regional Hospital Tullamore - - 

Midland Regional Hospital Portlaoise - - 

Ireland 
East 

Mater Misericordiae University 
Hospital 

0 1 1WTE  
€85455 

1WTE  
€85455 

1WTE  
€85455 

https://www.strokeaudit.org/SupportFiles/Documents/Guidelines/2016-National-Clinical-Guideline-for-Stroke-5t-(1).aspx
https://www.strokeaudit.org/SupportFiles/Documents/Guidelines/2016-National-Clinical-Guideline-for-Stroke-5t-(1).aspx
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 Table 11; Current and required psychological support needed for stroke services nationally   

 

 

Stroke Passport 
Feedback from stroke patients tells us that when they leave hospital they feel abandoned; 

with ‘little to no support’ for them and their carers, and that services aren’t ‘joined up’. The 

UK Stroke Guidelines highlight stroke patients’ social care needs alongside health care needs 

after their stroke, therefore prior to discharge from hospital, they should receive a plan, 

which combines both aspects if applicable. Because people with stroke often feel 

abandoned after they leave hospital, they should also be given the name of a person they 

can contact. This can take the form of a stroke passport, a repository for their personalised 

information relating to their stroke journey. Following consultation exercise conducted by 

members of the Rehabilitation and Restoration to Living working group with: health care 

professionals in stroke rehabilitation, members of the rehabilitation and restoration to living 

St Vincent' University Hospital 0 1.4 

Midland Regional Hospital Mullingar 0 0.4 

Wexford General Hospital 0 0.5 

St Luke's Hospital Kilkenny 0 0.4 

Our Lady's Hospital Navan - - 

RCSI 
Hospitals 

Beaumont Hospital 0 1.7 1WTE  
€85455 

1WTE  
€85455 

1WTE 
€85455 Our Lady of Lourdes Hospital 

Drogheda 
0 0.6 

Cavan General Hospital 0 0.5 

Connolly Hospital 0 1.2 

Saolta Galway University Hospital 0.1 1.2 1WTE  
€85455 

1WTE  
€85455 

1WTE 
€85455 Portiuncula Hospital * 0 0.2 

Mayo University Hospital 0 0.4 

Sligo University Hospital 0 0.4 

Letterkenny University Hospital 0 0.7 

South/ 
Southwest 

Cork University Hospital 0 1.4 1WTE  
€85455 

1WTE  
€85455 

1WTE 
€85455 Mercy University Hospital 0 0.4 

South Tipperary General Hospital 0 0.4 

University Hospital Waterford 0 0.4 

University Hospital Kerry 0 0.4 

Bantry General Hospital 0 0.4 

University
Limerick 

University Hospital Limerick 0.5 1  0.5 
WTE 
€42728 

 

Annual Total 5 WTE 
€427,275 

4.8 WTE 
€410,184 

4.4 WTE 
€376,002 

Three Year Total cost; €1,213,461 
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working group, the Irish Heart Foundation (IHF) and stroke survivors - there is support for 

introducing a stroke passport on a pilot basis. 

This stroke passport allows the patient to keep clear and up-to-date records of treatment 

and support available throughout their rehabilitation. It can allow the patient to set goal 

setting targets to help them in “getting their life back”. The health professionals who have 

been caring for them can complete some sections before the patient goes home. The 

patient can keep updating it as they continue to make progress in their recovery by setting 

new goals to work towards. The stroke passport should contain information about their 

stroke, MDT contacts, their condition, stroke medication etc. This makes the passport a 

useful document for them to take to clinic appointments with them, when they meet new 

professionals. It contains information relevant to them, their condition and their treatment 

as well as advice and support to help them with life after stroke. A stroke passport can also 

make the transition from acute care to community care as seamless as possible for patients 

and their caregivers. 

Suggested sections of the stroke passport 

- Record information about their health and care 

- Identify their strengths, needs and questions 

- Help set goals to recover, live well and prevent another stroke 

- Understand and monitor the risks factors related to their stroke 

- Keep track of their progress 

- Communicate with their health care team and caregivers 

- Find resources and support services to meet their needs 

 

The Stroke Passport would be maintained and owned by the patient, and can help the 

individual to retain control of their care during their recovery from stroke. It can be 

completed pre-hospital discharge. We propose an initial hard copy, with consideration of a 

future interactive document designed to help stroke patients feel fully informed and 

engaged in their recovery and to link information provided by their MDT, especially after 

they are discharged from hospital. Future consideration could also be given to a series of 

passports/booklets which could cover the different stages of the stroke journey; early 
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(hospital) treatment, rehabilitation and life after a stroke. We propose that a stroke 

passport should be developed in conjunction with the HSE National Documentation Office 

and piloted further. 

 

Voluntary Sector 

The national stroke programme recognises the significant role the voluntary sector plays in 

increasing awareness about stroke through media campaigns, aiding the recovery and 

providing support to stroke survivors through organised educational events, stroke survivor 

awards, stoke support groups and more recently formally trained peer-to-peer telephone 

helpline for stroke patients leaving hospital such as that offered by the Irish Heart 

Foundation. These activities are important to the public at large and as part of people’s 

recovery after stroke. The NSP considers them to be essential in terms of maintaining the 

wellbeing of people in the community in the long term post stroke.   

 

The recommendations of the NSP in relation to Rehabilitation & Restoration to living are 

as follows; 

 Early Supported Discharge (ESD) teams to be fully commissioned across 22 high 

activity sites over a two year period to cover 92% of the stroke inpatient 

population, a fifth of whom could be eligible for ESD. Effective ESD services have 

the potential to release ≈5,500 bed days into the acute hospital system per annum, 

as such the service effectively pays for itself. 

 

 A ‘Stroke Key Worker’ resource is to be appointed* in each CHO so that discharged 

stroke patients and their families have access to the specific support and advice 

needed for a successful transition from their hospital based care to returning to 

live in the community. Total Investment of €591,000 . (* National Strategy & Policy 

for the Provision of Neuro Rehabilitation Services in Ireland also recommends a ‘case 

worker’ as part of its community neuro-rehabilitation teams ) 
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 Stroke Psychology Services to be aligned to international staffing 

recommendations and 14.2 extra posts to be created nationally across stroke 

services over 3 years at a total investment of €1.24 million. 

 

 All stroke patients to have a ‘Stroke Passport’ developed in conjunction with the 

HSE national documentation office detailing information relating to their stroke, 

strengths and needs, risk factor management, medicines, key contact numbers, 

entitlements and resources available to them. A recurring production cost of 

approximately €6,000 per annum.  

 

 

4. Education and Research 
The NSP strongly recommends ring-fenced funding from the Department of Health to 

support research into and education and learning in cerebrovascular disease to reduce 

morbidity and mortality from transient ischaemic attack (TIA) and stroke. Research in stroke 

and cerebrovascular disease in Ireland has been poorly funded until relatively recently prior 

to the formation of the Health Research 

Board / Irish Heart Foundation Stroke 

Clinical Trials Network Ireland (SCTNI), 

and has been driven by committed 

clinical researchers, some of whom are 

international leaders in their field.   The formation of the SCTNI has led to our first ‘home-

grown’ multicentre international trial called ‘CONVINCE’, examining the role of colchicine in 

the prevention of recurrent stroke after TIA or ischaemic stroke.  

 
The SCTNI has also taken a leading role in the establishment of the European Stroke 

Organisation Trials Alliance (ESOTA) which has given Ireland a strong profile in and increased 

capability to participate in important international clinical trials in TIA and stroke. 

Furthermore, the SCTNI has now agreed to support innovative clinical translational research, 

observational studies and other original research studies led by Irish researchers, which are 

essential to the development of and planning of future clinical trials. Participation in such 
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research is often directly translational both in terms of the discovery of new treatments and 

in the development of critical clinical infrastructure and pathways to deliver care. Our 

National Thrombectomy Service is a good example, whereby care pathways and co-

operation between hospitals was fostered and formalised by our participation in an 

international trial of acute endovascular treatment in acute stroke called ESCAPE. 

Because stroke is becoming the second leading cause of death and is the leading cause of 

acquired adult physical neurological disability in Ireland, the NSP is keen to ensure that a 

multidisciplinary educational curriculum in cerebrovascular disease and stroke is available to 

enable training of our healthcare workers.  

 

 

 

 

 

 

 

1. Research  
 

 

(A) Senior Clinical Academic Appointments: 

The key aspect of this strategy is to fund one Senior Clinical Academic appointment per 

University and linked Hospital Group to establish ‘‘Chairs in Neurovascular and Stroke 

Medicine’ at Trinity College Dublin (TCD) / University College Dublin (UCD) / Royal College of 

Surgeons in Ireland (RCSI) / National University of Ireland, Galway (NUIG) / University 

College Cork (UCC) / University of Limerick (UL) and affiliated Hospital groups (6 posts in 

total).  

The posts will be open to suitable applicants from several key disciplines of medicine, 

including Vascular Neurology, Older-Adult / Geriatric Medicine, or Clinical Pharmacology 

with expertise in Stroke Medicine to lead and drive inter-disciplinary research and education 

in neurovascular and stroke medicine nationally and enhance our international reputation. 

The education and research component of the national stroke strategy aims to: 

 Support clinically-important and innovative research at a senior and junior clinical and 

academic level to enhance our knowledge base and treatment options 

 Be inclusive and trans-disciplinary to develop research by and post-graduate education of 

Medical Staff, Health and Social Care Professionals (HSCPs) and Nursing Staff involved in TIA 

and stroke care throughout the Republic of Ireland 

 Promote training, employment, career development and retention of professionals involved in 

this critically-important area of medicine 

 Support, consolidate but not duplicate the work of the HRB-funded Stroke Clinical Trials 

Network Ireland (SCTNI) 

 Focus on post-graduate education and learning, with undergraduate education and learning 

remaining the remit of the Medical Schools, Universities and Training Bodies 



 

57 
 

These appointments will foster the development of early and advanced clinical translational, 

clinical observational and epidemiological research studies, and enhance the development 

and participation in innovative and existing national and international clinical trials in 

collaboration with colleagues in the SCTNI.  Posts need to be costed at Medical Professorial 

Consultant level to provide mentorship and leadership particularly to postgraduates, but 

also to undergraduates in affiliated Universities. If insufficient applicants are available in the 

current climate, individual Universities may opt to appoint some staff at Associate Professor 

/ Senior Lecturer level initially with a view to subsequent promotion, pending successful 

appraisal procedures over time. 

Each job description should include a 60% Academic and a 40% Clinical commitment. 

Cost of Professor in Neurovascular and Stroke Medicine  

o Type A consultant contract € 231.249    mid-point (pre1/10/2012 appointment) 

€207,587     mid-point  (post 1/10/2012 appointment) 

o Type B consultant contract   €216,201     mid-point  (pre 1/10/2012 appointment) 

€197,407    mid-point  (post 1/10/2012 appointment) 

 

Salary cost for 6 Professors in Neurovascular and Stroke Medicine   

€1,184,442 – 1,387,494 

Total cost (inclusive of PRSI @10.95% and pension contribution of 20%) 

      €1,551,026 – 1,816,98 

(B) Clinical NCHD Appointments: 

There is a requirement to secure funding for the appointment of 1 Clinical NCHD at Registrar 

level (mid-point on the scale) per Senior Academic appointment to each of the relevant 

Hospital groups to support clinical service provision, audit and research (6 posts in total). 

These clinical Registrar posts in Vascular Neurology, Older Adult / Geriatric Medicine, or 

Clinical Pharmacology are considered essential to assist the appointed Senior Academic 

Chairs in each Clinical Department / University in successfully carrying out her/his role. The 

NCHD appointees will be offered ‘Honorary Lecturer posts’ at the affiliated 

Universities/Medical Schools, which will also facilitate training and career progression. 

o Medical Registrar (non-SpR mid-point)    €60,124 
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o Employer PRSI 10.95%    €6,583 

o Pension contribution 20%     €12,024   

o Total for clinical NCHD post     €78,731 

Total cost of NCHD support staff (x 6)    €472,389 

 

C) Postgraduate ‘Stroke Research Fellowships’:  

To support postgraduate research, the NSP seeks protected funding for 3 Postgraduate 

‘Stroke Research Fellowships’ each year. These should each be costed at ‘medical PhD level’ 

to ensure that there is adequate funding to support the best applicants each year. 

Applicants should apply for funding for 1 year in the first instance, with the option of 

reapplying for ongoing funding for up to 4 years to support staff working on clinically-

relevant research studies with a view to a higher degree (PhD, MD or MSc).  The application 

process would be competitive, peer-reviewed, and pending agreement following 

forthcoming discussions, we hope that these fellowships will be administered through the 

RCPI and open to postgraduate research applicants from Medical (Older Adult / Geriatric 

Medicine, Vascular Neurology or Clinical Pharmacology with expertise in Stroke Medicine), 

HSCP (Physiotherapy, Occupational Therapy, Speech and Language Therapy, Clinical 

Nutrition and Dietetics, Clinical Neuropsychology, Medical Social Work) and Nursing 

backgrounds. At present, there are only 11.43 WTE staff in dedicated Medical (N = 6), HSCP 

(N = 0) or Nursing (N = 5.43) research posts focused on research into the commonest cause 

of acquired physical disability and the second-third commonest cause of death in middle-

high income countries. This aspect of the strategy will enable clinical academic career 

progression and enhance opportunities to develop future clinical academic posts between 

the Hospital groups and Universities  

 

Senior Research Fellow (mid-point scale) 

Gross  employer PRSI               pension 20%  Total cost 

56,304 6,222 11,261 73,786 
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Total costs for 3 proposed  annual stroke research fellowships   €221,358 

 

(D) Senior Medical, HSCP and Nursing Clinical and Academic Staff will encourage:  
 

- Postgraduate Medical, HSCP and Nursing staff to apply for research funding from 

current HRB-funded and other Charitable-funded programmes to foster training in 

grant writing, preparing ethics applications, data collection, analysis and 

interpretation and manuscript preparation 

- Medical trainees to apply for ICAT programmes because there are no ICAT trainees 

focused on cerebrovascular disease-specific research at present. The NSP will work 

with colleagues coordinating the ICAT programme to explore opportunities for 

developing a cerebrovascular disease-specific ICAT post also; 

- Collaboration with SCTNI colleagues to promote post-graduate academic staff 

development, foster links between staff in Hospital groups and Universities to 

facilitate engagement in existing and planned clinical studies and trials via the HRB-

funded SCTNI, thus  avoiding duplication of effort; Strategies to enhance the 

accessibility of potential clinical academic partners working in the area of 

cerebrovascular disease research in Ireland via web-based profiles of NSP members 

on the RCPI website, of Executive Committee Members of the SCTNI on the SCTNI 

website, and of Clinical and Academic members of the Irish Heart Foundation Council 

on Stroke on the Irish Heart Foundation website.   

 

2. Education and Learning :  
 

The NSP will focus on postgraduate education and learning, with undergraduate Medical, 

HSCP and Nursing education and learning remaining the remit of the Medical and HSCP 

Undergraduate Schools and Universities and their training programmes. However, senior 

and junior clinical academic development obviously affords the opportunity for staff to 

promote undergraduate education, learning and research also.  
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(A) Diploma in Stroke and Cerebrovascular Medicine : 
 

NSP staff will encourage medical trainees and nursing staff to complete the RCPI’s Diploma 

in Stroke and Cerebrovascular Medicine to attain training in the diagnosis, prevention, 

investigation, treatment, rehabilitation and interdisciplinary care of TIA and stroke patients.  

The Diploma is being revised at present with a view to enabling candidates to register for an 

MSc if they wish to pursue a post-graduate degree during their study period. This aspect of 

the strategy will be budget-neutral because registration for the Diploma is self-funded by 

the candidates. 

 

(B) Nurse Education Programme: 
 

NSP CAG members will encourage Clinical Nurse Specialists (CNSs) in Stroke to:   

- Continue the NMBI-accredited STARS on-line education and learning programme, 

which currently includes 19 modules with 9 advanced educational modules on 

prevention, acute treatment and rehabilitation of TIA and stroke patients. (Ongoing 

NMBI accreditation will be organised by Nursing representatives who collaborate 

closely with the NSP CAG);  

- Progress with their training and career development by registering for available 

University courses to achieve accreditation as Advanced Nurse Practitioners in 

Stroke; 

- Complete the RCPI’s Diploma in Stroke and Cerebrovascular Medicine as outlined 

above; 

- Continue to attend the Irish Heart Foundation (IHF) Council on Stroke (COS) Annual 

Scientific meeting. 

 

(C) HSCP ‘Cerebrovascular Disease-Specific’ Education:  

The NSP encourages HSCP participation in the following; 

- Level 1: e.g. STARS programme; 
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- Level 2: The NSP and affiliated staff need to promote more formal HSCP 

qualifications to facilitate sub-specialisation in stroke care, including completion of a 

Diploma/Cert/MSc/PhD thesis focused on cerebrovascular disease. 

Support for enhanced HSCP conference attendance at relevant scientific meetings is 

required to promote education and learning. 

 

(D) Continuing Professional Development and Annual Scientific Stroke meetings: 
 

Training, education and continuing professional development opportunities are important 

for the development and retention of our healthcare staff in stroke. 

NSP CAG have promoted the attendance of medical trainees in all relevant specialties and 

HSCP staff at the annual IHF Council on Stroke study day, Munster Stroke Network meeting, 

Stroke Clinical Trials Network Ireland (SCTNI) Study day and other RCPI-approved stroke 

scientific meetings. Registration fees required to fund not-for-profit scientific meetings has 

in part adversely impacted on attendance of all disciplines. The interdisciplinary nature of 

these meetings is a real strength and unique feature of stroke medicine meetings.   

Therefore, to support continuing professional development in stroke and improve 

attendance of all staff grades, an annual educational grant of €25,000 is requested, of which 

a third will be reserved for doctors in training in relevant specialties.   

To support and improve attendance of specialist registrars in training who are attending or 

presenting at the meetings, the NSP CAG recommend:  

-  An allocation of €10,000 per annum to cover registration fees for attendance at a 

RCPI-approved stroke conference (€100 per SpR in a relevant training specialty in 

Geriatric Medicine, Neurology, Clinical Pharmacology, Neuroradiology or 

Rehabilitation Medicine,  

- Advertising all RCPI-approved Irish stroke meetings across the hospital and university 

networks  

To improve ANP, CNS and HSCP attendance at  approved stroke study days, the NSP CAG 

will: 
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- Request funding of €100 per delegate per year for 150 delegates (€15,000 in 

total to cover registration and bursaries for both HSCPs and ANPs/ CNSs in Stroke 

- combined for practical budgetary purposes in this section of the strategy 

document).  

- Identify Nursing and HSCP leads for CPD in stroke allied to the different Hospital 

Groups and Universities to advertise the meetings internally within their 

networks; 

- Encourage adequate dedicated nursing and HSCP workshops and parallel 

sessions relevant and appropriate to the interdisciplinary nature of stroke care at 

RCPI-approved Irish stroke meetings.   

- Promote development of a ‘lunchtime networking event’ for nursing and HSCP 

staff to encourage staff to develop a focused research interest in cerebrovascular 

disease, to encourage collaboration and to provide mentoring to more junior 

members of staff; 

NSP and CAG members will continue to promote trainee and staff attendance at other 

Stroke Medicine / Vascular Neurology meetings each year, including e.g. at the annual 

meetings of the European Stroke Organisation, British Association of Stroke Physicians, 

International Stroke Conference, American Academy of Neurology and other specialty-

specific national meetings. 

 

Public Education  

Public awareness and education regarding the risk factors for TIA and stroke, signs and 

symptoms of same and the course of action to be taken if a stroke is suspected, are 

important to ensure we maximise the potential for primary prevention of stroke and 

optimise the effects of acute and secondary preventive treatments of TIA and stroke 

through our public health messaging.  

 

The impact of public awareness on patient outcomes should not be underestimated, 

particularly with respect to timeframes for thrombolysis. The Irish National Stroke Register 

and Sentinel Stroke National Audit Programme (SSNAP) reports both showed that only 12% 
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of patients with confirmed ischaemic stroke received thrombolysis, and delay in 

presentation remains a major barrier to effective acute stroke treatment. 

 

There is evidence that the gains made in public awareness regarding symptoms and signs of 

stroke, and what one should do in the case of a suspected stroke have regressed since the 

termination of the FAST TV campaign, especially in more deprived socioeconomic areas. The 

duration of time from symptom onset to presentation is increasing in recent SSNAP reports, 

and only one third of Irish stroke patients present within a time frame which enables 

optimal acute stroke care. There is general agreement amongst members of the newly 

formed Irish National Audit for Stroke Governance Group and the NSP CAG that this is due, 

in part, to poor public awareness of the key symptoms of stroke.  

 

A ring-fenced budget is required to reignite this specific public education campaign 

regarding the symptoms and signs of acute stroke which should be coordinated by the HSE 

communications division, following agreement and advice from the NSP CAG. Members of 

the NSP CAG will provide this advice after joint consultation with other invested parties who 

are committed to stroke prevention and treatment e.g. the Irish Heart Foundation Council 

on Stroke, Stroke Prevention Atrial Fibrillation Ireland and the Irish patients association etc. 

 

Clinical Guidelines  

Stroke and cerebrovascular medicine is a rapidly evolving area of medicine and 

investigations, treatments and models of care are dynamically evolving in response to new 

research and evidence. Many countries have specific guidelines for stroke produced by 

expert committees e.g. RCP (UK). This is a continuous process, requiring rigorous, 

standarised methodology and scheduled updates which are responsive to new 

developments and systematic reviews and meta-analyses of available evidence. The 

approach has the advantage of interpreting the evidence to promote best practice 

nationally, which also pragmatically addresses local and regional gaps in resources and 

knowledge.  We have not had any updated national stroke guidelines since the Irish Heart 

Foundation Council on Stroke published its inaugural guidelines for the organisation of 

stroke services and treatment of TIA and acute stroke in 2009.     Many ‘local’ documents 
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from the IHF Council on Stroke, National Thrombectomy service etc. exist and currently 

serve as de facto national clinical guidance for acute stroke treatments, but these guidelines 

need to be updated and formalised. 

The adoption and implementation of any new guidelines and an effective clinical response 

to deficits in stroke care identified by the Irish National Audit of Stroke (INAS) requires 

support through a systematic approach to Quality Improvement (QI) methodology and 

coaching. The introduction of a dedicated QI lead associated with the National 

Thrombectomy Service has seen significant improvements in patient care – supporting best 

practice guideline and the implementation of theory into practice.   

To standardise our approach to stroke guidelines and respond to INAS findings, the NSP 

proposes the establishment of a Stroke Guideline and Quality Improvement Resource to be 

based at the RCPI with the appropriate expertise to support the review, adoption and /or 

development of guidelines for the management and investigation of acute stroke and TIA 

and to facilitate a systematic QI approach to deficits in stroke care identified by INAS.      

The National Stroke Strategy 2020-2025 therefore recommends a total investment of 

€2.8m annually in Research and Education in stroke via the following key strategic 

provisions: 

 Creation of Professorships in Neurovascular and Stroke Medicine in our six 

medical schools to lead and drive inter-disciplinary research and education in 

neurovascular and stroke medicine nationally at university level and to enhance 

our international reputation. This represents a total investment of €1,551,026 –

1,816,980 per annum (inc. PRSI and pension costs). 

 Creation of 6 clinical Registrar posts to support the clinical service provision, audit 

and research essential to the function of the Senior Academic Chairs in each 

clinical department / university, representing an investment €472,389 per annum 

(inc. PRSI and pension costs). 

 The National Stroke Programme recommends the creation of 3 stroke research 

fellowships per annum with the aim of creating an opportunity for staff retention 

and development by pursuing degrees at MSs, MD, or PhD level. Research 

fellowships will be open to applicants from medical, nursing and HSCP disciplines, 
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awarded by competitive interview, with funding reviewed annually. Investment 

of €221,358 per annum (inc. PRSI and pension costs). 

 Provision for the creation and maintenance of evidence-based clinical guidelines 

which promote best contemporary standards of care for TIA and stroke patients. 

This is best achieved by a process which ensures robust methodology, continuous 

review and harnesses the available expertise of stroke clinicians through the 

Institute of Medicine at the Royal College of Physicians of Ireland (RCPI), linking in 

with the relevant specialty bodies. This requires a budget for a senior 

administrator with appropriate expertise, with provision for meeting, stipend and 

production costs.  Investment of €100,000 per annum is requested   

 Support for continuing professional development (CPD) in cerebrovascular and 

stroke medicine amongst medical NCHDs, HSCPs and stroke nurse specialists 

through the creation of bursaries for attendance at RCPI-approved and NSP-

approved national stroke study days.  A bursary fund of €25,000 annually is 

required to facilitate same.   

 Public awareness and education on aspects of TIA and stroke prevention and 

treatment needs to be supported by a ring-fenced annual budget within the HSE 

communications division, to be utilised as recommended by the NSP CAG after 

consultation with other collaborators, including e.g. The Irish Heart Foundation 

Council on Stroke, S.P.A.F.I., Irish Patients Association etc.  An investment of 

€300,000 per annum is requested.    

 Engage with RCPI for a dedicated resource of expertise for the development of 

national stroke guidelines and a systematic QI approach to deficits in stroke care 

identified in the annual Irish National Audit of Stroke (INAS). 

  

Appendix 1 – Membership stroke strategy pillars 

Prevention 
Chair: Paul Cotter, Consultant Gerontologist, Kilkenny. 
Clinical Lead; Prof Rónán Collins 
NSP Programme Manager; Joan McCormack until Oct 2019, Edina O’Driscoll from Feb 2020 
Nora Cunningham, ANP UHL. 
Kathy McSharry, Practice Nurse Lead, Donegal. 
Jackie Boyle, Dietitian 
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Sean Murphy, Joint-Director,Acute Stroke Service, MMUH, Associate Professor of Medicine, RCSI Medical 
School, UCD Associate Clinical Professor, UCD School  of Medicine, Dublin, Ireland 
Michael Murnane, Consultant Neurologist, Mater Misericordiae University Hospital  
Dan Ryan, Consultant Physician Geriatric and Stroke Medicine at Tallaght University Hospital 
Joe Harbison, Consultant Gerontologist, Associate Professor in Medical Gerontology, St James’s Hospital/TCD 
Acute Care and Cure 
Chair & Clinical lead: Prof Rónán Collins 
NSP Programme Manager; Joan McCormack until Oct 2019, Edina O’Driscoll from Feb 2020 
John Thornton, Consultant Neuroradiologist 
Karl Boyle, Consultant Gerontologist, Beaumont Hospital. 
Barry Moynihan, Consultant Gerontologist, Beaumont Hospital 
Liam Healy, Consultant Stroke Physician 
Rachael Doyle, Consultant Gerontologist, St Vincent's University Hospital and St. Columcille's Hospital.  Chair  
Irish Heart Foundation Council of Stroke 

Restoration and Rehabilitation 
Co-Chaired by:  
Rory McGovern, Consultant Geriatrician, St Luke’s Hospital Carlow Kilkenny  
Frances Horgan, Associate Professor in Physiotherapy, Royal College of Surgeons in Ireland  
Clinical Lead; Prof Rónán Collins 
NSP Programme Manager; Joan McCormack until Oct 2019, Edina O’Driscoll from Feb 2020 
Eugene  allace,  Consultant in Rehabilitation Medicine, NRH. 
Barry Moynihan, Consultant Gerontologist, Beaumont Hospital. 
Helen Kavanagh, Senior Physiotherapist, SJH. 
Libby Cunningham; Senior OT, Mater Misericordiae University Hospital  
Ciara Breen – OT Manager, University College Hospital Galway  
Laura O’Donnell, Senior Occupational Therapist, ESD Service, Tallaght University Hospital  
Siobhan Healy – Senior Dietician, Tallaght University Hospital  
Mary Diskin – Clinical Nurse Specialist Stroke, Portiuncula hospital  
 Suvi Dockree – Neuropsychologist, National Rehabilitation Hospital  
Chris Macey – Head of Advocacy, Irish Heart Foundation  

Education and Research 
Prof. Dominick McCabe (Chairperson), Consultant Neurologist, Clinical Professor in Neurology, AMNCH - 
Tallaght University Hospital / Trinity College Dublin. 
Prof Joe Harbison, Consultant Gerontologist, Associate Professor in Medical Gerontology, St James’s Hospital / 
Trinity College Dublin. 
Prof. Frances Horgan, Associate Professor, Interim Head of School of Physiotherapy, Royal College of Surgeons 
in Ireland.  
Prof Peter Kelly, Consultant Neurologist, Clinical Professor in Neurology, Mater Misericordiae University 
Hospital / University College Dublin. 
Prof. Riona Mulcahy, Consultant Gerontologist, University Hospital Waterford. 
Ms. Imelda Noone, Advanced Nurse Practitioner, St Vincent’s University Hospital. 
Prof. David Williams, Consultant Stroke Physician, Professor in Geriatric and Stroke Medicine, Beaumont 
Hospital / Royal College of Surgeons in Ireland. 
Ms. Joan McCormack, Programme Manager, National Stroke Programme.  
Clinical Lead; Prof Rónán Collins 

 

Appendix 2 – Nursing & HCA Ratios Stroke Units 

Hospital Group Hospital Name 

Recommended 
Number of 
Stroke Unit 
Beds 

Staff Nurse 
Recommended 
Stroke Unit 
Beds (1.16 per 
bed) 

HCA (.58 
per bed) 
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Dublin 
Midlands 

St James's Hospital 25 
  

Staffing for recommended stroke unit beds 
 

29 14.5 

Tallaght Hospital 25 
  Staffing for recommended stroke unit beds 

 
29 14.5 

Naas General Hospital 20 
  Staffing for recommended stroke unit beds 

 
23.2 11.6 

Ireland East 

Mater Misericordiae University Hospital 20 
  

Staffing for recommended stroke unit beds 
 

23.2 11.6 

St Vincent' University Hospital 30 
  Staffing for recommended stroke unit beds 

 
34.8 17.4 

Midland Regional Hospital Mullingar 10 
  Staffing for recommended stroke unit beds 

 
11.6 5.8 

Wexford General Hospital 10 
  

Staffing for recommended stroke unit beds 
 

11.6 5.8 

St Luke's Hospital Kilkenny 8 
  Staffing for recommended stroke unit beds 

 
9.3 4.6 

RCSI 

Beaumont Hospital 35 
  Staffing for recommended stroke unit beds 

 
40.6 20.3 

Our Lady of Lourdes Hospital Drogheda 12 
  

Cavan General Hospital 10 
  

Staffing for recommended stroke unit beds 
 

11.6 5.8 

Connolly Hospital 25 
  Staffing for recommended stroke unit beds 

 
29 14.5 

Saolta 

Galway University Hospital 25 
  

Staffing for recommended stroke unit beds 
 

29 14.5 

Portiuncula Hospital*** 5 
  

Staffing for recommended stroke unit beds 
 

4.4 2.4 

Mayo University Hospital 8 
  Staffing for recommended stroke unit beds 

 
9.3 4.6 

Sligo University Hospital 8 
  

Staffing for recommended stroke unit beds 
 

9.3 4.6 

Letterkenny University Hospital** 12 
  

Current staffing- not including CNS/ANP 
 

13.9 7 

South/ 
Southwest 

Cork University Hospital 30 
  Staffing for recommended stroke unit beds 

 
34.8 17.4 

Mercy University Hospital 5 
  

Staffing for recommended stroke unit beds 
 

5.8 2.9 

South Tipperary General Hospital Clonmel 8 
  

Staffing for recommended stroke unit beds 
 

9.3 4.6 

University Hospital Waterford 8 
  Staffing for recommended stroke unit beds 

 
9.3 4.6 

University Hospital Kerry 8 
  

Recommended staffing for current SU beds 
 

9.3 4.6 

Bantry General Hospital 5 
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Staffing for recommended stroke unit beds 
 

5.8 2.9 

University of 
Limerick 

University Hospital Limerick 20 
  

Staffing for recommended stroke unit beds 
 

23.2 11.6 

TOTAL POSTS REQUIRED FOR RECOMMENDED SU BEDS 205.02 143 
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Appendix 3 – HSCP staffing ratios 
 

Hospital 
Group 

Hospital Name 
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Dublin 
Midlands 

St James's Hospital 25 4.5 4.0 2.0 1.9 1.2 13.6 

Current HSCP staffing for stroke 
service   2.5 2.0 1.3 0.9 0.0 6.7 

Gap   2.0 2.0 0.7 1.0 1.2 6.9 

% Deficit   0.4 0.5 0.4 0.5 1.0   

Staffing required to make 50% 
capacity   2.3 2.0 1.0 0.9 0.6 6.8 

WTE required to makeup to a 50% 
capacity           0.6 0.6 

Cost Yr 1           45620.4 45620.4 

Staffing required to make 75% 
capacity   3.4 3.0 1.5 1.4 0.9   

WTE required to makeup to a 75% 
capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y2   73892.0 64972.9 32409.2 30034.5 22810.2 
224118.

9 

Staffing required to full capacity   4.5 4.0 2.0 1.9 1.2   

WTE required for 100% Capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y3   73892.0 64972.9 32409.2 29978.5 22810.2 
224062.

8 

Total 3yr cost   
147784.

0 
129945.

8 64818.4 60013.1 91240.8 
493802.

1 

Tallaght Hospital 25 4.5 4.0 2.0 1.9 1.2 13.6 

Current HSCP staffing for stroke 
service   1.3 1.5 1.5 1.0 0.6 5.9 

Gap   3.3 2.5 0.5 0.9 0.6 7.7 

% Deficit   0.7 0.6 0.3 0.5 0.5   

Staffing required to make 50% 
capacity   2.3 2.0 1.0 0.9 0.6 6.8 

WTE required to makeup to a 50% 
capacity   1.0 0.5       1.5 

Cost Yr 1   65681.8 32486.5       98168.3 

Staffing required to make 75% 
capacity   3.4 3.0 1.5 1.4 0.9   

WTE required to makeup to a 75% 
capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y2   73892.0 64972.9 32409.2 30034.5 22810.2 
224118.

9 

Staffing required to 100% capacity   4.5 4.0 2.0 1.9 1.2   

WTE required for 100% Capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y3   73892.0 64972.9 32409.2 29978.5 22810.2 
224062.

8 

Total 3yr Cost   
213465.

8 
162432.

3 64818.4 60013.1 45620.4 
546350.

0 

Naas General Hospital 20 3.6 3.2 1.6 1.5 1.0 10.9 

Current HSCP staffing for stroke 
service   1.3 0.9 1.0 0.0 0.3 3.5 

Gap   2.3 2.3 0.6 1.5 0.7 7.4 
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Cost Yr 1   32840.9 45481.0 64818.4 48704.7 13686.1 
205531.

1 

Staffing required to make 
75%capacity   2.7 2.4 1.2 1.1 0.7   

WTE required to makeup to a 75% 
capacity   0.9 0.8 0.4 0.4 0.2 2.7 

Cost Y2   59113.6 51978.3 25927.4 24352.3 18248.2 
179619.

8 

Staffing required to 100% capacity   3.6 3.2 1.6 1.5 1.0   

WTE required for 100% Capacity   0.9 0.8 0.4 0.4 0.2 2.7 

Cost Y3   59113.6 51978.3 25927.4 24352.3 18248.2 
179619.

8 

Total 3yr cost   
151068.

1 
149437.

7 
116673.

1 97409.3 50182.4 
564770.

7 

Midland Regional Hospital 
Tullamore               

Midland Regional Hospital 
Portlaoise               

Ireland East 

Mater Misericordiae University 
Hospital 20 3.6 3.2 1.6 1.5 1.0 10.9 

Current HSCP staffing for stroke 
service   2.0 2.0 0.7 0.5 0.0 5.2 

Gap   1.6 1.2 0.9 1.0 1.0 5.7 

% Deficit   0.4 0.4 0.6 0.7 1.0   

Staffing required to make 50% 
capacity   1.8 1.6 0.8 0.8 0.5 5.4 

WTE required to makeup to a 50% 
capacity   0.0 0.0 0.1 0.3 0.5 0.8 

Cost Yr 1   0.0 0.0 6481.8 16234.9 36496.3 59213.0 

Staffing required to make75% 
capacity   2.7 2.4 1.2 1.1 0.7   

WTE required to makeup to a 75% 
capacity   0.9 0.8 0.4 0.4 0.2 2.7 

Cost Y2   59113.6 51978.3 25927.4 24352.3 18248.2 
179619.

8 

Staffing required to 100% capacity   3.6 3.2 1.6 1.5 1.0   

WTE required for 100% Capacity   0.9 0.8 0.4 0.4 0.2 2.7 

Cost Y3   59113.6 51978.3 25927.4 24352.3 18248.2 
179619.

8 

Total 3yr cost   
118227.

2 
103956.

7 58336.6 64939.5 72992.6 
418452.

6 

St Vincent' University Hospital 30 5.4 4.8 2.4 2.2 1.4 16.2 

Current HSCP staffing for stroke 
service   2.0 3.0 1.0 0.3 0.0 6.3 

Gap   3.4 1.8 1.4 1.9 1.4 9.9 

% Deficit   0.6 0.4 0.6 0.9 1.0   

Staffing required to make 50% 
capacity   2.7 2.4 1.2 1.1 0.7 8.1 

WTE required to makeup to a 50% 
capacity   0.7 0.0 0.2 0.8 0.7 2.4 

Cost Yr 1   45977.3 0.0 12963.7 51951.6 53223.8 
164116.

4 

Staffing required to make 75% 
capacity   4.1 3.6 1.8 1.7 1.1   

WTE required to makeup to a 75% 
capacity   1.4 1.2 0.6 0.6 0.4 4.1 

Cost Y2   88670.4 77967.5 38891.0 35716.8 26611.9 
267857.

6 

Staffing required to 100% capacity   5.4 4.8 2.4 2.2 1.4   

WTE required for 100% Capacity   1.4 1.2 0.6 0.6 0.4 4.1 

Cost Y3   88670.4 77967.5 38891.0 35716.8 26611.9 
267857.

6 
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Total 3yr cost   
223318.

1 
155935.

0 90745.8 
123385.

1 
106447.

6 
699831.

6 

Midland Regional Hospital 
Mullingar 10 1.8 1.6 0.8 0.7 0.5 5.4 

Current HSCP staffing for stroke 
service   0.5 0.5 0.5 0.0 0.0 1.5 

Gap   1.3 1.1 0.3 0.7 0.5 3.9 

% Deficit   0.7 0.7 0.4 1.0 1.0   

Staffing required to make 50% 
capacity   0.9 0.8 0.4 0.4 0.2 2.7 

WTE required to makeup to a 50% 
capacity   0.4 0.3 0.0 0.4 0.2 1.3 

Cost Yr 1   26272.7 19491.9 0.0 24027.6 18248.2 88040.4 

Staffing required to make 75% 
capacity   1.4 1.2 0.6 0.6 0.4   

WTE required to makeup to a 75% 
capacity   0.5 0.4 0.2 0.2 0.1 1.4 

Cost Y2   29556.8 25989.2 12963.7 12013.8 9124.1 89647.5 

Staffing required to100% capacity   1.8 1.6 0.8 0.7 0.5   

WTE required for 100% Capacity   0.5 0.4 0.2 0.2 0.1 1.4 

Cost Y3   29556.8 25989.2 12963.7 12013.8 9124.1 89647.5 

Total 3yr cost   85386.3 71470.2 25927.4 48055.3 36496.3 
267335.

5 

Wexford General Hospital 10 1.8 1.6 0.8 0.7 0.5 5.4 

Current HSCP staffing for stroke 
service   0.0 0.0 0.0 0.0 0.0 0.0 

Gap   1.8 1.6 0.8 0.7 0.5 5.4 

% Deficits   1.0 1.0 1.0 1.0 1.0   

Staffing required to make 50% 
capacity   0.9 0.8 0.4 0.4 0.2 2.7 

WTE required to makeup to  50% 
capacity   0.9 0.8 0.4 0.4 0.2 2.7 

Cost Yr 1   59113.6 51978.3 25927.4 24027.6 18248.2 
179295.

1 

Staffing required to make 75% 
capacity   1.4 1.2 0.6 0.6 0.4   

WTE required to makeup to 75% 
capacity   0.5 0.4 0.2 0.2 0.1 1.4 

Cost Y2   29556.8 25989.2 12963.7 12013.8 9124.1 89647.5 

Staffing required to 100% capacity   1.8 1.6 0.8 0.7 0.5   

WTE required for 100% Capacity   0.5 0.4 0.2 0.2 0.1 1.4 

Cost Y3   29556.8 25989.2 12963.7 12013.8 9124.1 89647.5 

Total 3yr cost   
118227.

2 
103956.

7 51854.7 48055.3 36496.3 
358590.

2 

St Luke's Hospital Kilkenny 8 (7.5) 1.4 1.2 0.6 0.6 0.4 4.1 

Current HSCP staffing for stroke 
service   0.8 1.0 0.0 0.0 0.0 1.8 

Gap   0.6 0.2 0.6 0.6 0.4 2.3 

% Deficit   0.4 0.2 1.0 1.0 1.0   

Staffing required to make 50% 
capacity   0.7 0.6 0.3 0.3 0.2 2.0 

WTE required to makeup to  50% 
capacity   0.0 0.0 0.3 0.3 0.2 0.8 

Cost Yr 1   0.0 0.0 19445.5 18183.1 13686.1 51314.7 

Staffing required to make 75% 
capacity   1.0 0.9 0.5 0.4 0.3   

WTE required to makeup to a 75% 
capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y2   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 
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Staffing required to 100% capacity   1.4 1.2 0.6 0.6 0.4   

WTE required for 100% Capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y3   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Total 3yr cost   44335.2 38983.7 38891.0 36366.1 27372.2 
185948.

4 

Our Lady's Hospital Navan               

Saolta 

Galway University Hospital 25 4.5 4.0 2.0 1.9 1.2 13.6 

Current HSCP staffing for stroke 
service   0.5 0.5 0.5 0.0 0.1 1.6 

Gap   4.0 3.5 1.5 1.9 1.1 12.0 

% Deficits   0.9 0.9 0.8 1.0 0.9   

Staffing required to make 50% 
capacity   2.3 2.0 1.0 0.9 0.6 6.8 

WTE required to makeup to a 50% 
capacity   1.8 1.5 0.5 0.9 0.5 5.2 

Cost Yr 1   
114943.

1 97459.4 32409.2 60069.1 38017.0 
342897.

8 

Staffing required to make 75% 
capacity   3.4 3.0 1.5 1.4 0.9   

WTE required to makeup to a 25% 
deficit   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y2   73892.0 64972.9 32409.2 30034.5 22810.2 
224118.

9 

Staffing required to full capacity   4.5 4.0 2.0 1.9 1.2   

WTE required for 100% Capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y3   73892.0 64972.9 32409.2 30034.5 22810.2 
224118.

9 

Total 3yr cost   
262727.

2 
227405.

2 97227.6 
120138.

2 83637.4 
791135.

5 

Portiuncula Hospital 5 0.8 0.8 0.4 0.4 0.2 2.7 

Current HSCP staffing for stroke 
service   1.0 0.5 0.5 0.1 0.0 2.1 

Gap   0.0 0.3 0.0 0.3 0.2   

% Deficits   0.0 0.4 0.0 0.7 1.0   

Staffing required to make 50% 
capacity   0.0 0.4 0.0 0.2 0.1   

WTE required to makeup to  50% 
capacity   0.0 0.0 0.0 0.1 0.1 0.2 

Cost Yr 1   0.0 0.0 0.0 5844.6 9124.1 14968.6 

Staffing required to make 75% 
capacity   0.0 0.6 0.0 0.3 0.2   

WTE required to makeup to a 75% 
capacity   0.0 0.2 0.0 0.1 0.1 0.4 

Cost Y2   0.0 13157.0 0.0 5844.6 4562.0 23563.6 

Staffing required to 100% capacity   0.0 0.8 0.0 0.4 0.2   

WTE required for 100% Capacity   0.0 0.2 0.0 0.1 0.1 0.4 

Cost Y3   0.0 13157.0 0.0 5844.6 4562.0 23563.6 

Total 3yr cost   0.0 26314.0 0.0 17533.7 18248.2 62095.9 

Mayo University Hospital 8 (7.5) 1.4 1.2 0.6 0.6 0.4 4.1 

Current HSCP staffing for stroke 
service   0.9 0.6 0.5 0.0 0.0 2.0 

Gap   0.5 0.6 0.1 0.6 0.4 2.1 

% Deficits   0.3 0.5 0.2 1.0 1.0   

Staffing required to make 50% 
capacity   0.7 0.6 0.3 0.3 0.2 2.0 

WTE required to makeup to a 50% 
capacity   0.0 0.0 0.0 0.3 0.2 0.5 
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Cost Yr 1   0.0 0.0 0.0 18183.1 13686.1 31869.2 

Staffing required to make 75% 
capacity   1.0 0.9 0.5 0.4 0.3   

WTE required to makeup to a 75% 
capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y2   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Staffing required to 100% capacity   1.4 1.2 0.6 0.6 0.4   

WTE required for 100% Capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y3   22167.6 17008.5 8504.3 7937.3 7691.0 60275.6 

Total 3yr cost   44335.2 36500.4 18227.0 35211.9 28220.1 
159461.

6 

Sligo University Hospital 8 (7.5) 1.4 1.2 0.6 0.6 0.4 4.1 

Current HSCP staffing for stroke 
service   0.5 0.0 0.0 0.0 0.0 0.5 

Gap   0.9 1.2 0.6 0.6 0.4 3.6 

% Deficits   0.6 1.0 1.0 1.0 1.0   

Staffing required to make 50% 
capacity   0.7 0.6 0.3 0.3 0.2 2.0 

WTE required to makeup to a 50% 
capacity   0.2 0.6 0.3 0.3 0.2 1.5 

Cost Yr 1   11494.3 38983.7 19445.5 18183.1 13686.1 
101792.

8 

Staffing required to make 75% 
capacity   1.0 0.9 0.5 0.4 0.3   

WTE required to makeup to a 75% 
capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y2   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Staffing required to 100% capacity   1.4 1.2 0.6 0.6 0.4   

WTE required for 100% Capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y3   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Total 3yr cost   55829.5 77967.5 38891.0 36366.1 27372.2 
236426.

4 

Letterkenny University Hospital 12 2.7 2.4 1.2 1.1 0.7 8.1 

Current HSCP staffing for stroke 
service   3.0 1.7 1.0 0.0 0.0 5.7 

Gap   0.0 0.8 0.2 1.1 0.7 2.8 

% Deficits   0.0 0.3 0.2 1.0 1.0   

Staffing required to make 50% 
capacity   0.0 1.2 0.6 0.6 0.4 2.7 

WTE required to makeup to a 50% 
capacity   0.0 0.0 0.0 0.6 0.4 0.9 

Cost Yr 1   0.0 0.0 0.0 35716.8 26611.9 62328.7 

Staffing required to make 75% 
capacity   0.0 1.8 0.9 0.8 0.5   

WTE required to makeup to a 75% 
capacity   0.0 0.2 0.3 0.3 0.2 0.9 

Cost Y2   0.0 9745.9 19445.5 17858.4 13306.0 60355.8 

Staffing required to 100% capacity   0.0 2.4 1.2 1.1 0.7   

WTE required for 100% Capacity   0.0 0.6 0.3 0.3 0.2 1.4 

Cost Y3   0.0 38983.7 19445.5 17858.4 13306.0 89593.6 

Total 3yr cost   0.0 48729.7 38891.0 71433.5 53223.8 
212278.

0 

South/Southw
est 

Cork University Hospital 
30 
(25+3) 5.4 4.8 2.4 2.2 1.4 16.2 

Current HSCP staffing for stroke 
service   0.5 0.0 0.5 0.0 0.0 1.0 

Gap   4.9 4.8 1.9 2.2 1.4 15.2 
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% Deficits   0.9 1.0 0.8 1.0 1.0   

Staffing required to make 50% 
capacity   2.7 2.4 1.2 1.1 0.7 8.1 

WTE required to makeup to a 50% 
capacity   2.2 2.4 0.7 1.1 0.7 7.1 

Cost Yr 1   
144500.

0 
155935.

0 45372.9 71433.5 53223.8 
470465.

1 

Staffing required to make 75% 
capacity   4.1 3.6 1.8 1.7 1.1   

WTE required to makeup to a 75% 
capacity   1.4 1.2 0.6 0.6 0.4 4.1 

Cost Y2   88670.4 77967.5 38891.0 35716.8 26611.9 
267857.

6 

Staffing required to 100% capacity   5.4 4.8 2.4 2.2 1.4   

WTE required for 100% Capacity   1.4 1.2 0.6 0.6 0.4 4.1 

Cost Y3   88670.4 77967.5 38891.0 35716.8 26611.9 
267857.

6 

Total 3yr cost   
321840.

8 
311870.

0 
123155.

0 
142867.

0 
106447.

6 
1006180

.3 

Mercy University Hospital 5 0.9 0.8 0.4 0.2 0.4 2.7 

Current HSCP staffing for stroke 
service   0.0 0.5 0.0 0.0 0.0   

Gap   0.9 0.3 0.4 0.2 0.4 2.2 

% Deficits   1.0 0.4 1.0 1.0 1.0   

Staffing required to make 50% 
capacity   0.5 0.4 0.2 0.1 0.2 1.4 

WTE required to makeup to a 50% 
capacity   0.5 0.0 0.2 0.1 0.2 1.0 

Cost Yr 1   29556.8 0.0 12963.7 7792.7 14066.3 64379.5 

Staffing required to make 75% 
capacity   0.7 0.6 0.3 0.2 0.3   

WTE required to makeup to a 75% 
capacity   0.2 0.2 0.1 0.1 0.1 0.7 

Cost Y2   14778.4 12994.6 6481.8 3896.4 7033.1 45184.3 

Staffing required to 100% capacity   0.9 0.8 0.4 0.2 0.4   

WTE required for 100% Capacity   0.2 0.2 0.1 0.1 0.1 0.7 

Cost Y3   14778.4 12994.6 6481.8 3896.4 7033.1 45184.3 

Total 3yr cost   59113.6 25989.2 25927.4 15585.5 28132.6 
154748.

2 

South Tipperary General Hospital 
Clonmel 8 (7.5) 1.4 1.2 0.6 0.6 0.4 4.1 

Current HSCP staffing for stroke 
service   0.0 0.0 0.5 0.0 0.0   

Gap   1.4 1.2 0.1 0.6 0.4 3.6 

% Deficits   1.0 1.0 0.2 1.0 1.0   

Staffing required to make 50% 
capacity   0.7 0.6 0.3 0.3 0.2 2.0 

WTE required to makeup to a 50% 
capacity   0.7 0.6 0.0 0.3 0.2 1.7 

Cost Yr 1   44335.2 38983.7 0.0 18183.1 13686.1 
115188.

2 

Staffing required to make 75% 
capacity   1.0 0.9 0.5 0.4 0.3   

WTE required to makeup to a 75% 
capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y2   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Staffing required to 100% capacity   1.4 1.2 0.6 0.6 0.4   

WTE required for 100% Capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y3   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 
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Total 3yr cost   88670.4 77967.5 19445.5 36366.1 27372.2 
249821.

8 

University Hospital Waterford 8 (7.5) 1.4 1.2 0.6 0.6 0.4 4.1 

Current HSCP staffing for stroke 
service   0.5 1.0 0.3 0.3   2.1 

Gap   0.9 0.2 0.3 0.3 0.4 2.0 

% Deficits   0.6 0.2 0.5 0.5 1.0   

Staffing required to make 50% 
capacity   0.7 0.6 0.3 0.3 0.2 2.0 

WTE required to makeup to a 50% 
capacity   0.2 0.0 0.0 0.0 0.2 0.4 

Cost Yr 1   11494.3 0.0 0.0 0.0 13686.1 25180.4 

Staffing required to make 75% 
capacity   1.0 0.9 0.5 0.4 0.3   

WTE required to makeup to a 75% 
capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y2   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Staffing required to 100% capacity   1.4 1.2 0.6 0.6 0.4   

WTE required for 100% Capacity   0.3 0.3 0.2 0.1 0.1 1.0 

Cost Y3   22167.6 19491.9 9722.8 9091.5 6843.1 67316.8 

Total 3yr cost   55829.5 38983.7 19445.5 18183.1 27372.2 
159814.

1 

University Hospital Kerry 8 1.4 1.2 0.6 0.6 0.4 4.1 

Current HSCP staffing for stroke 
service   0.6 1.3 0.9 0.4 0.0 3.2 

Gap   0.7 0.0 0.0 0.2 0.4 1.2 

% Deficits   0.5 0.0 0.0 0.3 1.0   

Staffing required to make 50% 
capacity   0.7 0.0 0.0 0.3 0.2 1.1 

WTE required to makeup to a 50% 
capacity   0.0 0.0 0.0 0.0 0.2 0.2 

Cost Yr 1   0.0 0.0 0.0 0.0 13686.1 13686.1 

Staffing required to make 75% 
capacity   1.0 0.0 0.0 0.4 0.3   

WTE required to makeup to a 75% 
capacity   0.3 0.0 0.0 0.1 0.1 0.6 

Cost Y2   22167.6 0.0 0.0 9091.5 6843.1 38102.2 

Staffing required to 100% capacity   1.4     0.6 0.4   

WTE required for 100% Capacity   0.3 0.0 0.0 0.1 0.1 0.6 

Cost Y3   22167.6 0.0 0.0 9091.5 6843.1 38102.2 

Total 3yr cost   44335.2 0.0 0.0 18183.1 27372.2 89890.5 

Bantry General Hospital 5 0.9 0.8 0.4 0.2 0.4 2.7 

Current HSCP staffing for stroke 
service   1.0 1.0 1.0 0.5 0.0 3.5 

Gap           0.4 0.4 

% Deficits           1.0   

Staffing required to make 50% 
capacity           0.2 0.2 

WTE required to makeup to a 50% 
capacity   0.0 0.0 0.0 0.0 0.2 0.2 

Cost Yr 1           14066.3 14066.3 

Staffing required to make 75% 
capacity           0.3   

WTE required to makeup to a 75% 
capacity   0.0 0.0 0.0 0.0 0.1 0.1 

Cost Y2           7033.1 7033.1 

Staffing required to 100% capacity           0.4   
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WTE required for 100% Capacity   0.0 0.0 0.0 0.0 0.1 0.1 

Cost Y3           7033.1 7033.1 

Total 3yr cost           28132.6 28132.6 

University of 
Limerick 

University Hospital Limerick 20 3.6 3.2 1.6 1.5 1.0 10.9 

Current HSCP staffing for stroke 
service   4.0 4.0 2.0 0.5 0.5 11.0 

Gap         1.0 0.5 1.5 

% Deficits         0.7 0.5   

Staffing required to make 50% 
capacity         0.8 0.5 1.2 

WTE required to makeup to a 50% 
capacity         0.3 0.0 0.3 

Cost Yr 1         16234.9 0.0 16234.9 

Staffing required to make 75% 
capacity         1.1 0.7   

WTE required to makeup to a 75% 
capacity         0.4 0.2 0.6 

Cost Y2         24352.3 18248.2 42600.5 

Staffing required to 100% capacity         1.5 1.0   

WTE required for 100% capacity         0.4 0.2 0.6 

Cost Y3         24352.3 18248.2 42600.5 

Total 3yr cost         64939.5 36496.3 
101435.

9 

RCSI  

Beaumont Hospital 
35 
(30+4) 6.3 5.6 2.8 2.6 1.7 19.0 

Current HSCP staffing for stroke 
service   3.0 2.5 1.5 0.5 0.0 7.5 

Gap   3.3 3.1 1.3 2.1 1.7 11.5 

% Deficits   0.5 0.6 0.5 0.8 1.0   

Staffing required to make 50% 
capacity   3.2 2.8 1.4 1.3 0.9 9.5 

WTE required to makeup to a 50% 
capacity   0.2 0.3 0.0 0.8 0.9 2.1 

Cost Yr 1   9852.3 19491.9 0.0 51951.6 64628.9 
145924.

7 

Staffing required to make 75% 
capacity   4.7 4.2 2.1 2.0 1.3   

WTE required to makeup to a 75% 
capacity   1.6 1.4 0.7 0.7 0.4 4.8 

Cost Y2   
103448.

8 90962.1 45372.9 42210.7 32314.5 
314308.

9 

Staffing required to 100% capacity   6.3 5.6 2.8 2.6 1.7   

WTE required for 100% Capacity   1.6 1.4 0.7 0.7 0.4 4.8 

Cost Y3   
103448.

8 90962.1 45372.9 42210.7 32314.5 
314308.

9 

Total 3yr cost   
216749.

9 
201416.

0 90745.8 
136373.

1 
129257.

8 
774542.

6 

Our Lady of Lourdes Hospital 
Drogheda 13 2.3 2.0 1.0 0.9 0.6 6.8 

Current HSCP staffing for stroke 
service   1.0 1.0 1.0 0.0 0.0 3.0 

Gap   1.3 1.0 0.0 0.9 0.6 3.8 

% Deficit   0.6 0.5   1.0 1.0   

Staffing required to make 50% 
capacity   1.1 1.0   0.5 0.3 2.9 

WTE required to makeup to a 50% 
capacity   0.1 0.0 0.0 0.5 0.3 0.9 

Cost Yr 1   8210.2 0.0 0.0 29222.8 22810.2 60243.2 

Staffing required to make75%   1.7 1.5 0.8 0.7 0.5   
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capacity 

WTE required to makeup to a 75% 
capacity   0.6 0.5 0.8 0.2 0.2 2.2 

Cost Y2   36946.0 32486.5 48613.8 14611.4 11405.1 
144062.

8 

Staffing required to 100% capacity   2.3 2.0 1.0 0.9 0.6   

WTE required for 100% Capacity   0.6 0.5 0.3 0.2 0.2 1.7 

Cost Y3   36946.0 32486.5 16204.6 14611.4 11405.1 
111653.

6 

Total 3yr cost   82102.2 64972.9 64818.4 58445.6 45620.4 
315959.

6 

Cavan General Hospital 10 1.8 1.6 0.8 0.7 0.5 5.4 

Current HSCP staffing for stroke 
service   1.0 0.0 0.5 0.5 0.0 2.0 

Gap   0.8 1.6 0.3 0.2 0.5 3.4 

% Deficits   0.4 1.0 0.4 0.3 1.0   

Staffing required to make 50% 
capacity   0.9 0.8 0.4 0.4 0.2 2.7 

WTE required to makeup to a 50% 
capacity   0.0 0.8 0.0 0.0 0.2 1.0 

Cost Yr 1   0.0 51978.3 0.0 0.0 18248.2 70226.5 

Staffing required to make 75% 
capacity   1.4 1.2 0.6 0.6 0.4   

WTE required to makeup to a 75% 
capacity   0.5 0.4 0.2 0.2 0.1 1.4 

Cost Y2   29556.8 25989.2 12963.7 12013.8 9124.1 89647.5 

Staffing required to 100% capacity   1.8 1.6 0.8 0.7 0.5   

WTE required for 100% Capacity   0.5 0.4 0.2 0.2 0.1 1.4 

Cost Y3   29556.8 25989.2 12963.7 12013.8 9124.1 89647.5 

Total 3yr cost   59113.6 
103956.

7 25927.4 24027.6 36496.3 
249521.

6 

Connolly Hospital 25 4.5 4.0 2.0 1.9 1.2 13.6 

Current HSCP staffing for stroke 
service   2.0 1.0 0.8 0.2 0.0 4.0 

Gap   2.5 3.0 1.2 1.7 1.2 9.6 

% Deficits   0.6 0.8 0.6 0.9 1.0   

Staffing required to make 50% 
capacity   2.3 2.0 1.0 0.9 0.6 6.8 

WTE required to makeup to a 50% 
capacity   0.3 1.0 0.2 0.7 0.6 2.8 

Cost Yr 1   16420.4 64972.9 12963.7 47081.2 45620.4 
187058.

6 

Staffing required to make 75% 
capacity   3.4 3.0 1.5 1.4 0.9   

WTE required to makeup to a 75% 
capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y2   73892.0 64972.9 32409.2 30034.5 22810.2 
224118.

9 

Staffing required to 100% capacity   4.5 4.0 2.0 1.9 1.2   

WTE required for 100% Capacity   1.1 1.0 0.5 0.5 0.3 3.4 

Cost Y3   73892.0 64972.9 32409.2 30034.5 22810.2 
224118.

9 

Total 3yr cost   
164204.

5 
194918.

7 77782.1 
107150.

3 91240.8 
635296.

4 

  
Total across all  

 

2556664
.0 

2353109
.4 

1152549
.0 

1441041
.1 

1261491
.6 8761822 

  

  
38.1 34.3 13.7 21.9 16.9 124.1 
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