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Mitigating inequalities in access to stroke rehabilitation for stroke survivors in coastal Suffolk and Essex

Policy context
The number of people surviving a stroke and living with its consequences is expected to increase year on year. 
The NHS National Stroke Service Model’s Integrated Community Stroke Service (ICSS) and its associated guidance advocates that models of rehabilitation should be patient-centred, provided in the community and based on an individuals’ changing needs. The NHS Core20PLUS approach recognises that some face greater barriers to health, and health care, than others, producing health inequalities. To tackle barriers to service access and mitigate health inequalities, the NHS Long Term Health Plan calls for greater community-based health and social care services.  
The problem
Compared with urban or other rural areas, coastal communities – comprising large populations who are more likely to be older, poorer or ethnically, culturally and linguistically diverse– experience a higher burden of stroke. 
Stroke services are locally commissioned but work to the same specification outlined in the National model. Current policy documents fall short of describing how stroke systems operating in varied regional contexts can deliver equitable care and coverage. There is much emerging evidence on ‘what works’ for stroke rehabilitation and stroke therapies. However, there remain gaps in our knowledge of how the current stroke rehabilitation system addresses and mitigates health inequalities for the most vulnerable and marginalised populations in this community. Policy makers need to implement systems and models of care that respond to the local issues pervading equitable and accessible stoke rehabilitation. 
Research summary
Our research examined the barriers and solutions to achieving health equality in stroke rehabilitation and life-after-stroke services in the coastal area of East Suffolk and North Essex. Professional stakeholders assessed the system-level aspects of the care model (such as workforce, resourcing, and information governance) in relation to whether there were areas that produced inequality. Focus group discussions sought to understand more about how inequalities were produced and what actions needed to be taken to address them. 
Key findings
· There are significant shortfalls in long-term life-after-stroke services. After the 6 week post-stroke period, and the 6 month post-stroke review period, stroke survivors experience substantial challenges in getting the health and social care they need. This is related to workforce shortages, sparse regional coverage, and clinic‑only models that do not fit local realities (e.g., limited domiciliary provision, lack of evening/weekend rehab). 
· Stroke survivors who have specific intersecting characteristics face exceptional barriers to accessing stroke rehabilitation. These barriers are experienced most strongly by stroke survivors who: have chronic and severe mobility difficulties (especially those who require a wheelchair), have post-stroke communication difficulties, speak languages other than English, and do not have the financial resources to fund private transport options. This is related to poor coordination between health, social care, and transport systems (e.g., wheelchair users facing non-accessible entrances from taxi drop‑offs; people with aphasia receiving non‑aphasia‑friendly letters).  
· There are limited systems in place to monitor and understand potential inequalities in the population. Data integration across the pathway and life-after-stroke services is poor or absent. This limits service design and continuous quality improvement. Practical gaps include missing key fields (e.g., preferred language, ethnicity, disability profile, transport need), lack of linkage across providers, unclear data‑sharing agreements, and limited digital access for some service users. 
Policy options 
· Implement a simple, standardised “minimum equity dataset” 
To reduce inequities in Life After Stroke (LAS) care, we recommend a simple and standardised approach to equity data. A Minimum Equity Data Set (LAS-MEDS) should be collected at referral and follow-up, covering core fields such as preferred language, ethnicity, disability/communication profile, housing and postcode (for deprivation/rurality), transport need, and carer status. Data should be recorded consistently at hospital discharge and during 6- and 12-month reviews, using the Greater Manchester Stroke Assessment Tool (GM-SAT) framework and aligned with the Sentinel Stroke National Audit Programme (SSNAP).
This dataset should be linked across hospitals, community stroke, mental health and social care providers under a Data Protection Impact Assessment (DPIA) and Data Sharing Agreement (DSA), with identifiers replaced by secure codes (pseudonymisation). A regular local dashboard (quarterly report) should combine these data with Therapy Outcomes and Patient‑Reported Outcome Measures (PROMs) and Patient‑Reported Experience Measures (PREMs), stratified by equity groups. This will make unmet needs visible, allow fair comparison between localities, and track progress in closing equity gaps. 
· Extend coverage of and adapt the delivery of ICSS across all of ESNEFT based on intersectional analysis of population needs (supported by the LAS-MEDS). Maintaining person-centred care, service delivery options should be codesigned with service users and utilise neighbourhood-centred models of care as per the Ten Year Health Plan. Service delivery options can be stratified by layers of population/community needs for different groups based on at-risk characteristics (e.g. individualised, domiciliary rehab for those with severe mobilities needs’; digital therapy for those who have digital access, facilitated access to group therapy for people living alone). Further adaptations include: adding evening/weekend/community based sessions; expand domiciliary and mobile rehab; embed transport support (e.g., coordinated community transport, taxi vouchers) within the care pathway; individual and group therapy options for those with suitable resources, which may include digital; ensure multilingual/aphasia friendly communication by default, within existing national frameworks. To support service delivery and management of patient engagement and benefit, clear protocols outlining expectations of stroke rehabilitation, consolidated understandings of the aims of rehabilitation, anticipated therapies and self-management options should be communicated and documented at initial and interim time points, for service users and families to optimally engage in processes. Current, accessible and easy-to-understand information on support services should be universally provided at multiple time points throughout life-after-stroke, from any professional that they come into contact with (particularly, the GP). 
· Formalise multi‑sector partnerships (health, social care, transport, Department for Work and Pensions, third sector) with a named lead, ring‑fenced funds, and a single point of access for patients; negotiate low‑cost transport schemes (e.g., community minibus routes, voucher programmes) aligned to clinic times and rehab venues.
Building on stakeholder insights, these partnerships should map and connect existing initiatives—including community transport schemes, concessionary fares, volunteer-run minibuses, and available funding or grant opportunities (e.g., Motability)—rather than creating entirely new services. 
For example, the Kent Community Transport Toolkit demonstrates how local schemes can be built on existing community assets: starting with a clear needs assessment, securing mixed funding (grants, local authority support, small user fares), and using volunteer car schemes or minibuses to provide flexible, low-cost transport. Such practical models show how transport can be sustainably embedded and scaled without requiring entirely new infrastructure, and can be adapted to local health services and support stroke rehabilitation pathways.
A dedicated Care Navigator or Care Coordinator should be introduced at key points, such as the six-month review or within social prescribing networks, to actively signpost patients and carers to available services. This role helps stroke survivors and carers avoid reliance on “luck of the draw” or chance encounters with knowledgeable staff. The patient enquiry process should be simple and standardised (e.g., a template form), with each case reviewed individually by the Care Navigation Service.
Services should also integrate patient “Passports”—updatable records that patients can hold themselves (paper or digital QR codes, e.g., Healthwatch Patient Cards)—to capture essential medical, communication, and support information. This approach ensures the patient record is accessible, patient-maintained, and up-to-date, eliminates unnecessary repetition at each appointment, reduces the risk of miscommunication or errors, and supports continuity of care.

Community hubs, libraries, and social care teams should be leveraged as accessible referral points, supported by user-friendly directories and clear communication channels. Partnerships should aim for sustainability through ring-fenced funding, a named organisational lead, and embedded monitoring using enhanced SSNAP/Right Care data, ensuring coordination, visibility of services, and long-term impact.
Community hubs, libraries, and social care teams should be leveraged as accessible referral points, supported by user-friendly directories and clear communication channels. 
Partnerships should aim for sustainability through ring-fenced funding, a named organisational lead, and embedded monitoring using enhanced SSNAP/Right Care data, ensuring coordination, visibility of services, and long-term impact.

image1.png
i University of Essex




image2.png
NHS

East Suffolk and

North Essex
NHS Foundation Trust





image3.svg
                                                        


